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OR USAF WITHOUT COMPONENT 
APPLICATION FOR APPOINTMENT AS RESERVE OF THE AIR FORCE 


Expires 31 August 2012 
OMB NO. 0701-0096 


MEMBER OF THE AIR FORCE 
APPOINTMENT AS A RESERVE 


AS A RESERVE MEMBER OF THE AIR FORCE 
FEDERAL RECOGNITION AND APPOINTMENT 


WITHOUT COMPONENT 
APPOINTMENT AS A USAF MEMBER 


PRIVACY ACT STATEMENT 
AUTHORITY: 10 U.S.C. 591, Reserve Components Qualifications; Executive Order 9397 (SSN), as amended. 
PRINCIPAL PURPOSE:  Provides necessary information to determine if applicant meets qualifications established for appointment as a Reserve (ANGUS and 
USAFR) or in the USAF without component. Use of SSN is necessary to make positive identification of an applicant and his or her records. 
ROUTINE USE:  May specifically be disclosed outside the DoD as a routine use pursuant to 5 U.S.C. 552a(b)(3). 
DISCLOSURE:  Disclosure is voluntary.  If information is not provided, all further processing is terminated. 
Public reporting burden for this collection of information is estimated to average 20 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 this burden, to Department of Defense, Washington 
Headquarters Services, DIOR (0701-0096), 1215 Jefferson Davis Highway, Suite 1204, Arlington VA 22202-4302. 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 either of these addresses. Return it to your recruiter, ESO, Reserve MPF, or unit 
commander as applicable. 


Complete this form in two copies. Use typewriter or print clearly in ink. Sign each copy separately. Check the type of appointment, under the form title, for 
INSTRUCTIONS 


which you are applying. Upon termination from active duty, travel entitlements are based on the information you enter in item 6, "Home of Record (HOR) 
Once recorded, the HOR may not be changed. If additional space is required, continue in item 33, "Remarks." 


." 


1. TO : 2. SPECIALTY 


3. FROM: (Last, First, Middle Initial) 4. SSN (YYYYMMDD) 5. DATE OF BIRTH  


6. HOME OF RECORD (HOR) (Include ZIP Code and 4 digit) 
your street address) 


(If a postal box include 7. PLACE OF BIRTH (City, State, Country)


8. MAILING ADDRESS  (If other than HOR, include ZIP Code and 4 digit)
box include your street address) 


(If a postal 9. PERSON TO BE NOTIFIED IN CASE OF EMERGENCY 
and address)


 (Name, relationship, 


10. MARITAL STATUS SINGLE MARRIED TO MILITARY MEMBER MARRIED TO CIVILIAN SEPARATED DIVORCED WIDOWED 
11. FAMILY MEMBERS 


completely dependent upon you)
(Other than spouse, number 


12. U.S. CITIZEN YES NO (If yes, check appropriate item) BIRTH NATURALIZED 
IF YOU ARE U.S. CITIZEN BY OWN NATURALIZATION, STATE THE DATE, NUMBER OF CERTIFICATE, AND COURT 


13. I UNDERSTAND I AM BEING CONSIDERED FOR APPOINTMENT: 
To fill an active force requirement and agree to remain on active duty for the period specified in pertinent instructions (AFIs 36-2008, 36-2011 and 36-2107). 


My geographic preference of 
assignment is: 


I will be available to enter 
active duty on: 


I do Require at least 30 days notice to enter 
active duty. 


I do not 


To fill an authorized position vacancy in the Ready Reserve. 
INITIALS I further understand that if I have not previously incurred a military service obligation (MSO), that I will incur an MSO and I have been briefed on 


what my MSO will be. 


INITIALS I have been briefed on my responsibility to participate in the Air Force Direct Deposit Program within 60 days of arrival at my first permanent duty station. 


INITIALS I have been briefed on the contents of the application briefing item on separation policy.. 


14. EDUCATION 
TYPE OF 
SCHOOL NAME OF SCHOOL 


DATES ATTENDED 
MAJOR SUBJECT COMPL 


NO. YRS GRAD TYPE OF 
DEGREE FROM (YMD) TO (YMD) Y N 


SECONDARY 
AND OTHER 


COLLEGE, 
POST-


GRADUATE, 
INTERNSHIP, 
RESIDENCY, 


FELLOWSHIP, 
ETC. 


MILITARY 


15. OTHER SUBJECTS SPECIALIZED IN  (Include certification by American Specialty Boards and date of certification)
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16. PHYSICIANS ONLY 
I DO DO NOT DESIRE TRAINING IN AVIATION MEDICINE 


17. CHRONOLOGICAL STATEMENT OF SERVICE AND TRAINING IN ANY COMPONENT OF THE UNIFORMED SERVICES (Include service academies and
  preparatory schools, Reserve Officer Training Crops (ROTC), Officer Training School (OTS), Health Professions Scholarship (HPSP), etc.)


ACTIVE DUTYDATES ATTENDED HIGHEST ORGANIZATION 
SPECIALTY GRADE OR RESERVE (Type and Service) FROM (YMD) TO (YMD) 


18. ARE YOU CURRENTLY A MEMBER OF ANY BRANCH OF THE UNIFORMED SERVICES? 19. WERE ALL DISCHARGES HONORABLE? 


YES NO (If yes, provide branch of uniformed service) YES NO 


20. WERE YOU EVER NONSELECTED FOR PROMOTION TO AN OFFICER GRADE IN ANY BRANCH OF THE UNIFORMED SERVICES? 
YES NO (If yes, provide branch of uniformed service) 


21. WERE YOU SEPARATED OR ARE YOU PENDING SEPARATION FROM ANY BRANCH OF THE UNIFORMED SERVICES FOR CAUSE, OR WERE YOU 
SEPARATED OR ARE YOU PENDING SEPARATION FROM COMMISSIONED STATUS IN ANY BRANCH OF THE UNIFORMED SERVICES DUE TO 
NONQUALIFIED, NONSELECT, OR DEFERRAL PROMOTION? 


YES NO  (If yes, provide branch of uniformed service, reason for separation action, and date of separation, if applicable) 


22. HAVE YOU EVER RECEIVED SEVERANCE PAY, OR SEPARATION PAY, OR READJUSTMENT PAY, OR VOLUNTARY SEPARATION INCENTIVE (VSI) OR 
SPECIAL SEPARATION BENEFIT (SSB) PAY WHEN RELEASED FROM ACTIVE DUTY OR DISCHARGED FROM ANY UNIFORMED SERVICE? 


YES NO 


23. HAVE YOU PREVIOUSLY MADE APPLICATION AND BEEN REJECTED FOR COMMISSIONING BY ANY COMPONENT OF THE UNIFORMED SERVICES? 


YES NO (If yes, please state when and where rejected, and cause) 


24. HAVE YOU EVER APPLIED FOR A COMMISSION OR POSITION WITH ANY BRANCH OF THE ARMED SERVICES OR FEDERAL GOVERNMENT? IF SO, PLEASE 
EXPLAIN. 


NO (If additional space is required, continue in "REMARKS") YES 


25. CHRONOLOGICAL STATEMENT OF CIVILIAN EMPLOYMENT, INCLUDING PART-TIME POSITIONS. (If additional space is required, continue in "REMARKS" section) 
FROM (YMD) TO (YMD) 


POSITION AND DUTIES 


FROM (YMD) TO (YMD) 


POSITION AND DUTIES 


FROM (YMD) TO (YMD) 


POSITION AND DUTIES 


EMPLOYED BY (Give name and address to include ZIP Code and 4 digit) 


EMPLOYED BY (Give name and address to include ZIP Code and 4 digit) 


EMPLOYED BY (Give name and address to include ZIP Code and 4 digit) 


MONTHLY SALARY FULL PART TIME 
TIME (Hrs per week) 


REASON FOR TERMINATION 


FULL PART TIME MONTHLY SALARY 
TIME (Hrs per week) 


REASON FOR TERMINATION 


FULL PART TIME MONTHLY SALARY 
TIME (Hrs per week) 


REASON FOR TERMINATION 


26. HAVE YOU EVER BEEN INVOLVED, ARRESTED, INDICTED, OR CONVICTED(INCLUDING PRETRIAL DIVERSION)  FOR ANY VIOLATION OF CIVIL OR 
MILITARY LAW, INCLUDING NONJUDICIAL PUNISHMENT PURSUANT TO ARTICLE 15 OF THE UCMJ, OR MINOR TRAFFIC VIOLATIONS?


YES NO (If yes, please explain below. List all offenses charged against you regardless of final disposition, including situations where the 
involvement has not been recorded locally or the record has been ordered sealed or expunged by the court.) 


OFFENSE DATE 
(YYYYMMDD) PLACE AGE DISPOSITION OF CHARGE COURT 
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26a. HAVE YOU EVER BEEN CONVICTED OF A DUI OR ALCOHOL RELATED OFFENSE? 
YES NO   (If yes, submit a statement in your own words describing the circumstances, and a copy of the police report. 


involvement has not been recorded locally or the record has been ordered sealed or expunged by the court.)
DATE 


OFFENSE PLACE AGE DISPOSITION OF CHARGE COURT 
(YYYYMMDD) 


27. ARE YOU A CONSCIENTIOUS OBJECTOR? (A conscientious objector is defined as: One who has or has a firmed, fixed, and sincere objection to
participation in war in any form or to bearing of arms because of religious training or belief, which includes solely moral or ethical beliefs.) 


YES NO 


28. ARE YOU NOW OR HAVE YOU EVER BEEN AFFILIATED WITH ANY ORGANIZATION OR MOVEMENT THAT SEEKS TO ALTER OUR FORM OF GOVERNMENT 
BY UNCONSTITUTIONAL MEANS, OR SYMPATHETICALLY ASSOCIATED WITH ANY SUCH ORGANIZATION, MOVEMENT, OR MEMBERS THEREOF? 


YES NO (If yes, please describe.) 


29. ARE THERE ANY OTHER UNFAVORABLE INCIDENTS IN YOUR LIFE WHICH YOU BELIEVE MAY REFLECT UPON YOUR LOYALTY TO THE UNITED STATES 
GOVERNMENT OR UPON YOUR ABILITY TO PERFORM THE DUTIES WHICH YOU MAY BE CALLED UPON TO UNDERTAKE? 


YES NO (If yes, please describe.) 


30. HEALTH CARE PRACTITIONERS AND JUDGE ADVOCATE APPLICANTS ONLY 
A. LIST ALL STATE OR FEDERAL BAR LICENSES HELD CURRENTLY OR AT ANY TIME IN THE PAST 


STATE IN WHICH LICENSED DATE LICENSED EXPIRATION DATE STATE IN WHICH LICENSED DATE LICENSED EXPIRATION DATE 


B. APPLICANT MUST INITIAL EACH QUESTION 
(1) HAVE YOU EVER HAD ANY OF THE ABOVE STATE LICENSE(S) SUSPENDED OR REVOKED? 


(Initials) YES NO (If yes, please explain in "REMARKS.") 


(2) HAVE YOU EVER VOLUNTARILY SURRENDERED OR FAILED TO RENEW ANY OF THE ABOVE STATE LICENSES? 


(Initials) YES NO (If yes, please explain in "REMARKS.") 
(3) HAVE YOU EVER HAD ANY MEDICAL CLAIMS, SETTLEMENTS, JUDICIAL, OR ADMINISTRATIVE ADJUDICATION, OR GRIEVANCES, OR ANY OTHER 
RESOLVED OR OPEN CHARGES OF INAPPROPRIATE, UNETHICAL, UNPROFESSIONAL, OR SUBSTANDARD MEDICAL CARE OR LEGAL MALPRACTICE? 


(Initials) YES NO (If yes, please explain in "REMARKS.") 
(4) HAVE YOU EVER HAD YOUR PROFESSIONAL PRIVILEGES WITHDRAWN, DENIED, OR RESTRICTED BY ANY HEALTH CARE INSTITUTION OR 


STATE BAR LICENSING ORGANIZATION, OR HAVE YOU EVER VOLUNTARILY SURRENDERED YOUR PRIVILEGES? 


(Initials) YES NO (If yes, please explain in "REMARKS.") 
(5) ARE YOU BOARD CERTIFIED? 


(Initials) YES NO (If no, please explain in "REMARKS.") 


(6) ARE YOU BOARD ELIGIBLE? 


(Initials) YES NO (If no, please explain in "REMARKS.") 
(7) HAVE YOU EVER TAKEN THE WRITTEN AND/OR ORAL PORTION OF YOUR BOARD OR BAR EXAMINATION AND FAILED? 


(Initials) YES NO (If yes, please explain in "REMARKS.") 
(8) DO YOU PLAN TO TAKE OR RETAKE YOUR BOARDS OR BAR EXAMINATION IN THE FUTURE? 


(Initials) YES NO (If yes, when? please explain in "REMARKS.") 


31. AFOQT SCORES (Only AFTCOs or Unit Commanders are authorized to enter scores)


DATE TESTED AFOQT FORM PILOT NAV TECH AA VERBAL QUANTITATIVE 


32. SECURITY CLEARANCE  (X as applicable)


NONE PENDING: DATE INITIATED  (YYYYMMDD) GRANTED: TYPE: DATE GRANTED 
33. REMARKS (If additional space is needed, continue on page 4. Be sure to identify item number.)


I understand that any false or incomplete information knowingly provided on or with this application may be grounds for not employing or accessing with the 
Air Force, or grounds for dismissing or releasing me from active duty if already employed or serving. 


DATE NAME (First, Full Middle, Last Name) (Typed or Printed) SIGNATURE (First, Full Middle, and Last Name) 
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ADDITIONAL COMMENTS OR EXPLANATIONS 


NO. 
ITEM IDENTIFY THE ITEM NUMBER AND EXPLAIN IN THIS SPACE 


sheet.)
 (If additional space is required, use full sheets of paper. Write your name and SSN on each 


1. "I have read and understand HQ USAFRS FS _______________________________ (initial) 


2. Short Notice Orders 


"I have been briefed on and understand the following": 


military Traffic Management Office 
a. Shipment of household goods is dependent upon receipt of my active duty orders and availability of a common carrier arranged through a local 


(TMO). _________________ (initial) 


reporting date may be requested _________________ 


b. If I receive my active duty orders less than 30 days from entering active duty, I may not be able to ship household goods prior to my departure for 
training at Maxwell/Gunter Air Force Base, Alabama, or my permanent duty station. If this causes undue hardship, I understand that a change to my


 (initial) 


authorized travel time will be charged as leave _________________ 


c. Should I need to return to my current residence to ship household goods or pickup Family Members, I will be responsible for any travel expenses 
above those associated with traveling from Maxwell/Gunter Air Force Base, Alabama, to my permanent duty station. Also, any additional time taken over 


(initial) 
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		undefined_25: Off

		undefined_26: Off

		undefined_27: Off

		undefined_28: Off

		YES_17: Off

		NO If yes please explain in REMARKS_4: Off

		YES_18: Off

		NO If yes when: Off

		31 AFOQT SCORES Only AFTCOs or Unit Commanders are authorized to enter scores: 

		AFOQT FORM: 

		DATE TESTED: 

		PILOT: 

		NAV TECH: 

		AA: 

		VERBAL: 

		QUANTITATIVE: 

		NONE: Off

		PENDING DATE INITIATED YYYYMMDD: Off

		GRANTED TYPE: Off

		NAME First Full Middle Last Name Typed or Printed: 

		SIGNATURE First Full Middle and Last Name: 

		DATE: 

		undefined_29: 

		1 I have read and understand HQ USAFRS FS initial: 

		2 Short Notice Orders: 

		I have been briefed on and understand the following: 

		TMO: 

		reporting date may be requested: 

		authorized travel time will be charged as leave: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow2: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow3: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow4: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow5: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow6: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow7: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow8: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow9: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow10: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow11: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow12: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow13: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow14: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow15: 

		AF FORM 24 CONTINUATION SHEET: 

		I do: 

		NAME OF SCHOOLMILITARY: 

		Initials: 

		33 REMARKS If additional space is needed continue on page 4 Be sure to identify item number: 

		authorized travel time will be charged as leave c Should I need to return to my current residence to ship household goods or pickup Family Members I will be responsible for any travel expenses above those associated with traveling from MaxwellGunter Air Force Base Alabama to my permanent duty station Also any additional time taken over initialRow1: 

		Text2: 

		SINGLE: 








CORRECTIVE EYE SURGERY (PRK/LASIK/LASEK) WAIVER CRITERIA CHECKLIST 


MUST BE COMPLETED BY YOUR EYE CARE PROFESSIONAL USING THIS CHECKLIST OR CASE WILL BE 
RETURNED WITHOUT ACTION FOR COMPLETION 


APPLICANT’S NAME: APPLICANT’S SSAN: 


1. PRE-OPERATIVE REFRACTIVE ERROR, Cycloplegic Refraction: Date of Surgery: Cannot  be
over  +5.50  FC1  or  +8.00  FC1A/III  or  General  Military  Service  (GMC)  in  any  meridian  to  be acceptable. (No
exception.)


OD: By: 
OS:  By: 
Sph:   CX:  Sph:     CX: 


2. POST–OPERATIVE refractive error, Cycloplegic Refraction: Date:
Must be within three days of eye surgery.


OD: By: 
OS:  By: 
Sph:   CX:  Sph:   CX: 


Best Uncorrected Distant Visual Acuity: OD 20/ OS 20/ 
Best Uncorrected Near Visual Acuity: OD 20/ OS 20/ 


3. THREE MONTH POST-OPERATIVE refractive error, Cycloplegic Refraction: Date:
OD: By: 
OS:  By: 
Sph:   CX:  Sph:     CX: 


Best Uncorrected Distant Visual Acuity: OD 20/ OS 20/ 
Best Uncorrected Near Visual Acuity: OD 20/ OS 20/ 


4. SIX MONTH POST-OPERATIVE refractive error, Cycloplegic Refraction: Date:
Must be no less than six months post eye surgery required for FCIA.


OD: By: 
OS:  By: 
Sph:   CX:  Sph:     CX: 


Best Uncorrected Distant Visual Acuity: OD 20/ OS 20/ 
Best Uncorrected Near Visual Acuity: OD 20/ OS 20/ 


5. ONE YEAR POST Cycloplegic Refraction required for all laser eye surgery: Date:  Must be no 
less than one year post eye surgery required for FCIII waiver application & FCIA prior to UNT. 


OD: By:            
OS:  By:            
Sph:                                 CX:  Sph:     CX: 


Best Uncorrected Distant Visual Acuity: OD 20/ OS 20/ 
Best Uncorrected Near Visual Acuity: OD 20/ OS 20/ 


Evaluate/explain any side effects secondary to the surgery (Y/N) glare:     , haze:    , halos:        , diplopia:       , 
difficulty seeing at night:        , lattice degeneration:   , retinal detachment / holes:       , other eye pathology: 
Explain any (Y) findings: 


Waiver criteria for stable refraction – two cycloplegic refractions post surgery at least 3 months apart with no more than 
0.50 changes in either eye. All must be 12 months s/p surgery for waiver. 


Waiver for corrective eye surgery UPT (Pilot) will be completed in conjunction with MFS at Wright -Patterson AFB prior to pilot 
training. 
Note 1: All evaluations noted above are mandatory and must be completed by the eye care professional. Note 2: 
All pre/post evaluations must be submitted with the waiver package, or case will be returned. 
Note 3: The entire form should be completed prior to the applicant entering training. 


Printed Name & Stamp (Eye Care Professional)      Signature        Date 





		1 PREOPERATIVE REFRACTIVE ERROR Cycloplegic Refraction Date of Surgery: 

		CX: 

		CX_2: 

		CX_3: 

		5 ONE YEAR POST Cycloplegic Refraction required for all laser eye surgery Date: 

		CX_5: 

		CX_4: 

		Text3: 

		Text4: 








I understand that certain skill areas in the Air Force cannot be performed by persons who have abused drugs or alcohol. My unit
commander will have final approval authority regarding my actual assignment to sensitive skill positions. If I am not acceptable for
such duties due to information I have revealed on this form, I will be reassigned to another position in my skill or reclassified into 
another skill. If it is established that I have used any substance beyond that which I have indicated on this form, I understand my 
enlistment, commissioning, or appointment may be declared fraudulent and I may be discharged.


DATE NAME (Last, First, M.I.) AND SSN OF APPLICANT 


DATE NAME (Last, First, M.I.) AND GRADE OF WITNESS 


ADVERSE ADJUDICATION: An adverse adjudication  (adult or juvenile)
dismissed, or acquitted. If the adjudicating authority places a condition or restraint that leads to dismissal, dropped charges, or acquittal, the adjudication 
is adverse. Suspension of sentence, pardon, not processed, or dismissal after compliance with imposed conditions is adverse adjudication.


 is a finding, decision, sentence, or judgment, other than unconditionally dropped, 


AIR FORCE: Includes active Air Force, Air Force Reserve, Air National Guard, and Air Force Academy. 
ALCOHOL ABUSE:
NOTE: When not confirmed by medical authority, self-admitted alcohol use that leads to a person's misconduct or unacceptable behavior; to the
impairment of work performance, physical or mental health, financial responsibility or personal relationships; must be reported during the medical 
examination for determination of alcohol abuse.


 Alcohol use confirmed by competent medical authority that the individual is emotionally, mentally, or physically dependent on alcohol. 


DRUG ABUSE: The illegal, wrongful, or improper use of marijuana, any narcotic substance, hallucinogens, or any illegal drug. 
ILLEGAL DRUGS:
Includes cocaine, crack, hallucinogens,


 Any drug or narcotic that is habit forming or has a potential for abuse because of its stimulant, depressant, or hallucinogenic effect.


form, and others),
 (to include lysergic acid diethyamide (LSD), phencyclidine (PCP), tetrahydrocannabinal (THC) in non-marijuana 


 opium, morphine, heroin, dilaudid, codeine, Demerol, inhalants (paint, glue, and others), amphetamines (speed) , methamphetamines(ice)
barbiturates 


,
(downers), and anabolic steroids. 


MARIJUANA: The intoxicating products of the hemp plant, to include hashish and all natural derivatives of cannabis sativa. 
SUPPLIER, DISTRIBUTOR or TRAFFICKER


cultivation or manufacture of any drug described above.


: One who illegally, wrongfully, or improperly delivers any of the drugs defined above to the possession of 
another. This includes the actual, constructive, or attempted transfer of an item, whether or not an agency relationship exists. This also includes the 


USAF DRUG AND ALCOHOL ABUSE CERTIFICATE
(This form is subject to the Privacy Act of 1974, Use AF Form 883)


SECTION I. DEFINITION OF TERMS


SECTION II. CERTIFICATION AT TIME OF APPLICATION
WARNING: YOU MUST BE TOTALLY HONEST IN COMPLETING THIS FORM.
action can or will be taken against a civilian applicant as a result of any information you reveal. 


 If you are truthful now and are accepted by the Air Force, no punitive 


PUNITIVE ACTION MAY BE TAKEN AGAINST YOU BASED UPON THE FALSE INFORMATION YOU HAVE PROVIDED.


HOWEVER, YOU ARE CAUTIONED THAT SHOULD YOU 
CONCEAL DRUG OR ALCOHOL ABUSE INFORMATION AT THIS TIME, AND IT IS DISCOVERED AFTER YOUR ENTRY INTO THE AIR FORCE, 


not limited to, elimination from training or discharge under less than honorable conditions.
 Such action includes, but is 


INITIAL YES/NO BOXES AS APPLICABLE YES NO


SECTION III. STATEMENTS OF UNDERSTANDING


that any detection of drug use
During my medical examination I will be tested and screened for drug and alcohol abuse. I understand 


 (including marijuana)
undergo further drug and alcohol screening after entry in the Air Force, and I may be discharged based on the results of such
screening.


 or alcohol abuse will render me ineligible for the Air Force. I understand I will 


Service in the United States Air Force places me in a position of special trust and responsibility. Drug or alcohol abuse after this
date will be considered evidence of my inability to meet the standards of behavior expected of me as a member of the Air Force.
Therefore, any drug use (including marijuana) or any alcohol abuse as described above, FROM THIS DATE FORWARD,
me ineligible for the Air Force.


renders 


Drug and alcohol abuse by members of the U.S. Air Force violates Air Force standards of behavior and conduct and will not be
tolerated. If I am identified as a drug or alcohol abuser while a member of the Air Force, appropriate disciplinary or administrative
action may be taken against me, to include trail by court martial or discharge under less than honorable conditions.


SIGNATURE


WITNESS
I CERTIFY THE ABOVE INDIVIDUAL SIGNED THIS CERTIFICATE OF HIS/HER OWN FREE WILL


SIGNATURE


AF IMT  2030, 19991201, V1 PREVIOUS EDITIONS ARE OBSOLETE.


INITIALS


KNOWING AND UNDERSTANDING ALL THE INFORMATION ABOVE, AND REALIZING THAT THIS DOCUMENT WILL BE USED ONLY TO
DETERMINE MY ELIGIBILITY AND RECORD MY CERTIFICATION OF ELIGIBILITY, I HEREBY STATE THAT THE ABOVE INFORMATION AS TO MY
PREVIOUS DRUG OR ALCOHOL INVOLVEMENT IS TRUE AND COMPLETE TO THE BEST OF MY KNOWLEDGE.


Have you ever used or experimented with marijuana? 


involvement. Preservice marijuana use may render you ineligible for certain skills.)


(Prior marijuana use is not disqualifying for enlistment or appointment, unless 
you are determined to be a chronic user or psychologically dependent, have been convicted or adversely adjudicated for marijuana


I have read and understand the definition of the terms above.


Have you ever been treated or undergone rehabilitation for drug or alcohol abuse?
Have you consumed hemp seed oil or any products containing hemp seed oil in the last 45 days?


Have you ever experimented with, used, or possessed any illegal drug or narcotic?
Have you ever been a supplier or distributor of or a trafficker in marijuana, or other illegal drugs or narcotics?







REMARKS


DATE NAME (Last, First, M.I.) AND SSN OF APPLICANT 


DATE NAME (Last, First, M.I.) AND GRADE OF WITNESS 


SECTION IV. RECERTIFICATION AT TIME OF ENLISTMENT, COMMISSIONING, OR APPOINTMENT


I have read and fully understand all the information on this form.


I hereby state that there has been no change in my status since I originally provided this information on the date on front of this
form.


I hereby certify that I have not used any drug, including marijuana, and that I have not been in any alcohol related abuse incidents,
since I originally completed this form.


SIGNATURE


WITNESS
I CERTIFY THE ABOVE INDIVIDUAL SIGNED THIS CERTIFICATE OF HIS/HER OWN FREE WILL


SIGNATURE


AF IMT  2030, 19991201, V1 (REVERSE)


INITIALS





		YESI have read and understand the definition of the terms above: 

		NOI have read and understand the definition of the terms above: 

		YESHave you ever experimented with used or possessed any illegal drug or narcotic: 

		NOHave you ever experimented with used or possessed any illegal drug or narcotic: 

		YESHave you ever been a supplier or distributor of or a trafficker in marijuana or other illegal drugs or narcotics: 

		NOHave you ever been a supplier or distributor of or a trafficker in marijuana or other illegal drugs or narcotics: 

		YESHave you ever been treated or undergone rehabilitation for drug or alcohol abuse: 

		NOHave you ever been treated or undergone rehabilitation for drug or alcohol abuse: 

		YESHave you consumed hemp seed oil or any products containing hemp seed oil in the last 45 days: 

		NOHave you consumed hemp seed oil or any products containing hemp seed oil in the last 45 days: 

		INITIALSthat any detection of drug use During my medical examination I will be tested and screened for drug and alcohol abuse I understand including marijuana undergo further drug and alcohol screening after entry in the Air Force and I may be discharged based on the results of such screening or alcohol abuse will render me ineligible for the Air Force I understand I will: 

		INITIALSService in the United States Air Force places me in a position of special trust and responsibility Drug or alcohol abuse after this date will be considered evidence of my inability to meet the standards of behavior expected of me as a member of the Air Force Therefore any drug use including marijuana or any alcohol abuse as described above FROM THIS DATE FORWARD me ineligible for the Air Force renders: 

		INITIALSDrug and alcohol abuse by members of the US Air Force violates Air Force standards of behavior and conduct and will not be tolerated If I am identified as a drug or alcohol abuser while a member of the Air Force appropriate disciplinary or administrative action may be taken against me to include trail by court martial or discharge under less than honorable conditions: 

		INITIALSI understand that certain skill areas in the Air Force cannot be performed by persons who have abused drugs or alcohol My unit commander will have final approval authority regarding my actual assignment to sensitive skill positions If I am not acceptable for such duties due to information I have revealed on this form I will be reassigned to another position in my skill or reclassified into another skill If it is established that I have used any substance beyond that which I have indicated on this form I understand my enlistment commissioning or appointment may be declared fraudulent and I may be discharged: 

		DATE: 

		NAME Last First MI AND SSN OF APPLICANT: 

		SIGNATURE: 

		DATE_2: 

		NAME Last First MI AND GRADE OF WITNESS: 

		SIGNATURE_2: 

		REMARKS: 

		INITIALSI have read and fully understand all the information on this form: 

		INITIALSI hereby state that there has been no change in my status since I originally provided this information on the date on front of this form: 

		INITIALSI hereby certify that I have not used any drug including marijuana and that I have not been in any alcohol related abuse incidents since I originally completed this form: 

		DATE_3: 

		NAME Last First MI AND SSN OF APPLICANT_2: 

		SIGNATURE_3: 

		DATE_4: 

		NAME Last First MI AND GRADE OF WITNESS_2: 

		SIGNATURE_4: 

		Prior marijuana use is not disqualifying for enlistment or appointment unless: 

		Prior marijuana use is not disqualifying for enlistment or appointment unless no: 








POLICE RECORD CHECK
1.  DATE OF REQUEST
      (YYYYMMDD)


OMB No. 0704-0007
OMB approval expires
Dec 31, 2017 


PLEASE DO NOT RETURN YOUR  FORM TO THE ABOVE ORGANIZATION.  RETURN COMPLETED FORM TO ADDRESS SHOWN AT BOTTOM OF FORM.
SECTION I - (To be completed by Recruiting Service)
2.  NAME OF APPLICANT (Last, First, Middle Name(s), Alias) 3.  SEX


MALE


FEMALE


4.  PLACE OF BIRTH
a.  CITY b.  COUNTY c.  STATE


5.  DATE OF BIRTH
     (YYYYMMDD)


b.  RACIAL CATEGORY (X one or more)
(1) AMERICAN INDIAN/ALASKA NATIVE
(2) ASIAN
(3) BLACK OR AFRICAN AMERICAN


(1) HISPANIC OR LATINO


(2) NOT HISPANIC OR LATINO


7. SOCIAL SECURITY
    NUMBER(4) NATIVE HAWAIIAN OR 


 
(5) WHITE    


8.  ADDRESS IN ADDRESSEE'S JURISDICTION (See "MAIL TO" block)
a.  NUMBER AND STREET (Include apartment no.) c.  STATE d.  ZIP CODEb.  CITY


9.  DATES RESIDED AT THIS ADDRESS
a.  FROM
     (YYYYMMDD)


b.  TO
     (YYYYMMDD)


10.  PERSON MAKING THIS REQUEST
  a.   NAME (Last, First, Middle Name(s)) b.  RANK c.  SIGNATURE d.  TITLE


SECTION II - (To be completed by Applicant)
PRIVACY ACT STATEMENT


AUTHORITY:  10 U.S.C. Sections 136, 504, 505, 12102; 14 U.S.C. Sections 351 and 632; DoDI 1304.2; DoDI 1304.26; AR 601-270; OPNAVINST
1100.4C Ch-1; AFI 36-2003_IP; MCO 1100.75E; COMDTINST M 1100.2E; AR 601-210; and E.O. 9397, as amended (SSN).
PRINCIPAL PURPOSE(S):  The information collected on this form is used to screen and identify applicants to the Armed Forces who may have
discreditable involvement with the police or other law enforcement agencies.  Completed forms are used to conduct background records checks used
to determine eligibility of applicants for accession into the Armed Forces.  Completed forms are covered by recruiting and official military personnel
SORNs maintained by each of the Services.       
ROUTINE USE(S):  DoD "Blanket Routine Use" 2, Disclosure When Requesting Information Routine Use, specifically applies: A record from a system
of records maintained by a DoD Component may be disclosed as a routine use to a Federal, State, or local agency maintaining civil, criminal, or other
relevant enforcement information or other pertinent information, such as current licenses, if necessary to obtain information relevant to a DoD
Component decision concerning the hiring or retention of an employee, the issuance of a security clearance, the letting of a contract, or the issuance
of a license, grant, or other benefit.  The DoD Blanket Routine Uses at https://dpclo.defense.gov/Privacy/SORNsIndex/BlanketRoutineUses.aspx apply.
DISCLOSURE:  Voluntary.  However, failure of the applicant to complete Section II may result in refusal of enlistment in the Armed Forces of the
United States.  An applicant's SSN is used to conduct the police records check and keep all records together during the enlistment process.


The data are for OFFICIAL USE ONLY and will be maintained and used in strict confidence in accordance with Federal law and regulations.  Making a
knowing and willful false statement on this DD Form 369 may be punishable by fine or imprisonment or both.  All information provided by you, which
possibly may reflect adversely on your past conduct and performance, may have an adverse impact on you in your military career in situations such as
consideration for special assignment, security clearances, court martial and administrative proceedings, etc.


11. I HEREBY CONSENT TO RELEASE FROM YOUR FILES
      THE INFORMATION REQUESTED BELOW.


SIGNATURE


SECTION III - (To be completed by Police or Juvenile Agency)


The person described above, who claims to have resided at the address shown above, has applied for enlistment in the Armed Forces of the United
States.  Please furnish from your files the information relative to Section III below.  A return envelope is provided for your convenience.
12.  DOES THE APPLICANT HAVE A POLICE OR JUVENILE RECORD, TO INCLUDE MINOR TRAFFIC VIOLATIONS?
       (If YES, what was the offense or charge, date, disposition and sentence?)


YES NO


13.  IS APPLICANT NOW UNDERGOING COURT ACTION OF ANY KIND? (If YES, give details.) YES NO


THIS IS TO CERTIFY THAT THE ABOVE DATA, AS CORRECTED, ARE TRUE AND CORRECT ACCORDING TO THE RECORD ON FILE IN THIS
OFFICE.  THIS INFORMATION IS CONFIDENTIAL AND CANNOT BE USED IN ANY OTHER MANNER EXCEPT FOR OFFICIAL PURPOSES.
14.  DATE (YYYYMMDD) 15.  TITLE 16.  VERIFIED BY (Signature)


LAW ENFORCEMENT AGENCY
     MAIL TO:


DD FORM 369, DEC 2014 PREVIOUS EDITION IS OBSOLETE.


RECRUITING AGENCY
     MAIL FROM:


6.a.  ETHNIC CATEGORY


The public reporting burden for this collection of information is estimated to average 27 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, Executive Services Directorate, Directives Division, 4800 Mark Center Drive,    
Alexandria, VA 22350-3100 (0704-0007). 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.


     Adobe Professional X


  


      


   
     OTHER PACIFIC ISLANDER 





		reqdate: 

		appname: 

		xsex: Off

		birthcity: 

		birthcounty: 

		birthstate: 

		birthdate: 

		xind: Off

		xasian: Off

		xblack: Off

		xwhite: Off

		xhaw: Off

		xethnic: Off

		ssn: 

		street: 

		city: 

		state: 

		zip: 

		datefrom: 

		dateto: 

		reqname: 

		reqrank: 

		reqtitle: 

		xrecord: Off

		offense: 

		xcourt: Off

		court: 

		certdate: 

		certtitle: 

		mailto: 

		mailfrom: 








Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.





DRAFT

SAMPLE

PREVIOUS EDITION IS OBSOLETE.

DD FORM 2807-2, OCT 2018

Page  of 

9.0.0.2.20120627.2.874785

Accessions Medical History Report

 INSTRUCTIONS FOR COMPLETING DD FORM 2807-2, 

ACCESSIONS MEDICAL HISTORY REPORT

Form Title

1. This form is to be completed by each individual who requires medical processing in accordance with Department of Defense Instruction (DODI) 6130.03, "Physical Standards for Appointment, Enlistment, or Induction" and DODI 1304.02, "Accession Processing Data Collection Forms." This form must be completed by the applicant with the assistance of the recruiter, parent(s), or guardian, as needed.

2. Replaces the existing medical prescreen form (DD Form 2807-2, MAR 2015) and the DoD Medical Examination Review Board Report of Medical History (DD Form 2492, MAR 2008). Additional questions have been added to improve its usefulness to the accessions medical pre-screening process. The questions are intended to provide the U.S. Military Entrance Processing Command (USMEPCOM) and Department of Defense Medical Examination Review Board (DoDMERB) with health history information necessary to identify conditions commonly related to medical causes for separation during basic and follow-on training (per P.L. 105-85, Div. A, Title V, S 532).

3. Use of medical history information facilitates efficient, timely, and accurate medical processing of individuals applying for Service in the United States Armed Forces or United States Coast Guard. Positive responses do not automatically result in disqualification but are necessary to prompt further explanation that will be used to determine medical qualification. Medical history information assists USMEPCOM/DoDMERB medical personnel in the medical prescreening of applicants. Accurate responses to all questions are critical and all positive responses must be fully explained. Applicant responses to questions may be verified using electronically obtained medical history by the USMEPCOM/DoDMERB. Medical history information will be used by the Department of Defense for continuity of care purposes if and when an applicant accesses into the Armed Forces or Coast Guard. Supporting medical information in the form of historical medical records may also be attached to the Service member’s medical record. Medical history information collected by the USMEPCOM/DoDMERB during accession medical processing will serve as the foundation for a Service member’s lifecycle electronic medical treatment record.

4. If processing at a MEPS: The completed DD Form 2807-2 along with all substantiating and supporting medical documents must be delivered to USMEPCOM for review prior to scheduling the applicant for medical examination. All documents must be submitted for review in accordance with standards below. After review, the Military Entrance Processing Station (MEPS) will notify the Recruiting Service of the applicant’s status.        - 1 processing day prior for applicants with no positive medical history (all items marked “NO” with the exception of items 9 (glasses/contacts), 11 (defective color vision), and 20 (braces) which can be “YES”).        - 2 processing days prior; for applicants with ANY positive medical history (other than those noted above) and 5 OR LESS single-sided pages of supporting medical documents.        - 3 processing days prior; for applicants with ANY positive medical history (other than those noted above) and MORE THAN 5 single-sided pages of supporting medical documents.   Secure electronic submission is preferable; if not feasible bring/mail to the nearest MEPS which can be found at http://www.mepcom.army.mil/battalions/index.html. All supporting medical documentation must be present with the DD Form 2807-2 to meet the above timeframes for review. After review by a USMEPCOM provider, appropriate processing notification will be made.

 5. If processing at a MEPS: If an applicant has been seen by any Health Care Provider (HCP) and/or has been hospitalized for any reason, medical records/documentation must be obtained and submitted along with a medical release to USMEPCOM. Provide all medical documents via secure electronic submission (if possible) to the nearest MEPS. If hand-carried or mailed, ensure they are sealed in an envelope marked: "CONFIDENTIAL: MEPS MEDICAL DEPARTMENT". 

     a. If the applicant was evaluated and/or treated on an outpatient basis, obtain a copy of actual treatment records of the private medical doctor/HCP including:       

         (1) office or clinic assessment and progress notes, including the initial assessment documents, subsequent evaluation and treatment documents, and record of date when released from care to full, unrestricted activity; 

         (2) emergency room (ER) report(s); 

         (3) study reports (e.g., x-ray, magnetic resonance imaging (MRI), Computerized Tomography (CT)); 

         (4) procedure reports (e.g., arthroscopy, electroencephalogram (EEG; brain wave test), echocardiogram (ultrasound of the heart)); 

         (5) pathology reports (e.g., tissue specimens sent to lab for microscopic diagnosis, abnormal PAP smear cytology); 

         (6) specialty consultation records (e.g., neurologist, cardiologist, OB/GYN, gastroenterologist, orthopedic surgeon, pulmonologist, allergist). 

     b. If the applicant was hospitalized, obtain a copy of the inpatient hospital record, to include (if any): ER report, admission history and physical, study reports, procedure reports, operative report (example: surgery to bone or joint), pathology report, specialty consultation reports, and discharge summary. 

     c. If an applicant has been diagnosed or treated for any attention disorder (Attention Deficit Disorder (ADD), Attention Deficit Hyperactivity Disorder (ADHD), etc.), academic skills or perceptual defect, or had an Individualized Education Plan or 504 Plan, call/contact the MEPS medical department for additional instructions. 

     d. Obtain any and all documents relating to any evaluation, treatment or consultation with a psychiatrist, psychologist-counselor, or therapist, on an inpatient or outpatient basis for any reason, including but not limited to counseling or treatment for adjustment or mood disorder, family or marriage problems, depression, treatment or rehabilitation for alcohol, drug, or substance abuse.

6. MEPS Chief Medical Officers (CMOs) or DoDMERB may locally modify the above instructions and instruct recruiters on what supporting medical documents they require to complete the DD Form 2807-2 medical prescreen review, if doing so enhances the efficiency of medical processing and is consistent with DODI 6130.03 and USMEPCOM/DoDMERB guidance.

7. If all attempts to obtain required substantiating and supporting medical documents fail, the recruiter must contact the appropriate medical department, "MEPS medical department for enlistment applicants" or DoDMERB for officer applicants, for guidance prior to submitting an incomplete medical prescreen packet. 

ACCESSIONS MEDICAL HISTORY REPORT

OMB No. 0704-0413 OMB Approval Expires: September 30, 2021

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 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 ADDRESS.

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; and E.O. 9397 (SSN), 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.  

WARNING: The information you have given constitutes an official statement. Federal law provides severe penalties (up to 5 years confinement or $10,000 fine, or both), to anyone making a false statement. If you are selected for enlistment, commission or entrance into a commissioning program based on a false statement, you may be subject to prosecution under the Uniform Code of Military Justice or to administrative separation proceedings for discharge, and could receive a less than honorable discharge."

SECTION I - APPLICANT

5. (X one)

a. SEX (at birth) 

Sex at birth

b. GENDER

Gender

8.a. SERVICE (X as applicable)

Select applicable service below

8.b. COMPONENT (X as applicable)

Select a component as applicable

10. PURPOSE OF EXAMINATION (X as applicable)

Select a purpose of examination as applicable

SECTION II - AUTHORIZATION STATEMENT

I (we), the undersigned: 

●  l Have read and understand the warning and penalties that are associated with providing a false statement. 

●  l Certify the information on this form is true and complete to the best of my knowledge and belief, and no person has advised me to conceal or falsify any information about my physical and mental history. 

●  l Authorize and understand that a physical examination is part of the accession evaluation, may require several visits to the Military Entrance Processing Station (MEPS), and Department of Defense Medical Examination Review Board (DoDMERB) contracted medical centers and that I may have blood work and/or other medical tests, procedures and/or specialty consultations performed as part of my processing. I understand that the results of the examination, tests, and consults will be reviewed and considered as part of my application file and are not performed as part of an individual healthcare treatment plan. The MEPS/DoDMERB medical staff are not my healthcare providers. If I do not receive notice of an abnormal test or consult, I am not to assume that the results are normal. Furthermore, if any test or consult results are abnormal, I am responsible for obtaining those results from the MEPS and for any necessary follow-up evaluations and/or treatment. If I am notified to return to the MEPS to discuss medical results, it is my responsibility to take quick action to return to the MEPS/DoDMERB to speak with the Chief Medical Officer (CMO). Any concerns that I have about my health and healthcare are my responsibility to address with my personal healthcare provider(s). 

●  l Understand that neither USMEPCOM nor DoDMERB are financially responsible for costs associated with any necessary follow-up evaluations and/or treatment based on my screening evaluation. Any concerns that I have about my health and healthcare are my responsibility to address with my personal healthcare provider(s).  

●  l Understand that I must provide required documentation regarding my health history which, upon my accession, will become part of my Service member lifecycle medical treatment record.  

●  I agree that all personal information or data disclosed by myself or others on my behalf with my consent during this process may be further disseminated as needed during the accession process and that my medical information is no longer protected by federal Health Insurance Portability and Accountability Act (HIPAA) Privacy Rules. 

●  l Authorize release of records and information relating to grades, performance, individual education plans, and disciplinary proceedings. Under the Family Educational Rights and Privacy Act (FERPA) USMEPCOM/DoDMERB is authorized to receive all my education/disciplinary records for evaluation of my acceptability for Service in the Armed Forces. 

●  l Understand that I have the right to refuse to sign this authorization but also understand that failure to do so may cause me to be found disqualified for further processing. 

●  l Understand this authorization will expire four years from the date of the signature below or sooner if written request is received by USMEPCOM/DoDMERB Staff Judge Advocate's Office. I have the right to revoke this authorization in writing, except to the extent that the DoD has acted in reliance on this information.

1. APPLICANT

2. PARENT OR GUARDIAN SIGNATURE IS MANDATORY FOR MINOR APPLICANT, SIGNATURE IS OPTIONAL IF APPLICANT IS OF AGE

3. RECRUITING REPRESENTATIVE:  (If a representative was used) I certify all information is complete and true to the best of my knowledge.

SECTION III - MEDICAL HISTORY (Continued). Check each item "Yes" or "No." All "Yes" items must be fully explained in Section IV.

CURRENTLY HAVE OR ANY HISTORY OF:

YES

NO

EYES

1.  Double vision

2.  Detached retina or surgery to repair a detached retina

3.  Cataracts or surgery for cataracts

Select Yes.  Detached retina or surgery to repair a detached retina.

CURRENTLY HAVE OR ANY HISTORY OF:

YES

NO

EYES

4. Eye surgery to improve vision (RK, PRK, LASIK, etc.)

5. Night blindness

6. Glaucoma

Select no.  Glaucoma.

SECTION III - MEDICAL HISTORY (Continued). Check each item "Yes" or "No." All "Yes" items must be fully explained in Section IV.

CURRENTLY HAVE OR ANY HISTORY OF:

YES

NO

EYES (Continued)

7. Strabismus or "lazy eye" or any surgery to correct these 

8. Any other eye condition, injury or surgery 

VISION

9. Worn/wear contact lenses or glasses (Bring your contact lens kit      and solution so you can remove contacts during vision testing, or      for best results remove 72 hours prior. Bring your eyeglasses no       matter how old they are.) 

10. Loss of vision in either eye 

11. Color vision deficiency or color blindness 

EARS

12. Perforated ear drum or tubes in ear drum(s) 

13. Ear surgery, to include mastoidectomy or repair of perforated ear        drum 

Ear surgery, to include mastoidectomy or repair of perforated ear drum. 

14. Loss of balance or vertigo 

HEARING

15. Hearing loss or wear a hearing aid 

NOSE, SINUSES, MOUTH, AND LARYNX

16. Ear, nose, or throat trouble including tonsillectomy 

17. Chronic sinus infections or recurrent nose bleeds 

18. Absence of, or disturbance of sense of smell 

19. Any surgery of your face, mandible or jaw 

DENTAL

20. Do you wear dental braces or plan to wear braces? (If so, your        orthodontist must submit a letter stating that active orthodontic        treatment will be completed prior to active duty date: release        form/ sample format can be found in the Recruiter's Medical        Guide.) 

21. Tooth or gum problems (other than cavities) 

LUNGS, CHEST WALL, PLEURA, AND MEDIASTINUM

22. Asthma

23. Wheezing 

24. Shortness of breath 

25. Bronchitis 

26. Other breathing problems worsened by exercise, weather,        pollens, etc 

27. Used inhaler(s) or steroids for breathing problem(s) 

28. Chronic cough or frequent coughing at night 

29. Collapsed lung or other lung condition 

30. History of chest, chest wall, or breast surgery 

HEART

31. Heart murmur, valve problem or mitral valve prolapse 

32. Palpitation, pounding heart or abnormal heartbeat 

33. Heart surgery 

34. Pain or pressure in the chest 

35. An abnormal electrocardiogram (EKG) 

36. Any other heart problems 

ABDOMINAL ORGANS AND GASTROINTESTINAL SYSTEM

37. Stomach, esophageal or intestinal ulcer 

38. Difficulty swallowing 

39. Frequent indigestion or heartburn 

40. Gall bladder trouble or gallstones 

41. Jaundice (except neonatal) or hepatitis (liver disease) 

42. Rupture/hernia 

43. Surgery to remove or repair a portion of the intestine or spleen        (other than the appendix) 

44. Chronic or recurrent intestinal problem of the small or large bowel such as Irritable Bowel Syndrome, Crohn's disease, Ulcerative Colitis, or Celiac disease 

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

46. Hemorrhoid surgery 

47. Bariatric surgery (weight loss surgery) 

CURRENTLY HAVE OR ANY HISTORY OF:

YES

NO

FEMALES ONLY:

48. A change of menstrual pattern (other than pregnancy) 

49. Pregnancy, abortion or miscarriage 

50. Any abnormal PAP smear(s) 

51. Date of last PAP smear (YYYYMMDD) 

52. Diagnosed with endometriosis or ovarian cysts 

53. Evaluation, treatment or surgery for any other gynecological        (female) disorder 

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

55. First day of last menstrual period (YYYYMMDD) 

MALES ONLY:

56. Missing a testicle, testicular implant, or undescended testicle 

57. Varicocele, hydrocele, or any scrotal mass, swelling or pain 

58. Prostate problems 

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

URINARY SYSTEM

60. Missing a kidney 

61. Kidney stone, infection or disease 

62. Kidney or urinary tract surgery of any kind 

63. Blood or protein in urine 

64. Painful or difficult urination 

65. Bedwetting or treatment for bedwetting (previous 12 months) 

66. Hernia 

Select no.  Bedwetting or treatment for bedwetting (previous 12 months).

SPINE AND SACROILIAC JOINTS

67. Back pain or back problem 

68. Herniated disk 

69. Neck pain 

70. Back or neck surgery 

71. Abnormal curvature of your spine (any part) 

UPPER EXTREMITIES

72. Painful shoulder, elbow, wrist, hand or fingers 

73. Dislocated shoulder, elbow, wrist, hand or fingers 

LOWER EXTREMITIES

74. Foot trouble (e.g., pain, corns, bunions, warts, ingrown toenails,        etc.) 

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

76. Painful hip, knee, ankle, foot or toes 

Select no.  Knee trouble (e.g., locking, giving out, or ligament injury, etc.).

77. Dislocated hip, knee, ankle, foot or toes 

MISCELLANEOUS CONDITIONS OF THE EXTREMITIES

78. Bone, joint, or other orthopedic deformity 

79. Loss of finger or toe, or extra finger or toe 

80. Loss of the ability to fully flex (bend) or fully extend a finger, toe,        or other joint 

81. Impaired use of arms, hands, legs, or feet (any reason)

82. Arthritis, rheumatism, gout, or bursitis 

83. Any swollen joint(s) 

84. Surgery on any joint/bone (including arthroscopy) 

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

86. Pain or swelling at the site of an old fracture 

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

88. Any other orthopedic, muscle, or sports injury problems 

VASCULAR

89. High or low blood pressure 

90. Raynaud's phenomenon or disease 

91. Deep Vein Thrombosis (blood clot; leg or elsewhere) 

92. Pulmonary embolism (blood clot in lung) 

SECTION III - MEDICAL HISTORY (Continued). Check each item "Yes" or "No." All "Yes" items must be fully explained in Section IV.

CURRENTLY HAVE OR ANY HISTORY OF:

YES

NO

SKIN AND CELLULAR

93. Acne 

94. Atopic dermatitis or eczema 

95. Psoriasis 

96. Large or painful scars 

97. Any other skin problems 

BLOOD AND BLOOD FORMING TISSUES

98. Anemia (iron deficiency, sickle cell, thalassemia) 

99. Blood clots requiring blood thinner medicine 

Select yes.  Anemia (iron deficiency, sickle cell, thalassemia).

100. Absence or removal of the spleen 

101. Prolonged bleeding (after an injury or tooth extraction) 

Select no.  Absence or removal of the spleen.

102. Any other blood or circulation problems 

SYSTEMIC

103. Adverse reaction to medication (describe reaction in Section IV) 

104. Adverse reaction to serum, insect bites, or stings 

105. Allergy to foods (milk, eggs, fish, meat, nuts, etc.) 

106. Allergy to wool, latex, or other material 

107. Tuberculosis or lived with someone who had tuberculosis 

108. Positive test for tuberculosis (PPD or blood test) 

109. Malaria 

Select no.  Positive test for tuberculosis (PPD or blood test).

110. Disorder(s) of your immune system (including HIV) 

111. Car, train, sea, or air sickness 

ENDOCRINE AND METABOLIC

112. Thyroid trouble or goiter 

113. High or low blood sugar 

114. Diabetes or told that you should be tested for diabetes 

NEUROLOGIC

115. Cerebrovascular incident (stroke) 

116. Frequent or severe headaches, including migraines 

117. Taking medication to prevent headaches 

118. Lost time from work or school due to frequent or severe          headaches 

119. A skull fracture 

120. A head injury, memory loss, or amnesia 

121. A period of unconsciousness or concussion 

122. Loss of memory or amnesia, or neurological symptoms 

123. Paralysis 

124. Meningitis, encephalitis, or other neurological problems 

125. Seizures, convulsions, epilepsy or fits 

126. Dizziness or fainting spells 

127. Any other neurologic problems 

SLEEP DISORDERS

128. Sleepwalking or narcolepsy 

129. Frequent trouble sleeping 

130. Sleep apnea or severe snoring 

LEARNING, PSYCHIATRIC. AND BEHAVIORAL

131. Evaluated or treated for Attention Deficit Disorder (ADD) or Attention Deficit Hyperactivity Disorder (ADHD) 

132. Taken (or taking) medication, drugs, or any substance to improve attention, behavior, or physical performance 

133. Diagnosed with a learning disorder, to include dyslexia 

134. Received counseling of any type 

135. Seen a psychiatrist, psychologist, social worker, counselor or other professional for any reason (inpatient or outpatient) including counseling or treatment for school, adjustment, family, marriage, divorce, depression, anxiety, or treatment of alcohol, drug or substance abuse (Applicant or recruiter will request sealed medical supporting documents from health care providers marked "CONFIDENTIAL: MEPS MEDICAL DEPARTMENT" and submit directly to MEPS medical personnel.) 

CURRENTLY HAVE OR ANY HISTORY OF:

YES

NO

LEARNING, PSYCHIATRIC. AND BEHAVIORAL (Continued)

136. Been expelled or suspended from school 

137. Been kicked out or removed from your home 

138. Been arrested or other encounters with law enforcement 

139. Been evaluated or treated, either with medication or counseling, for a mental condition, depression or excessive worry 

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

141. Anorexia, bulimia, or other eating disorder 

142. Habitual stammering or stuttering 

143. Have you ever purposely cut or harmed yourself 

144. Have you ever attempted or considered suicide 

145. Used illegal drugs or abused prescription drugs 

146. Have you been evaluated, treated, or hospitalized for          substance abuse, addiction or dependence (including illegal             drugs, prescription medications or other substances) 

147. Have you been evaluated, treated, or hospitalized for alcohol          abuse, dependence, or addiction 

148. Post-Traumatic Stress Disorder or excessive stress requiring counseling and/or medication following a traumatic experience 

149. Any other learning, psychiatric, or behavioral problems 

TUMORS AND MALIGNANCIES

150. Tumor, growth, cyst, or cancer of any type 

MISCELLANEOUS

151. Cold injury, frostbite or cold intolerance 

152. Heat injury, heat stroke or heat intolerance 

SUPPLEMENTAL QUESTIONS

153. Are you taking any medications, to include over the counter          medications (OTCs), vitamin, herbal, or nutritional supplements          (If "yes", list all in Section IV.) 

154. Any recent unexplained gain or loss of weight

155. Artificial or replacement body part (eye, bone, palate, hip, knee,          joint, leg, arm, etc.) 

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

157. Have you ever been treated in an Emergency Room? (If "yes",          explain in Section IV.) 

158. Have you ever been a patient in any type of hospital (including          being kept overnight)? (If "yes", specify when, where, why, and           name of doctor and complete address of hospital in Section IV.) 

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

160. Have you ever been rejected for military Service for any          reason? (If "yes", give date and reason in Section IV.) 

161. Have you ever been discharged from the military Service for          any reason? (If "yes", give date, reason, and type of discharge,          whether honorable, other than honorable, for unfitness or          unsuitability in Section IV.) 

162. Have you ever been refused employment or been unable to          hold a job or stay in school because of any of the following: (If          "yes", answer a - d below and give reasons in Section IV.) 

        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 

163. Applied for and/or received disability evaluation and/or          compensation for an injury or other medical conditions (If "yes",          provide details in Section IV.) 

164. Have you ever been denied life insurance? (If "yes", provide reason(s) in Section IV.) 

SECTION IV - APPLICANT COMMENTS.  Explain all "Yes" answers to questions 1 - 164 above.   Begin with the item Number.  Describe answer(s) fully:  provide date(s) of problem(s)/condition(s); provide names of Health Care Providers (HCPs), Clinic(s) and/or Hospital(s) along with the City and State; explain what was done (e.g., evaluation and/or treatment); and describe your current medical status.  Attach additional sheet(s) if necessary and sign and date each additional page.  Obtain and attach copies of applicable medical evaluation and treatment records.

SECTION V - HEALTH CARE PROVIDER/INSURANCE CARRIER CONTACT INFORMATION:  Current/Previous Primary Care Physician(s)/Practitioner(s) and/or Clinic(s) where care is received and Current/Previous Insurance Carrier(s) information. Attach additional sheets if necessary. 

1.  CURRENT PRIMARY CARE PHYSICIAN(S)/PRACTITIONER(S) AND/OR CLINIC(S)

2. PREVIOUS PRIMARY CARE PHYSICIAN(S)/PRACTITIONER(S) AND/OR CLINIC(S) 

3. CURRENT INSURANCE AND/OR PHARMACY BENEFIT MANAGER(S) 

4. PREVIOUS INSURANCE AND/OR PHARMACY BENEFIT MANAGER(S) 

5. ADDITIONAL INSURANCE AND/OR PHARMACY BENEFIT MANAGER(S)

SECTION VI - MEDICAL RECORDS RELEASE 

1. I authorize the release of the following information by ALL holders of my medical records/information (check all applicable) Choosing not to release all records will delay medical qualification determination.

2. Please send my records listed above to: 	

3. I authorize the release of the medical records that I marked above through an electronic health exchange if available.   4. I understand that if the person or agency that receives my information is not a health care provider or health plan covered by the HIPAA privacy regulations, the information described above may be redisclosed and is no longer protected by these regulations.   5. This authorization for medical records release will expire no later than 4 years from the date of signature or as directed by local laws. I understand written notification is necessary to cancel this authorization before such date and can be addressed to the department listed at item 2 of this form. I am aware that my cancellation will not be effective as to disclosures already made in reference to this authorization.   6. I understand that this disclosure may include information regarding drug abuse, alcoholism, or alcohol abuse, psychiatric or mental illness, Acquired Immunodeficiency Syndrome (AIDS) or infection with HIV regulated by Federal Statute (42 CFR Part 2).

7. Applicant          

8. Parent or Guardian Signature is mandatory for minor applicant, signature is optional if applicant is of age 

SECTION VII - MEDICAL PROVIDER'S SUMMARY AND DESCRIPTION OF PERTINENT INFORMATION:

Review and comment on all medical records, electronically provided medical history information, and other electronic data available in the Department of Defense Accessions Processing System. Medical providers may also develop any additional medical history deemed important and record significant findings here or by interview and document them on the DD Form 2808, "Report of Medical Examination."  Attach additional sheet(s) if necessary. 

SECTION VIII - MEDICAL PROVIDER'S PRESCREEN DETERMINATION BASED ON AVAILABLE INFORMATION:

1.a. DATE

(YYYYMMDD) 

b. MEDICAL PROCESSING STATUS

PA

PRW

PH

RJ

METR

PNJ

c. IF NOT WITHIN STANDARDS:

ICD

CONDITION

PULHES

SMWRA INPUT

d. PROVIDER INITIALS

KEY: PA = Processing Authorized; PRW = Processing Requested by SMWRA; PH = Processing Hold; RJ = Return Justified; METR = Medical Evaluation and/or Treatment Records; PNJ = Processing Not Justified; ICD = International Classification of Disease Code; PULHES = P (Physical Capacity), U (Upper Extremities), L (Lower Extremities), H (Hearing), E (Eyes), S (Psychiatric); SMWRA = Service Medical Waiver Review Authority.         

2. *FOR MEPS USE ONLY:

ON EXAM:

3. AUTHORIZING MEDICAL PROVIDER 	

4. EXAMINING PROVIDER 	
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		Height in inches: 
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