
List of Medical Record Contents that 

“Reßect” Each Qualifying Diagnosis* 

GUIDE

 
QUALIFYING 
DIAGNOSIS 

REFERENCE POINTS  
IN MEDICAL RECORDS 

1. Alzheimer’s Disease  

1. Alzheimer’s or Alzheimer’s Disease 

2. 331.0 (ICD 9 code) 

3. G30.9 (ICD 10 code) 

4. Major Neurocogni ve Disorder due to probable Alz

heimer’s Disease (DSM 5) (Re red NFL Football Play

er deceased before the E ec ve Date)  

5. AD (Alzheimer’s Disease acronym)  

2. Parkinson’s Disease 

1. Parkinson’s or Parkinson’s Disease 

2. 332.0 (ICD 9 code) 

3. G20 (ICD 10 code) 

4. Major Neurocogni ve Disorder probably due to Park

inson’s Disease (DSM 5) (Re red NFL Football Player 

deceased before the E ec ve Date) 

5. PD (Parkinson’s Disease acronym)  

3. Death with CTE 
1. CTE 

2. Chronic Trauma c Encephalopathy  

4. ALS 

1. ALS  

2. Amyotrophic Lateral Sclerosis 

3. Lou Gehrig’s Disease 

4. 335.20 (ICD 9 code) 

5. G12.21 (ICD 10 code)  

*This is a non exhaus ve list and other terms may 

be included that are not present here. 
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5. 
Level 1.5 

Neurocogni ve  
Impairment  

The Claims Administrator looks for terms like these in 

combina on building toward the deÞni on of Level 

1.5 Neurocogni ve Impairment. 

1. Concern (related to perceived severe decline in 

cogni ve func on) 

2. Moderate to severe decline in cogni ve func on 

(in two or more cogni ve domains of complex 

a en on, execu ve func on, learning and 

memory, language, or perceptual spa al; one 

must be complex a en on, execu ve func on, or 

learning and memory) 

3. Category 1.0 func onal impairment (in the areas 

of Community A airs, Home & Hobbies, and Per

sonal Care, consistent with “Mild” on the Na onal 

Alzheimer’s Coordina ng Center’s Clinical Demen

a Ra ng Scale) 

4. Early demen a 

5. NOT exclusively delirium, acute substance abuse, 

or medica on side e ects 

6. (Execu on of the standardized neuropsychological 

tes ng protocol in Exhibit 2 to the Se lement 

Agreement)  

*This is a non exhaus ve list and other terms may 

be included that are not present here. 
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6. 
Level 2 

Neurocogni ve  
Impairment  

The Claims Administrator looks for terms like 

these in combina on building toward the deÞni

on of Level 2.0 Neurocogni ve Impairment. 

1. Concern (related to perceived severe decline 

in cogni ve func on)  

2. Severe decline in cogni ve func on (in two or 

more cogni ve domains of complex a en on, 

execu ve func on, learning and memory, lan

guage, or perceptual spa al; one must be 

complex a en on, execu ve func on, or 

learning and memory) 

3. Category 2.0 func onal impairment (in the ar

eas of Community A airs, Home & Hobbies, 

and Personal Care, consistent with 

“Moderate” on the Na onal Alzheimer’s Coor

dina ng Center’s Clinical Demen a Ra ng 

Scale) 

4. Moderate demen a 

5. Severe demen a 

6. NOT exclusively delirium, acute substance 

abuse, or medica on side e ects 

7. (Execu on of the standardized neuropsycho

logical tes ng protocol in Exhibit 2 to the 

Se lement Agreement)  

*This is a non exhaus ve list and other terms may 

be included that are not present here. 




