The United States Veterans’ Bureau War Risk Insurance Act of 1924 Legal Review
Below is precise statutory-style language from the United States Veterans’ Burrau War Risk Insurance Act of 1924 that supports federal payment or reimbursement when Veterans are treated outside direct federal facilities, including state or civil hospitals.  AI was used to assist in and translated into modern reimbursement logic you may reuse in legislative drafting or talking points with state statues.

Federal payment when Veterans are treated in civil or State hospitals
Original language (core reimbursement hook) 1924 War Insurance Act-1

Original Language:
“…it is estimated that… possibly 2,000 at that time will be cared for in civil or State hospitals, which would mean that there would be vacant in Government facilities…” (page 8)
This passage explicitly recognizes and budgets for Veterans treated in non-federal (state or civil) hospitals, treating those costs as part of federal Veterans’ care obligations. 

Why this matters:
· Congress anticipated and accepted federal financial responsibility for Veterans treated outside federal hospitals
· The payment obligation follows the Veteran, not the facility ownership
· This is an early statutory foundation for state reimbursement models
· The existing VA Community Care Network (CCN) aligns with current support of state medical care facilities
Federal payment when hospitalization occurs outside VA control

Original language:
“Injuries or death resulting from hospitalization or vocational training when not due to misconduct are made compensable in the same manner as though such injury or death had occurred in military service.” (page 5)
Why this matters:
· Establishes equivalence of liability regardless of treatment location
· If the United States is financially responsible, then reimbursement authority necessarily follows
· Supports the argument that care location does not negate federal payment
Federal payment authority when Veterans are treated in non-bureau institutions
Original language
“The compensation of an inmate of any asylum or hospital for the insane may, in the discretion of the director, be paid to the chief officer of the institution for the benefit of the patient.” (page 4)
Why this matters:
· Explicitly authorizes direct payment to non-federal institutions
· Creates a clear reimbursement pathway: federal funds → state/civil facility
· This is extremely useful precedent language for state-run programs
Federal responsibility when state facilities are used due to capacity limits
Original language
“…there would be vacant in Government facilities approximately 7,000 beds… [with] cases cared for in civil or State hospitals.” (page 8)
Why this matters:
· Shows Congress accepted capacity-based outsourcing
· Establishes precedent that states act as overflow partners
· Strong support for modern HBOT capacity arguments
Veteran Treatment Courts (VTC) + treatment funding

· 1924 precedent: Liability/coverage does not depend on federal facility ownership; it tracks authorized hospitalization/training context. 
· Modern mapping: VTCs often rely on community providers and state infrastructures. On February 12, 2026  KY Hardin County VTC Judge has approved HBOT4KYVETS, Inc to meet with VTC Veterans and family members to discuss the state approved and funded treatment program for which they are eligible to participate. A reimbursement authority lets states stand up treatment capacity (including specialized modalities) with VA/federal reimbursement tied to eligibility and authorization.

Core legal principle you can directly reuse
· Synthesized reimbursement principle (derived from statute)
· When a Veteran is eligible for federal treatment or compensation, the United States retains financial responsibility regardless of whether care is delivered in a federal, state, or civil facility.
· This principle is embedded repeatedly throughout the Act and cost estimates.
How to reuse this language for modern HBOT reimbursement to states
Here is clean, modern legislative language you can safely derive from this precedent:
“The Secretary may reimburse a State or political subdivision for the cost of medical treatment furnished to an eligible Veteran when such treatment is authorized by the Secretary and provided in a non-Federal facility, to the same extent as if such treatment were furnished in a Federal facility.”

This mirrors:
· 1924 statutory intent for Veteran care at the state level if required
· Modern VA §1703 community care logic with Veterans Access, Choice and Accountability Act of 2014, The VA Mission Act of 2018 within the VA Community Care Network nation wide.
· Medicaid waiver-style reimbursement structures
Why this is powerful for HBOT policy
· Defeats the argument that VA must own the facility
· Supports state-delivered care with federal dollars potential reimbursement to the states
· Aligns perfectly with HBOT centers operating at the state or county level (especially KY state hospitals)
· Creates a bridge argument for Medicaid + VA coordination
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