Form Approved
OMB No. 0704-0413
Expires Aug 31, 2003

The public reporting burden for this collection of mformauon is esumatsd to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources,
pathering and maintaining the data ded, ai pleting and r g the collection of information. Send comments regarding this burden estimate or any other aspect of this collection ot
informartion, including suggestions for reducing thg burden, to Depanmem of Defense, Washington Headguarters Services, Directorate for Information Operations and Reports (0704-0413),
1215 Jefterson Davis Highway, Suite 1204, Arlington, VA 22202-4302. Respondents should be aware that notwhhstanding 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. RETURN COMPLETED FORM AS INDICATED ON PAGE 2.
PRIVACY ACT STATEMENT

AUTHORITY: 10 USC 504, 505, 507, 532, 978, 1201, 1202, and 4346; and E.O. 9397,

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): None.

DISCLOSURE: Voluntary; however, failure by an applicant to provide the information may result in delay or possible rejection of the individual's application 1o

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.

ederal law. provides:severe penalties (up-to-5 years:confine

1. LAST NAME. FIRST NAME. MIDDLE NAME tSUFFIX) 2, SOCIAL SECURITY NUMBER 3. TODAY'S DATE (YYYYMMDD)

4.a, HOME ADDRESS (Street, Apartment No., City, State, and ZIF Code) | 5. EXAMINING LOCATION AND ADDRESS finclude ZIP Codel

M 1edllll SLIVIVG
b. HOME TELEPHONE finclude Area Codel Washineton, D.C. 20310-0001
X:ALL APPLICABLE BOXES:: i L 7.a. POSITION (Title, Grade, Component)
6.a. SERVICE b. COMPONENT c¢. PURPOSE OF EXAMINATION
Army gﬁ;f; Active Duty Enlistment Medical Board D Other (Specify)
Nawvy Reserve Commission Retirement b. USUAL OCCUPATION
Marine Carps MNational Guard Retention U.5. Service Academy
Air Force Separation ROTC Scholarship Program
8. CURRENT MEDICATIONS (Prescription and Over-the-counter) 9. ALLERGIES (including insect bites/stings, foods, medicine or other substance)
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. 'Asthma or any breathing problems related 1o exercise, weather,
pollens, etc.

f. Bronchitis

k. Any need to use corrective devices such as prosthetic devices, knee
brdn.e{::ﬁ baLk suppoms] litts or mth

5000000

Wheezmg 1)[ problems \nnlh wheenn«g

. Chronic or frpquem (‘Did“.

d. Jaundrr:e or hepatms ﬁ;ye.' d.-se&se}

il 1 gum.. trnuhle
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LAST NAME, FIRST NAME. MIDDLE NAME I!UFFlX]

SOCIAL SECURITY NUMBER

YES NO

119. Have you been refused employment or been unable to held a job

or stay in school because of:

] 21. Have you ever been a patient in any type of hospital? fff yes,

specify when, where, why, and name of doctor and complete O (O
address of hospital.)

0000000

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

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

] 27. Have you ever received, is there pendmg or have you ever

applied for pension or compensation for any disability O O
or injury? (If yes, specify what kind, granted by whom,
and what amount, when, why.)

status.)

29 EXPLANATION OF "YES" ANSWER[S} rDe-:can answerl(s), give datefs) of prob.‘em, name of doc.ra.rrs) and/ar hospitalis), treatment given and current medical

NOTE: HAND TO THE DOCTOR OR NURSE, OR IF MAILED MARK ENVELOPE “TO BE OPENED BY MEDICAL PERSONNEL ONLY."
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LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) .

SOCIAL ’ﬁTY NUMRBER

significant findings here.)

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

a. COMMENTS

b. TYPED OR PRINTED NAME OF EXAMINER fLast, First, Middle Initiall

c. SIGNATURE

d. DATE SIGNED
(YYYYMMDOD]
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