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WAARNG MEDICAL DETACHMENT CLINIC 


Accession Physical 
OCS & WOCS 


YES NO 
YES NO 
YES NO 
TEMP PERM 


MRNCO VALIDATION: All required tests above are completed, and PHA/Dental remain current throughout the school 


RANK/NAME __________________________SIGNATURE _______________________________DATE ____________


Part 2: Provider Review 
Confirm Part 1 Complete 


PHA Provider Portion Complete 


Provider Exam/Review/Disposition Complete 


Final Review: 


State Surgeon Final Review 


NAME: 


RANK: 


DODID: 


DOB & AGE:


AGE: 


EMAIL: 


PHONE: 


UNIT: 


MRNCO: 


COMMANDER: 


Have you completed Part 1 of your PHA? 
Do you have a printed copy of your IMR? 
Do you have a Profile? 


Part 1: Screening 
Complete 2808/2807-1/IMR (Check PHA date) 


HEIGHT/WEIGHT (at appointment)
BP/PULSE/TEMP  (at appointment)
LABS BMP, CBC, LIPIDS, SICKLE DEX, G6PD, HIV, UA, HCG, ETOH/DRUG SCREEN 


EKG 39 and Over (complete at appointment) 


HEARING (DD 2216 within 6 months) 


VISION Far, Near, and Color (complete at appointment) 


DENTAL DRC1/DRC2 (Exam within last 6 months)
OPTOMETRY (if you have PRK/LASIK, Glasses or 39+): IOP, Distant and Near Acuity, Color 


a. PRK/LASIK Only: Pre/post operation documents + manifest refraction OR corneal refraction sheet
FEMALES PAP must be within 3 years 
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WAARNG MEDICAL DETACHMENT CLINIC 
1. CHECKLIST


a. Utilize the document to track your progress and bring it to your scheduled appointment. Requires MRNCO
signature


2. SCHEDULING


a. Physicals are conducted every Thursday from 08:00-11:00 and at 14:00. Part 1 items and unit MRNCO
verification must be complete prior to requesting an appointment.


b. Send requests along with completed packet and supporting documentation to ng.wa.waarng.list.medical-
scheduling@army.mil  NOTE: No completed packet and requirements, no appointment


c. Wear loose fitted clothing (ex. Joggers or APFU)


3. PHA
a. PHA must be green, and not expected to turn Amber/Red at duration of school. Email


ng.wa.waarng.list.medical-scheduling@army.mil once online portion is complete, request a PHA PART 2 (the 
provider portion) with the following: NAME, APPT TYPE (PHA PT 2), UNIT, DOD ID, PHONE, and EMAIL.


4. MANATORY PAPERWORK
a. The 2808 and 2807 must be completed digitally in PDF format. If you arrive with handwritten documents, your 


appointment will be forfeit and you will need to reschedule.
i. If you don’t have the capabilities to complete digitally. MEDCOM has a computer lab that will be available 1 


hour before your scheduled appointment to transcribe digitally.
b. 2808: Boxes 1-15c, and SSN/DODID/NAME at top of each page


2807: Boxes 1-29, and SSN/DODID/NAME at top of each page


5. DENTAL
a. Your DRC status must be green (DRC1/DRC2).


i. See MRNCO for further directions if it is not in compliance. Must remain current throughout school dates.
b. If dental is not within last 6 months, complete DD2813 with civilian or military dentist.


i. Walk-ins available to Okubo Dental Clinic, JBLM. SM must provide the DD2813. Ensure dental signature and 
license number are filled in.


6. LABS ***Do not participate in any hard workouts, CrossFit, or running 48 hours prior to the labs***
a. Fasting labs are required; refrain from eating or drinking for at least 8-10 hours prior to them being drawn.


i. Drinking water is okay.
ii. Open 0700-1530 Monday-Friday. Closed Thursdays.


iii. DIRECTIONS: Enter JBLM through the Madigan Gate (Exit 122A). Take a right into Madigan at the second 
light. Once in, go down escalator, walk straight all the way to elevators, take a right and go all the way down. 
You will go pass a glass area with a fountain (and possibly Swans). When the hall ends, the Laboratory is on 
your right.


iv. Fairchild AFB: Walk-in basis Building 9000, Room 125; closed third Wed. of every month.


7. HEARING
a. Hearing exams in the past 6 months are valid, ask your MRNCO for a copy.
b. In Order to Complete:


i. At Appointment: Hearing will be conducted every Thursday at 0800-1100 for scheduled physicals.
ii. Appointment-only:  Madigan Annex Hearing Program at (800) 404-4506.


iii. IMR Services: MEDCOM during IDT, SM must coordinate with MRNCO. No walk-ins.
iv. Fairchild Hearing Program POC: 509-247-5757, call to schedule.


8. OPTOMETRY
a. 40 and over or those who wear glasses/contacts require an Intraocular Pressure Exam. Can be completed at local 


eye clinic, Walmart, or by appointment at Winder Clinic or Madigan (253) 477-3788.
b. LASIK/PRK/Eye Surgery: will require Pre-op and Post-op documentation, email to distro prior to


appointment.
c. If seeing non-military facility, ensure you bring copies of exam results to MEDCOM 2 of 3
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WAARNG MEDICAL DETACHMENT CLINIC 


Please refer to your Unit MRNCO contacts. 


56th TIOG SGT Brathovde, Katherine M katherine.m.brathovde.mil@army.mil 253-983-7330


96th ATC SFC Gines, Rebecca J rebecca.j.gines2.mil@army.mil 253-912-3121


2-146th FA SGT Jones Mcpherson, Jason jason.p.jonesmcpherson.mil@army.mil 360-704-6703


81st SBCT SFC Mathias, Joseph D joseph.d.mathias.mil@army.mil 253-512-7655


RRB SGT Nguyen, Alexander D alexander.d.nguyen8.mil@army.mil 253-512-1301


205th SSG Peck, Joel E joel.e.peck.mil@army.mil 509-249-4038


JFHQ SFC Porteous, Jason G jason.g.porteous.mil@army.mil 253-512-8343


898 BEB SSG Rylaarsdam, Samuel F samuel.f.rylaarsdam.mil@army.mil 360-224-2805


96th TC SFC Valente, Derek A derek.a.valente.mil@army.mil 253-512-4811


1-161st SSG Wadleigh, Robert B robert.b.wadleigh.mil@army.mil 253-363-3019


181 BSB SSG White, Earl B earl.b.white5.mil@army.mil 206-378-6553


3-161st SSG Mckee, Taryn C taryn.c.mckee.mil@army.mil 253-945-1812


WAARNG MED DET SSG Hayes, Michael G michael.g.hayes16.mil@army.mil 253-512-8995
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CUI (when filled in)


CUI (when filled in)
PREVIOUS EDITION IS OBSOLETE.


Controlled by: OUSD(P&R) 
CUI Category: PRVCY, HLTH 
LDC: FEDCON 
POC: osd.pentagon.ousd-p-r.mbx.forms@mail.mil


DD FORM 2807-1, OCT 2018


REPORT OF MEDICAL HISTORY 
(This information is for official and medically confidential use only and will not be released to unauthorized persons.) 


OMB No. 0704-0413 
OMB approval expires 
20241031


The public reporting burden for this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining 
the data needed, and completing and reviewing the collection of information. Send comments regarding the burden estimate or burden reaction suggestions to the Department of Defense, Washington Headquarter 
Services, at whs.mc-alex.esd.mbx.dd-dod-information-collections@mail.mil. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to 
comply with a collection of information if it does not display a currently valid OMB control number. PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION. RETURN COMPLETED FORM AS 
INDICATED ON PAGE 2. 


PRIVACY ACT STATEMENT 
AUTHORITY: 10 U.S.C. 136, Under Secretary of Defense For Personnel and Readiness; DoD Directive 1145.2, United States Military Entrance Processing Command; DoD Instruction 6130.03, Medical Standards for 
Appointment, Enlistment, or Induction in the Military Services; and E.O. 9397 (SSN), as amended.  
PRINCIPAL PURPOSE(S): The primary collection of this information is from individuals seeking to join the Armed Forces. The information collected on this form is used to assist DoD physicians in making 
determinations as to acceptability of applicants for military service and verifies disqualifying medical condition(s) noted on the prescreening from (DD 2807-2)/. An additional collection of information using this form 
occurs when a Medical Evaluation Board is convened to determine the medical fitness of a current member and if separation is warranted. 
ROUTINE USE(S): The Routine Uses are listed in the applicable system of records notice found at: http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-
usmepcom-dod/ 
DISCLOSURE: Voluntary; however, failure by an applicant to provide the information may result in delay or possible rejection of the individual's application to enter the Armed Forces. An applicant's SSN is used 
during t he recruitment process to keep all records together and when requesting civilian medical records. For an Armed Forces member, failure to provide the information may result in the individual being placed in a 
non-deployable status. The SSN of an Armed Forces member is to ensure the collected information is filed in the proper individual's record. 


WARNING: The information you have given constitutes an official statement. Federal law provides severe penalties (up to 5 years confinement or a $10,000 fine or both), to anyone 
making a false statement. 


1. LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) 2.a SOCIAL SECURITY NO. b. DoD ID NO. (If applicable) 3. TODAY'S DATE 
(YYYYMMDD)


4.a. HOME ADDRESS (Stress, Apartment No., City, State, and ZIP Code)


b. HOME TELEPHONE (Include Area Code)


c. EMAIL ADDRESS


5. EXAMINING LOCATION AND ADDRESS (Include Zip Code)


X ALL APPLICABLE BOXES:


6.a. SERVICE
Army
Navy
Marine Corps
Air Force


Coast  
Guard


b. COMPONENT
Regular
Reserve
National Guard


c. PURPOSE OF EXAMINATION
Retention
Separation
Medical Board
Retirement


Other (Specify)


7.a. POSITION (Title, Grade, Component)


b. USUAL OCCUPATION


8. CURRENT MEDICATIONS (Prescription and Over-the-Counter) 9. ALLERGIES (Including insect bites/stings, foods, medicine, or other substance)


Mark each item "YES" or "NO". Every item marked "YES" must be fully explained in Item 29 on Page 2. 


HAVE YOU EVER HAD OR DO YOU NOW HAVE: YES NO
10.a. Tuberculosis


b. Lived with someone who had tuberculosis
c. Coughed up blood
d. Asthma or any breathing problems related to exercise, weather, pollens, 
etc.
e. Shortness of breath
f. Bronchitis
g. Wheezing or problems with wheezing
h. Been prescribed or used an inhaler
i. A chronic cough or cough at night
j. Sinusitis
k. Hay fever
l. Chronic or frequent colds


11.a. Severe tooth or gum trouble
b. Thyroid trouble or goiter
c. Eye disorder or trouble
d. Ear, nose, or throat trouble
e. Loss or vision in either eye
f. Worn contact lenses or glasses
g. A hearing loss or wear a hearing aid
h. Surgery to correct vision (RK, PRK, LASIK, etc.)


12.a. Painful shoulder, elbow or wrist (e.g. pain, dislocation, etc.)
b. Arthritis, rheumatism, or bursitis
c. Recurrent back pain or any back problem
d. Numbness or tingling
e. Loss of finger or toe


12. (Continued) YES NO
f. Foot trouble (e.g., pain, corns, bunions, etc.)
g. Impaired use of arms, legs, hands, or feet)
h. Swollen or painful joint(s)
i. Knee trouble (e.g., locking, giving out, pain or ligament injury, etc.)
j. Any knee or foot surgery including arthroscopy or the use of a scope to any bone or joint


k. Any need to use corrective devices such as prosthetic devices, knee brace(s), back 
support(s), lifts, or orthotics, etc.


l. Bone, joint, or other deformity
m. Plate(s), screw(s), rod(s), or pin(s) in any bone
n. Broken bone(s) (cracked of fractured)


13.a. Frequent indigestion or heartburn 
b. Stomach, liver, intestinal trouble, or ulcer
c. Gall bladder trouble or gallstones
d. Jaundice or hepatitis (liver disease)
e. Rupture/hernia
f. Rectal disease, hemorrhoids, or blood from the rectum
g. Skin diseases (e.g. acne, eczema, psoriasis, etc.)
h. Frequent or painful urination
i. High or low blood sugar
j. Kidney stone or blood in urine
k. Sugar or protein in urine
l. Sexually transmitted disease (syphilis, gonorrhea, chlamydia, genital warts, herpes, etc.)


14.a. Adverse reaction to serum, food, insect stings, or medicine
b. Recent unexplained gain or loss of weight
c. Currently in good health (If no, explain in Item 29 on Page 2.)
d. Tumor, growth, cyst, or cancer



http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-usmepcom-dod/
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CUI (when filled in)


PREVIOUS EDITION IS OBSOLETE.
CUI (when filled in) Page 2 of 3DD FORM 2807-1, OCT 2018


LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) SOCIAL SECURITY NUMBER DoD ID NUMBER (If applicable)


Mark each item "YES" or "NO". Every item marked "YES" must be fully explained in Item 29 below.
HAVE YOU EVER HAD OR DO YOU NOW HAVE: YES NO
15.a. Dizziness or fainting spells


b. Frequent or severe headache
c. A head injury, memory loss or amnesia
d. Paralysis
e. Seizures, convulsions,epilepsy, or fits
f. Car, train,sea,or air sickness
g. A period of unconsciousness or concussion
h. Meningitis, encephalitis, or other neurological problems


16.a. Rheumatic fever
b. Prolonged bleeding (as after an injury or tooth extraction, etc.)
c. Pain or pressure in the chest
d. Palpitation, pounding heart or abnormal heartbeat
e. Heart trouble or murmur
f. High or low blood pressure


17.a. Nervous trouble of any sort (anxiety or panic attacks)
b. Habitual stammering or stuttering
c. Loss of memory or amnesia, or neurological symptoms
d. Frequent trouble sleeping
e. Received counseling of any type
f. Depression or excessive worry
g. Been evaluated or treated for a mental condition
h. Attempted suicide
i. Used illegal drugs or abused prescription drugs


18. FEMALES ONLY. Have you ever had or do you now have:
a. Treatment for a gynecological (female) disorder
b. A change of menstrual pattern
c. Any abnormal PAP smears


d. First day of last menstrual period (YYYYMMDD)


e. Date of last PAP smear (YYYYMMDD)


YES NO
19. Have you been refused employment, or been unable to hold a job or stay 


in school because of: 
a. Sensitivity to chemicals, dust, sunlight, etc.
b. Inability to perform certain motions
c. Inability to stand, sit, kneel, lie down, etc.
d. Other medical reasons (If yes, give reasons.)


20. Have you ever been treated in an Emergency Room? (If yes, for what?)


21. Have you ever been a patient in any type of hospital? (If yes, specify 
when, where,why, and name of doctor and complete address of hospital. 


22. Have you ever had, or have you been advised to have any operations or 
surgery? (If yes, describe and give age at which occurred.)


23. Have you ever had any illness or injury other than those already noted? 
(If yes, specify when, where, and give details.)


24. Have you consulted or been treated by clinics, physicians, healers, or 
other practitioners within the past 5 years for other than minor illnesses? 
(If yes, give complete address of doctor, hospital, clinic, and details.)


25. Have you ever been rejected for military service for any reason? (If yes, 
give date and reason for rejection.)


26. Have you ever been discharged from military service for any reason? (If 
yes, give date, reason, and type of discharge; whether honorable, other 
than honorable, for unfitness or unsuitability.)


27. Have you ever received, is there pending, or have you ever applied for 
pension or compensation for any disability or injury? (If yes, specify what 
kind, granted by whom, and what amount, when , why.)


28. Have you ever been denied life insurance?


29. EXPLANATION OF "YES" ANSWER(S) (Describe answer(s), give date(s) of problem, name of doctor(s)and/or hospital(s), treatment given and current 
medical status.)


NOTE: HAND TO THE DOCTOR OR NUSE, OR IF MAILED MARK ENVELOPE "TO BE OPENED BY MEDICAL PERSONNEL ONLY.'







CUI (when filled in)


PREVIOUS EDITION IS OBSOLETE.
CUI (when filled in) Page 3 of 3DD FORM 2807-1, OCT 2018


LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) SOCIAL SECURITY NUMBER DoD ID NUMBER (If applicable)


30. EXAMINER'S SUMMARY AND ELABORATION OF ALL PERTINENT DATA (Physician/practitioner shall comment on all positive answers in questions  
10 - 29. Physician/practitioner may develop by interview any additional medical history deemed important, and record any significant findings here.)


a. COMMENTS


b. TYPED OR PRINTED NAME OF EXAMINER (Last, First, Middle Initial) c. SIGNATURE d. DATE SIGNED 
(YYYYMMDD)





DRAFT

SAMPLE

DD FORM 2807-1, OCT 2018

Page  of 

CUI (when filled in)

Document classification when filled in is CUI

CUI (when filled in)

Document classification when filled in is CUI

PREVIOUS EDITION IS OBSOLETE.

Controlled by: OUSD(P&R) CUI Category: PRVCY, HLTH LDC: FEDCON POC: osd.pentagon.ousd-p-r.mbx.forms@mail.mil

DD FORM 2807-1, OCT 2018

CUI (when filled in)

Document classification when filled in is CUI

PREVIOUS EDITION IS OBSOLETE.

CUI (when filled in)

Document classification when filled in is CUI

Page  of 

REPORT OF MEDICAL HISTORY

(This information is for official and medically confidential use only and will not be released to unauthorized persons.) 

OMB No. 0704-0413 OMB approval expires 20241031

The public reporting burden for this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding the burden estimate or burden reaction suggestions to the Department of Defense, Washington Headquarter Services, at whs.mc-alex.esd.mbx.dd-dod-information-collections@mail.mil. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a collection of information if it does not display a currently valid OMB control number. PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION. RETURN COMPLETED FORM AS INDICATED ON PAGE 2. 

PRIVACY ACT STATEMENT

AUTHORITY: 10 U.S.C. 136, Under Secretary of Defense For Personnel and Readiness; DoD Directive 1145.2, United States Military Entrance Processing Command; DoD Instruction 6130.03, Medical Standards for Appointment, Enlistment, or Induction in the Military Services; and E.O. 9397 (SSN), as amended. 

PRINCIPAL PURPOSE(S): The primary collection of this information is from individuals seeking to join the Armed Forces. The information collected on this form is used to assist DoD physicians in making determinations as to acceptability of applicants for military service and verifies disqualifying medical condition(s) noted on the prescreening from (DD 2807-2)/. An additional collection of information using this form occurs when a Medical Evaluation Board is convened to determine the medical fitness of a current member and if separation is warranted.

ROUTINE USE(S): The Routine Uses are listed in the applicable system of records notice found at: http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-usmepcom-dod/

DISCLOSURE: Voluntary; however, failure by an applicant to provide the information may result in delay or possible rejection of the individual's application to enter the Armed Forces. An applicant's SSN is used during t he recruitment process to keep all records together and when requesting civilian medical records. For an Armed Forces member, failure to provide the information may result in the individual being placed in a non-deployable status. The SSN of an Armed Forces member is to ensure the collected information is filed in the proper individual's record. 

WARNING: The information you have given constitutes an official statement. Federal law provides severe penalties (up to 5 years confinement or a $10,000 fine or both), to anyone making a false statement. 

X ALL APPLICABLE BOXES:

6.a. SERVICE

b. COMPONENT

c. PURPOSE OF EXAMINATION

Mark each item "YES" or "NO". Every item marked "YES" must be fully explained in Item 29 on Page 2. 

HAVE YOU EVER HAD OR DO YOU NOW HAVE:

YES

NO

10.a. Tuberculosis

b. Lived with someone who had tuberculosis

c. Coughed up blood

d. Asthma or any breathing problems related to exercise, weather, pollens, etc.

e. Shortness of breath

f. Bronchitis

g. Wheezing or problems with wheezing

h. Been prescribed or used an inhaler

i. A chronic cough or cough at night

j. Sinusitis

k. Hay fever

l. Chronic or frequent colds

11.a. Severe tooth or gum trouble

b. Thyroid trouble or goiter

c. Eye disorder or trouble

d. Ear, nose, or throat trouble

e. Loss or vision in either eye

f. Worn contact lenses or glasses

g. A hearing loss or wear a hearing aid

h. Surgery to correct vision (RK, PRK, LASIK, etc.)

12.a. Painful shoulder, elbow or wrist (e.g. pain, dislocation, etc.)

b. Arthritis, rheumatism, or bursitis

c. Recurrent back pain or any back problem

d. Numbness or tingling

e. Loss of finger or toe

12. (Continued)

YES

NO

f. Foot trouble (e.g., pain, corns, bunions, etc.)

g. Impaired use of arms, legs, hands, or feet)

h. Swollen or painful joint(s)

i. Knee trouble (e.g., locking, giving out, pain or ligament injury, etc.)

j. Any knee or foot surgery including arthroscopy or the use of a scope to any bone or joint

k. Any need to use corrective devices such as prosthetic devices, knee brace(s), back support(s), lifts, or orthotics, etc.

l. Bone, joint, or other deformity

m. Plate(s), screw(s), rod(s), or pin(s) in any bone

n. Broken bone(s) (cracked of fractured)

13.a. Frequent indigestion or heartburn 

b. Stomach, liver, intestinal trouble, or ulcer

c. Gall bladder trouble or gallstones

d. Jaundice or hepatitis (liver disease)

e. Rupture/hernia

f. Rectal disease, hemorrhoids, or blood from the rectum

g. Skin diseases (e.g. acne, eczema, psoriasis, etc.)

h. Frequent or painful urination

i. High or low blood sugar

j. Kidney stone or blood in urine

k. Sugar or protein in urine

l. Sexually transmitted disease (syphilis, gonorrhea, chlamydia, genital warts, herpes, etc.)

14.a. Adverse reaction to serum, food, insect stings, or medicine

b. Recent unexplained gain or loss of weight

c. Currently in good health (If no, explain in Item 29 on Page 2.)

d. Tumor, growth, cyst, or cancer

Mark each item "YES" or "NO". Every item marked "YES" must be fully explained in Item 29 below.

HAVE YOU EVER HAD OR DO YOU NOW HAVE:

YES

NO

15.a. Dizziness or fainting spells

b. Frequent or severe headache

c. A head injury, memory loss or amnesia

d. Paralysis

e. Seizures, convulsions,epilepsy, or fits

f. Car, train,sea,or air sickness

g. A period of unconsciousness or concussion

h. Meningitis, encephalitis, or other neurological problems

16.a. Rheumatic fever

b. Prolonged bleeding (as after an injury or tooth extraction, etc.)

c. Pain or pressure in the chest

d. Palpitation, pounding heart or abnormal heartbeat

e. Heart trouble or murmur

f. High or low blood pressure

17.a. Nervous trouble of any sort (anxiety or panic attacks)

b. Habitual stammering or stuttering

c. Loss of memory or amnesia, or neurological symptoms

d. Frequent trouble sleeping

e. Received counseling of any type

f. Depression or excessive worry

g. Been evaluated or treated for a mental condition

h. Attempted suicide

i. Used illegal drugs or abused prescription drugs

18. FEMALES ONLY. Have you ever had or do you now have:

a. Treatment for a gynecological (female) disorder

b. A change of menstrual pattern

c. Any abnormal PAP smears

d. First day of last menstrual period (YYYYMMDD)

e. Date of last PAP smear (YYYYMMDD)

YES

NO

19. Have you been refused employment, or been unable to hold a job or stay in school because of: 

a. Sensitivity to chemicals, dust, sunlight, etc.

b. Inability to perform certain motions

c. Inability to stand, sit, kneel, lie down, etc.

d. Other medical reasons (If yes, give reasons.)

20. Have you ever been treated in an Emergency Room? (If yes, for what?)

21. Have you ever been a patient in any type of hospital? (If yes, specify when, where,why, and name of doctor and complete address of hospital. 

22. Have you ever had, or have you been advised to have any operations or surgery? (If yes, describe and give age at which occurred.)

23. Have you ever had any illness or injury other than those already noted? (If yes, specify when, where, and give details.)

24. Have you consulted or been treated by clinics, physicians, healers, or other practitioners within the past 5 years for other than minor illnesses? (If yes, give complete address of doctor, hospital, clinic, and details.)

25. Have you ever been rejected for military service for any reason? (If yes, give date and reason for rejection.)

26. Have you ever been discharged from military service for any reason? (If yes, give date, reason, and type of discharge; whether honorable, other than honorable, for unfitness or unsuitability.)

27. Have you ever received, is there pending, or have you ever applied for pension or compensation for any disability or injury? (If yes, specify what kind, granted by whom, and what amount, when , why.)

28. Have you ever been denied life insurance?

NOTE: HAND TO THE DOCTOR OR NUSE, OR IF MAILED MARK ENVELOPE "TO BE OPENED BY MEDICAL PERSONNEL ONLY.'

30. EXAMINER'S SUMMARY AND ELABORATION OF ALL PERTINENT DATA (Physician/practitioner shall comment on all positive answers in questions          10 - 29. Physician/practitioner may develop by interview any additional medical history deemed important, and record any significant findings here.)
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REPORT OF MEDICAL HISTORY
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		2.a SOCIAL SECURITY NO.: 
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		b. HOME TELEPHONE (Include Area Code): 

		c. EMAIL ADDRESS: 

		5. EXAMINING LOCATION AND ADDRESS (Include Zip Code): 

		Army: 0

		Navy: 0

		Marine Corps: 0

		Air Force: 0

		Coast: 0

		Regular: 0

		Reserve: 0

		National Guard: 0

		Retention: 0

		Separation: 0

		Medical Board: 0

		Retirement: 0

		Other (Specify): 0

		OtherField: 

		7.a. POSITION (Title, Grade, Component): 

		b. USUAL OCCUPATION: 

		8. CURRENT MEDICATIONS (Prescription and Over-the-Counter): 

		9. ALLERGIES (Including insect bites/stings, foods, medicine, or other substance): 

		Yes: 0

		No: 0
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		b. TYPED OR PRINTED NAME OF EXAMINER (Last, First, Middle Initial): 
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Prescribed by: DoDI 1304.2 
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REPORT OF MEDICAL EXAMINATION

REPORT OF MEDICAL EXAMINATION

PRIVACY ACT STATEMENT

AUTHORITY: 10 U.S.C. 504, Persons not qualified; 10 U.S.C. 505, Regular components: qualifications, term, grade; 10 U.S.C. 507, Extension of enlistment for members

needing medical care or hospitalization; 10 U.S.C. 532, Qualifications for original appointment as a commissioned officer; 10 U.S.C. 978, Drug and alcohol abuse and dependency: testing of new entrants; 10 U.S.C. 1201, Regulars and members on active duty for more than 30 days: retirement; 10 U.S.C. 1202, Regulars and members on active duty for more than 30 days: temporary disability retired list; 10 U.S.C. 4346, Cadets: requirements for admission; DoD Directive 1145.2, United States Military Entrance Processing Command; E.O. 9397 (SSN) and 10 U.S.C. 1204, Members on Active Duty for 30 Days or Less or on Inactive Duty Training: Retirement, as amended.

PRINCIPAL PURPOSE(S): To obtain medical data for determination of medical fitness for enlistment, induction, appointment and retention for applicants and members of the Armed Forces. The information will also be used for medical boards and separation of Service members from the Armed Forces. 

ROUTINE USE(S): The Routine Uses are listed in the applicable system of records notice found at: http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-usmepcom-dod/

DISCLOSURE: Voluntary; however, failure by an applicant to provide the information may result in delay or possible rejection of the individual's application to enter the Armed Forces.

For an Armed Forces member, failure to provide the information may result in the individual being placed in a non-deployable status.

9a. BIRTH SEX

9a. BIRTH SEX

9b. PREFERRED GENDER

9b. PREFERRED GENDER

10a. ETHNIC CATEGORY

10a. ETHNIC CATEGORY

10b. RACIAL CATEGORY (Select one)

10b. RACIAL CATEGORY (Select one)

11. TOTAL YEARS GOVERNMENT SERVICE

11. TOTAL YEARS GOVERNMENT SERVICE

15a. SERVICE

15a. SERVICE

15b. COMPONENT

15b. COMPONENT

15c. PURPOSE OF EXAMINATION

15c. PURPOSE OF EXAMINATION

MEDICAL EVALUATION (Check each item in appropriate column.  Enter "NE" if not evaluated.)

MEDICAL EVALUATION (Check each item in appropriate column.  Enter "NE" if not evaluated.)

Normal

Abnormal

NE

17. Head, face, neck and scalp

18. Nose

19. Sinuses

20. Mouth and throat

21. Ears - General (Int. and ext. canals/Auditory acuity under item 71)

22. Tympanic Membranes (Perforation)

23. Eyes - General

24. Ophthalmoscopic

25. Pupils (Equality and reaction)

26. Ocular motility (Associated parallel movements, nystagmus)

27. Heart (Thrust, size, rhythm, sounds)

28. Lungs and chest (Include breasts)

29. Vascular system (Varicosities, etc.)

30. Anus and rectum (Hemorrhoids, Fistulae) (Prostate if indicated)

31. Abdomen and viscera (Include hernia)

32. External genitalia (Genitourinary)

33. Upper extremities

Normal

34. Lower extremities (Except feet)

35. Feet (Check category)

        35a.

        35b.

        35c.

36. Spine, other musculoskeletal

37. Body marks, scars, tattoos

38. Skin, lymphatics

39. Neurologic

Normal

40. Psychiatric (Specify any personality disorder)

41. Pelvic (Females only)

42. Endocrine

43. DENTAL DEFECTS AND DISEASE

(Please explain.  Use dental form if completed by dentist.  If abnormality noted, explain in item 44.)

43. DENTAL DEFECTS AND DISEASE(Please explain.  Use dental form if completed by dentist.  If abnormally noted, explain in Item 44.)

LABORATORY FINDINGS

TESTS

RESULTS

49. HIV

50. DRUGS

51. ALCOHOL

52. OTHER

a. PAP SMEAR

b. EKG

c. CXR

MEASUREMENTS AND OTHER FINDINGS

54. WEIGHT (lbs.)

58. BLOOD PRESSURE

58. BLOOD PRESSURE

a. 1ST

a. 1ST

b. 2ND

b. 2ND

c. 3RD

c. 3RD

61. DISTANCE VISION

61. DISTANCE VISION

62. REFRACTION

62. REFRACTION

63. NEAR VISION

63. NEAR VISION

64. HETEROPHORIA

64. HETEROPHORIA

65. ACCOMMODATION

65. ACCOMMODATION

66. COLOR VISION (Pass/Fail and Score) 

66. COLOR VISION (pass/Fail and score) 

67. DEPTH PERCEPTION (Pass/Fail and Score) 

67. DEPTH PERCEPTION (Pas/Fail and Score) 

67. DEPTH PERCEPTION (Pas/Fail and Score) 

70. INTRAOCULAR PRESSURE 

70. INTRAOCULAR PRESSURE 

HZ

500

1000

2000

3000

4000

6000

Left

Right

HZ

500

1000

2000

3000

4000

6000

Left

Right

72a. READING ALOUD TEST:

72a. READING ALOUD TEST:

72b. VALSALVA:

72b. VALSALVA:

72c. OTHER TESTING

74. EXAMINEE

75. I have been advised of my disqualifying condition(s).

76. PHYSICAL PROFILE

P

U

L

H

E

S

X

D

PROFILER INITIALS

DATE (YYYYMMDD)

77. SIGNIFICANT OR DISQUALIFYING MEDICAL DIAGNOSES

ITEM NO.

MEDICAL DIAGNOSIS

ICD CODE

PROFILE SERIAL

RBJ DATE 

(YYYYMMDD)

QUALIFIED

DISQUALIFIED

EXAMINER INITIALS

WAIVER RECEIVED

SERVICE

DATE (YYYYMMDD)

80. MEPS WORKLOAD (For MEPS use only)

WKID

ST

DATE (YYYYMMDD)

INITIALS

WKID

ST

DATE (YYYYMMDD)

INITIALS

81. MEDICAL INSPECTION DATE

HT

WT

%BF

MAX WT

HCG

QUAL

DISQ

EXAMINER'S NAME AND SIGNATURE

86. This examination has been administratively reviewed for completeness and accuracy.
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		4. HOME ADDRESS (Street, Apartment Number, City,State and Zip Code): 

		5.a. HOME TELEPHONE NUMBER (Include Area Code): 

		5.b. E-MAIL ADDRESS: 

		6. GRADE/     RANK: 

		7. DATE OF BIRTH    (YYYYMMDD): 

		8. AGE: 

		CYCLO: 

		a. MILITARY: 

		b. CIVILIAN: 

		12. AGENCY  (Non-Service Members Only): 

		13. ORGANIZATION UNIT AND UIC/CODE: 

		14a. RATING OR SPECIALTY (Aviators Only): 

		14b. TOTAL FLYING TIME: 

		14c. LAST SIX MONTHS: 

		Active Duty: 

		Reserve: 

		National Guard: 

		Navy: 

		Coast Guard: 

		Other: 

		16. NAME OF EXAMINING LOCATION, AND ADDRESS     (Include Zip Code): 

		Asymptomatic: 0

		Symptomatic: 0

		c: 0

		Class: 

		46. URINE HCG: 

		LAST NAME - FIRST NAME - MIDDLE NAME (Suffix): 

		SOCIAL SECURITY NUMBER: 

		DoD ID NUMBER: 

		45. URINALYSIS: 

		a. Albumin: 

		b. Sugar: 

		47. H/H: 

		48. BLOOD TYPE: 

		HZ: 

		50. DRUGS: 

		51. ALCOHOL: 

		52. OTHER: 

		a. PAP SMEAR: 

		b. EKG: 

		c. CXR: 

		HIV SPECIMEN ID LABEL: 

		DRUG TEST SPECIMEN ID LABEL: 

		53. HEIGHT (in.): 

		54. WEIGHT: 
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		55.d. BMI: 

		56. TEMPERATURE: 
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		83b. Signature: 

		87. WAIVER GRANTED (If yes, date and by whom): 

		85b. Signature: 
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		No: 0
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CUI Category: PRVCY 
LDC: FEDCON 
POC: dha.ncr.bus-ops.mbx.dha-formsmanagement@mail.mil


 DEPARTMENT OF DEFENSE ACTIVE DUTY/RESERVE/GUARD/CIVILIAN 
FORCES DENTAL EXAMINATION 


 OMB No. 0720-0022  
 OMB approval expires  
 20230131


The public reporting burden for this collection of information is estimated to average 3 minutes per response, including the time for reviewing instructions, searching existing data 
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of 
this collection of information, including suggestions for reducing the burden, to the Department of Defense, Washington Headquarters Services, at whs.mc-alex.esd.mbx.dd-dod-
informationcollections@mail.mil. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a 
collection of information if it does not display a currently valid OMB control number. 
PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION.   
AUTHORITIES: Public Law 104-191, Health Insurance Portability and Accountability Act of 1996; 10 U.S.C., Chapter Ch. 55, Medical and Dental Care; 10 U.S.C. 
1097a, TRICARE Prime: Automatic Enrollments; Payment Options; 10 U.S.C. 1097b, TRICARE Prime and TRICARE Program: Financial Management; 10 U.S.C. 
1079, Contracts for Medical Care for Spouses and Children: Plans; 10 U.S.C. 1079a, TRICARE Program: Treatment of Refunds and Other Amounts Collected 
Civilian Health and Medical Program of the Uniformed Services (CHAMPUS); 10 U.S.C. 1086, Contracts for Health Benefits for Certain Members, Former 
Members, and Their Dependents; 10 U.S.C. 1095, Health Care Services Incurred on behalf of Covered Beneficiaries: Collection From Third-party Payers; 42 
U.S.C. 290dd-2, Confidentiality Of Records; 42 U.S.C 42 U.S.C. Ch. 117, Sections 11131-11152, Reporting of Information; 45 CFR 164, Security and Privacy; 
Department of Defense (DoD) Instruction 6015.23, Foreign Military Personnel Care and Uniform Business Offices in Military Treatment Facilities (MTFS); DoD 
6025.18-R, DoD Health Information Privacy Regulation; and E.O. 9397 (SSN). 
PURPOSE: To collect patient information necessary to determine the patient’s readiness to participate in a military deployment. 
ROUTINE USES: Information in your records may be disclosed to other components within the Department of Defense to determine your readiness to participate 
in a military deployment. Information in your records may also be disclosed to private physicians and Federal agencies, including the Departments of Veterans 
Affairs, Health and Human Services, and Homeland Security in connection with your medical care; other federal, state, and local government agencies to 
determine your eligibility for benefits and entitlements and for compliance with laws governing public health matters; and government and non-government third 
parties to recover the cost of healthcare provided to you by the Military Health System. Any protected health information (PHI) in your records may be used and 
disclosed generally as permitted by the HIPAA Rules, as implemented within DoD.  Permitted uses and disclosures of PHI include, but are not limited to, 
treatment, payment, and healthcare operations. 
APPLICABLE SORN: EDHA 07, “Military Health Information System,” (June 15, 2020, 85 FR 36190) https://dpcld.defense.gov/Portals/49/Documents/Privacy/
SORNs/DHA/EDHA-07.pdf 
DISCLOSURE: Voluntary. However, failure to provide the information requested may result in delays in assessing your dental health needs for military service 
and/or for possible deployment. 


 1. SERVICE MEMBER'S NAME (Last, First, Middle Initial)  2. DoD ID Number  3. BRANCH OF SERVICE 


 4. UNIT OF ASSIGNMENT  5. UNIT ADDRESS 


 6. EXAMINATION RESULTS  
Dear Doctor,  


The individual you are examining is an Active Duty/Guard/Reserve/Civilian member of the United States Armed Forces. This member needs your assessment of 
his/her dental health for worldwide duty. Please mark (X) the block that best describes the condition of the member, using as a suggested minimum a clinical 
examination with mirror and probe, and bitewing radiographs. This form determines fitness for prolonged duty without ready access to dental care and is 
not intended to document comprehensive dental needs.


 (1) Patient has good oral health and is not expected to require dental treatment or reevaluation for 12 months     


 (2) Patient has some oral conditions, but you do not expect these conditions to result in dental emergencies within 12 months if not treated (i.e., requires 
prophylaxis, asymptomatic caries with minimal extension into dentin, edentulous areas not requiring immediate prosthetic treatment).     
 (3) Patient has oral conditions that you do expect to result in dental emergencies within 12 months if not treated.  
Examples of such conditions are: (X the applicable block or specify in the space provided)     


(a) Infections: Acute oral infections, pulpal or periapical pathology, chronic oral infections, or other pathologiclesions and lesions requiring biopsy 
or awaiting biopsy report.     
(b) Caries/Restorations: Dental caries or fractures with moderate or advanced extension into dentin; defective restorations or temporary 
restorations that patients cannot maintain for 12 months.     


(c) Missing Teeth: Edentulous areas requiring immediate prosthodontic treatment for adequate mastication, communication, or acceptable 
esthetics.     
(d) Periodontal Conditions: Acute gingivitis or pericoronitis, active moderate to advanced periodontitis, periodontal abscess, progressive  
mucogingival condition, moderate to heavy subgingival calculus, or periodontal manifestations of systemic disease or hormonal disturbances.    


(e) Oral Surgery: Unerupted, partially erupted, or malposed teeth with historical, clinical, or radiographic signs or symptoms of pathosis that are 
recommended for removal.     
(f) Other: Temporomandibular disorders or myofascial pain dysfunction requiring active treatment.     


 (4) If you selected Block (3) above, please indicate the condition(s) you identified in this patient if they appear above, or briefly describe the condition(s) below: 


 (5) Were X-rays consulted?  IF YES, DATE X-RAY WAS TAKEN (YYYYMMDD) 


7. DENTIST'S NAME (Last, First, Middle Initial)  8. DENTIST'S TELEPHONE NUMBER (Include Area Code) 


9. DENTIST'S SIGNATURE 9. DENTIST'S LICENSE NUMBER  10. DATE OF EXAMINATION (YYYYMMDD) 





 PREVIOUS EDITION IS OBSOLETE. 

DD FORM 2813, NOV 2021

CUI when filled

CUI when filled

Controlled by: DHA CUI Category: PRVCY LDC: FEDCON POC: dha.ncr.bus-ops.mbx.dha-formsmanagement@mail.mil

 DEPARTMENT OF DEFENSE ACTIVE DUTY/RESERVE/GUARD/CIVILIAN FORCES DENTAL EXAMINATION 

 OMB No. 0720-0022 

 OMB approval expires 

 20230131

The public reporting burden for this collection of information is estimated to average 3 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing the burden, to the Department of Defense, Washington Headquarters Services, at whs.mc-alex.esd.mbx.dd-dod-informationcollections@mail.mil. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a collection of information if it does not display a currently valid OMB control number.

PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION.   

AUTHORITIES: Public Law 104-191, Health Insurance Portability and Accountability Act of 1996; 10 U.S.C., Chapter Ch. 55, Medical and Dental Care; 10 U.S.C. 1097a, TRICARE Prime: Automatic Enrollments; Payment Options; 10 U.S.C. 1097b, TRICARE Prime and TRICARE Program: Financial Management; 10 U.S.C. 1079, Contracts for Medical Care for Spouses and Children: Plans; 10 U.S.C. 1079a, TRICARE Program: Treatment of Refunds and Other Amounts Collected Civilian Health and Medical Program of the Uniformed Services (CHAMPUS); 10 U.S.C. 1086, Contracts for Health Benefits for Certain Members, Former Members, and Their Dependents; 10 U.S.C. 1095, Health Care Services Incurred on behalf of Covered Beneficiaries: Collection From Third-party Payers; 42 U.S.C. 290dd-2, Confidentiality Of Records; 42 U.S.C 42 U.S.C. Ch. 117, Sections 11131-11152, Reporting of Information; 45 CFR 164, Security and Privacy; Department of Defense (DoD) Instruction 6015.23, Foreign Military Personnel Care and Uniform Business Offices in Military Treatment Facilities (MTFS); DoD 6025.18-R, DoD Health Information Privacy Regulation; and E.O. 9397 (SSN).

PURPOSE: To collect patient information necessary to determine the patient’s readiness to participate in a military deployment.

ROUTINE USES: Information in your records may be disclosed to other components within the Department of Defense to determine your readiness to participate in a military deployment. Information in your records may also be disclosed to private physicians and Federal agencies, including the Departments of Veterans Affairs, Health and Human Services, and Homeland Security in connection with your medical care; other federal, state, and local government agencies to determine your eligibility for benefits and entitlements and for compliance with laws governing public health matters; and government and non-government third parties to recover the cost of healthcare provided to you by the Military Health System. Any protected health information (PHI) in your records may be used and disclosed generally as permitted by the HIPAA Rules, as implemented within DoD.  Permitted uses and disclosures of PHI include, but are not limited to, treatment, payment, and healthcare operations.

APPLICABLE SORN: EDHA 07, “Military Health Information System,” (June 15, 2020, 85 FR 36190) https://dpcld.defense.gov/Portals/49/Documents/Privacy/SORNs/DHA/EDHA-07.pdf

DISCLOSURE: Voluntary. However, failure to provide the information requested may result in delays in assessing your dental health needs for military service and/or for possible deployment.

 6. EXAMINATION RESULTS 

Dear Doctor, 

The individual you are examining is an Active Duty/Guard/Reserve/Civilian member of the United States Armed Forces. This member needs your assessment of his/her dental health for worldwide duty. Please mark (X) the block that best describes the condition of the member, using as a suggested minimum a clinical examination with mirror and probe, and bitewing radiographs. This form determines fitness for prolonged duty without ready access to dental care and is not intended to document comprehensive dental needs.

 (1) Patient has good oral health and is not expected to require dental treatment or reevaluation for 12 months     

 (1) Patient has good oral health and is not expected to require dental treatment or reevaluation for 12 months     

 (2) Patient has some oral conditions, but you do not expect these conditions to result in dental emergencies within 12 months if not treated (i.e., requires prophylaxis, asymptomatic caries with minimal extension into dentin, edentulous areas not requiring immediate prosthetic treatment).     

 (2) Patient has some oral conditions, but you do not expect these conditions to result in dental emergencies within 12 months if not treated (i.e., requires prophylaxis, asymptomatic caries with minimal extension into dentin, edentulous areas not requiring immediate prosthetic treatment).     

 (3) Patient has oral conditions that you do expect to result in dental emergencies within 12 months if not treated. 

Examples of such conditions are: (X the applicable block or specify in the space provided)     

(a) Infections: Acute oral infections, pulpal or periapical pathology, chronic oral infections, or other pathologiclesions and lesions requiring biopsy or awaiting biopsy report.     

(a) Infections: Acute oral infections, pulpal or periapical pathology, chronic oral infections, or other pathologiclesions and lesions requiring biopsy or awaiting biopsy report.     

(b) Caries/Restorations: Dental caries or fractures with moderate or advanced extension into dentin; defective restorations or temporary restorations that patients cannot maintain for 12 months.     

(b) Caries/Restorations: Dental caries or fractures with moderate or advanced extension into dentin; defective restorations or temporary restorations that patients cannot maintain for 12 months.     

(c) Missing Teeth: Edentulous areas requiring immediate prosthodontic treatment for adequate mastication, communication, or acceptable esthetics.     

(c) Missing Teeth: Edentulous areas requiring immediate prosthodontic treatment for adequate mastication, communication, or acceptable esthetics.     

(d) Periodontal Conditions: Acute gingivitis or pericoronitis, active moderate to advanced periodontitis, periodontal abscess, progressive  mucogingival condition, moderate to heavy subgingival calculus, or periodontal manifestations of systemic disease or hormonal disturbances.    

(d) Periodontal Conditions: Acute gingivitis or pericoronitis, active moderate to advanced periodontitis, periodontal abscess, progressive  mucogingival condition, moderate to heavy subgingival calculus, or periodontal manifestations of systemic disease or hormonal disturbances.    

(e) Oral Surgery: Unerupted, partially erupted, or malposed teeth with historical, clinical, or radiographic signs or symptoms of pathosis that are recommended for removal.     

(e) Oral Surgery: Unerupted, partially erupted, or malposed teeth with historical, clinical, or radiographic signs or symptoms of pathosis that are recommended for removal.     

(f) Other: Temporomandibular disorders or myofascial pain dysfunction requiring active treatment.     

(f) Other: Temporomandibular disorders or myofascial pain dysfunction requiring active treatment.     

 (5) Were X-rays consulted? 

 (5) Were X-rays consulted? 

11.0.0.20130303.1.892433.887364

WHS

DD Form 2813, " Active Duty/Reserve/Guard/Civilian Forces Dental Examination"

		 1. SERVICE MEMBER'S NAME (Last, First, Middle Initial) : 

		 2. DoD ID Number: 

		 3. BRANCH OF SERVICE : 

		 4. UNIT OF ASSIGNMENT : 

		 5. UNIT ADDRESS : 

		Result1: 

		Result2: 

		Result3: 

		check1: 0

		check2: 0

		check3: 0

		check4: 0

		check5: 0

		check6: 0

		 (4) If you selected Block (3) above, please indicate the condition(s) you identified in this patient if they appear above, or briefly describe the condition(s) below: : 

		Select Yes or No: 

		 IF YES, DATE X-RAY WAS TAKEN (YYYYMMDD) : 

		7. DENTIST'S NAME (Last, First, Middle Initial): 

		 8. DENTIST'S TELEPHONE NUMBER (Include Area Code) : 

		9. DENTIST'S SIGNATURE: 

		9. DENTIST'S LICENSE NUMBER: 

		 10. DATE OF EXAMINATION (YYYYMMDD) : 










CLINICAL LABORATORY TEST PROCEDURE REQUEST 
(For use of this form, see the Madigan Contingency Operations Manual, the proponent agency is Department of Pathology.) 


(SEE REVERSE FOR ADDITIONAL INSTRUCTIONS)
   PATIENT INFORMATION  *REQUIRED FIELD


PATIENT NAME (Last, First, Middle Initial) * GENDER *


M F■


DATE OF BIRTH (DD/MM/YYYY) * DOD ID or MRN *


REQUESTING PHYSICIAN NAME & SIGNATURE * 


MAJ COLLINS, ELLIOTT PA-C 


PHONE # /FAX #/ PAGER# *


253-512-7608
WARD/CLINIC *


WAANRG MEDCOM


COLLECTION DATE/TIME * SPECIMEN SOURCE *


BLOOD/URINE


REQUESTED TESTING URGENCY


✔ ROUTINE 12-24 HRS ASAP < 2 HRS


TEST REQUESTED


■
CHEMISTRY PANELS


BASIC METABOLIC (BMP)
ANION GAP W/K+, BUN/CREATININE 
RATIO, CHLORIDE, CO2, CREATININE, 
GFR (CALCULATED), GLUCOSE, 
OSMOLALITY (CALC), POTASSIUM, 
SODIUM AND UREA NITROGEN.


NEONATAL- BILIRUBIN
DIRECT BILIRUBIN, TOTAL BILIRUBIN


COMP METABOLIC TOTAL (CMP)
INCLUDES BMP AND HFP, CALCIUM 
AND PHOSPHORUS DOES NOT 
INCLUDE BILIRUBIN DIRECT 


ELECTROLYTE


HEPATIC FUNCTION (HFP)
ALBUMIN, TOTAL PROTEIN, 
ALK PHOS, AST, ALT, DIRECT  
BILIRUBIN AND TOTAL BILIRUBIN


IRON PANEL 
IRON, TIBC, TRANSFERRIN SAT(CALC)


■ LIPID PANEL


OB PANEL
ALBUMIN, ALK PHOS, AST,  
A/G RATIO, TOTAL BILIRUBIN , 
CREATININE, LDH, TOTAL PROTEIN, 
UREA NITROGEN AND URIC ACID


RENAL PANEL (RFP) INCLUDES BMP, 
ALB AND PHOS


DRUGS / TOXICOLOGY
INDICATE PEAK TROUGH OR
RANDOM, IF APPLICABLE 


CEREBROSPINAL FLUID (CSF) *


CARBAMAZEPINE 
 
  


GENTAMICIN 
 
  
 


DRUG SCREEN (URINE)■


■


  
SALICYLATES 


PHENYTOIN


CRYPTOCOCCUS AG (MICRO) 


CSF CULTURE (MICROBIOLOGY) 


CSF MENINGITIS PANEL 


GLUCOSE PROTEIN (SPEC CHEM) 
 VDRL (CSF) (MICROBIOLOGY)


CHEMISTRY


 
MAGNESIUM 
 PHOSPHORUS 
 


DIRECT BILIRUBIN


CREATININE KINASE(CK)


LACTATE


LDH 
 


AMMONIA
AMYLASE


CREATININE KINASE-MB


CRP


GGT


GLUCOSE
HCG, QUANT (SERUM)


IRON


LIPASE


POTASSIUM


PRO-BNP


PTH-INTACT


TROPONIN-T
TSH, SENSITIVE
URIC ACID


SPECIAL CHEMISTRY
24-HR URINE CALCIUM
24-HR URINE PHOSPHORUS
  


  
FETAL FIBRINECTIN


24-HR URINE TOTAL PROTEIN


24-HR URINE URIC ACID


GLUCOSE (BODY FLUID) *


PROTEIN (BODY FLUID) * 


SPOT URINE PROT/CREAT


PROT, CREAT W/RATIO
BLOOD GAS


BLOOD GAS, ARTERIAL * 


  
CO-OXIMETRY 


BLOOD GAS, VENOUS *


IONIZED CALCIUM
ANATOMIC PATHOLOGY


DO NOT USE THIS FORM FOR 
 CYTOLOGICAL OR SURGICAL  
TISSUE EXAM REQUESTS


URINE, RANDOM


HCG, QUAL (HEMATOLOGY)


PROTEIN (CHEMISTRY) 


SPOT URINE PROT/CREAT


URINALYSIS (HEMATOLOGY) 


URINE CULTURE (MICRO)


HEMATOLOGY *
BODY FLUID CELL COUNT 
AND DIFFERENTIAL


CRYSTAL EXAM  
(SYNOVIAL FLUID)


G-6-PD


HGB AND HCT


KLEIHAUER TEST


RETICULOCYTES


SEMEN  ANALYSIS


SICKLE CELL SCREEN


SPERM COUNT, POST VAS


COAGULATION


FIBRINOGEN


PT (PROTHROMBIN / INR)


LOW MOLEC WEIGHT HEPARIN 


PTT (APTT)


BLOOD BANK


 


FETAL CELL SCREEN  


ABO / RH GROUP


ANTIBODY ID


ANTIBODY SCREEN 


CORD BLOOD


DAT


ORDER COMMENTS


MICROBIOLOGY *
AEROBIC C&S 
AFB CULTURE W/SMEAR 
  


  
  
CT/GC
 


  
  
  


 
 
HPV


ANAEROBIC C&S
BLOOD CULTURE
C-DIFF


FECAL LEUKOCYTES
FUNGAL CULTURE
GBS SCREEN
GC CULTURE


GRAM STAIN


MACROSCOPIC STOOL 
EXAM
MALARIA PANEL


OCCULT BLOOD


RAPID FLU
RAPID STREP A


RPR
RAPID RSV


THROAT CULTURE


UPPER RESP CULTURE


GIARDIA/CRYPTO


■


on one form). Indicate both source and site for applicable Micro specimens.
** Commercially performed tests may require additional forms and approvals.


Use one form per specimen source (blood and urine specimens may be combined


LAB USE ONLY RETURN


TEMPORARY ACCESSION ID:


LITHIUM


DIGOXIN


ETOH


ACETAMINOPHEN


KETONES


WET PREP 


RESPIRATORY PCR PANEL


STOOL CULTURE


MAMC FORM 1787-L, OCT 2017 Replaces MAMC form 20-L, 1 Apr 92; MAMC form 223-L, 1 Jan 94; 
and MAMC Form 360-L, 1 Jul 89, which are obsolete.


MAMC LC v1.00


VANCOMYCIN


CBC WITH DIFFERENTIAL


■


ERYTHOCYTE SED RATE (ESR)


■


MONOSPOT


■


■


■


D-DIMER


LOWER RESP CULTURE


MRSA


MOLECULAR/OTHER***


PAGE 1 OF 2


FERRITIN


TOTAL BILIRUBIN


TOTAL PROTEIN


PROCALCITONIN


REDUCING SUBSTANCES- 
STOOL


HSV PCR


PIN WORM PREP


STAT < 1 HR


HIV







CLINICAL LABORATORY TEST PROCEDURE REQUEST 
                   INSTRUCTIONS FOR USE


MAMC FORM 1787-L, OCT 2017 PAGE 2 OF 2


PATIENT INFORMATION -


TEST REQUESTED -


ORDER COMMENT -


Use this form during automated system failures or downtimes (by, electronic health record or lab information system). The form may also be used in areas 
where access to automated systems is limited (i.e mass casualty triage, cardiopulmonary resuscitation efforts outside of normal clinic/ward locations).


Use standard forms (SF, DD, DA, MAMC, ect.) to the fullest extent possible to request Laboratory Test. SF 518, Blood or Blood Component Transfusion record, 
must be used during downtime procedures.


This form does not replace forms used for Anatomic Pathology (Cytological and Surgical Tissue Examination Request). Blood or Blood Component Transfusion 
and Workup of Suspected Transfusion Reactions.


Certain test require prior collection and handling arrangements, additional forms, justification and pathologist approval prior to submission of samples for 
commercial testing.


Requesting Ward/Clinic Health Care Provider must validate patient information and print all information completely and legibly. 
Invalid, incomplete or illegible information may result in delayed testing or rejection of request.


Requesting Physician Phone/FAX Numbers are vital for notification in cases of critical test results and/or when patient care issues arise.


Collection Date and Time are required to determine specimen viability.


Specimen Source is required. When submitting specimens from multiple sources, use one request form per specimen source. Blood and urine may be 
combined on one form. For Microbiology specimens, indicate "Site" of specimen source, if applicable. 


Select appropriate Testing Urgency (test from Surgical Services will be upgraded to "Pre-Op" testing urgency).


Test selections are itemized by Testing Section (i.e., Chemistry, Hematology, etc.). (NOTE: Two common specimen sources have been listed for ordering CSF 
and Urine, Random specimens. The test located under these two categories are also within each of the respective Testing Sections).


For the Drugs/Toxicology Test selection, indicate "Peak", "Trough" or "Random".


If a test is not listed, use the "Other Test" area and/or the "Order Comment". (NOTE: Commercially performed tests may require additional approvals and forms).


Use this area for pertinent clinical comments. May also be used for requesting tests not listed.








CLINICAL LABORATORY TEST PROCEDURE REQUEST 
(For use of this form, see the Madigan Contingency Operations Manual, the proponent agency is Department of Pathology.) 


(SEE REVERSE FOR ADDITIONAL INSTRUCTIONS)
   PATIENT INFORMATION  *REQUIRED FIELD


PATIENT NAME (Last, First, Middle Initial) * GENDER *


M■ F


DATE OF BIRTH (DD/MM/YYYY) * DOD ID or MRN *


REQUESTING PHYSICIAN NAME & SIGNATURE 


MAJ COLLINS, ELLIOTT PA-C


PHONE # /FAX #/ PAGER# *


253-512-7608
WARD/CLINIC *


WAARNG MEDCOM


COLLECTION DATE/TIME * SPECIMEN SOURCE *


BLOOD/URINE


REQUESTED TESTING URGENCY


✔ ROUTINE 12-24 HRS ASAP < 2 HRS


TEST REQUESTED


■
CHEMISTRY PANELS


BASIC METABOLIC (BMP)
ANION GAP W/K+, BUN/CREATININE 
RATIO, CHLORIDE, CO2, CREATININE, 
GFR (CALCULATED), GLUCOSE, 
OSMOLALITY (CALC), POTASSIUM, 
SODIUM AND UREA NITROGEN.


NEONATAL- BILIRUBIN
DIRECT BILIRUBIN, TOTAL BILIRUBIN


COMP METABOLIC TOTAL (CMP)
INCLUDES BMP AND HFP, CALCIUM 
AND PHOSPHORUS DOES NOT 
INCLUDE BILIRUBIN DIRECT 


ELECTROLYTE


HEPATIC FUNCTION (HFP)
ALBUMIN, TOTAL PROTEIN, 
ALK PHOS, AST, ALT, DIRECT  
BILIRUBIN AND TOTAL BILIRUBIN


IRON PANEL 
IRON, TIBC, TRANSFERRIN SAT(CALC)


■ LIPID PANEL


OB PANEL
ALBUMIN, ALK PHOS, AST,  
A/G RATIO, TOTAL BILIRUBIN , 
CREATININE, LDH, TOTAL PROTEIN, 
UREA NITROGEN AND URIC ACID


RENAL PANEL (RFP) INCLUDES BMP, 
ALB AND PHOS


DRUGS / TOXICOLOGY
INDICATE PEAK TROUGH OR
RANDOM, IF APPLICABLE 


CEREBROSPINAL FLUID (CSF) *


CARBAMAZEPINE 
 
  


GENTAMICIN 
 
  
 


DRUG SCREEN (URINE)■


■


  
SALICYLATES 


PHENYTOIN


CRYPTOCOCCUS AG (MICRO) 


CSF CULTURE (MICROBIOLOGY) 


CSF MENINGITIS PANEL 


GLUCOSE PROTEIN (SPEC CHEM) 
 VDRL (CSF) (MICROBIOLOGY)


CHEMISTRY


 
MAGNESIUM 
 PHOSPHORUS 
 


DIRECT BILIRUBIN


CREATININE KINASE(CK)


LACTATE


LDH 
 


AMMONIA
AMYLASE


CREATININE KINASE-MB


CRP


GGT


GLUCOSE
HCG, QUANT (SERUM)


IRON


LIPASE


POTASSIUM


PRO-BNP


PTH-INTACT


TROPONIN-T
TSH, SENSITIVE
URIC ACID


SPECIAL CHEMISTRY
24-HR URINE CALCIUM
24-HR URINE PHOSPHORUS
  


  
FETAL FIBRINECTIN


24-HR URINE TOTAL PROTEIN


24-HR URINE URIC ACID


GLUCOSE (BODY FLUID) *


PROTEIN (BODY FLUID) * 


SPOT URINE PROT/CREAT


PROT, CREAT W/RATIO
BLOOD GAS


BLOOD GAS, ARTERIAL * 


  
CO-OXIMETRY 


BLOOD GAS, VENOUS *


IONIZED CALCIUM
ANATOMIC PATHOLOGY


DO NOT USE THIS FORM FOR 
 CYTOLOGICAL OR SURGICAL  
TISSUE EXAM REQUESTS


URINE, RANDOM


HCG, QUAL (HEMATOLOGY)


PROTEIN (CHEMISTRY) 


SPOT URINE PROT/CREAT


URINALYSIS (HEMATOLOGY) 


URINE CULTURE (MICRO)


HEMATOLOGY *
BODY FLUID CELL COUNT 
AND DIFFERENTIAL


CRYSTAL EXAM  
(SYNOVIAL FLUID)


G-6-PD


HGB AND HCT


KLEIHAUER TEST


RETICULOCYTES


SEMEN  ANALYSIS


SICKLE CELL SCREEN


SPERM COUNT, POST VAS


COAGULATION


FIBRINOGEN


PT (PROTHROMBIN / INR)


LOW MOLEC WEIGHT HEPARIN 


PTT (APTT)


BLOOD BANK


 


FETAL CELL SCREEN  


ABO / RH GROUP


ANTIBODY ID


ANTIBODY SCREEN 


CORD BLOOD


DAT


ORDER COMMENTS


MICROBIOLOGY *
AEROBIC C&S 
AFB CULTURE W/SMEAR 
  


  
  
CT/GC
 


  
  
  


 
 
HPV


ANAEROBIC C&S
BLOOD CULTURE
C-DIFF


FECAL LEUKOCYTES
FUNGAL CULTURE
GBS SCREEN
GC CULTURE


GRAM STAIN


MACROSCOPIC STOOL 
EXAM
MALARIA PANEL


OCCULT BLOOD


RAPID FLU
RAPID STREP A


RPR
RAPID RSV


THROAT CULTURE


UPPER RESP CULTURE


GIARDIA/CRYPTO


■


on one form). Indicate both source and site for applicable Micro specimens.
** Commercially performed tests may require additional forms and approvals.


Use one form per specimen source (blood and urine specimens may be combined


LAB USE ONLY RETURN


TEMPORARY ACCESSION ID:


LITHIUM


DIGOXIN


ETOH


ACETAMINOPHEN


KETONES


WET PREP 


RESPIRATORY PCR PANEL


STOOL CULTURE


MAMC FORM 1787-L, OCT 2017 Replaces MAMC form 20-L, 1 Apr 92; MAMC form 223-L, 1 Jan 94; 
and MAMC Form 360-L, 1 Jul 89, which are obsolete.


MAMC LC v1.00


VANCOMYCIN


CBC WITH DIFFERENTIAL


■


ERYTHOCYTE SED RATE (ESR)


■


MONOSPOT


■


■


D-DIMER


LOWER RESP CULTURE


MRSA


MOLECULAR/OTHER***


PAGE 1 OF 2


FERRITIN


TOTAL BILIRUBIN


TOTAL PROTEIN


PROCALCITONIN


REDUCING SUBSTANCES- 
STOOL


HSV PCR


PIN WORM PREP


STAT < 1 HR


HIV







CLINICAL LABORATORY TEST PROCEDURE REQUEST 
                   INSTRUCTIONS FOR USE


MAMC FORM 1787-L, OCT 2017 PAGE 2 OF 2


PATIENT INFORMATION -


TEST REQUESTED -


ORDER COMMENT -


Use this form during automated system failures or downtimes (by, electronic health record or lab information system). The form may also be used in areas 
where access to automated systems is limited (i.e mass casualty triage, cardiopulmonary resuscitation efforts outside of normal clinic/ward locations).


Use standard forms (SF, DD, DA, MAMC, ect.) to the fullest extent possible to request Laboratory Test. SF 518, Blood or Blood Component Transfusion record, 
must be used during downtime procedures.


This form does not replace forms used for Anatomic Pathology (Cytological and Surgical Tissue Examination Request). Blood or Blood Component Transfusion 
and Workup of Suspected Transfusion Reactions.


Certain test require prior collection and handling arrangements, additional forms, justification and pathologist approval prior to submission of samples for 
commercial testing.


Requesting Ward/Clinic Health Care Provider must validate patient information and print all information completely and legibly. 
Invalid, incomplete or illegible information may result in delayed testing or rejection of request.


Requesting Physician Phone/FAX Numbers are vital for notification in cases of critical test results and/or when patient care issues arise.


Collection Date and Time are required to determine specimen viability.


Specimen Source is required. When submitting specimens from multiple sources, use one request form per specimen source. Blood and urine may be 
combined on one form. For Microbiology specimens, indicate "Site" of specimen source, if applicable. 


Select appropriate Testing Urgency (test from Surgical Services will be upgraded to "Pre-Op" testing urgency).


Test selections are itemized by Testing Section (i.e., Chemistry, Hematology, etc.). (NOTE: Two common specimen sources have been listed for ordering CSF 
and Urine, Random specimens. The test located under these two categories are also within each of the respective Testing Sections).


For the Drugs/Toxicology Test selection, indicate "Peak", "Trough" or "Random".


If a test is not listed, use the "Other Test" area and/or the "Order Comment". (NOTE: Commercially performed tests may require additional approvals and forms).


Use this area for pertinent clinical comments. May also be used for requesting tests not listed.
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Appendix 3: Corneal Refractive Surgery Information Worksheet 


Corneal Refractive Surgery Information Worksheet 
 
Flight Applicant Identification: 
 
Last Name:_________________      First Name:_________________     Middle Initial:_________ 
 


Procedure History: 
 
1. Procedure Date(s):  _______________  _________________ 
    Type:  [  ] PRK          [  ] LASEK          [  ] LASIK 
    Eye:    [  ] Both          [  ] Right             [  ] Left     
 
2.  Pre-op Refraction:  Pre-op refraction standard for info only:  Sphere -6 to +4 and Cylinder -3 to +3; use sphere equivalent 
calculation (sphere + ½ cylinder) to determine if meets info only standards.  Values outside the above require an AMS. 
OD  Sphere________     Cylinder________     Axis________ 
OS  Sphere________     Cylinder________     Axis________ 
AMS waiverable pre-op refraction: Sphere -8 to +4 
 
[  ] Pre-op refraction not available – If pre-op refraction is not available a dilated fundus exam with scleral depression is 
required. 
    Dilated fundus exam with scleral depression:  [  ] Normal     [  ] Abnormal 


Current Optometry Exam                                                                           Date:_______________ 
Optometry Exam:  Minimum of 6 weeks post-op for those already on flight status and 3 months for all applicants.  
 
3.  Refraction Post-operative: 
     [  ] Manifest – Only if eyewear is necessary for 20/20 and no cycloplegic done. 
     [  ] Cycloplegic – Only required for pilot candidates (1A/1W and RO/RW FDMEs); 
 
OD Sphere________     Cylinder________     Axis________     
OS Sphere________     Cylinder________     Axis________   
 
4.  Visual Acuity: 
Distant:   OD  20/_____    Corrected to 20/_____      OS  20/_____    Corrected to 20/_____ 
Near:      OD  20/_____    Corrected to 20/_____      OS  20/_____    Corrected to 20/_____     
 
5. Intraocular Tensions: 
                   
OD________     OS________      
 
 
6.  Slit Lamp Exam (SLE for Haze) 
OD:  0   1   2   3   4 [  ] Non-pathologic for 1+    
OS:  0   1   2   3   4 [  ] Non-pathologic for 1+ 
 
7.  Corneal Topography (required): 
[  ] Acceptable  
[  ] Abnormal 
Reason abnormal:  _______________________________ 
 
8.  Low Contrast Sensitivity (LCS): 
OD:  20/_______ 
OS:  20/_______ 
[  ] Contrast sensitivity testing not readily available.  Applicant denies difficulty with night vision, glares, halos, or visual distortions. 
Note:  If SLE Haze = 1+ normal low contrast sensitivity testing plus annotation it is non-pathologic is required.   
 
 
Submitted by:____________________         Date:_______________________ 
 
Contact Info:_____________________________________________________ 
 
Upload form to AERO or fax or e-mail to USAAMA staff: 
Phone 334-255-0749/0750  (DSN 558) 
Fax:  334-255-0747 
E-mail:  usarmy.rucker.medcom-lahc.list.lahc-aero-helpdesk@mail.mil 
 


 


  


STD:  Haze = 0 or 1+ (optometry states non-pathologic in each eye)   
Haze Scoring:  0 = no haze (passing), 1 = trace haze,      2 = minimal, 3 
= moderate, and 4 = iris obscured                                                                           


                                                               


 


STD: Cyclo:  Sphere:    -1.5 to +3.0 


                      Cylinder:  -1 to +1 


STD: 
1.  <21 mm Hg.  If less than 8 mm Hg requires optometry note stating 
otherwise normal.                                   
2.  Difference of <4 mm Hg between eyes 


 


STD:  LCS 20/60 or better each eye or comment as below. 



mailto:usarmy.rucker.medcom-lahc.list.lahc-aero-helpdesk@mail.mil
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