United States Army Student Detachment
Student Out-Processing (OCONUS ACCOMPANIED)

Last Name, F11 st Name Rank PCS Location:
Report date:
- Requested Leave date:
[[] TDY Enroute Location: EFMP Warranted: Yes or No (circle one)
Start Date:

ZADMINISTRATION CHECKLIST -

DOCUMENTS NEEDED IF PCSmg ACCOMI’ANIED
(DA 31) Request and Authority for Leave (Leave Form)

(DA 5121, Mar 2007) Overseas Tour Election Statement

(DA 4036, Mar 2007) Medical and Dental Preparation for Overseas Movement

(DA 4787-R, Mar 2007) Reassignment Processing

(DA 5888, Sep 2002) Family Member Deployment Screening Sheet

(DA 7246, Jun 2009) Exceptional Family Member Program (EFMP) Screening Questionnaire
(DA 5888-1, Nov 2006) Screening of Family Members in Remote OCONUS Areas

(DD 2792, Nov 2006) Exceptional Family Member Medical Summary (If applicable)

(DD 2792-1, Nov 2006) EFMP Special Education/Early Infervention Summary (If applicable)
(DA 7415) Exceptional Family Member Program (EFMP) Query Sheet

O O

IMPORTANT: If you were issued a CAC Card Reader it must be returned prior to out-processing
USASD (Within 30 days of completing your course of study/training.)

OPTIONAL FORMS

THESE ITEMS MUST BE SUBMITTED NO LESS THAN 10 DAYS PRIOR TO YOUR SIGN OUT
DATE. IF FORMS ARE RECEIVED AFTER THE 16 DAYS PRIOR FORMS WILL BE RETURNED
WITHOUT ACTION, IAW DFAS STANDARDS.

[] pCS Advance Request Form
[] DD Form 2560-Advance Pay Request

D = FOR USE BY USASD PERSONNEL ONLY Jv
DATE SENT sm NOTIFICATION:

| GRAD DATE: - SUSPENCE DATE:
'POR PAGKET RECEIVED BY: - DATE: Cmimn
'DATE SENT TO EFMP: DATE SENT TO COUNTRY

REMARKS




T SOTROUNITBER

AE—
’4. RANK JS. DATE

REQUEST ANE AUTHORITY.E
i tpm s sibfezt ko fhel Fiiygoy Adt o174, Foreseafiny
“The prcponent agency 5 005, 84, .

2 NAME  (Last, Firel, Mdgle Imtiel)

8. LEAVE ADDRESS {Slresf, City, Jale, ZIF Coda end 7. TYPE OF LEAVE . 8. ORGN, STATION, AND PHONE NO.
Phene No} ORDINARY [} emereency
PERMISSIVE TDY X omer
PCS
) . NUMBER DAYS LEAVE ] 10, . DATES
3. ACCRUED b, REQUESTED ©. ADVANCED d. EXCESS a. FROM b TO
- SIGHATURE GF REQUESTOR-—————————~ f2-SUPERVISCR RECCMYENDATIONISBHATORE 3. SIGNATURE AN TITLE OF
AFPROVAL D DISAPPROVAL APPROVNG AUTHORITY
14, DEPARTURE -
a. DATE b TiME o. NAME/TITLESSIGNATURE OF DEPARTURE ALFHORITY )
I ‘ = i
15.. g . . EXTENSION :
2. NUMBER DAYS 0. DATE AFPROVED ¢. NAMETITLESIGNATURE OF APPROVAL AUTHORITY .
1B, RETURN
a. DATE b, TPAE _] & NAMESTLESIGNATURE OF RETURN AUTHORITY )
17. REMARKS
Chargaaiia Jaave Is from 1o . s ¥
PART Il - EMERGENCY LEAVE TRANSPORTATION AND TRAVEL ’
18, You are authortzed to procaad on oificial ravel In connecion with amargansy leave and ugon completian of your leava and travel wil . - e =
{APCE) for

refum 1o horna stafen {or fosafion) designated by miitary orders. You are ditected to repart o the Aedal Port of Embarkation
erward movement fo lhe autherized Infernafonal airpost designated ln your ravel dactmends, Al adEdanal fravefls ohargzatie loleava.
‘Do net depart the instalefon without raservations or tlokels for avthorized space required Banepordation, Figa no-pay travel voucher with a

copy of your travel decuments of boerding pass within & working days after your retum, Submi request for leave axlehsion o your : sewe e
commander. The American Red Cross can assist you n notfying yete commander of your request for extersion of feave.

9. INSTRUCTIONS FOR SCHEDUUNG RETURN TRANSPORTATION:

For rekum iy avel reservations In CONUS oalf U MAG Passengas Resarvatan Conter {PRC):

Shoudd you require olher assislance call PAR;

20, DEFARTED UNIT 21, ARRIVED APQD 22, ARRNED APCE {returnt oniy} 23, ARRNED HOME UNT

PARTY ill - DEPENDENT TRAVEL AUTHORIZATION

7Y
25, [} (Space avaitabie or required cash reimbursabie; D ONE WAY D ROUND TRIP

[ ] (Space required) TRANSSCRTATICN AUTHCRIZED FOR DEPENDENTS LISTED N BLOCK NO, 25 ‘ _
- GEPENDENT INFORMATION . ~
a, CEPENDENTS (Last name, .First, M) b. RELATIOMNSHIP ¢. DATES CF BIRTH {Children) d. PASSPORT NUMBER

L i i et A A PbabemialibibnBodimige
PART IV - AUTHENTICATION FOR TRAVEL AUTHORIZATION
26. DESIGNATION AND LCCATICN OF HEADGQUARTERS ' 27. ACCOUNTING CITATICN

Z8, DATEISSUED - 70, TRAVEL GNDER NUMBER . ORDERAWHORERG OFFCIAL {7 le and Signalire] OR AUTHENTIGATION 1.

DA FORM 31, SEP 1983 EDITION OF 1 AUG 75 1§ OBSOLETE . faga et
. : APOPEVEOES




R ‘- . PES b . —

. o BRIVA ’@%%’ES ATEMENT
AUTHORIY: " THeR U5, Secgonday, T — -
PRINCIPAL PURPOSE(S) To authatze migiar) leave, documant’ il $ H:éh leave; 1ecor] addrss and telephona number

wher 8 Soldler Moy he ronta¢iéd 1 cage of ap.emerdancy dulivg laqv e dniicamiy feave days chargeabls

Iaa suméﬁééggja%ﬁt e v :
AOUTINE USES: To updale a Seldier's milary leave and pay recards. information furrishod may be disdlosad lo DOD

ofickls of ermployess wio necd tHs infermaton to perform their dulles: o federal, slale, and lacal iw

erforcement authoritles in appropriatacases; the American Red Cross; and relatives. The social secuiity

riumberis used for posiive idantfication,
DISCLOSURE: Valuntary, Disclosite of SSN iz voluntasy, However, thiz form Wil net be processed without a Saidiar's

. 85N, since the Army Mdentiies membars by SSN for pay o leave purposes.

INSTRUCTIONS TO INBIVIDUAL

1. AUTHORITY FOR LEAVE, A Scldier on leave must carry this form while on leave.

2. CHANGES. A Soldier who desires changss in authorized leave or does not bagln leave on schedule will
notify commander.A : : -

3. REPORTING. A Soldier whl report to duly station not later than 2400 on the last day of leave  (block 10b)
feven if PCS orders contain a Jater reporting date) .

he or she regularly commutes to work.

5. CHARGEABLE LFAVE, If a Soldler works over one-half of the normally scheduled working hours on the
day of his or her departure or ratum, that day is not @ chargeable lsave day,”  (Soldier's commander may
authorlze early departure or late airival}  If he of she retums on.a riormally scheduled nanduly day, that day Is
not chargeabls to leave, T e e SRR S

8. TRAVEL EXPENSES, A Soldier on [eave pa;.zs for all his or her iravel expenses, to Include return to duty
station. He or she must have sufficient funds to pay all experises. A Soldier without sufficient funds fo retum to

duly station reports to the nearest military Installaion. o o _

7. LEAVE EXTENSIONS, A Soldier must requés't leave extansion prior to end of leave,

a. If disapproved, 3 above applies,
b. If approved, complete block 152 - 15c. Attach wrilten notification of extension when received.

8. LOST OR DESTROYED LEAVE FORM EN ROUTE PCS, "Request a reconstructed form from the losing

station, Continue with required travel and reporting dates,

9. CASUALPAY. A Soldier who neods & casual pay while on leave should contact the servicing FAQ for

information and assistance.
10, MEDICAL TREATMENT.

a A Soldier who requlreé medical freétmenf while on leave, reperi to the nearest mititary medical facility.
the-absonce of such a facility, report 1o a uniformed services treatment facillty or Velteran's Administration

facliity, if possible.
b. Medical treatment at Govemment expense at other than federal fagiliies Is authorized only for
emergenciss when treatment cannot be obtained-from Government facilities or when prior approval is obfained,

¢. If a Soldier becomes hospltallzed by a civillan pliysician, the Soldiér or soméong acting for hifh of hef
contact the Palient Administralion Office of the nearest military medical facility as soon as possible. A Soldier
may seek assistance from the nearest U.S. Army recruiting station or local chapter of the American Red Cross,
Information provided must include nature of liiness or injury, date and place of hospitalization, and name and

telephone number of attending physiclan,
d. if a Soldier Is placed sick4n-quarters by a ¢ivilian physlcién he or she will
(1) Contact the Patient Administration Office of the nearest military medicat facility.

{2) Obtaln written statement from attending physielan  (milftary or sivilian
dates of frealiment, ProVide statement to leave approving authority upon retum to duty.

4, DEPARTURE/RETURN. A Soldier wil begln and end lsave on post, at the duty iocation, or from the place- - -

EAY et A A s ]

) verifying condition and Including

T ettt

[aCrranr

LTIRETY X

-DA FORM 31, SEF 7953

Page2of2
APD PEvR02ES ©




OVEBSEAS TQUR ELEGHIAN-SF4TEMENT

For use of this form, ssa AR 600-B-11; the proponent sgensy is DCS, G-1.

PRIVACY ACT STATEMENT
Title 10, USE, Sactions 3010, 8012 and 6031, and Title 5, USC, Séction 301.

Authority: )

Prinelpal Purpose:; For personna! service support.

Routine Uses: {1} To conduct Initlal screening of reessignment oycle o datermine saldier's eligibility to comply; and {2}
hasls for inftiating specific assignment processing (defetion/deferments; addftional servics; or any other

spacial processing required),
Disclosure of information is voluntary. However, fallure to disclose this data may result in ennecessary

Disclosure;
hardship on the soldier andfor family members. Fallute to disclose data will not automatically exempt
soidier fronselseted reagsigiant, T e

* place the copy in the soldier's Reassignment File,

INSTRUCTIONS: Prepare this form i two copies, Place the original In the Actlon Pending section of the scldier's MPRJ snd

3. GRADE/RANK

1, NAME 2. SSH

4. FOR ALL SULDERS

Having been advisad that 1 am scheduled for a permanent changs of station asstgnmant
, Vunderstand that | must slact to serve either an all athers” oy a "with

dependents” tour.

If } eloct to serve the “all othars” tour, | understand that Govemnment trapsportation of my famfly membsrs to or
from my overseas duly station will not be authorizad during the tour, | alse understand that if my family members
travel at their own expense 1o resida at or near the ares of my assignment fexcept for a visit for a perlod not
exceading 3 continuots months}, 1 will no longer be entitled te Family Separation Allowance. | also understand
that under this tour sfection, | am sauthorlzed movement of my family members 1o a designated location at
Govemment expense. However, after my family members make a move to a designated lacation at Govemment
expense, | cannot request to change my tour to the “with dependents” lour in order to request movemant of my
family members to my overseas area unless extreme personal problems arise which ars fully dacumented.
AND

H 1 elect to serve the "with depsndanis” tour, | understand [ aim not authorized 1o move my family members and/or
household goeds to a designated location in CONUS. [ understand that 1 must apply promptly for concurrent travel
of my family members in order to receive Family Separation Allowance in the event concurrent travel fs- not
approved. | understand thai, if concurrent/deferrad travel is not approved, } may apply for nonconcurrent travel for
my family members after | arfive in my overseas area, if [ am able to obtain suHable quarters, or | may elect to
have my family. members remain in CONUS,
“with depeéndents” tour Jength requiremants upon my arrival in the overseas area. If not, [ will be required 1o seive
an "all others” tour and will not be entitled to Government transportation of my {amily members to my overseas

duty station.

5. FOR INVOLUNTARY EXTENSION

| further understand that | wilt be involuntarily extended in the overseas command if;
{ am an obilgated veoluntesr officer fOBV) and do not wish to sxtend my Active Duly Service Obligation
and the end date of my ADST folfows my date eligible for return from overseas [DEROS) within 11 months ffong

tour area} or slx months fshort totr area). )
| wil be raturned to the continental U.S. {CONUS} transition paint In sufficlent time to procass my separation.

To be reassighed to CONUS at my normal DEROS, | must be eligible for and take action to acquire sufficlent
sorvice 1o have the required months remaining at DERGS. :

6. FOR ALL ARMY SOLDIERS MARRISE TO OTHER ARMY SOLDIERS

" | have been brefed and understand the joint domlcile requirements.

7. FER USAR OBV QFFICERS

[ understand that if | currently have insufficiont remaining service to complete the "with depandents” tour, that by
electing the "with dependents” option below, | am concurrently voluntearing herswith to extend my ADSO untj

completion-of the preseribed tour.

8, FORt ALL SOLDIERE

Regarding my option to elect either the "alf others™ or the "with dependents’ tour, [ chocse the following actions,
to include any additional involuntary extended time In the overseas command.

&, | elect 10 serve a tour for a perlod months i an “all others™ status,
.- | I select 1o sarvs a tour for 3 period months in an “with dependants® status.

9. SIGNATURE OF SOLDIER WA, SIGHATURE OF VATNESS & BATE fFYYYHIMOO!

DA FORM 5121, MAR 2007 . PREVIOUS EDITIGNS ARE OBSOLETE AP Y100

I understand | must have sufficlent remaining sarvice to completa the




ARATION FOR QVERSEAS MOVEMENT

5

800-8-11; tha prapensnt ageney is PGS, G-1.

MEDICAL

PRIVACY ACTY STATEMENT
Title 10, USE, Sactions 3010, B012 and 6031, and Tltle 8, USC, Sdction 301,
Information is required op all soidiars being rasssianed overseas to datesrmine if they meet medical and

dental standards Tor such assignment. A
{1) For persgnnel service support; and {2} Infermation [s primarily obtainad from review of resords unless

Authority:
Principal Purpose:

Routine Uses! ] i
assigmment is to be an Isclatad area which requires evaluation and personal interview.
Disclosurs: Disgloaura of information Is voluntary, If family members are required to complete medical and dentat
evaluation and personal interviews, but refuss te do so, they will net be parmitied to accompany the soldier
to the oversea assignment. . :
LT B BB e e e it et et o4 et b 1 St et et 2t
5. ssm. 54 QRADE OR RANK 68. PMOS OR ACG

3. MNAME ilest, Middie, Frst!

§,  PRESENT UNIT OF ASSIGNMENT 7. PROJECTED UNIT OF ASSIGHMEINT fineide location/eounisyf

10. S MEVEER BENG ASSIGNED TO AN

8.  PROVECTED DUTY MOS OR AOC (2 Pesion Cads/ ¥ AR 40
. ISQLATED AREA AS DEFINED B 501,
FYYYYNNDD) PARA 5.13C7 -

: [ e HN;)

11, IF ANSWER TQ ITEM 1015 *YES® AND IF JAEMEER IS REQUESTING FAMILY TRAVEL, ALL FAMILY MEMBERS WiLL 88 SCRECNED 8Y THE LOCAL MEDICAL
TREATMENT FACIUTY FOR SFEGIAL MEDICAL AND FUNGTIQNAL NEEDS. ENTER HAMES OF ALL ACCOMPANYING FAMILY MEMBEAS, QTHEAVASE ENTER MfA.

9. AMTICIPATED DATE OF LOSS

NAME NAME

12, LIST ANY OTHER SPECIAL MEDICAL O DENTAL INSTRUCTIONS CONTAINED IN THE ASSIGNMENT INSTRUCTIONS

13A. MAME OF MPDIPSC REFRESENTATIVE B, TIILE

B, GRADE E,  DATE [YYYYMMED)

€.  SIGNATURE

DA FORM 4038, MAR 2007 PREVIOUS EDITIONS ARE OBSOLETE . . Page oz o
AFD VLCO




Complete the medical and denta!,:s; ¥ ‘E?
days of the date shown in ftem 13E, dnd

500y, Te the MDP/PSC within 21 calendar

MEDIGAL STATUS"

144, PHYSICAL PAOFLE BEAIAL CODE 8. PHYSICAL CATEGORY COPE | C.  MEDICAL PECORDS REVEAL THE FOLLOWING ASSIANMENT
IRILRES) UMITATIONS
YES NO | NiA IEM
B, IFCONDINGN I3 TEMPORARY, ENPECTED DATE

18A,  Dees the member mest the medlcal fitness
standards outlined in AR 40-5017 [if "no” explain

brlefty.}

MEMBER Witk BE ELIGIBLE FOR ASSIGNMENT

1BA. Has member eomploted HIV scraening?

B——DPATE TIMEAND-LOCATION - OF APPOINTMENT - — - oo

17A. Is the member pregnant?

8. IF 'YES", EXPECTED DATE OF DELIVERY

18A.  All active duty and raserve personne} of PCS
assignmant 1o Korea will ba vaceineted with hepatitis
B vaccline, Does the member raquire immunization?

B. IF *YE8", INQJCATE DATE, TIME, AND LOCATION CF
APPOINTMENT

B, {¢'YES3*, MDICATE DATE, TIME, AND LOCATION OF

drug abuse rehabilitation?

i9A,  Does tha mamber raquir ramedial medical care? § AFTONTMENT
2 i .} B 1FrYEST, INDICATE DATE THE MEHEER ENTERED
204, Is the member currently undergeing alcahel or B REMASTITATION WWMM

21A. M Ttem 10 Is checked "yas™, can the membsr be
assigned to an area whers medical facllities are limited or
aonexistant?

B IFYES", THE MEMBER fend formily memdes, I
appEeable} MUST AE SCHEDULED FOR A FOLLOWLL
EVALUATION OF MEDICAL STATUS WITHIN 3G CALENDAR
DAYS OF THE ANTICIPATED DATE OF LOSS flem 8.
INDICATE DATE, TIME AND LOCATION OF AFPOINTMENTIS)

22, Medica

1 Records Indicate the Msmber Requiras the Following {Gheck those appropriste}

REQUIRES

HAS | MiSSING 1TEM

" DATE, TIME AND LOCATION OF APPCIHTMENY, IF NEEDED

A.  Two pairs of speclacles

B.  Peotective mask spectacle
fnsert o

€. Two hearing alds

D. Medical warning tag

234 NAKE OF MEDICAL OFFICER & Time
G, SHSNATURE B, GRADE E. DATE (YYYYitdion)
DENTAL S8TATUS [Complate only if Hem 10 is checked "Yos™ or if required by Hem 12.)
vis | wo ) B,  IF "IO7, BRIEFLY EXFLAIY, IF CONDITICN IS TEMPORARY, EXPECTED
DATE THE ME‘JBER WILL BE ELIGIBLE FOR ASSIGNMENT

24A, s 1he membar dentally qusfified?

25A.,  Dues the member requirs remedial dental
cara?

8. IF "YES®, NDICATE DATE, TUAE, ARD LGCATION GF APPOINTMENT

1A, if tern 10 Is checked “yesY, can the

facHitles are limited or nonexistent?

B,  IF "YES", THE MEMEER Jand family members, H appiicabiol WUST BE

‘SCHEDULED FOR A FOLLOW.UP EVALUATION OF MECICAL 3TATUS WITHN

mambar be assigned to an area where dentall a5 ca1ENDAR DAYS OF THE ANTIGHATED DATE OF LOSS (frem 9) INDICATE
DATE, THME, AND LOCATION OF APFCINTMENTE(S)

27A. RAME 0F DENYAL OFFICER - B.  THLE
C.  SONATURE | 0, GRADE € DATE IYYYYMMDDI
Page20f2

DA FORM 40326, MAR 2007

AFDV1.00




- . N " —Hj‘ —r-~-,= - .7‘:::7 ‘ﬁ. .l o
For yau of this f?r% g’%ﬁ%%a%%%’éﬁaﬁ‘ i

et Adehoy Is DES, 6-1,
: . PRIVACY AGT. STATEMENT
Authardty: Title 10, USC, Sectlons 3010, 8012, and §031; Title 5, USC, Seotion 204; 2nd EO 9397 155N
Frinelpat Purpose: To meke assignment dacksions, avaluata family member travel 1o overseas commands and assign famify housing,
Routlne Wans: Ganaral disclosuras permitted by tha Pivacy Aet and the Army’s systeras of tacords notices apoly.
Bisclosure; Disclosure of informatlon is voluntary, If tha information is not pravided, cemmanders will not ba aware of famify member

travel 8nd housing requests, and wili resyit In no government fravel and housing for family members,

PART A - PERSONNEL AND ASSIGNMENT MANAGEMENT DATA (7o de Completed by Losing MPD/PSC)

. T0 . 2. FRAM

& MNANEE (Last, ARdola, Frst) 4. 38H 5, GRADE : PRAOS

8A.  CURRENT UNIT/STATION A, REASSIGNED TO {UnitAliC/ AP/ Counteyl

88, TELEPHONE NO. lnckude Area Goda} 78,  BSGAUTH 7C.  PERS GON NO. 7D. AEPCRY DATE (YYYYisivons

© 8C. ARD EMAN ADDRESS

8.  TDY Errouts (Complete only if sppiicablel
A, MOsrssusalragh 8. PURPOSE OF YOY

€. CRAD/TERM. DATE [YYYYSIMDD)

9. Marded Army Couples Program {Complets only If foliit domicita wif be requastad}

SA. NAME OF MEITARY SPOUSE 9B, 554 8GC. GRADE 8B,  PMOS

9E.  CURRENT UNITISTATION §F.  TEEEPHONENO. fackide Area Codaf '
PART B - HOUSING AND FAMILY TRAVEL DATA

10. (do , do not ' I have femily members with physital, amotional, developmantsl or intellectual protlems.

1 [ . 1 am a' sole parent, {Cheek ondy if applicable) °

12, Apploation for Family Member Travet to Dversoas Commend {Chack onfy ore}

a, i deske concurrent trave] and wilk accept economy quariers if govemment quarters are not avallfable,

b - 1 daaite goneterrent trave! but wilf not eccept aconomy quarters,

13, Fandly Membors Whe Wil Travel to Next Psrmanent Duty Station (if mors spaca Is nesdad, contimie on a separate shost,)

; . DATE OF 8IATH
A. NAME {tast, First, Mi} 8, RELATIONSHIP C. 88X CYYYYIAMED E, CHTZENSHIP

ANY RELATIVE |1} GAINNG OVERSZAS AREA WHERE FAMILY MEMBERS MAY RESIDE PENDIHG AVAILABILITY OF HOQUSING AT OR NEAR DUTY SYATION
finctede name, telationship, address end phane number}.

i6A.  ADDAESS WHERE MY FANILY MAY BE CONTACTED WHILE OM LEAVE

16A,  ADDRESS WHEAE MY FAMILY 18 CURRENTLY LOCATED

168.  TELEPHOME NO. ffeckid Arss Codol

188, TELEPHONE MGQ. finciude Area Code)

17.  The soldier is administratively quelified and availablsfor assignment. . Centrol skgets/forms peogoribed bi’tha tegulation for thek

equivalents] have baen completed, A request far dalation or deferment is anticipated not antisipatad,
¥7A.  BDLDIEA'S SIGNATURE 178, MEDPSS OFFICIAL'S SIGNATURE {17C. REASSIGHMENT WORK CENTER EMAIL 170. DATE
ADDRESS (Agancy Spacitia) 1YYYYMMODF

AFD ¥1.00

DA FORM 4787, MAR 2007 PREVIOUS EDITIONS ARE OBSOLETE

-




FAMILY MENBER DEPLOYMENT SCBEENING SHEET
For use of this form, see AR BG8-75; the propanant agancy is OACSIM

AUTHGRITY:
PRINCIPAL PURPOSE:
ROUTINE USES:

DISCLOSURE:

DATA REQUIRED BY THE PRIVACY ACT OF 1874

Titla 10, USC Sastion 30132,
Persoimngt support.

To validate family member daployment scresning, and to provide galning command with data to asslst In

making an assignment dacigion,

The provision of requested Information is mandatory. Faiiura to respond may precluta sugcessful
procassing of an application for family mamber travel/command spensership and may lsad te apprepriate

administrative or disciplinary action againat the seldier,

PART A - SOLDIERIFAMILY MEMBER DATA

1. NAME OF SOLDIER (Last, Hirst, &} 2. SCCIAL SECURITY NUMBER 3a, RAMK 3h., MOS/BRANCH
4a. HOME ADDRESS &a. DUTY ADDRESS 8, DATE OF EDAS
s CYCLE OR RFO-
fOFF} DATE

4b. HOME PHOME NO.

flnclude Area Codel}

5b., DUTY PHONE NO,
b, COMMERCIAL flaclvde area codel

a, DSN

7

FAMILY MEMBERS

#. NAME

b. RELATIONESHIP

¢, DOE {YYYYMWD

4. HOME ADDRESS

. AUTHENTIGATION

a. MILITARY PERSONNEL DIVISION/PERSONNEL
SERVICE COMPANY REPRESENTATIVE'S NAME

¢. RANK {Grade)

d. SIGNATURE

. TITLE

&, DAYE (YYYYMMDD)

PAAT B - FAMILY MEMBER SCREENING

RESULTS

9. "NAME

EXCEPTIONAL FAMILY MEMBER PR

OGRAN (EFVP) ENRDLLMENT fChack one}

a. NOT
WARRANTED

b, CONSIDERATION
WARRANTED {Cala
sent for Coding}

¢, SUBSTANTIAL éHANGE SINGE EMROLEMENT

NO YES

DATE SENT FOR CODING

10, ARMY MEDICAL TREATMENT FACILITY /M7F) EFMP MEDICAL PRACTITIONER GOMPLETING THIS FORM

a. PRINTED NAME OF MEDICAL PRACTITIONER

b. SIGNATURE |

o. DATE (YvyYYMMDD]

d. ADDRESS

a, PHONE NUMBER ({include Commaercial and DSN}

31. ABMY MTF EFMP PHYSICIAN'S AUTHENTICATION(To ba signed vaen a madical practitioner othey than a physicfan ¢

this form.d

4. TYPED OR PRINTED MAME OF PHYSICIAN

b, TITLE

¢, ‘RANK

d. SIGNATURE

e. DATE [YYYYMUOD)}

DA FORM 5888, SEP 2002

EDITICN OF AUG 1995 1$ QHSOLETE

USAPA V1.00ES

s e b e e T




EXGEPTIONAL FAMILY MEMBER PROGRAM (EFMP)
SCREENING QUESTIONNAIRE
For use of thix form, see AR 808-75; the proponent agency |s QACSIM

NAME OF MEDICAL TREATMENY FACILITY

DATA REQUIRED BY THE PRIVACY ACT OF 1874

AUTHORITY:

PRINCIPAL PURPOSE:

PLad-142 (Educafion for all Handicapped Children Acf of 1975}, PL 85-561 (Defonse Dependenis’ Edugation Ast

of 1978); DOD} 134212 (Educsiion of Handisapped Ghildren In DODDS), 17 Dacember 1884; DODI 1010.13
(Provision of Medically Related Services lo Children Receiving of Eliible {0 Rocaive Speclel Educalion in DOD
Dependenis Schools Duiside the Uniled Stafes], 28 August 1986, 10 USC 3013 20 USC 921-932 anil 1401 st seq.

To oblain infarmation needed to evaluate and document the spacial education and medical neads of fanily members.

This wiil permit considaration of speclal'educalion and medical needs of famlily marmbears in tha personnel

DISCLOSURE:

informafion will Be used by parsonne! of the Military Dépaninisnts {0 valiiale and documant Special Saucalon and
medical neads of family members for consideration I personng! assignments.

Tha provision of requasied information Js mandafory. Failurg to 1espond will preciude LLS. Totat Personnsl
Gemmand frem enrolling soldlets in the EFMP, Seoldiers who knowingly refuse lo enroll excapiional family members
wilt raceive, at a minimuem, a general officer lefler of reprdmand. Refusal to provide information may preciude
suecassiul processing of an application for famity travel/pommand sponsorship.

SERVICE MEMBER'S NAME/RANK

DATE (YYYYMMDD}

BRANCH UNIT DUTY PHONE
PROJECTED PGS ASSIGNMENT DSN ' HOME PHONE
HOME ADDRESS DUTY ADDRESS
PROJECTED PGS DATE
. FAMILY CHECK IF
LIST ALL FAMILY MEMBERS MEMBER seX . Dmhﬁgg"’ ENROLLED
PREFIX iN EFMP
£
{]
]
W]
) 8]
PLEASE ANSWER ALL QUESTIONS - FOR FAMILY MENMBERS ONLY
: MEDICAL .
1. Do any family members, excluding servics maember, have any medieaf recerds (civian or miiitary} other than the records YES NO
yaou have provided us to sereen? I yas, please list conditionsfsandens receivad and address of providar, D D
FAMILY MEMBER CONDITIONS/SERVICES NAME/ADDRESS OF PROVIDER
2. In the past five (5} years, have any memhers of your family, excluding service member, been hospitalized, excluding YES NO-
hospltalization for normal uncomplicaled childbinth? i yes, please explain. . ' D D
NAME REASON
3. Are any members of your family, excluding service mamber, curantly receiving medical (includes manial healih) or YES NO
educational services from any providars other than a general practitioner or family pracfice physlcian? D [:]
APD PE vi,00ES
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4. Are any family members, excluding service member, taking any prescribed medicalion olher than birth conlroi pals cna . ‘Eﬁ NO

regular basis?

NAME PRESCRIBED MEDICATION

5. In the past five {5) years, have any membars of your family, excluding service member, been lrealed for, of hag any. problems related 1o any
of the following? [You will have an epporfunily {o discuss all “YES" enswers with a screener.)

a, :gggg}s with staht {olther than correcled by YES { NO g. | Astama, allasgles or otksr respivatory problems YES | NO
b. Problems with headng h. | Cerebial Palsy
¢.  { Heartcondition 1, Delayed Spoech
d. |Seizure disarder” | "} Sickla Call TratliDisease ) R [
e, }lLoss of mokility (reguiing use of & wheelchain/ k. | Cancer
walker or aid in mobility) R D D I High blocd prassura
f. Dlabeles NN | {m. | Other, i yes, expiain
MENTAL HEALTH: :

6. In the pastflve (5} years, have any mambars of your family, excluding sarvice member, been freated for, or had any problems related o any
of Ihe following? (You will have an oppostunily to disciss all "YES™ answers will & scregner.} B

YES § NO

a. | Rafarsal to, diggriosed by, or therapy with a YES | NO

Alcohel and diug use or abuse

Psychiairist, Psychologist, ar Seclal Worker d.
In reference te a mental health proklem D D
. e. | Ematioml problems

an

b. |Depression IR Behavieral problemstacting out behavior

D D g. | Recelved therapy (marifsl, famiy, individual or D D

o,  jSuicldal thoughts/ldeas, gestures, atfempis

group counseling}
7. Have any members of your family, excluding servies mamber, beenin any of the following? Inpalient Psychialie Facllity, YES NO
Residential Treatment Center, Group Homss, Day Treatment Centers, Drug and Alcoho! Treatment Rehabllitation Center, 1f D D
Yes, pleass explain:

. EDUGATION

8. Do any of your children pow have, of have they sver had, any of the fofiowing?
a. ) . YES | NO ) YES | NO

Slow devslopment ffnfanis a:fd preschoalors) ¢, | Counseling services for school-related prablams D D
b, |Leaming problams fechioo} . .
&, | Special servicas {ie., OT, PT, Speech, ele.} . "

for special educalen D D e. | Mentalretardation D D
9. Arg any of your children recalving Special Education help in seheo! (nof &1 regufar class placemenf and on an Individual ﬁ E

Etfucalion Flan (IERP)}7 If yas, who?

According te AR 808-75, Exceplional Family Member Program, soldisrs will provide aceurate information as required when raquested to do so
by Army officials. Knawingly providing false Information in this regard may be the basis for disciplinary er adminisirative actlon, For soldiers,
refuszto provide Information may preclude successful procassing of an appilcation for family travel or command spensership.

Commanders will take appropriale aclion agalast soldiars who knowingly pravide false information, or who knowingly fail or refuse to enrofl
family members thal mest the criteria for enroliment. {4 false officlal sfatement is 2 vioallon of Article 707, Uniform Code of Military Justice

{UGMJL3 These actions will Include, at 2 minlmum, a general afficer Jetsr of rgprimand.

All the abova information is fue and corest to the bast of my knowlsdgs, 1 understand that R is my responsikility !o'provlde any information
about changes in medical or edusational status for ail members of my famiy, afier ihe dale indicaled bslow, and prior lo PGS move.

SIGNATURE OF MILITARY SPONSQR OR SPOUSE DAYE (YYYYMMDD)

PRINTED NAME OF MILITARY SPONSOR QR
COMPLETING THIS FORM

SPOQUSE COMPLETING THIS FORM

PRINTED NAME OF PHYSICIAN OR MEBICAL SISMATURE OF PHYSICGIAN OR MEDICAL | DATE (YYyYMMDOD)
PRACTITIONER {F UNDER THE SUPERVISION OF A

PRAGTITIONER IF UNDER THE SUPERVISION OF A
PHYSICIAN PHYSICIAN
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SCREENING OF FAMILY MEMBERS IN REMOTE OCONUS AREAS
For use of this form, see AR 608-75; the proponent agency is OACISM.

PRIVACY ACT STATEMENT
AUTHORITY: Title 10, USC Section 3013.
PRINCIPAL PURPOSE: Personnel Support,
ROUTINE USES: To determine the need to complete DD Form 2792 (Exceptional Family Member Medical Summary) and
DD Form 2792-1 (Exceptionat Family Member Special Education/Early intervention Summary).
DISCLOSURE: The requested information is mandatory. Failure fo respond may preclude successful processing of an

application for family member travelicommand sponsorship and may lead to appropriate administrative or
disciplinary aclion against the Soldier.

If Yes is checked for any of the boxes below, the authorized locat screenerfmedtcal provider must complete the applicable DD Form 2792
{medical) or DD Form 2792-1 {educational). Atlach this page to DA Form 5888 (Family Member Deployment Screening Sheet).

Part A - Medical Condition - Use DD Form 2792, If applicable.

Yes | No

1. Potentially life-threatening conditions and/or chronic medical/physical conditions {such as high risk newborns, patients with
D |:| a diagnosis of cancer within the last 5 years, sickie cell disease, insulin-dependent diabates) requiring follow-up support more
than once a year, or specially care,

2. Current and chronic {duration of 6 months or longer) mental health condition (such as bi-polar, conduct, major affective, or
D D thought/personality disorders); inpatient or intensive outpatient mental health service within the last 5 years; intensive (greater

than one visit monthly for more than six months) mental health services required at the present time. This includes medical
care from any provider, including a primary health care provider.

3. A diagnosis of asthma or other respiratory-refated diagnosis with chronic recurring wheezing which meets one of the
following criteria:

D I:I - Scheduled use of inhaled anti-inflammatory agents andfor bronchodilators.

History of emergency room use or clinic visits for acute asthma exacerbations within the last year.
History of one or more hospitalizations for asthma within the past 5 years.
History of intensive care unit admissions for asthma within the past 5 years.

4. A diagnosis of attention deficit disorder/attention deficit hyperactivity disorder that meels one of the following criteria:

A co-morbld psychological diagnosis.

- Requires mullipte medications, psycho-pharmaceuticals (other than stimufanis), or does not respond to normal doses of
D D medication,

- Requires management and treaiment by mental health provider {a.g., Psychiatrist, Psycholegist, or Social Worker).

- Requires specialty consultant, other than a family practice physician or general medicat officer, more than twice a yearon a
chronic basis.

- Requires modifications of the educational currfcutum or the use of behavioral management staff.

5. Requires adaptive equipment {such as an apnea home menitor, home nebulizer, wheelchair, splints, braces, orthotics,
D hearing aids, home oxygen therapy, home ventilator, efc.}.

D |:| 6. Requlres assistive technology devices (such as communication devices) or services.

7. Requires environmental/architectural considerations {such as {imited numbers of steps, wheelchalr accessibility/housing
|:| modifications and air conditioning).

lt ts DeD policy that family members of active duly service members and civilian employees appointed to an overseas position who
are eligible for early Intervention or special education or meet one or more of the following criteria shall be identified as a family
member with spacial educational needs.

Part B - Educatlonal Condition - Use DD Form 27921, If appllicable.

Yes No

l—] m 1. Has or requires an Individualized Education Program (IEP) - for preschool and school-aged children.

D I:I 2. Has or requires an Individualized Family Service Plan (IFSP} - for children birth to 36 months.

[ ] 1didnot [ | 1dididentity a family member with a medical or educational condition that meets the above criteria identify
family member's status in Part B of DA Form 5888).

Print Sponsor's Name Signature of Local Screener/Medical Provider Date (YYYYMMDD)

DA FORM §888-1, NOV 2008 APD PE v1.00



INSTRUCTIONS FOR COMPLETING DD FORM 2792,
EXCEPTIONAL FAMILY MEMBER MEDICAL SUMMARY.

GENERAL.

The DD Form 2792 and atiached addenda are
completed to idendify a family member wilh speclal medieal
neads.
Theaddenda to themedical semmary are completed—
only If noted In ftem 8 of the Cemographics/Certification

section (p.2), -
The Exceplional Family Member Program (EFMPY

Special Needs ldendification and Clearance (SNIAC)
Screening Coordinator and the Parent/Guardian or Person
of Mejority Age sign lfems 6b and 9b only after all addenda
have been completed and the form reviewed for
completensss and accuracy.

AUTHORIZATION FOR DISCLOSURE (Pags 1).

Heaith Insurance Portabliity and Accountability Act

{HIPAA) Reguirement.

~ Each adult family member musi sign for the releass of
hisfher own medical information. The sponsor or spouse
cannot authorize the release of information for those
dependent family members who have reached the age of
‘majority. Pledse consult with your military freatment
faclfity {MTF) or dental freatment facility (OTF)
privacyfHIPAA coardinator alrout questions regarding
authorizations for disclosure,

DEMOGRAPHICS/CERTIRICATION (Page 2).

flems 1 - 5 (Completed by Parent/Guardian or Tamily
‘member who has reached the age of mafority).

ftem 1.a. Exceptional Family Member (EEM). Name of
famnily member deseribed in subsequent pages.

itam 1.b. Applies to Milltary medical beneficlary enly. The _
Family Member Prefix is aasigned when a family rnember
is enrolled in DEERS (see ltem 4 below).

ltems 1.¢. - . Self-explanatary.

ltems 2.a. - k. Allitems refer fo sponsor. Sslf-
explanatory.

Hem 3.a. Answer Yes if both spouses are an active duty;

olherwise answer No.
if Yes, complete ltems 3.b. - e. All fems refer to active

duty spouse. Seif-explanatory.

item 4, DEERS enicliment. i Yes, enter Soclal Security
Number and famlily member prafix for the DEERS envollment.

Military only,

Itern 5. Self-explanatory. If family member does not five with

—sponsor; therrenter the-addresy whererthe family member does

five and explain why the family member does not live with
sponsor.

item 6.a. - c. Parent/Guardian or Person of Majority Age.
Parént/guardian or person of majority age ceriifies that the
information contained in the DD 2792 is comect. Individual
must snsure that all forms are completed and altached”

hefore signing.

ltem 7. Application Status {X one).

Initial Screening Enrollment - First raview of medical information

for the family member noted.
Updated Informalion - Update 1o a previous EFM svaluation for

the famlly member noted.

Request Disenroliment - Used fo disenroll an EFM when hefshe
no longer has the medical condition that required enroilment, or
when the EFM no longer qualifies as a dependent.

ftem 7.b. Additional Family Member. Xif there Is another family -
member who has been identified as an EFM.

ltem 7.¢. Indleale the number of ofher family members wha have
been Identified as an EFM. Do not incilude the individual
named in this appllgation in the count of family members.

jtem 8. Required Addenda. (Completed by provider andfor
EFMPISNIAC Scrsening Coordinator.} Place an X next fo eash
addendum that requlres completion based on a review of
medieal records andlor scraening of a family member. At this
time, also mark the appropriate response {Yes or No) al the
top of each addendum.

ltems 9.5. - 8, EFMP/SNIAC Scraening Coordipator itame,
signature, dats, MTF address, telephene number. Self-
explanatory. Coordinator mtst ensure that alf forms are

complsts and attached bafore signipg.

ltam 8.1, This areais reserved for Sewvice-spacific guidance to
valldate the form.

DD FORM 2792 INSTRUCTIONS, NOV 2006
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INSTRUCTIONS FOR COMPLETING DD FORM 2792 (Contfinued}

MEDICAL SUMMARY beginning on page 3 must be
completed by qualified medical professional.

Sponscer, spouse or family member of majorify age must
sign release authorization on page 1 before the Summary.

is completed.

ADDENDUM 1 - ASTHMAJREACTIVE AIRWAY DISEASE

professional.

. SUMMARY (p.6}. To be completed by qualified madical

This'addendum is completed only if Indicaled in ltem 8,
page 2, Demographics/Cerlification, and may be compleled by

a different provider than pages 3 - 5, If necessary.

—Patient-name; sponsor-name; Family-Member-Prefix-and Soclal
Saocurity Number. Seif-axplanatory.

ltern 1.2, Diagrosis. Enter the diagnosia(es}, one per lins.
With the exception of asthma, cancar or menial haatih, identify
all diagnoses that have bean active within the fast year. For
asthma, cancer or mental health, identify all diagnoses active

. withins the past b years. :

B - mederate or G - severe).
ltera 1.¢. ICE or DSM. Enter ICD-8-CM or DSM IV

designations. REQUIRED.
ttem 1.d. Madications and therapies. Self-explanatory.
Additional infermation may be Inchxded in ltem © if more space

is requirad. )
itern 1.e. Enter per dlagnosis the number of visits,
hospitalizatlons, etc., for the last 12 months.

ltem 2. Prognosis. Self-explanatory. Additional Information
may be Included In ftem 9 if more space !s required.

Hem 3, Treatment Plan. Self-explanalory. Additional
. information may be Included‘ in Hlom 9 If more spacs Is required.

Hern 4, Histary of Cancer or Leukemia. Self-explanatory.

fiem §. Arlificlal Openings. Ssli-explanatory.

ltem 8.8, Minlmum Heatth Care Spacially. Codes in the first
column are used by Army coeding teams only. indicate withan
X those speclallsts sssential {required) to meat the needs of
the pafient. For example, if a developmental pediatricianis a
child's primary care provider, but a pediatriclan can meet the

needs, do not mark developmental pediatriclan.
ftem B.b. Fraquency of care. Enter A - Annually; B - Blannually

{twice a year); @ - Quarterly; M - Monthly; or W - Weekly for
each specialist indlcated.

ftam 7. EnvironmentalfArchitectural Conslkderatlons.
Self-explanatory.

ltemn 8. Adaplive Equipment/Special Medical Equipment.
Seif-explanatory.

ltem 9. Comments. Enter any additional information that would
assist in delermining necessary trealmant.

items 10.a. - . Provider Information. Official Stamp or printed
name and signature of the provider completing this summary,
and date the summary was signed. Self-explanatory.

tem 1.b. Savarity. Enler saverily of the diagnosis{es) {A- mild,

ltem 4. Sel-explanatory.

ltems 2.3.- d. Selfexplanatory.
ltems 3.a.- . Self-explanatory.
Hems 4.a. -, Self-explanatory.

items 5.&. - d. Self-explanatory.

ftems 6.2, . Provider Information. Officlal Stamp or printed
name and slgnature of the provider completing this summary.

and date the summary wes signed. Self-explanatory.

ADDENDUM 2 - MENTAL HEALTH SUMMARY

{pp. 7~ 8). To be completed by qualified clintcal provider,

This addendum is complated only if indicated in ltem 8,
page 2, Demographies/Cedification, and may be completed by

a differant provider than pages 3 - §, if necessary,

tem 1. Seif-explanatory,

Homs 2.a. - d. Self-explanatory. Heri 2.c. ICD or DSM Is

REQUIRED.

llem 3. Self-explanatory.

lem 4. Prognosis. Seif-explanatory. Addiional infermation

may be included in Itern 8 if more space Is required.

tem 5. Trealment Plan. Self-explanatory. Addltional

Information may ba Included In llem 8 i more space is
required,

ltem 6. Traatment needs within the next year, Mark only
hox considering all dlagnoses. Salf-explanafory.

, ltems 7.a. - ¢. History. Self-explanatory.

one

itam 8. Comments. Enter any additional information that would

assisi In determining necessary freatment.

ftem B. Requlred Providers. Mark all providers who are
required to Implament the {reatment plan.

fems 10.a- 1. Provider Information. Officiaf Stamp or printed
name and slgaature of the provider completing this summary,

and date the summary was signed. Self-explanatory.
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EXCEPTIONAL FAMILY MEMBER MEDICAL SUMMARY OMB No. 0704-0411
{To be compleled by service member, adult family member, oc civillan empicyes.} OMB approval expkes
{(Read Instructions before compleling this foran} Oct 31, 2009

Tha public reporting burden for s eolection of informaton is estimaled lo-verage 20 ainufas per reaponse, hufuding B Yma for redawing nstnwtions, Seareiing exisling dala sousces, gaihering
and maintaining the dala nedded, and compisting and rvisws'g the calection of Informafion, Sand comments cegarding s burden estmale or any oiiier aspect of thia ooltectien of infermation,
‘neluding suggestons for redueing Tia Dutden, 1o tha Department of fefense, Executve Senvices Direcinsale (0704-0411) Rescendents should bo'aware that nebvithstanding any ofar provishon of
tar, N0 persen shall ba subjert *o amy panaly for Engle tomply with 8 cofieation of Sformatian if it dees el dsplay 2 auvenliy vaiid OMB conftel rumter,

PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION.
' PRIVACY ACT STATEMENT

AUTHORITY: 10 USC 3013, 5013, and 8013; 20 USG 921 —-932;Aand EOQ 9397,

-PRINCIPAL PURPOSE{S):informalion wilk only b used by-personret of the-Depariment of Befense-and-Mililary Depariments-lo evaluateand L
document the medical needs of family mambers. This information wilt enable: (1) Mifitary assignment personnel fo maich the needs of family
members against the avaifabilily of medical senvices and io engage In case management afler assessmentis made; (2) Givillan personnet offices fo
dstermire the avafablily of medical services Io meet the medical neads of family mambers of Do and Military Depariment clvitian employees; and
(3} Managed cata support coniraciar te support your application for furiher enlittemsnt, fe., the Extended Care Heallh Option (ECHO).

. ROUTINE LISE(S): None.
DISCLOSURE: Voluntary for civllian employees and applicants for gvillan employment; fajlure to respon.d will preclude the successful precsssing of

an spplication for famlly fravellcommand sporsorship,
Mandatory for midary persannal; falluse or refusal to pravida the information er providing false information may result in administrative senctions or

punishmant under either Article 92 (deralcion of duty) or Article 107 {falss ofiicial statemment), Uniform Code of Mifitary Justics.

AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFORMATION

By signing this authorizatlon, you ¢anfirm you understand your sponsor will have accass o the heafth information eontained hereln and in
addenda. The sponsor may e held accountable for the accuracy and completeness of the DD 2782 and addenda and should review ail pagss prior

{6 slghing on paga 2.

| authorize {MTFIDTF/Civillan Provider) {Name of Provider)

{o reloase my patient information Lo the Exceptional Family MemberfSgecial Needs Program {o ba used In the enroliment and/or assignment
coordinatlon process. The Information on this form and addenda will ba used to determine whethar thers are adequate medical, housing and

cammunily resources lo meet yaur speclal medical needs at the spansor's proposed duty kacations,

a. The military msdica) degariment will use the information to make recommendations on the avaRabiity of care in communities where the sponsor
may be assigned or employed, :

b. Information that you have a special need (not the nafure or scope of the need) may be included in the sponsor's personnel record or be
rxaintained In the communily office raspensitle for supperiing famifles with spacial needs,

c. The authorizalion applies to the summary data Included on the medical summary form, ils addenda and subsequent updafes to information on
ihis form. These dala may be stored in sleclronic databases used for medical management or dedicated to the assignment process. Only
reprasentafives from the medical depariment and the offices responsible for EFMP assignment coordination will have access to the information.
Start Date: The authorization star data Isihe date thaf you sign this form authorizing refease of information.

Expirallon Date; The authotizaiion shall continua unli enroftment in the Exceptional Family Member Program/Special Meeds Pragram s no longer
necessary according to crilaria spacified n DoD Instrustion 1315.19, or if famfly member no longer meetls the ¢titeria 1o qualtfy as & dependent, or

the sponsor Is no fonger in active mifitary ssrviea or employment of the U, 8. Government overseas.

{ understand {hat:
a, | havs the rght fo reveke this authorization al any Ume. My revoeation musi be in wiiting erd provided o the faclity where my or my child's

medical reconds are kept. | am awaras that if | ialer ravoke this autharizafion, the person(s} | herein name will have used andfor disclosed protected
informalion on tha basis of this authorizalion, My revoealion will have no impact on disclesures made prior to the revecatien.

b. if 1 authoriza my of my chifd's protected heafth mformation to ke disclosed to somecne who Is not required to comply with federal privacy
protection regulalions, then such information may be ra-disclosed and would ne lenger be pretecled.

. | have a right to Inspeci and receive a copy of my own or my child’s prolected health Informatien o ke used or disclosed, In ascordance with the
requiresnants of the federal privacy prolection reguiations found in the Privacy Actand 43 CFR 164.524. [ request and authorize the named
provideritrealment facifity to release the information described sbove for the stated purposes.

4. The Miitary Health Sysiem (which Ineludas the TRICARE Health Pian} may nol corditicn lreatment In MTFs/DTFs, payment by the TRICARE .
Health Plan, enrolimont in the TRICARE Heakh Plan or eligibility for TRICARE Haalth Plan benefits on fallure to oblaln this avtharization. -

&. Refusal to'slgn does not preciuds the provision af medical and dental information authorzed by olher regulations and those nofed in this
document. )

: SIG.\'JATURE COF PATIENTIPARENTIGUARDIAN RELATIONSHIP TO PATIENT | DATE (YYD}

NAME OF PATIENT
il z_applicab.'e)
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DEMOGRAPHICSIGERTIFIGATION: To be completed by the Sponsor, Parent or Guardian, or Palient

1.a. EXCEPTIONAL FAMILY MEMBER NAME (Lesl, Fvsl, Middle Intial) | b. FAMILY MEMBER PREFIX c, GENDER g |d. DATEOF BIRTH
' {FMP) ] MALE YYD}
| FEMALE
r. RANK OR GRADE

2.3, SPONSOR NAME (tast, .Fei's{, Mitdie Intialp b. §PONSOR SSN

d. BRANCH OF SERVICE (Milfery only) o, DESIGNATION/NEGINOSIAFSG (Mitary anfy)

g. DUTY STATION ADURESS

f. CURRENT ADDRESS (Straet, Aparttnent Number, City, Stals, ZIP Codg}

h. DFFICIAL E-MAIL ADDRESS

1. CURRENT TELEPHONE NUMBER ‘1] FAXNUMHEER k. DUTY TELEPHONE NUMBER (Incivde Area Coua)
{include Arza Cods) {redutte Arsa Code) {1) COMMERCIAL {2) SN
Tes | Jwo

3.a. ARE BOTH SPOUSES ON ACTIVE DUTY? fMinary only) (X ene: If Yas, complate 3.5, - &, helow)

b. ACTIVE DUTY SPOUSE'S NAME fLast, Firsl Midde initial) | ¢, BRANGH OF SERVIGE | ¢, RANK/RATE o, SPOUSE SSN
4. 15 FAMILY MEMBER ENROLLED IN DEERS fiitary anty) (X 009)

YES NO fF YES, UNDER WHAT B9N; ‘ FASVLY MEMBER PREFIX:
§. DOES FAMILY MEMBER RESIDE WITH S8PONSOR (X ong)

YES

NO. {F NO, PROVIDE ADDRESS OF FAMILY MEMBER (include ZIP Cods} AND EXPLAINWHY,

STOP.

6. CERTIFICATION, DO NOT CERTIFY BEFORE GOMPLETING ENTIRE FORM AND ADDENDA,

By slgning below, wa eertify that the information submitied on 1hls DD Form 2792 (Medical Summary and the addends cheoked below) Is complete
and accurate,

PARENT/GUARDIAN OR PERSON OF MAJORITY AGE:
2. PRINTED NAME b. SIGNATURE ¢. DATE {¥¥YYYMMOD)
FOR OFFICIAL USE ONLY
7.8. APPLICATION STATUS {X ons}
INITIAL SCREENING UFDATED INFORMATION REQUEST DISENROLLMENT
b. ARE THERE OTHER EFRP MEMBERS IN THE FAMILY? YEB l f NO ' ¢ [F YES, HOW BANY?

8. REQUIRED ADDENDA. Complete tem 1 on Addendum 1 {page 6} and itemn 1 on Addendum 2 {page 7} AND X box belowif:
ASTHMA ADDENDUM 1 15 REQUIRED

HMENTAL HEALTH SUMMARY ADDENDUM 215 REQUIRED

DO FORM 27921, "EXCEPTIONAL FAMILY MEMBER SPECIAL EQUCAT}OMEARLY;NIERVEMTIQN SUMMARY* |5 REQUIRED

9. EFMP/SNIAC SCREENING COORDINATOR . i
. DATE {YYYYMUDD}

3. PRINTED NAME b. SIGNATURE

o TELEPHONE NUMBER | f. OFFICIAL STANP

d. MILITARY TREATMENT FAGILITY ABDRESS {nclude 2IF Cods}
. finelude ared cody)

DD FORM 2792, NOV 2006 Page 2 of 8 Pages
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FAMILY MEMBER PREFIX

PATIENT NAME SPONSOR NANME SPONSOR S8SN
MEDICAL SUMMARY: To be completed by a Qualified Medical Professional
. PART A -PATIENT STATUS
1. D!AGNOSIS(ES} Please complefe as accuralely zs possible using 16D-8-CM or DSM IV,
a. b ' -
ACTIVE DIAGNOSISWITHIN tasT | SEVERITY: | op a ‘ e
YEAR (i Astiums, Cancer o Montal é: gi@gmm ORDSM MEDICATIONS AND COMPLETE FOR
Health within fast § years) C -Seyore |REDQUIRED SPECIAL THERAPIES THE LAST 12 MONTHS:

If Asihma or RAD is noled, also complele Asthma Addendum 1.
‘I Merifal Health (s noted, also complete Mental Health Addendum ™, o

{1} NUMBER OF QUTPATIENT VIBITS
{2) NUMBER OF ER VISITS

[3) NUMBER OF HOBPITALIZATIONS
{4} NUMBER OF IEU ADMISSIONS

{43 NUMBER OF QUTPATIENT VISITS
{2} NUMBER OF ERVISITS  ~

{3} HUMBER OF HOSPITALIZATIONS
{4) NUMBER OF IGU ADMISSIONS

{1) NUMBER OF QUTPATIENT VISITS
{2) NUMBER OF BR VISITS

{3] NUMBER OF HOSPITALIZATIONS
{4} NUMBER OF ICU ADMISSIONS

{1} NUMBER OF OUTPATIENT VISITS
{2) NUMBER OF ER VISITS

(3} HUMBER OF HOSPITALIZATIONS
{4) NUMBER OF iGU ADMISSIONS

{1) NUMBER OF OUTPATIENT VISITS
{2) HUMBER OF ER VISITS

{3) NUMBER OF HOSPITALIZATIONS
{4) HUMBER OF IGH ADMISSIONS

{1) NUMBER OF OUTPATIENT VISITS
{2) NUMBER OF ER VISITS

{3) NUMBER OF HOSPITALIZATIONS
{4) UMBER OF IGU ADMISSIONS

{1) NUMBER OF QUTPATIENT VISITS
{2} NUMBER OF ER VISITS

{3) NUMBER OF HOSPITALIZATIONS
{4) NUMBER OF iCU ADMISSIONS

2. PROGNOSIS {include expacled !

angth of Ireatment, required participation of family members, and i irealmentis ongoing)

3. TREATMENT PLAN {Medical, menfal health, surglval procedures or therapies planned over the next fhree yaars)

4. HISTORY OF CANCER OR LEUKEMIA
l YES {if Yes, spechy profected trealmsnt needs)
. NG

5. ARTIFICIAL OPENINGS/IPROSTHETICS (X all that apply}

YES ¥ YES: FOt - GASTROSTOMY Fi5 - COLOSTOMY
NO F02. - TRACHEOSTOMY FO06 -EEQSTOMY
F03 - CSF SHUNT FO7 - QTHER UNSPECIFIED PROSTHETICS (Specify)
FO4 - CYSTOSTOMY F8f - OTHER UNSPEGIFIED OPENING {Speciy}
Page 3 of 8 Pages
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SPONSOR 88N FAMILY MEMBER PREFIX

PATIENT NAME SPONSOR NAME

MEDICAL SUMMARY {Continvedi:” To be compieted By a Qualified Medical Professional

PART B - REQUIRED CARE
6. MINIMUM HEALTH CARE SPECIALTY REQUIRED FOR CARE
INDICATE THE FREQUENCY OF CARE:  A-ANNUALLY B BIANNUALLY (fwkeayear) Q.GUARTERLY M -MONTHLY  W-WEEKLY
. 2 :
- g resloer| . Womemoms | sedloor
cot 2. ALLERGISTIMMUNOLOGIST cd? ga. . ORTHOPEDIC SURGEON - ADULT
cs52 & AUDIOLOGISY ' C48 hh. ORTHOPEDIG SURGEON- PEDIATRIC
Ga2 <. CARD]AGIFHORAG[GS_URGEDN 57 il. PAINGLINIC )
coz |. d. CARDIOLCGIST- ADULT €30 1. PEDIATRICIAN |
co3 & CARDIOLOGIST-PEDIATRIC c49 kk, PEDIATRIC SURGEON
€5 1. DERMATOLOGIST c32 Il. PHYSIATRIST (Physkal Rehabiitation)
co8 g, DEVELOPMENTAL PEDIATRICIAN c3e mm, PHYSICAL THERAPIST
53 h. DIALYSIS TEAM cko nn, PLASTIC SURGEON
co? i. DIETARYMUTRITION SPECIALIST C36 00. PBYCHIATRIST - ADULT
cog }. ENDOCRINOLOGIST - ABULT k2 pp. PEYSHIATRIST - PEDIATRIC
€09 k. ENDOCRINOLOGIST « PEDIATRIC o3 qq. PSYCHOLGGIST - ADULT
Cit 1. FAMILY PRACTITIONER Cig . PSYCHOLOGIST . PEDIATRIC
¢l m. GASTROENTERGLOGIST » ADULT cas 58, PULMONOLOGIST - ADULT
¢4z . | n. GASTROENTEROLOGIST - PEDIATRIC ceg t. PULMONOLOGIST - PEDIATRIC
c43 0. GEMERAL SURGEON Cc50 Uy, RESPIRATORY THERAPIST
c4 p. GENETICS [+ ) v, RHEUMATOLOGIST-ADULT
cig - | @ GYNECOLOGIST cdo ww. RHEUMATOLOGIST . PEDIATRIC
¢y  {r HEMATOLOGIST/ONCOLOGIST - ADULT . c69 xx. SOCIAL WORKER
¢13 . HEMATOLOGIST/ONCOLOGIST - PEDIATRIC ¢62 vy. SPEECH AND LANGUAGE PATHOLOGIST
cop t. INFECTIOUS BISEASE c4t z2. TRANSPLANT TEAM
c20 v. INTERNIST c51 aga. UROLOGIST
¢zt v, NEPHROLOGISY- ADULY cog bhb, OTHER {Dascriha)
ca2 w, NEPHROLOGIST - PEDIATRIC
823 % NEGROLOGIST - ADULT
Gz4 ¥. NEUROLOGIST - BEDIATRIC
C4 z. NEUROSURGEOM
cs4 a3, OCCUPATIONAL THERAPIST - ADULT
C56 bb. OCCUPATIONAL THERAFIST - PEDIATRIC
czs 4¢, OPHTHALMOLOGIST - ADULT
c27 |~ |dd. OPHTHALMOLOGIST - PEBIATRIC,
GET &, DORAL SURGEDON
(oL T iH, OTORHJNOLA{!YNGOLOGIST
Pagoe 4 of 8 Pages
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FAMILY MEMBER PREFIX

PATIENT NAME

SPONSOR NAME

SPONSCR SSN

MEDICAL SUMMARY (Continued)? To be completed by a Qualified Medicat Profossional

OTHER (Spesi}

7. ENVIRONMENTAL/ARCHITEGTURAL CONSIDERATIONS
LIMITED STEPS {if Yes, pleass explain]
COMPLETE WHEELCHAIR ACCESSIRILITY
AR CONDITIONING (If Ve, pleass ouplaln}

HNERER

8. ADAPTIVE EQUIPMENT/SPECIAL MEDICAL EQUIPMENT
193 - APNEA HOME MONITOR | o9 - OTHER (Speciiy
L3 . HOME NEBULIZER ‘

L8 - WHEELCHAIR

107 - SPLINTS, BRAGES, CRTHOTICS
Led - HEARING AIDS

L12 «HOME OXYGEN THERAPY

L14 - HOME VENTILATOR

L99 - HOME DIALYSIS NACHING

9. COMMENTYS (Enter additional information fo describa this individuals madicaf neads.}

PART C - FROVIDER INFORMATION {Authorization by patient included on Pags 1 of this form.j

10.a. PROVIDER PRINTED NAME OR STAMP

h. SIGNATURE

©. DATE {YYYYAMDD)

d, TELEPHONE NUMBERS (include Area Cods)

[1) COMMERCIAL

{2) DEN (Atififary only}

{3) FAX NUMBER

f, OFFICIAL E-MAlL ADDRESS

8. MAILING ADDRESS finclude ZIP Code)

Page & of & Pages
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PATIENT NAME SPONSOR NAME SPONBOR 85N FAMILY MEMBER PREFIX

ADDENDUM 1 - ASTRMA/REACTIVE AIRWAY DISEASE SUMMARY: To be completed by a Qualiiled Medical Professional

1. PATIENT HAS BEEN EVALUATED OR TREATED FOR ASTHMA WITHIN THE PAST § YEARS.
l NO l i YES IF YES, CONTINUE GOMPLETION OF ASTHMA ADDENDUM TEMS 2- 6.

2. MEDICATION HISTORY
. d, APPROXIMATE DATE °
a. MEDIGATION b, DOSAGE ¢. FREQUENCY MEDICATIONL BST_USED

3. HISTORY ASSQCIATED WITH ASTHMA ATTACKS (X as applicable)
YES | NO
a. ARE THERE ANY TRIGGERS FOR THE FANILY MENBER'S ASTHMA ATTACKS {sirass, envionment, exerciiof?

b, BOES THE FAMILY MEMBER ROUTINELY {graater than 10 days per monthifaur menihs pee vear) USE INHALED ANTEINFLAMMATORY
AGENTS AND/OR BRONGHOBILATORS? .

c. HAS THE FAMILY MEMBSR TAKEN QRAL STERQIDS DURING THE PAST YEAR fprednlsons, prednlscione}?
1P YES, NUMBER OF DAYS IN PAST YEAR:

d. HAS THE FAMILY MEMBER EVER EXPERIENCED UNCONSCIQUSNESS OR SEI2URES ASSOCIATED WITH ASTHMA ATTACKS?

e. HASTHE FAMILY MEMBER REQUIRED AN URGENT VISIT 7O THE ER OR GLINIC FOR ACUTE ASTHMA DURING THE PASTYEAR?
IF "YES", INDICATE THE NUMBER OF VISITS IN THE PAST YEAR;
f HASTHE FAMILY MEMBER BEEN HOSPITALIZED FOR PULMONARY DISEASE (preurnonia, bronehilis, bronchioliis, croup, RSV) DURING
YTHE PAST YEAR?  IF "YES', INDICATE THE DATE|S) OF HOSPITALIZATION (YYYYM/MDDE

¢. DOES THE FAMILY MEMBER HAYE A HISTORY OF ONE OR MORE HOSPITALIZATIONS FOR ASTHMA RELATED CONDITIONS WITHIN
THE PAST 5 YEARS?T IF “YES, HOW MANY? INCICATE DATE OF LAST ADMISSION {YYYYAfMDE):

. HAS THE FAMILY MEMHER REQUIRED MECHANICAL VENTILATION (Infubalfanisise of respirater) BURING THE PAST 3 YEARS?

j, DOES THE FAMILY MEMBER HAVE A HISTORY OF INTENSIVE GARE ADMISSIONS?
1. ROW MANY DAYS HAS THE FANILY MEMBER MISSED SCHOOLWORKPLAY DUE TO ASTRMA-RELATED PROBLEMS (iaciuding visits ta physiolans)
DURING THE PAST YEAR?

4. DISRUPTION OF ACTIVITY. How often does asthma disrupt the Jofowing activities? X as appicable)
1) AGTIVITY {2)NEVERA | {3} 2TINES A }4)3-7  |(5) 8- 10 TIMES| {6} AT LEAST { {V)ATLEAST ¢ {(8) ALMOST
( PROBLEM [YEAROR LESS|TIMES A YEAR A YEAR - MONTHLY WEEKLY DAILY

a. SLEEP

b. QUIET AGTIVITY

¢. BOCIALIZING WItH FRIENDS

d. SCHOOL OR WORK ATTENDANGE

8. OUTDCOR ACTIVITIES

£ VIGOROUSPLAY ACTIVITIES

5. SEVERITY LEVEL. Whatis the family member's severily level based on the clinicat ploture? (Select one fevel of saverily.

Definilions are examples of severity. Pulmonary funclion tests are required only If clinlealy indicated.)

3. INTERMITTENT ASTHMA. Infermittent symplems < 1 {ime par week. Brief exacerbations {from a few hours to a fow days), Nghitme asthma
symploms < 2 imas & manth. Asymptematic and normal lung funciion befwean axacarbations. PEF or FEVY = 80% predicled; varfablity <204,

b, MILD BERSISTENT ASTHMA. Symploms > 2 times a weak bul < 1 time perday. Exacorhations may affect sleap and activity. Nighttime asthaa
symploms > 2 Untes a month, PEF of FEVY 2 80% predicled; varabiRy 20 - 30%.

g, MODERATE PERSISTENT. Symptoms dally, Exacartations affact slesp and activity. Nightime asthma > 1 ime a wesk. Daily use of inhaled -
shot-acting B2 agonist, PEF ar FEVY & 60% ard 80% predicled; vardabiity > 30%.

4. SEVERE PERBISTENT. Continuous symptoms. Fraquentexeee:baﬂom; Fraquant nightiime asthria symploms. Physleal actviltes imited by asthma
sympgloms. PEF of FEVT 5 60% predicled; variabiliiy = 30¢

6.a, PROVIDER PRINTED NAME OR STAMP b. SIGNATURE | o DATE{YYYYMMDD)

d. TELEPHONE NUMBERS {Include Area Code) @ MAILING ARDRESS (Inefude ZIP Code}

1) COMMERCIAL {2} DSH (MiRiary onfy) | {3) FAX NUMBER

f. OFFICIAL E-MAIL ADDRESS

DD FORM 2792 (ADDENDUM 1), NOV 2006- Page 6 of 8 Pages




PATIENT NAM HPONSOR NAME SPONSOR 88N FARILY MEMBER PREFIX

ADDENDUM 2 ~ MENTAL HEALTH SUMMARY: To be Completed by a Guialified Clinical Provider

“1. PATIENT HAS CURRENT OR PAST {within the lasi 6 yoore) MISTORY OF MENTAL HEALTH DIAGNCSIS
} NO i ' ['{ES IF YES, CONTINUE WITH COMPLETION OF MENTAL HEALTH ADDENDUM.

2, DIAGNOSIS(ES} Please complete as accuralely as possibla using 1CD-8-CM or DSM IV,

b, .
a ASE\;{E]!;ITY: !Cf) Gd.
peris i - M AGEAT
DIAGNOSIS {Cimrenily or experiencad willtn last & yeurs, LB OR DAM
fomerty veerd g Yadorate REQUIRED DIAGHOSIS

3. HISTORY OF MEDICATIONS AND THERAPIES RECEIVED OR RECOMMENDED AND FREQUENCY

4. PROGNOSBIS {Includs past compliancs with lraatment programs, expecied lergth of treatment, required pertfciua;‘mn of family members, and if
freatment is ongoing.) :

5. TREATMENT PLAN {Medical, menlal health, surgical procedures or thereples related o lhe pafiant’s mental health conditfon plenned over lhe
nexf three years}

§. TREATMENT NEEDS WITHIN THE NEXT YEAR (Consider insreased strossors of reslding in new environment (e.g, siressors of family
relocalion, isolaled posts, deployments, forelgn culfures, resirictad fravel, seporation Trom nuclear family, cost of Jving.)

l NO ASSISTANCE REQUIRED ) J l FEWER THAN 4 CONTACTS l . I 4 GR MORE CONTACTS l l INPATIENT SERVICGES
DD FORM 2792 (ADDENDUM 2), NOV 2008 Pags 7 of 8 Pages




PATIENT NAME

SPONSOR NAME

SPONSOR SSN FAMILY MEMBER PREFIX

ADDENDUM 2 - MENTAL HEALTH SUMMARY {Continued): To be Completed by a Qualified Clinical Provider

7. HISTORY

YES | NO :
a. HISTORY OF SUICIDAL GESTURESIATTEMPTS?

b. HISTORY OF SUBSTANCE ABUSE/ADDICTIVE BEHAVIORS/EATING DISORDERS/OTHER COMPULSIVE BEHAVIORS?

¢, HISTORY OF PROBLEMS WITH LEGAL AUTHORITY? (If Yes, spacifyj

d. HISTORY OF PSYCHOTIC EPISODESY

nole ease determinsifon}

e, HISTORY OF SERVICES RECEIVED FOR ALLEGATIONS OF FAMILY MALTREATMENT? {If Yes, and servives ere delivered by Famlly Advocacy,

8. OTHER COMMENTS flnclude additfonal Information that would assist in delermining necessary Irealmanls }

9, PROVIDERS REQUIRED TO IMPLEMENT TREATMENT PLAN

PSYCHIATRISY | : ]PSYCHOLOGIST

l i SGCIALWORKERI 'QTHER{Spemy)

10, PROVIDER INFORMATION {Authorization by patient incleded on Page 1 of this form.)

2, PRINTED NAME OR STAMP

b. SIGNATURE

. DATE (YYYYIMDD}

4. TELEPHONE NUMBERS finclude Area Cods}

{1} COMMERGIAL

(2) D8N {Mafary only) | {3} FAX NUMBER

£ OFFICIAL E-MAIL ADDRESS

¢, MAILING ADDRESS {incitda ZIP Cade}

DD FORM 2792 (ADDENDLUM 2) {BACK), NOV 2006

1
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INSTRUGTIONS FOR COMPLETING DD FORM 279241,
EXCEPTIONAL FAMILY MEMBER
SPECIAL EDUGATION/EARLY INTERVENTION SUMMARY

The BD Form 2792-1 is completed fo Idantify a
family member with special educationalfearly
intervention needs.

SPECIAL EDUCATION/EARLY INTERVENTION
SUMMARY

DD Form 2792-1 is complsted by the parents and

schoohorearly-interventiorrstaff—Only-thisform-should

DEMOGRAFPHICS.

items 1 - 7 {Completed by sponsor or spouse).

ftern 1.8, Application Status (X ons}.
Initial Screening/Enroliment - First Exceptlonal Family
Member (EFM} application for the family member

noted.
Updated nformaiion - Update io a previous EFM

evaluation for the family member noted.

Request Disenrofiment - Used to disenroll a child when
he/she no ionger requires special education or early
intervantion services, or when the child no Ionger

qualifies as a dependent,

ltem 1.b. Family Staius. Placa an "X" In the box If there
are any other family members whe have been
identified as EFMs..

ltems 2.3, - k. Allitems refer to sponser,
Se!f-explanatoyy,

ltem 3. Answsr Yes If both spouses are on active duty;
_otherwise gnswer No. '
Ii Yes, complete Hems 3.a. -c.

ttem 4.a. Excepilonal family member name. Enter
name for the family member for whom this form will be

completed.

"ltem 4.b. Refafionship o sponsor. (Son, daughter,
efc.)

ltem 4.¢. Date of birth. Seif-explanatory.

ltem 5. Self-explanatary.

ltern 6. |s family member anrolled In PEERS? M:htary
anly. Self-explanatory.

- or school personnel. Mark {X) Yes or No for each Hem. if

be provided to school or early intervention staff, Do
not include medical information forms that may be
used for EFMP screening or enroliment.

Hemns 1 and 2 are completed by parents. The remainder
of this form Is completed by school or sarly intervention
staff,

tem 1.a. Releass of Information. Sponsor name.
Self-explanatory. Compleled by sponsor, spause, or
student who has reached the age of majority.

ftem 1.b., Rark. Enterthe sponsor's rank,

ltem t.¢. Sponsor SSN. Enter the sponsor's soclal
security number,

ltem 1.d. Signature of sponsor, spouse, or student who
has reached the age of majority. Self-explanatory. Sign
and date before providing form te schaol or sarly
intervention program. '

ltem 1.8. Dale signed. Self-explanatory.

items 2.a. - 8. Child informatlon. Self-explanatory.
Completed by sponsor or spouse.

lems 3.a. » 8. EIP/Schoo! information. Completed by EIP

Yes Is marked in tlems 3.b. or c., remainder of form must
ke completed.

liems 4.a. « b, Eligibility criterfa. Mark onfy one. {Codes
In 4.a. are for Army coding only.)

Hem 4.¢. ldentify the disabilily, if known, [For example,
blindness, autism, PDD.)

ltern 5. Severity. Mark only cne.

ltem 8. Provider/schoot official information.
Self- explanalory.

DD FORM 27921, NOV 2008
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EXCEPTIONAL FAMILY MEMBER OMB No. 07040411
SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY oMB L oxpives
(Paga 1 completed by service member of civilfan employes,) apprava; expe
{Read Instructions before compleling this form.) . . Qet 31, 2009
Trva bt reporting blrden for s ccliaction of Informralion [s sstimated lo Sverasd 25 minytes pbf 765ponsd, InduErg he tme for 1evimving Instruciions, searching axising dala sources, gahering
shd mallaining the dald nesded, ond compinling and reviswing the celiection of infareation. Send commanis regaring iy burden ssBrata o any ofher aspect of N celection of nfermadon,
of Defense, Exacutve Sarvices Diracierata (0704-0411). Respondents should b #wara that nolithslanding any ofrer praviston of

inciuging suggestions fer reducing the buxder, to Hia Depariment
Iew, no parson ahalt ho sutlect i any penay fos failnglo comply with a coteckion of informalicn i 51 dogs nol dsplay A suently vaid CMB conlrol marber,

PLEASE DO NOTRETURN YOUR FORM TO THE ABOVE ORGANIZATION.
- PRIVACY ACT STATEMENT

AUTHORITY: 10 USC 3013, 5013, and 8013; 20 USC 921 -.932; and EQ 9397,

PRINGIPAL PURPOSE({S): To obtain information nzeded to evaluate and document the special education needs of: (1) Family
members of all service members and (2} Family members of civillan employess processing for an assignment to 2 location oulside
the United States where family member travel is authorized at Government expansé.

ROUTINE USE(S): None.

DISCLOSURE: Voluntary for ehvilian employees and applicants for civiian-employmant; fallure to respond will preclude Identification
of educational needs and the successiul processing of an applleation for family fravelfcommand sponsorship, Mandatory for military
personnel; failure or refusal to provide the information or providing false Information may result In administrative sanctions or
punishment under either Arficie 82 {dereliction of dufy) or Articls 107 (felse officlal statement), Uniform Code of Mifitary Juslice.

DEMOGRAPHICS
1.2, APPLICATION STATUS g ang) b, FAMILY 8TATUS
et Gt UFDATED INFORMATION REQUEST DISENROLLMENT IDENMAIZD WiTH SPECIAL NEEDS
2. IDENTIFICATION :
2. SPONGOR NAME {Lust, Fisl, Middla infia) b. 85N ¢. RANK DR GRADE

¢, BRANCH OF BERVICE (Miltery an¥) o. DESIONATION/NECIMOSIARSG (Miifary only}

7. HOME ADDRESS (Streel, Apartmsant Number, City, Stals, ZIF Coda) 7. DUTY STATION ADDRESS

Fi. OFFICIAL E-MAIL ADDRESS

1. HOME YELEPHONE NUMBER J. FAX NUMBER k. DUTY TELEFHONE NUMBER {/rcuda Area Coda)
‘{inelude Area Code) (Inchida Area Codo} } (1) COMMERGIAL (2] DSN
3. ARE BOTH SPOUSES ON ACTIVE DUTY?T (X orie. ¥ Yes, amswer YES ND NIA
&., b., and 0. belew) (MiTry oily] -
b. RANK/RATE c. SSN

a. SPQUSE'S NAME {Lasf, Fist, Middle Initial}

3.5, EXCEPTIONAL FAMILY MEMBER NANE fLast, First, Middie intel) | . RELATIONSHIP TO SPONSOR c. DATE OF BIRTH {YYYYMMDO)

5. DOES FAMILY MEMBER RESIDE WITH SPONSOR X ons)

YES - :

HO  IF ND, PROVIDE ADDRESS OF FAMILY MEMBER {inclufe ZiP Code) AND EXPLAINWHY,

8. 1S FAMILY MEMBER ENRCLLED IN DEERS (Méifery only) (X one)

FAMILY MEMBER PREFIX

YES HO P YES, UNDERWHATSSN:

DD FORM 27921, NOV 2006
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SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY

NOTE TO PERSONNEL COMPLETING THIS FORM:
1t Is Jmportant to the mEltary and to the family that the family be assigned fo a location that can mest the child's educational nceds, Pleasa fake cars
in completing 1ha requesied information. (Aftach a copy of tha child's most recent agdive Individualized Family Service Plan (IFSF) or Individualized

Education Program (1EP) lo this page.} .
1, RELEASE OF INFORMATION {To be completed by sponsor, Spouse, or siudent who has reached the age of majerily)

1 hereby authorize the release of Infarmation on the DD Form 2792-1 and in he aBached reports to parsonnel of (he Military Deparimants, This
information Wil be used only to evaluate and document my family member's nead fos.early Intervention or spechal education services for the purpose of

assignment/coordination of my nexi assignmant. -
a, NAME OF SPONSOR b. RANK £, 56N d. SIGNATURE OF SPONSOR, SPOUSE, OR STUDENT] o, DATE
WHO HAS REACHED THE AGE OF MAJORITY {YYYYINOD)

2, DEPENDENT CHILD INFORMATION (To be compleied by sponsoror spouse}

a. NAME OF CHILD (Last, First, Mifdle fnitia} b. CURRENT GRADE LEVEL |c. DATEOF BIRTH d&. AGE fYears/months} e, SEX (M ons)
{if sehool age} LOYYYMMDD} MALE
FEMALE

3. EARLY INTERVENTION PROGRAM (EIPYSCHOOCL INFORMATION (To bo somplated by ropresentative of EIP or school)
YES | NO
: 5. IS THE CHILD CURRENTLY BEING EVALUATED FOR SPECIAL ENUCATION OR EARLY INTERVENTION SERVICES?

b, DOES THIS CHILD RECEIVE EARLY INTERVENTION SERVICES UNDER A CURRENT INDVIDDALIZED FAMILY SERVICES PLAN {FsP)?
IF YES, DATE OF NEXT ANNUAL REVIEW: ATTACH CURRENT IFSB.

¢. DOES THIS CHILD RECEIVE SPECIAL EDUCATION SERVIGES UNDER A CURRENT INDIVIDUALIZED EDUCATION PROGRAM (IEP)?
IF YES, DATE OF NEXT ANNUAL REVIEW: ATTAGH CURRENTIEP.

&. 1S THE GHILD RECEIVING SERVICES UNDER A SECTION 504 PLAN?

¢, |8 THE GHILD BEING "HOME-SCHOOLED"? IF YES, SPECIFY PROGRAM, IF KNOWN;

{F YOU ANSWERED "YES" o questions 3.b. or 3., complete llems 4, §, and 8. Sign and ielur;x {o sponsor.
IF YOU ANSWERED *NO" 1o qusstions 3.a. through d., DO NOT complete ltems 4 and §, but complate Section$. Sign and retumn to sponsor,

4, ELIGIBILITY GRITERIA (indlcale the eligitility criteria undar which the chitd Is afigible for Eerly Intervéntion r Spacial Educalion,)
a. IF THE CHILD 1S FROM 3 TO 21 YEARS OF AGE:

NG7 AUTISTIC NOS COMMUNICATION MPAIRED | | He4 MENTAL RETARDATION

N0t BEAF ARTICULATION : MILDAIODERATE

N02 BLIND : DYSFLUENRY MODERATEISEVERE

N13 DEAFBLIND VOICE SEVERE/PROFOUND

NTi VISUALLY MPAIRED LANGUAGE/FHONOLOGY N42 SPECIFIC LEARNING EJISAB%L}T‘;‘
N3 HEARING (MPAIRED NG8 TRAUMATIC BRAIN INJURY N10 EMOTIONALLY IMPAIRED

14 PERVASIVE DEVELOPMENTAL NGS ORTHOPEDICALLY IMPAIRED N15 BEHAVIORAL/ICONDUCT DISORDER

N1S DEVELOPMENTAL DELAY

NO8 OTHER HEALTHIMPAIRED (Speciy)
b. I THE CHILD IS FROM BIRTH TO 3 YEARS OLD:

c. DISABILITY {idealify ¥ inown, o.g., blindness}

HIGH PROBABILITY FOR
DEVELOPMENTAL DELAY DEVELOPMENTAL DELAY
§. SEVERITY OF THE DISABILITY
HILD MODERATE . SEVERE PROFOUND

6. PRO\HDERISCHOVOL OFFICIAL INFORMATION

a. NAME OF NDIVIDUAL COMPLETING THIS SECTION b, TITLE ¢. TELEPHONE NUMBER] d. FAX NUMBER
(Last Name, First Name) (Irciude ares cods) {includha area coda)
e, MAME OF SCHOUL/EARLY INTERVENTION PROGRAM - 1. ADDRESS (Inciude ZIP Cotfe)
g, SCHOOL BISTRICT
B E-MAIL ADDRESS L SIGNATURE i. DATE SIGNER
: [¥YYYYIMOD)
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EXCEPTIONAL FAMILY MENBER PROGRAM {EFMP) QUERYING SHEET
For use of tEs form, see AR BUB-76; the proponent agency 1s ACSIHA.

PRIVACY ACT STATEMENT
AUTHORITY: 5USGC Section 301, Departmental Reguiaions; 10-USC1071-1085; 18 USC Section 2013, Seccelary of tha
: Armiy; and Army Regulaton 608:76, EFMP.

PRINCIPAL PURPOSE:  Toidentfy soldes that have family membars for anrofment fn he EFMP.
ROUTINE HSES: Tofederal, state, and local madcal agendes In onler to provide an exceptivnal faniy member with madicel
' treatment whan he Departmant of the Ay does nol frave 3 slilable realment facEily,
DISCLOSHRE: Disclosure of the requastad informaton Is mandatory. Failure to provids the Infosration may resut In discplinary
. andrict adnénistiative gefion. Additicnally, fallure o provids the mlermation may fesuit in an EFt not recsiving
necessmy medical cars, : ’

1, NAME OF SOLDIER 2, RANK

3, UNIT

4a. HOME ADDREES b, HOME PHONE NUMBER

Sa, DUTY ADDRESS rb. DUT\; PHONE NUMBER

o, FAXNUMBER

d, EMAIL ADDRESS

8. Do you have a family member {child or aduif) with a physical, smoticnal,
developmental, or intellectual disorder that requires special treatment, therapy,
education; kralning, counseling, equipment, assistance or medical care atove the level D YES D NG

of a general practitioner?

7. If the answer to the ahove question is yes, Is tha family member enrolled in EFMP? D YES [:] NO

8. The EFMP works with the other military and civilian agencies to provide comprehansive, coordinated -
communily support, educational, housing, personnsl, and medical services to families with special needs.
Enroliment in EFMP is mandatory and benefits the family by considering medical and special education needs
in the military personnel assignment process, Medical neads are considered in the worldwide assignment
process whereas special education needs are only censiderad In overseas assignments.

8. The above informatlon is true and correct to the best of my knowledge.

a, SIGNATURE OF SOLDIER b. DATESIGNED  (YYYYMMODD)

DA FORM 7416, JUN 2008 . PREVIOUE ECTICNS ARE OBSOLETE. AP PEVLOOES




] e S Wy o
. PCS Advance Request Farm
(Privace Ack: Authorliy: AR I7106, chapter § Purpeser 19 ghitafy fy@gmnr@d adout bndfvidaal’s avel, Usent Postlng lnfermation to IATS/ D 1588/ Computation of
edvanes ravel. Dliclosure: Maudutony Will be denied payiyens 16 fatire ta peaside information regueiled,
For prompt payment of your advance please complete this form at least fen syrking dyys prior {0 sign oul date. Al travel advances
are puld & $0% with the moncy being girect. deposiied into your current milftary pay accoun i i L
sign gt date, There sre NQ cash or check payments.

Name; - S8N:. ___ Sign Out Date:

'Rank: Present Unit: Daytime Phone #

Leave or home of record address: Street

{No focal or unit addresses, please) City, ST, Zip . :
(NOTE: Please, no foreign address)

Spouse’s name : ~Date of Marriage Is Spouse Military

Please list NAME and Date of Birth (day, month, year) of children traveling with you:

NAME L DOB NAME DOB -

NAME ‘ DOB NAME, DOB

NAME e T ey .,_.4-...“_# —— T DOB W

PLEASE READ AND COMPLETE ONLY SPACES THAT IS APPLICABLE TO YOUR PCS MOVE,

1.) Are you requesting an advance for your travel
Is any of your travel going fo be by POV? . '
I yes, then POV trayel is from {Cify, 8T} To{City, 8T)
If traveling fo overseas or traveling by other than POV travel:
Are you buying your own ticket Cost § or are your tickets being issued to you
Ticket you purehaséd is from(City, 8T} . To(City, ST, Country)
Issued tickets are from (City, ST) : To (City, St or Conntry

2) Are your dependenis relocating? What date?

Are you requesting an advance for your dependent travel
-Is any of thelr travel by POV If yes, number of POVs used for this PCS move

Their POY travel is from (City, ST) To(City,ST)
{f dependents ure traveling to averseqs or are raveling by other than POV travel: .
Areyou buying your dependents fickets Cost 8§ ,or are they being issued to you
Tickets you puchased are from{City, ST)__- to{City,ST or Couniry)
" 1ssued tickets are fram (City, ST) _to (City, St or Country

3) Are you requesting an advancg for Dislocation Allowance (DLA)

{No advance DLA authorlzed, for married soldier w/deforred travel for dependents or if your Jamily will nof refocate within 60 days,
Ro.advance DLA wiB be given for single sorvlce-members B-6 and below who will nag be restding off post at the nevw duty station,
Service Muembaors must hyve a Statement of Non-Availabilify from housing offlce at gainfug staifon to reside off post. )

4.) Are you requesting advance for a DITY move (Needs DD Form 2278)

5.) TDY(enrouie) Lodging daily cost ___ Meals Govt. Comam

Soldier’s Signature DATE

Finance Clerk Signature DATE




AD\!&{,\JQE g%Ygg 3 %g;ggd/aumq IZA'HON
R E: AR = e .
P{gyg%z Act-Statement o
AUTHORITY: 37 U.S.C. 1006 st seq; £.0. 9397 November 1043 (3SN),

PRINCIPAL PURPOSES; To document a member's request for, and subssquent authorizatlon of, en advance of pay o meet extrsordinary expenses
incident lo a PCS mova. It is alse used o inform the member of the purposes and resiriclions of sush advances, and lo

estabilsh repayment schedules. )
Information collectad or this form becomss part of the Jolnt Unifosm M ilitary Pay System [JUMPS), and Reserve component pay

ROUTINE USES:
systems and is subject to all of the routine plsclosures which are more fully described in Senviea regulations. Routine reciplents
) .- of JUMPS disclosures include, but are not imited to, Red Cross, Slate and local govemment for tax and wellare purpases.
DISCLOSURE; ' Voluniary; however, faiflire fo provide the SSN will result In denlal of payment since i is used to Identify you for pay purposes.
PART I, REQUEST
1. NAME (Last, First, Midole initiel} 2. 3S0CIAL SECURITY NO. 3. GRADE
4. [ REQUEST: . B. 1 REQUEST A REPAYMENT SCHEDULE OF; 8. ) REQUEST PAYMENT OF THE ADVANCE PAY:
a. DME MONTH ADVANCE PAY (See Policy Guidanica on a. 12 MONTHS OR LESS (Specly manber of montiis) . WITHIN 30 DAYS OF PCS OR BO DAYS AFTER
roverse,) REPORTING TO MY NEAT PDS.
b, MORE THAN 1 MONTH BUT LESS THAN 3 MONTHS b. 13+ 24 MONTHS (Parts il eng ¥V must be Wf@?&fedl b. 31 - 50 DAYS BEFORE MY PCS (Parts If and V miest b9
" BASIC PAY LESS DEDUGTIONS (Parts i andt ¥ must 2 regaidiess of pay e, NOTES Nimayment sehadisie compieted) . L
completed) {Spectiy amouat) ) E5pacily rembar of months) ¢. 51180 DAYS AFTER ARRIVAL AT MY PBS (Parts # and
% ’ V must ba compiated.} .

PART li. CERTIFICATION OF EXPENSES [Actusl ar Anticipated) (Continue inn ftem 23 on reverse if hecessary.)

7, EXPENSE 8. AMOUNT 10. EXPLANATION OF THE CIRCUMSTANCES WHERE GREATER-

R THAN-NORMAL EXPENSES MIGHT BE INCURRED OR
a. $ CIRCUMSTANCES REQUIRING AN EARLY OR LATE PAYMENT
b, - g i [OF ADVANGE PAY (Up to 90 tlays before and 180 days _a!?qr), )
c. $ - . . o . S .
. $ ’
. 3 - ' o
f, 3 i ; T T e
9. TOTAL- $ .00 :

PART lil. JUSTIFICATION FOR MORE THAN 12 MONTHS PAYBACK .
. {Justification must demensirate that sovere hardship would result if the advance is paid back in 12 months} e
1. NO. OF DEPENDENTS 12, LIST SPECIFICS OF YOUR ONANGIAL SITUATION, INCLULING OUTSTANDING DEETS AND MONTHLY
PAYMENT AMOUNTS THAT INDICATE A SEVERE HARDSHIP IN REPAYING THE ADVANCE IN THE NORMAL
12-MONTH TIME PERIGD (Continue in ftem 23 on reverse if necessary.} .

F;ART V. MEMBER CERTIFICATION

Penalty: The penaky for willfully making a false claim/statement s a maxinum of 510,000 or maximum imprisorment of Hvé years, or both (US .

Code, Title 18, Section 287}
If | am separated prior to my £TS, | eonsent to withhiolding from cument pay, final pa}{, oF any other money due me o satisfy this indebtednass. |
fiirther consent to such withholding at a rate sufficlent to satisfy this indebtédness o Tater than my separation, and undeistand that this could result
in the withholding of 100% of.any current pay, final pay, or other money dus me. . - -

{ have read snd vrderstead thetfa.'fsy on advance pay incident ta a PCS contained on the reverse of this form. | herely certily that the interdad use
of these funds masts tho stated purposs, | have atteched one copy of my PCS orders or assignment notification. ) _
14. BATE {YYMVDO)H

{13, SIGNATURE .

>

PART V. APPROVAL OF MEMBER'S COMMANDER - s
16. WITH LIQUIDATION QVER: 17. AND PAYMENT OF THIS ADVANCE: e e

15. { HEREBY APPROVE THIS REQUEST FOR L
ADVANCE PAY CF: ' @, 12 MONTHS OR LESS [Spedlly a. WITHI 30 DAYS OF PCS OR €0 DAYS AFTER REPORTRG AT Fi)
2. OHE MONTH BASIC FAY LESS DEGUGTIONS umber of manths) b, HOT PRIGR 70 {dita) VRHICH 1S
T AN ATAOUNT SPECIFIED NOT 10 EXCEED 3 MONTHS BASIC PAY LESS| | . 13 - 24 MONTHS fSpecify 31 - 90 DAYS BEFORE FCS .
DEOUCTIONS {Spacili 2mouat) 3 ’ ruenber of monihs) <. 81 « 190 DAYS AFTER REPORTING 7O HEW PDS
18, APPROVING OFFICIAL NAME (Last, First, Middie 19. SIGNATURE OF COFFICIAL
friitial} ) - .
20.-TITLE 27. GRADE . 22. DATE {YYMMDD)

DD Form 2560, MAR 90




23, REMARKS

et A

POLICY GUIRANCE

The purpose of zn advance of pey incident to PCS is 1o provide a Servicemember with funds to meet the -
extraordinary expenses of a Government-ordered relocation, per DODPM Part- 4. .

An advance of pay shalf not be authorized for the specific’ out-of-pocket expenses coverad by advances of
other pays and entitiements if such advances are used. The Servicemember may be authorized an atdvance of pay
to the extent that Incurred or anticipated expenses exceed those covered by the following advances or |

relmbursements, or are outside the scope of those entitlements!
a. Overseas station housing allowance;

b. Servicamember andfor dependent travel allowances and per diem;

¢. Dislocation alfowance;
d. Basic allowance for quarters and/cr variable housing allowance.

An advance of pay for a PCS move in the same geographic area of a Sarvicemember's prlor duty station, or
place from which ordered to active duty. Is only authorized when the Servicemember moves his/her household
effects at Government expense. Proof of HHG shipment s required before advance pay for PCS moves in the same

" geographlc area iIs pald.

An advance Is not intended to provide funds for such items as investments, vacations, or the purchase of
consumer goads that are not the result of direct expenses resulting from the Servicemember’s PCS orders. Except
under extraordinary conditions, an advance pay must be repald before an advance for a subsequent PCS may be

paid,

Servicemembers should consult appropriate Service regulations concerning grade levals requiring Command-
er's approval of a PCS advance that does not exceed 1 month’s pay.

AR FORCE MEMBERS ONLY: E4/SRA and befow must have Commander's approval for all PCS advance pay

payments.

DD Form 2580 Reverse, MAR S0




FAMILY MEMBER OVERSEAS SCREENING

PHYSICAL EXAM LETTER
‘To Whom It May Concern:
1 have examined , the family
member of - SSN - and

can verify the family member's medigal and educational status,

L1 The above named familjr member ig heaitﬁy and will only require acude or routing
health care, He/ehe has had no mental health disgnosis/treatment within the past §

years as wéll as requires no special education services.

The above narded family member has 2 ohronic medical condition, physical
disability, or mental health condition, ¢.g. blindness, astlima, ADHD/ADD. The
active duty sponsor needs {o bs envolled into the Exceptional Family Member
Program, (Please antach a copy of a physical Hsting all dingnosis and medication for all -

conditlons regquiring envollment)

The above ramed famﬂy member requires speeial ednoation sexvices and is comently
on an active Individnal Bdueation Flan or an Individualized Family Service Plan, The
active duty sponsor needs to be énrolled into the Exceptional Family Member
Program. (Please attach & copy of the current TEPAFSP provided by the schoal or early

-~ ¥nfervention prograim}

Signature

Print Nams

Medical License No,

Date

P W A ey ke e

e e it s st

Rk bt et it 1ot




AUTHORIZED FOR LOCAL REPRODUCTION

MEDICAL RECORD

PHYSICAL EXAMINATION

DATE OF EXAM HEIGHT

WEIGHTY

AVERAGE MAXIMUM -

PRESENT

TEMPERATURE

PULSE

BLOOD PRESSURE

INGTRUCTIONS - Dascrbe (1) Genersl Appearance end Memial Status; (2) Head and Neck (Ganeral); {3) Eyes: (éi Ears; {5) Nose; (6) Mouth; {73 Threak: (8) Teeth; (6) Chest
(General); (10) Breast; {11) Lungs: (42} Cardievasculas; (13} Abtoman; (14} Hernla; (15) Gerdfalla; (16) Pehic: (17) Rectal; (18) Prostate; [19) Back; (20) Extremities; (21)

Neurolegical; {22) 8idn;-(23) Lymphetics.

{Continue on raverse side}
RELATIONSHIP TOSPONSOR SPONSOR'S NAME SFONSORS 1D NUMBER
TAST FIRST o |(SSN or Clfiss)
DEPART/SERVICE HOSPITAL OR MEDICAL FACILIFY [RECORDS MAINTAINED AT
PATIENT'S IDENTIFICATION: {For typed orwithien enias, give: Nams - fast, first, middie; REGISTER NO. WARD NO.
. 1D No cr 8SN: Sex; Dale of Birily, Ronk/Giade} )
PHYSICAL EXAMINATION

Medical Resord

STANDARD FORM 508 (REV. 2-89)
Preseribed by GSANICMR FPMR {41 CFR} 101-11.203(6)(10)




LAST NAME FIRST NAME FIDDOLE INITIAL D NUMBER
PHYSICAL EXAMINATION
INMAL
IMPRESSION
SIGNATURE OF PHYSICIAN NAME OF PHYSICIAN

STANDARD FORM 508 (REV. 2-69) BACK




FAMILY MEMBER’S VERIFICATION
DATE:

Soldier/Soldier’s spouso has full legal custody of the following named family members:

Name: DOB: _
Name! DOB:
Name: DOB:
Name; DOB:
Name: DOB:
Name: DOB:
Name (Print);
Signature;
NOTE: :

A soldier who has step-children, divorced with children who reside with ihe natural
mother/father or sole parent(s) must have full legal custody of family member(s) for . -
family travel, Soldier having legal documentation stating custody seitlerent, a copy of
the document(s) is/are required. If there are no legal documents awarding custody, the

family member’s verification forma is required.




