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1. PURPOSE. This Notice publishes revisions to Medical Manual, COMDTINST M6000.1B. Intended
user of this directive are all Coast Guard Units that maintain Medical Manuals.

2. ACTION. Area and district commanders, commanders of maintenance and logistics commands,
commanding officers of Headquarters units, Assistant Commandants for directorates, Chief Counsel and
special staff offices at Headquarters shall ensure compliance with the provisions of this Notice.

3. DIRECTIVES AFFECTED. Medical Manual, COMDTINST M6000.1B.

4. SUMMARY. Newly revised material and editorial changes are denoted by a line on the outside of the

page. Enclosure (1) summarizes the substantial changes throughout the Manual provided as enclosure

2).

PROCEDURES. No paper distribution will be made of this Manual. Official distribution will be via the
Coast Guard Directives System CD-ROM and the Department of Transportation Website
http://isddc.dot.gov/. An electronic version will also be made available via the Commandant (G-WK)
Publications and Directives website (see # 6, below).
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6. FORMS AVAILABILITY. All forms listed in this Manual with the exception noted in this paragraph
are available from stock points listed in the Catalog of Forms, COMDTINST 5213.6. Local
reproduction authorized for the Modified Physical Examination. Availability of DD-2808 Report of
Medical Examination and DD-2807-1 Report of Medical History is only by .pdf format, a web link is
provided on the Pubs and Directives web page. Some forms referenced in this Manual are also available
on SWSIII Jet Form Filler. Web links to forms in .pdf format have been provided on the Pubs and
Directives page; http://www.uscg.mil/hqg/g-w/g-wk/g-wkh/g-wkh-1/Pubs/Pubs.Direct.htm.
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JOYCE M. JOHNSON
Director of Health and Safety
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Enclosure (1) to COMDTNOTE 6000.1B

CH-17 to Medical Manual, COMDTINST M6000.1B

Chapter 1

Chapter 1-B-21 | Adds new sub-section 1-B-21, and provides guidance for (Volunteers).
Chapter 2

Chapter 2-A-6-(4) | Provides clarification of Elective Health Care and fitness for duty.
Chapter 3

Chapter 3-A-7-d

Provides new guidelines for Overseas Transfer, Sea Duty Deployment and
Port Security Units.

Figure 3-A-1 Revised Modified Physical Exam Form. Form authorized for local
reproduction.
Chapter 3-C Section revised to match sequence of the new DD-2808 (Report of

Medical Exam) and 2807-1 (Report of Medical History). No content was
changed.

Chapter 3-B-1&2

Revised paragraphs to reflect new physical exam forms.

Chapter 3-C-21-
b(9)(b)4

Revised paragraph to read HIV testing is every 5 years.

Chapter 3-C-21-
b(9)(b)8

Added new sub-paragraph to identify tuberculin reactors.

Chapter 3-C-21-b(i)

Removed reference to Reportable Disease Data Base (RDDB) no longer
used.

Chapter 3-C-20-
b(9)(e)

Revised paragraph to provide narrative summary to be obtained by the
referring medical officer.

Chapter 3-C-
22 j(1)@)(5)

Revised paragraph to reflect update to the process of color perception
testing.

Chapter 3-F-2

Provides new guidance for the List of Disqualifying Conditions and
Defects.

Chapter 3-F-22

Revised definition for Human Immunodeficiency Virus (HIV)

Chapter 3 —G-4-d.

Added required self-balancing test for aviation physicals.

Replaced all references to the new DD-2808 (Report of Medical
Examination) and DD-2807-1 (Report of Medical History)

Chapter 3

Chapter layout re-formatted.

Chapter 4

Chapter 4-A-6-b

Provides guidance for the transfer of Active Duty Health records.

Chapter 4-A-2(5)(g)

Updated section to provide placement of the audiogram microprocessor
test strip in the Health Record.

Chapter 4-B-6

Revised section to delete form SF-88 (Report of Medical Examination)
and replaced form with new form DD-2808 (Report of Medical
Examination)

Chapter 4-B-7

Revised section to delete form SF-93 (Report of Medical History) and
replaced form with DD-2807-1 (Report of Medical History).

Chapter 4-D-8-b

Provides guidance for the transfer of Dependant Health Records

Chapter 4-B-3-b(2)

Revised section to include NKDA (no known allergies) in section 1-a of
the DD-2766 (Adult Preventive and Chronic Care Flowsheet)

Chapter 4-B-9&10

Revised section to make the DD-2215 (Reference audiogram and DD-
2216 (Hearing Conservation Data Sheet and optional form.

Chapter 4-B-11

Updated section to include placement of audiogram results into the health
record.

Chapter 4-

Reformatted Chapter 4 adding (Enclosure (1) Medical/Dental Record
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Enclosure (1) to COMDTNOTE 6000.1B

Enclosure (1)

Forms(.jpegs)). Developed this new enclosure to prevent having to
download forms, when new text is added to Chapter 4.

Chapter 7

Chapter 7-B-2-b(3)

Revised paragraph to send a Coast Guard intranet e-mail message Disease
Alert report.

Figure 7-B-1 Revised List of Reportable Conditions.

Chapter 7-B-3-b Revised subsection (1) to submit Initial Report to MLC(k), copy to
WKH-1.

Figure7-B-3 Revised line 5 to read: Laboratory test done, if any, and results.

Chapter 7-C-4-f

Revised paragraph for the administration of vaccines.

Re-formatted Chapter 7 page numbers have changed.

Chapter 8

Chapter 8-E-3.b(2)

| Removed Optical Fabrication Laboratory form table.

Chapter 10

Chapter 10-B-2-
b(1)(a)

Revised paragraph to reduce letters of designation for the Controlled
Substance Audit Board.

Chapterl1

Chapter 11-C-3-a(1)

Removed reference to CG-5534 (Non-Fed Med form) form removed with
CH-16

Chapter11-C-5-b(2)

Removed reference to CG-5534 (Non Fed Med form) form removed with
CH-16

Chapter reviewed for accuracy and re-formatted.

Chapter12

All references to the SF-88 Medical Examination & SF-93 Medical
History have been removed. These forms are replaced with the DD-2808
Report of Medical Examination and DD-2807-1 Report of Medical
History

Chapter12-A-2-c(3)

Revised text to include new (Note) section to cover new OMSEP
enrollees.

Chapter 12-C-3-
d(2)b.c.d.

Revised text to provide new guidelines for acute exposure examination.

Figure12-C-2

Revised text to include: blood or breath benzene level (optional-if
available)

Chapter12-C-7-d-(5)

Revised paragraph to clarify guidance for audiogram STS.

Chapter 12-C-9-d

Paragraph revised to clarify Examination protocol.

Chapter12 re-issued, page numbers have changed.

Chapter13

Chapter —13-B-4-f

Revised section to provide guidelines for: Proof of current competences.

Chapter 13-B-5-b(4)

Revised section to submit documentation of CME credentials every other
year.

Chapter 3-G-1-c(2)

Revised paragraph to increase “other element” from 60% to 80%.

Chapter 13-M-2-c(4)

Deleted Practicum Guide for HS’s

Chapter 14

Introducing new Chapter 14 - Medical Information System (MIS) Plan




patient transport via gurney or wheelchair within the clinic; assessing and properly
recording temperature, respiratory rate, heart rate, and blood pressure; acting as a
chaperone during exams or treatment; assisting in specialty areas, i.e., laboratory
(with appropriate additional training and supervision); answering telephones, filing
and other clerical duties; cleaning and wrapping instruments.

Supervision. Supervision of Red Cross volunteers is the responsibility of the Clinic
Administrator and may be delegated.

Orientation. Each volunteer must have an initial orientation to the clinic
documented. Orientation shall include at least the following topics:
(5) Fire Safety,

(6) Emergency procedures (bomb threats, mass casualty, power outages,
hurricanes/tornadoes),

(7)  Universal precautions and infection control,
(8)  Proper handling of telephone emergency calls,
(9) Phone etiquette, paging, proper message taking,

(10) Patient Bill of Rights and Responsibilities, to include confidentiality, and
chaperone duties in accordance with Chapter 2-J-3-b of this Manual.

21. Volunteers

a.

Volunteer health care workers (HCW) who are not health care providers and who are
members of the U. S. Public Health Service (USPHS), Department of Defense
(DOD) or Coast Guard Auxiliary (AUX) shall work under the supervision of clinic
staff and will provide support services that include but are not limited to: patient
transport via gurney or wheelchair within the clinic, assessing and recording vital
signs, acting as a chaperone during examination or treatment, clerical duties such as
answering telephone or filing, cleaning and wrapping instruments, etc.

Health care providers who are members of the USPHS or DOD who volunteer to
work in Coast Guard clinics for up to fourteen days per year will not be required to
apply to G-WK for clinical privileges.

(1)  Volunteer providers in this category will submit a copy of a current active state
license, copy of current clinical privileges and a current CPR card to the local
clinic when they report in. They will also complete a request for clinical
privileges appropriate to their category and submit to the local SMO/SDO.
Volunteer providers can also submit a Credentials Transfer Brief in lieu of
their license and CPR card.

(2) The SMO/SDO will evaluate the clinical privileges requested and by signing
the request will authorize the provider to perform those health care services.
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CH-17

Health care providers who are members of the USPHS or DOD who volunteer to
work in Coast Guard clinics for more than fourteen days per year will be required to
apply for clinical privileges from G-WK as described in Chapter 13-B, and C of this
Manual.

. Health care providers who are members of the AUX will be required to apply for

clinical privileges from G-WK as described in Chapter 13-B, and C of this Manual.

Volunteer providers will work under the direct or indirect supervision of Coast
Guard clinic providers.

Each volunteer must have an initial orientation to clinic standard operating
procedures which must be documented and must include at the minimum:

(1
)

3)
4
)
(6)

Fire safety

Emergency procedures (e.g., bomb threats, mass casualty, power outages,
hurricanes/tornadoes)

Universal precautions and infection control
Proper management of telephone calls, emergency calls
Telephone etiquette, paging, taking messages

Patient sensitivity and confidentiality

1-40



(2) Coast Guard health care facilities are not required to provide such information
under the law. Clinics may elect to provide standardized information to
patients on request. Information given out shall conform to the implementing
laws of the state in which the clinic is located. Clinics providing such
information shall notify patients of its availability either by posted notice or via
patient handout materials.

(3) Clinic staff members usually do not have the required training and experience
to advise patients on the legal issues concerning creation of advance directives.
Patients shall be referred to the appropriate source of legal support, e.g.,
command or district legal officers.

(4) Clinic staff members, where allowed by state law, may serve as witnesses to
advance directive signatures.

(5) Advance directive documents shall be held by the member and/or the member's
next of kin. Advance directive documents shall not be filed in the member's
health record since health records are not universally available 24 hours a day,
seven days a week, for reference by a treating hospital.

5. Elective Surgery for Pre-Existing Defects.

a. General. In many medical/dental procedures undertaken to correct defects that
existed prior to entrance (EPTE) into the Service, the likelihood of return to full duty
is questionable. In addition, such cases have often resulted in long periods of
convalescence with subsequent periods of limited duty, outpatient care, and
observation which render the Government liable for benefits by reason of
aggravation of these defects.

b. Criteria. The following conditions must be met before attempting surgical correction
of an EPTE defect.

(1) It interferes with the member's ability to perform duty.

(2) The procedure being considered is an accepted one, carries a minimal risk to
life, and is not likely to result in complications.

(3) There should be a 90 percent chance that the procedure will correct the defect
and restore the member to full duty within a reasonable time (three months)
without residual disability. If the defect does not meet the above conditions
and the member is, in fact, unfit to perform the duties of grade or rate, action
shall be taken to separate the member from the Service.

c. Discussion. Whether elective medical/dental care should be undertaken in any
particular case is a command decision which should be decided using the above
guidelines. In questionable cases, the member may be referred to a medical board for
final decision prior to undertaking elective treatment for an EPTE defect.
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6. Elective Health Care.

Medical/Dental treatment not required to maintain the member’s fitness for duty is

elective in nature and is not authorized for payment by the Coast Guard. If the
member’s condition does not interfere with their ability to perform duty, the
treatment shall be considered elective.

(1
)

3)

4

Elective care may be obtained, if available, from USMTEF’s.

If obtained from nonfederal providers, payment is the member’s responsibility.
In addition, the member is financially responsible for any care arising from
complications that require additional treatment, even if it is non-elective.

Because complications could lead to subsequent action by the Physical
Disability Evaluation System (PDES), and to protect the interests of both the
service member and the Coast Guard, the member’s health record must contain
a SF-600 entry detailing:

(a) the personnel action to be taken by the command regarding the granting
of absence;

(b) that the service member was counseled regarding the provisions
contained herein and other applicable directives. Counseling will be
provided at the local Coast Guard primary care facility, or if there is no
near by Coast Guard primary care facility, then the cognizant MLC (k)
via phone. SF-600 will be faxed to the cognizant MLC (k) for
appropriate entries, then faxed or mailed back to the unit for
incorporation into the member’s health record.

(c) that the service member must obtain copies of all treatment records from
the provider for inclusion into the Coast Guard health record, including
initial evaluation, treatment plan, progress notes, and follow-up care.

Members shall understand that once they have received an elective treatment or
procedure, they may be adversely effected for present or future assignments or
specialized duty. For example, Laser In-situ Keratomileusis (LASIK) is
disqualifying for divers, aviation personnel, and landing signal officers (LSO).

7. Other Health Insurance (OHI)

CH-17

a.

General. In some situations a member may desire to utilize their spouses’ health
insurance (OHI) to obtain health care outside of the Military Health Care System.
Whether elective health care or all other arecas of health care, this decision has an
impact on the command and possibly on a member’s access to the Physical Disability
Evaluation System (PDES).

Criteria. The following conditions must be met before utilizing a spouse’s health
insurance or OHI,
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visual acuity check is required and indicates the current prescription is
inadequate, and obtain a refraction.

Available Eyewear and Standard Evewear Sources of Supply.

(1) These types of eyewear are available:

Cellulose acetate frame

Type of Correction Glass Lens Plastic Lens
Single Vision, white ' X X
Single Vision, tinted "~ X X
Bifocal, 25mm segment, white ' X X
Bifocal, 25mm segment, tinted " X X
Trifocal, white X

Cataract Aspheric X
Trifocal, white and tinted "~ X

(1) Eyewear provided in FG-58 (Flight Goggle) mounting for
authorized personnel

(2) Only N-15 and N-32 tints authorized

(2)  Process all requests for standard prescription eyewear through the
below military optical laboratory; this is the only optical laboratory
from which Coast Guard units are authorized to order standard
prescription eyewear.

Naval Ophthalmic Support and Training Activity
Yorktown, VA 23691-5071

(a) The Coast Guard pays only for glasses ordered and processed for
Coast Guard active duty or retired personnel; therefore, it is
extremely important to properly complete the DD-771 service
identification block to indicate the patient's service affiliation.

(3) Procurement Procedures. Order all prescription eyewear using DD-
771, Eyewear Prescription. It is extremely important to accurately
complete the prescription form. If the prescription is wrong, the patient
is inconvenienced; the Coast Guard is required to pay for eyewear even
if it cannot be used; and the supply activity will reject an improperly
prepared prescription, resulting in delay. Use these guidelines to
prepare DD-771. See Section 4-B for more detailed instructions.

(a) Use aseparate DD-771 for each type of eyewear.
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(b) If no health services personnel are available at the unit, send the
prescription obtained from the health record or local civilian
source to the health record custodian to prepare and submit the
DD-771.

(c)  Submit all three DD-771 copies to the approving authority or
supply activity; disregard the distribution instructions. Remove
all carbon sheets before submission. File a photocopy of the DD-
771 in the member's health record.

(d) TRACEN Cape May shall send recruits’ eyewear prescriptions
separately and mark the envelope, "RECRUIT—PLEASE
EXPEDITE".

(e) Report delays longer than eight weeks in receiving eyeglasses to
the appropriate MLC (k).

(4) Health Record Entries. Record on a separate DD-771 the current
prescription, including frame measurements and all other data
necessary to reorder eyewear, for each individual requiring eyeglasses.

Aviation Prescription Lenses. These personnel are authorized two pair of clear

aviation spectacles (FG-58) and one pair of tinted spectacles (N-15) in matte
chrome only:

a.

Aviators Engaged in Actual Flight Operations. Aviation spectacles may be
ordered for distant vision correction , or for distant vision and near vision
correction (bifocal lenses). Those aviation personnel engaged in flight
operation who desire near vision only correction in aviation frames must
order bifocal lenses containing plano top portion and the near vision
correction on the bottom. Spectacles containing only near vision correction
are not authorized in aviation frames. This type correction will only be order
in cellulose acetate frames.

Landing Signal Officers (LSQO).

Coast Guard Ceremonial Honor Guard personnel.

Small Boat Crew required to wear a helmet while performing their assigned
duties.

Contact Lenses. Contact lenses are issued only to active duty personnel for

postocular surgical difficulties or to enable a member to overcome a
handicapping disease or impairment. MLC (k) will not approve contact lenses
solely for cosmetic reasons.

8-14



Section B- Controlled Substances

1. General.

a. Controlled substances, as used here, are defined as:

(1

)
3)
4

drugs or chemicals in DEA Schedules I-V: (for example, the manufacturers
label for Acetaminophen with Codeine #3(30 mg.) carries the DEA symbol for
Schedule III (C-III) and will be treated as a Schedule III by Coast Guard units.)

precious metals;
ethyl alcohol (excluding denatured);

other drugs or materials the local commanding officer or Pharmacy and
Therapeutics Committee determine to have significant abuse potential.

b. Coast Guard authorized uses for controlled substances are:

(1
)
3)

medicinal purposes;
retention as evidence in legal or disciplinary actions; or

other uses CG Regulations specifically authorize.

c. Quantity Definitions. Due to the potential for abuse and associated audits required,

Coast Guard units should strive to minimize the quantities of controlled substances

used.

(1

)

Two types of quantities are recognized for controlled substances:

Working Stock. Working stock is defined as a 30 day supply (under routine
conditions) of a controlled substance or limited amounts of emergency drug as
might be required. For smaller facilities, with limited quantities of controlled
substances, working stock may surpass the 30 day limit when quantities are
less than 1000 dosage units (tablets, capsules, etc.). It is also acceptable for
partial containers to temporarily surpass this 1000 dosage unit limit.

Bulk Stock. Bulk stock is defined as a larger quantity beyond the normal
working stock quantity. Bulk stock should primarily be sealed in sealed
manufacturer’s containers.

2. Custody and Controlled Substance Audits.

a. Controlled Substance Custodian (CSC).

(1

)

3)
4
)

Pharmacy officers, when assigned, shall be appointed in writing as the CSC by
the commanding officer.

In the absence of a pharmacy officer, COs shall designate the clinic
administrator as CSC.

Medical and dental officers may serve as alternate CSCs.
Temporarily assigned personnel shall not serve as CSCs or alternates.

Under Coast Guard Regulations, COMDTINST M5000.3A, Chapter 6-2-3-
A.(6), the Executive Officer is directly responsible for medical matters if a
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(6)

(7

medical officer is not assigned. For sickbays, the CO shall designate a
commissioned officer as the CSC.

CSCs may permit Health Services Technicians to assume custody of a
"working stock" quantity of controlled substances.

An audit of all controlled substances (working and bulk stock) is required
when the CSC is changed. The results of this inventory shall be filled in the
command’s permanent file and in the Health Services Log. All keys should be
transferred and/or combination locks changed at the time of this inventory.

b. Unit Controlled Substance Audits.

(1

Controlled Substance Audit Boards (CSAB). Each unit procuring, storing, or
dispensing controlled substances shall have a CSAB.

(a) Membership: The CSAB shall consist of two or more disinterested
officers or if unavailable, two or more disinterested senior petty officers
(E-6 or above). Designated in writing by the Commanding Officer.
CSAB letters of designation will remain in effect until the members are
relieved in writing or detached from the command. In no case may the
controlled substance custodian be a member of the CSAB.

(b) The CSAB shall conduct monthly audits of controlled substances at
clinics (quarterly at ashore or afloat sickbays) and submit its report to the
commanding officer within 5 working days after its audit. Commands
shall maintain these reports for three years after which they may be
destroyed.

(c) Monthly CSABs shall audit all working and bulk stock of C-II through
C-V controlled substances, precious metals, ethyl alcohol, and drugs or
other items locally designated as controlled substances due to abuse
potential and report all quantities on CG-5353, Monthly Report for
Narcotics and Other Controlled Drugs.

(d) During monthly audits, CSABs shall inspect controlled substances for
expiration, deterioration, and inadequate or improper labeling. Expired
products or those with other discrepancies shall be removed for disposal.

(e) The CSAB shall count required controlled substances; review a
representative random sample of prescriptions, receipts, and issue
documents; and report the results on Monthly Report for Narcotics and
Other Controlled Drugs, CG-5353. For sealed containers, a bottle count
is sufficient; for open containers an exact count is required. For open
liquid containers, an estimate other than an exact volume measurement is
adequate. CSABs may use tamper-proof seals on open containers to
avoid future counting of partial quantities.
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CHAPTER 13

QUALITY ASSURANCE
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d. Copies of state licenses for all states in which the practitioner is licensed
(active or inactive), current renewal certificates, and Educational
Commission for Foreign Medical Graduates (ECFMGQG) certification if the
practitioner graduated from a medical school not in the Continental U. S.,
Hawaii, Alaska, or from a medical school not accredited by the American
Association Liaison Committee on Medical Education in Puerto Rico. The
practitioner must attach a statement of explanation for lapsed state licenses or
those subject to disciplinary action. The primary source must verify all
licenses or renewal certificates.

e. Copies of specialty board and fellowship certificates with primary source
verification of these documents.

f.  Proof of current (within one year) competence, i.e., two letters of reference
for initial appointment and a description of recent clinical privileges held
(practitioner's supervisor must note concurrence with and approval of
privilege performance).

(1) The official reviewing letters of reference is authorized to contact the
author of the letters to verify authorship and authenticity of letters. The
official is also authorized to request a second letter of reference from an
author when the first letter is deemed unclear. The official reviewing a
letter of reference is authorized to contact the author via telephone in
cases in which the author declines to respond in writing. In such cases,
the official will document in a telephone log the site, date, time, identity
of call participants and a detailed description of the conversation.

g. A statement explaining any involvement in malpractice cases and claims,
including a brief review of the facts about the practitioner's involvement.

h. A statement about any hospitals’, licensing boards’, or other agencies’
disciplinary action.

1. A copy of current certification in Cardiopulmonary Resuscitation from the
American Heart Association or American Red Cross.

j. Copies of all current and prior Drug Enforcement Agency (DEA) registration,
as appropriate.

k. National Practitioner Data Bank (NPDB) query.

5. Documentation.

a. Documents will be placed into a U. S. Coast Guard Training Record (CG-
5285) folder. Commandant (G-WKH-2) will maintain files in a locked
cabinet. PCFs and their contents are Class III (maximum security) records
and protected from disclosure under the Privacy Act. Do not release
documents in the PCF to any other individual or entity unless the provider
has given express written permission.

b. Place documents in the six-section folder are as follows:
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C.

(1) Section One: Coast Guard clinical privilege documents.
(2) Section Two: Reference letters.

(3) Section Three: Adverse actions, malpractice documents, proof of
malpractice coverage, statements about adverse information or
malpractice claims.

(4) Section Four: Copies of CPR certification cards, continuing education
certificates (CME), other military or civilian courses other than initial
qualifying degree.

(a) By 31 December every other year, each provider shall submit a
summary of CME completed during the prior 2 years to
Commandant (G-WKH-2).

(b) The CME summary will be in the form of a list in tabular format
and will include the name of the course, date taken, sponsoring
organization and CME earned.

(¢) Providers who are members of the professional organizations that
maintain transcripts can submit a transcript in lieu of a summary
of CME.

(5) Section Five: JCAHO-accredited hospital letter on admitting
privileges, privileges granted by other or previous institutions,
curriculum vitae.

(6) Section Six: Copies of license(s), diploma(s) or degree certificates,
ECFMG certificate (if applicable), Internship certificate, Residency
Certificate, Fellowship documents, and Board Certification. Primary
sources must verify all documents in Section Six.

See Figure 13-B-1 for a list of required documents by provider category.

6. Verification.

CH-17

a.

To verify education, training, licensure or registration, certification, ECFMG
and board certification, obtain either an original letter from the educational
institution or certifying body attesting to successful completion of specialty
training, or verify by telephone call between the Coast Guard representative
and educational institution or specialty board. Record telephone verification
on the document itself and on official letterhead signed and dated by the
person making the call. Place all verification documents with their source
documents in PCF Section Six.

Commandant (G-WKH) will verify uniformed services persons before
appointment.

Before selection of Civil Service and contract providers, there will be a
verification of education, training, licensure, experience, certification or
registration, and current competence.
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d. To verify experience and current competence requires at least two
recommendation letters from appropriate sources as listed below.
Commandant (G-WKH-2) or the appropriate MLC shall receive direct letters
from the person providing the reference. Verify descriptions of recent
clinical privileges as above.

(1) A letter either from the hospital chief of staff, clinic administrator,
professional head, or department head if the individual has professional
or clinical privileges or is associated with a hospital or clinic; or

(2) A letter from the director or a faculty member of the individual's
training program if he or she has been in a training program in the
previous two years; or

(3) A letter from a practitioner in the appointee's discipline who is in a
position to evaluate the appointee's peer and a professional association
or society association (mandatory if the appointee is self-employed).

7. Contract Provider Credentials Review.

a All contract providers who perform any part of their work in a Coast Guard
health care facility will submit credentials documents to the appropriate MLC
per Paragraph 13.B.6. above and MLC SOPs.

b. The contracting officer will verify documents

C. At the contracting officer’s request, MLC (K) will perform a technical review
of the providers’ credentials.

8. Reverification.

a These credentials are renewable and will be primary source on renewal:
License, PA certification, Board certification, and contract providers’
malpractice coverage. Reverify contract providers’ credentials at contract
renewal.

b. Reverify these credentials by original letter or telephone contact The person
making the call will record telephone contact on the document and by a
separate, signed memorandum.

9. National Practitioner Data Bank.

c. Commandant (G-WK) possesses sole authority to reportto the National
Practitioner Data Bank. Commandant (G-WKH-2) is designated as the
appropriate entity for National Practitioner Data Bank queries. Coordinate all
queries for patient care providers through this branch.

d. A reply from the NPDB is not required before the practitioner begins
providing services. However, any provider whose credential verification is
not fully completed will be considered to have a conditional appointment
until all credentials are verified as required.
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FIGURE 13-B-1

REQUIRED CREDENTIALS BY PROVIDER CATEGORY

A|B|C|D|E|F|G|H]|I J | K
Physicians X1 X | X[ X | X[ X[ X[ X | X ]| X|X
General Practice Physicians* | X | X | X | X X | X | X | X | X | X
Dentists X | X | X | X X | X | X | X | X
Physician Assistants X | X | X | X X | X | X X
Nurse Practitioners X | X | X | X X | X | X X
Optometrists X | X X X | X | X X
Physical Therapists X | X | X | X X | X | X X
Dental Hygienists X | X X X | X | X X
A. Current curriculum vitae
B. Copies of qualifying educational degrees
C. Copies of required postgraduate training certificates for the area of work; for

example, internship, residency, fellowship, nurse practitioner or physician assistant
schooling

D. Copies of state license(s)
E. Copies of specialty board certification and fellowship certificates
F. Proof of current competence, recent clinical privileges
G. Proof of malpractice coverage (contractors only)
H. Statement explaining malpractice claims, other adverse actions
I. CPR certification
J. DEA certification
K. NPDB query

General Practitioners. Physicians who have completed one year of Graduate Medical

Education (Internship) and have not completed a full residency in a medical specialty.
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Section G - Coast Guard Clinic Certification and Accreditation

1. Clinic Certification Program.

a. Background. Commandant (G-WK) must certify all Coast Guard clinics with
assigned medical and dental officers to provide health services. Clinic
certification is based on complying with standards set forth in the Medical
Manual, COMDTINST M6000.1 (series), and MLC Quality Assurance (QA)
Checklists. Commandant (G-WK) certifies facilities based on the results of
Quality Assurance site surveys conducted by Maintenance and Logistics
Commands.

b.

Responsibility.

(1

)

3)

Unit. The unit commanding officer is responsible for ensuring the
command's health care facility complies with standards set forth in the
Coast Guard Medical Manual and MLC QA Checklists and for meeting the
minimum requirements set forth for clinic certification.

Maintenance and Logistics Command. Chief, Health and Safety Division
is responsible for developing and coordinating QA Checklists and
periodically conducting Quality Assurance Site Surveys at facilities in their
area of responsibility. These surveys will assess compliance with existing
directives and recommend the facility’s certification status based on survey
results.

Headquarters. Chief, Office of Health and Safety coordinates and directs
the certification program, issues certificates to certified clinics, adjudicates
appeals, and promulgates appropriate standards governing Coast Guard
providers’ delivery of health care and policies on managing and operating
Coast Guard health care facilities.

Certification Standards.

(1)

2)

3)

Certified. Commandant (G-WK) will certify clinics complying with at
least 90% of both key elements and all other elements on the QA Checklist.
Clinics must earn re-certification every three years.

Provisionally Certified. Commandant (G-WK) will provisionally certify
clinics complying with at least 80% of key elements and at least 80% of all
other elements on the QA Checklist. MLC Health and Safety Divisions
will annually re-survey provisionally certified facilities until they attain full
certification.

Not Certified. A facility failing to achieve either certification or
provisional certification under this Section’s provisions will be subject to a
follow-up MLC QA site survey within 180 days after notice of non-
certification. During this remedial period, the MLC will assist the facility
to promptly address QA survey discrepancies and may impose restrictions
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limiting the scope of services the facility can provide. The facility must
request a follow-up survey during this period. If the facility does not
receive at least provisional certification

(@) MLC will notify the Commanding Officer the health care facility is
not certified by letter through the chain of command and detail
appropriate specific restrictions on care delivery in that facility.

(b) The Commanding Officer shall submit weekly message reports of
progress attained in eliminating disqualifying discrepancies to the
cognizant MLC (k), with an information copy to Commandant (G-
WKH), through the chain of command.

d. Notice of Certification Status. The Maintenance and Logistics Command will
send each surveyed facility a copy of the survey report and recommendations for
corrective action within 6 weeks of the site survey. If a facility is not certified,
the MLC(k) will send the survey report or an interim action report within two
weeks of the site survey. Certified and provisionally certified facilities will
receive certificates which they are to display prominently within.

e. Appeal of Certification Status. A Unit Commanding Officer (CO) may appeal
the certification status awarded as a result of the MLC Quality Assurance site
survey within 30 days of the site survey report date. The Commanding Officer
appeals in writing to Commandant (G-WK) through the chain of command; the
appeal must specify the particular disputed QA checklist elements and reasons
for the appeal. The CO must not base the appeal on corrective actions taken after
the QA site survey or local misinterpretation of QA checklist elements or
Medical Manual guidelines. Commandant (G-WK) will consider the appeal and
render a final verdict on certification status within 30 days of receiving the
appeal.

2. Clinic Accreditation Program.

a. All Coast Guard-certified health care facilities with four or more medical officers
assigned are expected to pursue accreditation from an external accrediting
organization such as the Joint Commission on Accreditation of Health Care
Organizations. The cognizant MLC and G-WKH must approve pursuit of this
accreditation. Once a clinic achieves full or provisional external accreditation, that
facility will automatically receive Coast Guard certification and be required to
maintain external accreditation. A non-scored MLC QA survey will also be
performed to ensure compliance with Coast Guard regulations and compliance
with G-WK quality assurance program standards.

b. The respective Maintenance and Logistics Command will provide any technical
and professional assistance the health care facility requires to prepare for external
accreditation. On the command’s letter request, Commandant G-WK will provide
funding for external accreditation surveys through the respective MLC (K).
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b. In-service training must include these topics, among others:

(1
)

3)
4
)
(6)
(7
®)
©)

Quality Assurance Implementation Guide Exercises;

Annual review of clinic protocols on suicide, sexual assault, and family
violence;

Patient satisfaction issues;

Patient sensitivity;

Emergency 1. V. therapy;

Pneumatic anti-shock garment (MAST) review;
Emergency airway management;

Cardiac monitor and defibrillator familiarization;

Cervical spine immobilization and patient transport equipment;

(10) Emergency vehicle operator's training (where operated);

(11) Section 13-K infection control policy and procedures.

C. The Chief, Health Services Division, must designate in writing a Health

Services Training Coordinator (HSTC) who coordinates clinic in-service

training, distributes a quarterly training schedule, and maintains the unit's
health services training record. The HSTC’s responsibilities include these:

(1)

)

©)

Establishes and maintains a Health Services Training Record to
document all training conducted within the clinic. Records should
include presentation outline, title, program date, name of presenter, and
list of attendees. Maintain training records for 3 years from the date on
which training occurred.

Ensures all emergency medical training is documented in the
individual's Coast Guard Training Record (CG-5285) for credit toward
the 48-hour National Registry EMT continuing education requirement.

Maintains a Training Record section that records personnel
certifications including CPR, ACLS, EMT, and flight qualifications,
including expiration dates and copies of the current certificate. The
HSTC should ensure assigned personnel obtain recertification before
current certificates expire.

3. Emergency Medical Training Requirements.

a. All active duty. civilian, and contract civilian personnel working in Coast

Guard clinics and sick bays shall maintain current CPR certification at the

health care provider level (AHA "C" Course or equivalent).

b. Every Health Services Technician who participates in SAR or MEDEVAC

operations must be a currently certified EMT. At least one currently certified
EMT will staff Coast Guard emergency vehicles. Unit commanding officers
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shall ensure HSs are trained in sufficient numbers under Section 13-M-3.h to
meet this requirement.

At least one medical officer per clinic will maintain current ACLS
certification.

Only licensed or certified physicians, nurse practitioners, physician assistants,
or Nationally Registered advanced life support providers (EMT-P and EMT-
I) will perform ALS procedures, except as Section 13-M-3.e stipulates.
Paramedics may perform functions authorized by their certifying
jurisdiction’s protocols with written medical officer authority.

Other than those permitted in the Standardized Health Services Technician
Formulary, (COMDTINST 6570.1), an HS in SAR or MEDEVAC situations
may provide ALS procedures and medications only if his or her supervising
medical officer authorizes such provision in writing and assumes
responsibility for those procedures and medications. In emergencies, the
supervising medical officer may so authorize by radio.

Other than those described in Sections 13-M-3.d and 13-M-3.e, persons who
have completed an ACLS course should note certification means only they
have completed the course and does not convey a license to perform any
skill. Individuals completing ACLS courses shall serve as a clinic resource
on current standards for pre-hospital care in training and equipment areas.

Emergency vehicles shall be equipped to provide basic life support (BLS)
only. The clinic shall maintain equipment (monitor-defibrillator, advanced
airway kit etc.) and medications to provide ALS services at in a reserve status
and add them when necessary if authorized ALS providers are available.

To obtain required EMT training (basic course or recertification), commands
shall use local military sources if available. Usually most public service
training agencies or community colleges offering training can accept Coast
Guard personnel. If the required training is not available from a civilian or
military source within a 50-mile radius, commands may use other cost-
effective training sources. Submit requests through the chain of command to
Commandant (G-WKH) with these items:

(1) CG-5223, Short-Term Resident Training Request;

(2) SF-182, Request, Authorization, Agreement and Certification of
Training;

(3) Requests for training outside a 50-mile radius which incur per diem
expense require the unit commanding officer’s or officer-in-charge’s
statement local training sources are unavailable.

4. Health Services Technician "A" School.

CH-17
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a.

The Office of Personnel and Training operates the 20-week introductory
course for Health Services Technicians, including the Emergency Medical
Technician (EMT) course, at TRACEN Petaluma. As program manager,
Commandant (G-WKH) provides professional comments to the TRACEN on
curriculum and qualifying requirements. Commandant (G-PRF) controls HS
"A" School personnel quotas. The Training and Education Manual,
COMDTINST M1500.1 (series), outlines selection requirements and
procedures.

5. Health Services Technician "C" Schools.

Due to the specialized nature of health care, the Coast Guard requires health
services technicians to complete training in medical specialty fields such as
aviation medicine, preventive medicine, medical and dental equipment repair,
physical therapy, eye specialist, laboratory, radiology, pharmacy, and
independent-duty specialties. The usual sources are Department of Defense
training programs.

Selection for HS "C" Schools is based on qualification code requirements for
HS billets at clinics and independent duty sites as specified in personnel
allowance lists. Secondary selection criteria include command requests,
personnel requests, and deficiencies noted on MLC Quality Assurance Site
Surveys.

HS personnel should submit a CG-5223, Short-Term Resident Training
Request, with Command endorsement to Commandant (G-WKH) through the
appropriate chain of command. Commandant (G-WKH) must receive this
request at least 45 days before the training convening date.

HS personnel wishing to pursue "C" school training in courses of 20 weeks or
longer require a permanent change of duty station coordinated by Military
Personnel Command (CGPC). Submit requests on CG-3698A, Assignment
Data Form, to Military Personnel Command (CGPC-emp).

6. Continuing Education Programs.

a.

All U.S. Public Health Service Officers and Coast Guard physician assistants
must maintain active professional licenses and/or certification to practice
their professional specialty while assigned to the Coast Guard. Licensing
and/or recertification requirements often demand continuing professional
education, which enhances the practitioner’s skills and professional
credentials.

The Office of Health and Safety attempts to fund one continuing education
course annually for all licensed health services professionals. The program
coordinator for an applicant's professional specialty must approve all training
requests. Generally training should provide at least six documentable
continuing education credits per day pertinent to the applicant's Coast Guard
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billet. Personnel should obtain training at the nearest possible geographic
location.

Medical and dental officers’ licensing and certification exams will not be
funded as continuing education. Coast Guard-sponsored Physician Assistant
(PA) programs’ graduates may request funding for examination fees (primary
care only), travel to the testing site nearest their current duty station, and per
diem associated with obtaining initial certification from the National
Commission on Certification of Physician Assistants. The Coast Guard funds
this one-time exception because it sponsors the PA training program and
requires certification for employment. PAs may take the recertification
examination in conjunction with the annual physician assistant conference.
Travel and per diem will be authorized as annual CME. The member pays
recertification examination fees.

Except for Health Service Technician "C" School applicants, Health and
Safety Program personnel requesting continuing education must follow these

procedures:

(1) Each person requesting training must complete CG-5223, Short-Term
Resident Training Request, with proper endorsements.

(2) Accompany each training request with course literature (e.g., a
descriptive brochure) or a brief written description.

(3) Submit SF 182, Request, Authorization, Agreement and Certification
of Training (10 parts) with proper endorsements if using a government
purchase order to pay tuition or fees.

(4) Send all completed forms to Commandant (G-WKH) for processing.
Send one information copy of the Short Term Training Request to the
appropriate Maintenance and Logistics Command, Quality Assurance
Branch.

(5) Training requests must arrive at Commandant (G-WKH) § weeks
before the anticipated training convening date. Coast Guard Training
Quota Management Center (TQC), Portsmouth, VA, processes
approved requests and issues orders.

7. Long-Term Training Programs.

CH-17

a.

Long-Term Post-graduate Training for Medical Officers (Physicians,
Physician Assistants, and Nurse Practitioners). This 1- to 2-year program for
medical officers principally emphasizes primary care (family practice,
general internal medicine, and pediatrics). Consideration may be given for
non-primary care specialties such as occupational health, public health, and
preventive medicine. Training in orthopedics is a potential option for mid-
level practitioners only. The Health Services Program Manager will consider
non-primary care post-graduate medical training only when needed.
Applicants also must have applied to their chosen training program and meet
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its requirements before requesting training. Applicants should have served
with the Coast Guard Health Services Program for at least 2 years for each
year of training received. For physician applicants, highest consideration will
be given first to those who have not completed an initial medical residency.
Commandant (G-WKH) has more information.

. Advanced Dental Training Programs. This 2-year program provides dental
officers advanced training in general dentistry, enabling them to give more
effective, comprehensive dental care to Coast Guard beneficiaries. The
Department of the Navy, Naval Medical Command, Bethesda, MD, conducts
the training, designed to qualify dental officers to meet the American Dental
Association and Federal Services Board of General Dentistry requirements
for specialty board examination. Dental officers chosen for this program are
expected to pursue board certification. For program prerequisites and
applications procedures, see the Coast Guard Training and Education
Manual, COMDTINST M1500.1 (series).

Health Services Administration. This program provides instruction in facility
and personnel management, program planning, cost containment, quality
assurance, third-party payment and liability, and medical-legal issues. The
program provides training at the undergraduate (bachelor’s degree) level for
Chief Warrant Officers and senior enlisted HS personnel (Medical
Administrators) and post-graduate (master’s degree) level for officers in
grades O-2, O-3, and O-4. See the Coast Guard Training and Education
Manual, COMDTINST M1500.1 (series) for eligibility requirements,
prerequisites, and application procedures.

. Physician Assistant Program. Conducted at the U.S. Intra-service Physician
Assistant Program, Fort Sam Houston TX, this program trains Coast Guard
personnel interested in becoming Physician Assistants. Program graduates
receive a baccalaureate degree from the University of Nebraska. If they meet
eligibility requirements, graduates are offered a direct commissions as
ensigns as described in the Personnel Manual, COMDTINST M1000.6
(series), Article 1.A.7. Each year three Coast Guard students are selected for
training based on Service needs. Training at other institutions is not
authorized. See the Coast Guard Training and Education Manual,
COMDTINST M1500.1 (series) for eligibility requirements, prerequisites,
and application procedures.
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Section N - Patient Affairs Program

1.

Patient Sensitivity.

a.

The Coast Guard considers patient sensitivity issues of paramount importance
in delivering health care. Important issues in this area include medical record
confidentiality, privacy during medical examination and treatment, respect
for patient concerns, and enhancing the patient's perception of the quality of
services delivered.

All clinics shall conduct continuing patient sensitivity training. The "Treat
Everyone As Myself" (TEAM) Program, developed by the U.S. Navy and
Service Quality Institute available through each MLC Health and Safety
Division, is the recommended course. It provides the structure for an internal
review of patient-provider interaction and suggestions on ways to improve
this relationship.

2. Patient Advisory Committee (PAC).

CH-17

a.

The Coast Guard's health services program provides primary health care to a
wide array of beneficiaries authorized by law and regulation. Medical
Treatment Facilities (MTFs) often are unaware of their population’s health
problems until patients voice complaints or criticisms to the command. To
enable beneficiaries to express their concerns, a PAC must be available to
open lines of communication between health care providers and care
recipients.

Each Coast Guard MTF shall establish a PAC and specify criteria for
committee functions. PACs shall include one officer and one enlisted
member not assigned to the clinic; an active duty representative from each
Coast Guard command in the clinic's service area; an active duty
representative from each of the other uniformed services using the MTF; a
retired representative; and an active duty dependent representative from both
officer and enlisted communities.

MTF shall conduct PAC meetings at least quarterly.

The Chief, Health Services Division or his or her designee shall chair the
meeting. Meeting minutes shall include recommended actions and an
attendance list; and will be forwarded to the commanding officer with a copy
to each PAC member. Specific PAC objectives include:

(1)  Advise the Chief, Health Services Division on the range of services the
beneficiary population requires;

(2) Serve as a communications link between the MTF and the beneficiaries
the members represent;
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(3) Serve as a patient advocacy group to assure all patients are accorded
their rights as described in the Commandant's Patient Bill of Rights and
Responsibilities;

(4) Assist the Chief, Health Services Division in advising patients of their
responsibilities as described in the Commandant's Patient Bill of Rights
and Responsibilities;

(5) Assist the Chief, Health Services Division in establishing patient
education programs; and

(6) Advise the Chief, Health Services Division on the acceptability and
convenience of the services provided.

3. Patient Satisfaction Assessment.

Assessing patient satisfaction through patient satisfaction surveys has become
an effective, efficient method to investigate and measure the quality of the
Coast Guard health care delivery system from the patient's perspective.

A patient satisfaction survey form shall be available to every patient who
receives care at a Coast Guard facility.

Satisfaction surveys will be conducted annually for all patient visits during a
randomly selected one-week period.

Locally prepared patient satisfaction surveys are authorized for use.

Patient satisfaction survey results shall be provided to the quality assurance
focus group for discussion and action and documented in meeting minutes.
Survey results shall report and recommended actions to the unit commanding
officer.

Persons distant from a Coast Guard clinic can comment about care received
from civilian providers by sending a mail-in Maintenance and Logistics
Command survey form available from unit Health Services Technicians.

4. Patient Grievance Protocol.

a.

The Coast Guard expects health services personnel to maintain a professional
attitude at all times. Our goal to provide the highest quality health care
within allotted resources to all beneficiaries with the least personal
inconvenience. Despite our best efforts, occasionally a patient will be
dissatisfied with the care received.

Whenever possible individuals with grievances should seek out or be referred
to the clinic supervisor, health benefits advisor (HBA), or clinic administrator
(CA) for complaint resolution before leaving the clinic. Refer written or
telephone complaints to the appropriate clinic staff member. At a minimum,
the complainant shall be given the name of his or her unit Patient Advisory
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Committee representative and advise the complainant of the time and place of
the next PAC meeting.

c. If the clinic supervisor, HBA, or CA cannot resolve the complaint, he or she
shall refer the complainant to the senior medical or dental officer as
appropriate.

d. Refer the complainant to the commanding officer or higher authority only if
the patient believes the clinic or PAC has not resolved the complaint.

e. MLC (kqga) shall review concerns reported on forms mailed to the
Maintenance and Logistics Command for quality assurance purposes, action,
or referral to an appropriate level for resolution and follow up.

Congressional Inquiries.

a. Occasionally, circumstances arise in which beneficiaries exercise their right
to solicit assistance from their elected Congressional Representative to
resolve their complaint with the Coast Guard health care system.

b. The Coast Guard maintains a Congressional liaison staff to direct inquiries to
the appropriate Headquarters office that can best address the issue and
respond satisfactorily. Normally Commandant (G-WK) replies to health care
problems.

c. Congressional inquiries require a complete investigation of the circumstances
surrounding the issues the beneficiary addresses. To this end, the command,
health care facility, and individuals involved must supply supporting
documentation and/or statements to assist in the investigation.

Patient Bill of Rights and Responsibilities. Each Coast Guard health care facility
shall conspicuously display the Commandant's "Patient Bill of Rights and
Responsibilities."

13-104



CHAPTER 3

PHYSICAL STANDARDS AND EXAMINATION

PAGE
SECTION A - ADMINISTRATIVE PROCEDURES. 1
APPLICABILITY OF PHYSICAL STANDARDS. ... 1
PRESCRIBING OF PHYSICAL STANDARDS. ...t s 1
PURPOSE OF PHYSICAL STANDARDS. ..o 1
APPLICATION OF PHYSICAL STANDARDS. .....c.ooiiiiiiiii s 1
INTERPRETATION OF PHYSICAL STANDARDS ......c.ooiiiiiiiiii e 2
DEFINITIONS OF TERMS USED IN THIS CHAPTER .........cccoiiiiiiiiiiiiiii e 2
REQUIRED PHYSICAL EXAMINATIONS AND THEIR TIME LIMITATIONS. ..o 2
WAIVER OF PHYSICAL STANDARDS. ...ttt st st 9
SUBSTITUTION OF PHYSICAL EXAMINATIONS. ...t 11

SECTION B - REPORTING, REVIEWING, RECOMMENDATIONS, AND ACTIONS TO BE TAKEN ON REPORTS

OF MEDICAL EXAMINATION (DD-2808) AND MEDICAL HISTORY (DD-2807-1). 15
DD-2808 (REPORT OF MEDICAL EXAMINATION). .......ooovvoooeioooooooeeeeeseseeeoeeeeeeeeeeeeeoeeeeeseeeeeeeoeeeseseeeeese oo 15
DD-2807-1 (REPORT OF MEDICAL HISTORY).........cccooeeoooeeeeeeeeeeeeeeeeeeesseeeeseeeesesseeseeeeeesesseeseseseesesesesseeeeeseeesseeeeeeseeen 15
REVIEW AND ACTION ON FINDINGS AND RECOMMENDATIONS OF REPORT OF MEDICAL EXAMINATION
(DD-2808). ... eeeeeeee oo eeeeeese oo 15
CORRECTION OF DEFECTS PRIOR TO OVERSEAS TRANSFER OR SEA DUTY DEPLOYMENT. ......ovvvveeen. 19
OBJECTION TO ASSUMPTION OF FITNESS FOR DUTY AT SEPARATION. .........ooomceioooroooeeeceeooeeeoeeeeeeeeeeeeeeeeeese 20
SEPARATION NOT APPROPRIATE BY REASON OF PHYSICAL DISABILITY ........oovvooeeoooooooeeeeeeeseeeeeeeeeeseseeeeeereoeees 20
PROCEDURES FOR PHYSICAL DEFECTS FOUND PRIOR TO SEPARATION. ........oo.ooooooooooeeeeeooeeeeeeeoeeeeeeeeeeeeee 20

SECTION C - MEDICAL EXAMINATION TECHNIQUES AND LAB TESTING STANDARDS...........ccvcovenurennen. 25
SCOPE. ..o 25
SPEECH IMPEDIMENT. ........ccooiiiiioooooooooooeeeoooeeesee oo e oo eeeeeooeee e eeseeeeeeee e eeeeemee oo eeeeeee 25
HEAD, FACE, NECK, AND SCALP .........oooooiiiiioooooooeeoooooeoeoooooeeoe oo oo eeeeseeeoeoeeee e eeeeeeoeeee oo eeeeeeeeeeee e 25
NOSE, SINUSES, MOUTH, AND THROAT ........oovvoooeooooeeeoeeeeeeseoeeeeeeeeeseeeeeeeeeeeseeeseeeeeeeeeeseeeeeesseee e eeeeseeeeeeeeseeeeee 26
EARS (GENERAL) AND DRUMS .....oooiooovooooeooeeeeeoeeoeeseeeeeeeeeseeeeeeeeeeseeeseeeeseees e eeseesee e eeessoeseeeeeeeseoe e eeeseeeesseeee 26
EYES (GENERAL), OPHTHALMOSCOPIC, AND PUPILS...........coosoovveeoeesesoeoeoeeeeeeesseeeoeeeeeeseeeeeeeoeeeeeeseeeeeee oo 27
OCULAR MOTILITY ..ot eeeeeee e seeeee e eeseee e esseee oo esseee e eeeesee e eeeseseeeeeeeeeeees oo 29
LUNGS AND CHEST ......oooooooooeee oo esee oo 32
HEART AND VASCULAR SYSTEM .........ooooooiiiooooooooooooseeeeeoeoeeeeeeeeeoeee e eeeeoee e eeeese e eeseoe e eeones e 29
ABDOMEN AND VISERA .........ooooooooooooooeeeeeo oo oo eeeeeeeoeooeeee oo eeeeeeeeoee e eeeeeeeeeeeeeee oo eeeeeeo e 35
ANUS AND RECTUM .....ooooiiiooooeooooeeeeeeooeoeseeeeeeoeee oo eeeose e eeesse e eseoes e eesees e eees e eeene e eeeen e 35
ENDOCRINE SYSTEM .......oooiiiiooooeoooooeeeeeooeeeeeeeeeeeeeeeeeeseeeeeseeeeese e eeseees e esseeeeeeeeeeesseeeseseeeeeeseeseeeeeeeseseseeeeeeeseeesesee 42
LUNGS AND CHEST ..ot eeeeeee e eeesee e eeeeeesee e eeseee e eseeee e eeeesee e eeeseseeeeeeeeseee oo 32
ANUS AND RECTUM ....ooooooooeoeeoeeeeeoeee oo eeeeee e eeseee e esseee e essee e eeeese e eesese e seeeeeseeeeee 35

CH-17




ABDOMEN AND VISCERA ......cooiiiii e e 35

GENITOURINARY SYSTEM ..ot s 35
EXTREMITIES ..o e e ea b s 35
SPINE AND OTHER MUSCULOSKELETAL ..o s 38
IDENTIFYING BODY MARKS, SCARS, AND TATTOOS ...t 39
NEUROLOGIC ...ttt e a e s e e e e et e e st e e nese e s e e e eme e ene e e 39
PSYCHIATRIC ...ttt e e b s e e e e et e e e e ea e se s e e e et ne e eae e 41
ENDOCRINE SYSTEM ...t s 42
DENTAL ..ottt e e b e e e 42
LABORATORY FINDINGS ......ooiiiiiiiiiii i s 43
HEIGHT, WEIGHT, AND BODY BUILD ......cccccooiiiiiiiiiiiiiiiii s 51
DISTANT VISUAL ACUITY AND OTHER EYE TESTS). ...ciiiiee e 51
AUDIOMETER ...ttt ettt e h e s e e b e e s e e e enese s se e e eneene e e 62
PSYCHOLOGICAL AND PSYCHOMOTOR ........oiiiiiiiiiiieeceee e 62
SECTION D - PHYSICAL STANDARDS FOR ENLISTMENT, APPOINTMENT, AND INDUCTION. ... 67
SCOPE. ...ttt e et h e R et R et e e et e e e h e e et h ettt se e neens 67
APPLICABILITY AND RESPONSIBILITIES. ......coiiiiii e s 67
ABDOMINAL ORGANS AND GASTROINTESTINAL SYSTEM. ......ccoiiiiiiiiiiiiiiiiiic s 68
BLOOD AND BLOOD-FORMING TISSUE DISEASES. ........ccoooiiiiiiiiiiiiicinc e 69
DENTAL. ..ottt a e a et 70
BARS . e 70
HEARING. ...ttt e et e e et e a b e et s e e et e st es e s e e s e e e e emeeaeeaeeeeenesae e neeneenes 70
ENDOCRINE AND METABOLIC DISORDERS. .......ooiiiiiiiieeee et 71
UPPER EXTREMITIES. ..ottt sttt e e e n e se e e ne e 71
LOWER EXTREMITIES. ..ottt s st a e s 73
MISCELLANEOUS CONDITIONS OF THE EXTREMITIES.. .......cccooiiiiiiiiiiiii e 74
BYES . e 75
VISTON. Lo e a e e e e a e e b e ea e 78
FEMALE GENITALIA.......c.ooiiiiiii e a e ea e s 79
M A LE GENI T AL A . L e e e 80
URINARY SYSTEM. ...ttt et s e e e et e e m e e e e s e e e e e e e eneeneeeis 80
HEAD . ...t e e h e h e e e et a et a e e e a et a ettt ne e e ens 81
INECK . ettt et a e oot e e a e e e e e e e e et e st a e e e n e et a et ee b e e enis 81
HEART ...t e e e 81
VASCULAR SYSTEM. ....oiiiiiiiiiiii it a e s ea e s ns 82
HEIGHT . ..ot se e a e e e ea b e 83
WEIGHT . Lo a e e b ea b s a e 83
BODY BUILD. ..ottt et h e s e e e et e et e st e e e e e s e e e e e e e it e st eeeenesae e ne e enis 85
LUNGS, CHEST WALLS, PLEURA, AND MEDIASTINUM........c.coiiiiiiiiiiieieeeeee e e 83
CH-17

3-i1



IMOUTH. ..o b e e e e e b as e a e sa e e ens 84

NOSE AND SINUSES. ... e e sa e a e s ene e 84
NEUROLOGICAL DISORDERS. .....c.ooiiiiiiiiiiiiiii e e 85
DISORDERS WITH PSYCHOTIC FEATURES. ... e 87
ANXIETY, SOMATOFORM, DISSOCIATIVE, OR FACTITIOUS DISORDERS..........c.ccoiiiiiiiiiiireeeeececeees 87
PERSONALITY, CONDUCT AND BEHAVIOR DISORDERS. .......ccooiiiiiiiee e 88
PSYCHOSEXUAL CONDITIONS. ...t sttt s ens 88
SUBSTANCE MISUSE. ..ot e 88
SKIN AND CELLULAR TISSUES. ......ciiiiiiiiii it 89
SPINE AND SACROILIAC JOINTS. ...oiiiiiiiiiiii e 91
SYSTEMIC DISEASES ... e a e sa e e 92
GENERAL AND MISCELLANEOUS CONDITIONS AND DEFECTS. ......couiiiiiiiieeeceeeeeeeeeeeeeee e 93
TUMORS AND MALIGNANT DISEASES. ...t 94
MISCELLANEOUS . ...ttt h e b e e e e e e e et e st e st eeeenese e s e e ae e e eneeneenis 94
SECTION E - PHYSICAL STANDARDS FOR PROGRAMS LEADING TO COMMISSION 97
APPOINTMENT AS CADET, UNITED STATES COAST GUARD ACADEMY .......ccoiiiiiiiiiiieieeercceeeece e 97
COMMISSIONING OF CADETS. ...ttt sttt et et e e enes 98
ENROLLMENT AS AN OFFICER CANDIDATE. ......ccocciiiiiiiiiiiiii s 98
COMMISSIONING OF OFFICER CANDIDATES. .......ccciiiiiiiiiiiii s 99
DIRECT COMMISSION IN THE COAST GUARD RESERVE. ........cccciiiiiiiiiiiiiiic s 99
DIRECT COMMISSION OF LICENSED OFFICERS OF U. S. MERCHANT MARINE. ..........cccccociiiiiiiiiiiie, 100
APPOINTMENT TO WARRANT GRADE. ...t 100

SECTION F - PHYSICAL STANDARDS APPLICABLE TO ALL PERSONNEL (REGULAR AND RESERVE) FOR:
REENLISTMENT; ENLISTMENT OF PRIOR SERVICE USCG PERSONNEL; RETENTION; OVERSEAS DUTY;

AND SEA DUTY 101
GENERAL INSTRUCGCTIONS. ...ttt se e 101
USE OF LIST OF DISQUALIFYING CONDITIONS AND DEFECTS. ......cciiiiiiiiiiiieeceeeee e 101
HEAD AND NECK. ..o e s 101
ESOPHAGUS, NOSE, PHARYNX, LARYNX, AND TRACHEA............cccciiiiiiiiiiiiiiiiic e 101
BYES . e 102
EARS AND HEARING. ..ottt 105
LUNGS AND CHEST WALL. ...ttt st se e enean 105
HEART AND VASCULAR SYSTEM. ...ttt s 107
ABDOMEN AND GASTROINTESTINAL SYSTEM. ... s 109
ENDOCRINE AND METABOLIC CONDITIONS (DISEASES) ..o 111
GENITOURINARY SYSTEM. ..ot s s 112
EXTREMITIES. ..o sa e sa e eae s 113
SPINE, SCAPULAE, RIBS, AND SACROILIAC JOINTS. .......cciiiiiiiiiiiii i 117
SKIN AND CELLULAR TISSUES. ......ooiiiiiiiiiiiie e e 117

CH-17

3-iil



NEUROLOGICAL DISORDERS. .......coiiiiiiiiiiiiiiii e 119

PSYCHIATRIC DISORDERS. (SEE SECTION 5-B CONCERNING DISPOSITION) ......cccoouviiiiiiiiiiiiiiccieceeeens 120
DENTAL. ...t e a e b e e et 121
BLOOD AND BLOOD-FORMING TISSUE DISEASES........co e 121
SYSTEMIC DISEASES, GENERAL DEFECTS, AND MISCELLANEOUS CONDITIONS. ........c.cccccoiiiiiiiiinccene 121
TUMORS AND MALIGNANT DISEASES. ... e 123
SEXUALLY TRANSMITTED DISEASE . .......ooiiiiii et st st s 123
HUMAN IMMUNODEFFICIENCY VIRUS (HIV) ...ouoiuiiiiiiiiiiiiiiiiieieiet ettt 123
TRANSPLANT RECIPIENT ..ot e 123
SECTION G - PHYSICAL STANDARDS FOR AVIATION. 127
CLASSIFICATION OF AVIATION PERSONNEL........cccooiiiiiiiiiiiiiic e 127
GENERAL INSTRUCTIONS FOR AVIATION EXAMINATIONS.........ccoiiiiiiiiiiiiiiiicc e 127
RESTRICTIONS UNTIL PHYSICALLY QUALIFIED. ....cccccciiiiiiiiiiiiiiiii e 133
STANDARDS FOR CLASS 1. .ttt sttt ee e s 134
STANDARDS FOR CLASS TR. ..ottt 136
CANDIDATES FOR FLIGHT TRAINING. ......coiiiiiiiiic et 136
REQUIREMENTS FOR CLASS 2 FLIGHT OFFICERS. ..o 138
REQUIREMENTS FOR CLASS 2 AIRCREW. ..ot 138
REQUIREMENTS FOR CLASS 2 MEDICAL PERSONNEL..........ccocoiiiiiiiiiiiiice 139
REQUIREMENTS FOR CLASS 2 TECHNICAL OBSERVERS. ..o 139
REQUIREMENTS FOR CLASS 2 AIR TRAFFIC CONTROLLERS. .........ccocciiiiiiiiic 139
REQUIREMENTS FOR LANDING SIGNAL OFFICER (LSO). .....ccuiiiiiiiiiiieeceeeeeeeecceee s 140
CONTACT LENSES. ..ottt e sttt e a e e e e e et e e st e e enese et e e e e e e eneen 140
SECTION H - PHYSICAL EXAMINATIONS AND STANDARDS FOR DIVING DUTY. 147
EXAMINATIONS. ..ottt e e et e e e b e e s e m e s e e e e e se et eeeeneeaeeneseesae e eneenean 147
STANDARDS. ...ttt e e e b et e e et e e s e e s ae s e e e e e e eme e s e e st s e e nesee e e neeneeneenea 147
CH-17

3-iv



CHAPTER 3. PHYSICAL STANDARDS AND EXAMINATIONS

Section A - Administrative Procedures.

1. Applicability of Physical Standards.

a.

The provisions of this chapter apply to all personnel of the Coast Guard and Coast
Guard Reserve on active or inactive duty and to commissioned officers of the Public
Health Service assigned to active duty with the Coast Guard.

Members of the other Armed Forces assigned to the Coast Guard for duty are
governed by the applicable instructions of their parent Service for examination
standards and for administrative purposes.

2. Prescribing of Physical Standards.

Individuals to be enlisted, appointed, or commissioned in the Coast Guard or Coast
Guard Reserve must conform to the physical standards prescribed by the Commandant.
Separate standards are prescribed for various programs within the Service.

3. Purpose of Physical Standards.

Physical standards are established for uniformity in procuring and retaining personnel
who are physically fit and emotionally adaptable to military life. These standards are
subject to change at the Commandant's direction when the needs of the Coast Guard
dictate.

4. Application of Physical Standards.

a.

Conformance with Physical Standards Mandatory. To determine physical fitness,
the applicant or member shall be physically examined and required to meet the
physical standards prescribed in this chapter for the program or specialty and grade
or rate involved. An examinee who does not meet the standards shall be
disqualified.

Evaluation of Physical Fitness. The applicant's total physical fitness shall be
carefully considered in relation to the character of the duties to that the individual
may be called upon to perform. Physical profiling is not a Coast Guard policy.
Members shall be considered fit for unrestricted worldwide duty when declared
physically qualified. The examiner must be aware of the different physical standards
for various programs. Care shall be taken to ensure an examinee is not disqualified
for minor deviations that are clearly of no future significance with regard to general
health, ability to serve, or to cause premature retirement for physical disability.
However, conditions that are likely to cause future disability or preclude completing
a military career of at least twenty years, whether by natural progression or by
recurrences, are also disqualifying. This policy shall be followed when an authentic
history of such a condition is established, even though clinical signs may not be
evident during the physical examination.
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Interpretation of Physical Standards. Examiners are expected to use discretion in

evaluating the degree of severity of any defect or disability. They are not authorized to
disregard defects or disabilities that are disqualifying in accordance with the standards
found in this chapter.

Definitions of Terms Used in this Chapter.

a.

Officers. The term "officers" includes commissioned officers, warrant officers, and
commissioned officers of the Public Health Service.

Personnel. The term "personnel" includes members of the Coast Guard and Coast
Guard Reserve, and the PHS on active duty with the Coast Guard.

Medical and Dental Examiners. Medical and dental examiners are medical and
dental officers of the uniformed services, contract physicians and dentists, or civilian
physicians or dentists who have been specifically authorized to provide professional
services to the Coast Guard. Some USMTFs have qualified enlisted examiners who
also conduct medical examinations and their findings require countersignature by a
medical officer.

Flight Surgeons and Aviation Medical Officers. Officers of a uniformed service who
have been so designated because of special training.

Command/Unit. For administrative action required on the Report of Medical
Examination (DD-2808), the command/unit level is the unit performing personnel
accounting services for the individual being physically examined.

Reviewing Authority. Commander Coast Guard Personnel (CGPC-adm) and
MLC (K) are responsible for approval of physical examinations as outlined herein.
Clinic Administrators may act as reviewing authority for physical examinations
performed in their AOR as designated by the cognizant MLC, except for those that
are aviation or dive related. Reviewing authority shall not be delegated below the
HSC level. Medical Administrative Officers (LDO and CWO-Meds) may review
physical examinations performed by contract physicians and USMTFs within their
AOR.

Convening Authority. Convening Authority is an individual authorized to convene a
medical board as outlined in Physical Disability Evaluation System, COMDTINST
M1850.2 (series).

Time Limitation. The time limitation is the period for which the physical
examination remains valid to accomplish its required purpose. The time limitation
period begins as of the day after the physical examination is conducted.

Required Physical Examinations and Their Time Limitations.

a.

Enlistment. A physical examination is required for original enlistment in the Coast
Guard and the Coast Guard Reserve. This physical examination will usually be
performed by Military Entrance Processing Stations (MEPS) and is valid for twenty-
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four months. Approved MEPS physicals do not require further review.
Recommendations noted on separation physical examinations from other services
must have been resolved with an indication that the individual meets the standards.
A certified copy of that physical examination must be reviewed and endorsed by the
reviewing authority Commander (CGRC). The reviewing authority must indicate
that the applicant meets the physical standards for enlistment in the USCG.

(1

)

3)

4

)

Recruiters who believe that applicants have been erroneously physically
disqualified by MEPS, may submit the DD-2808 and DD-2807-1 (original or
clean copies) along with supporting medical records to Commander (CGRC)
for review.

Waiver of physical standards for original enlistment may also be submitted as
above, and in accordance with paragraph 3-A-8 of this instruction.

Separation physical examinations from any Armed Service may be used for
enlistment in the Coast Guard, provided the examination has been performed
within the last twelve (12) months. The physical examination must be as
complete as a MEPS exam, include an HIV antibody test date (within the last
24 months) and result, and a Type II dental examination. An DD-2807-1 must
also be included with elaboration of positive medical history in the remarks

section (item #25). Forward all documents for review by Commander
(CGRO).

Prior Service enlisted aviation personnel must obtain an aviation physical
examination from a currently qualified uniformed services flight surgeon or
AMO within the previous 12 months. This physical examination will be
submitted with the rate determination package to Commander (CGRC).

Occasionally, applicants for initial entry into the Coast Guard will need to be
examined at Coast Guard MTFs. In these cases, the physical examination will
be performed per section 3-C. The examining medical officer may defer item
#46 of the DD-2808 to the Reviewing Authority. Otherwise, the physical
standards for entry (sections 3-D and 3-E, as appropriate) must be meticulously
applied when completing this item. The completed DD-2808 and DD-2807-1
will be forwarded to the reviewing authority, Commander (CGRC).

b. Pre-Commissioning/Appointments. A physical examination is required within 12

months prior to original appointment as an officer in the Coast Guard or Coast Guard
Reserve for personnel in the following categories:

(1

2)

G)

appointment to Warrant Grade, except that physical examinations for members
of the Coast Guard Ready Reserve must be within 24 months prior to the date
of execution of the Acceptance and Oath of Office, form CG-9556.

appointment of a Licensed Officer of the U. S. Merchant Marine as a
commissioned officer (examination required within 6 months); and

upon graduation from the Coast Guard Academy.

c. Separation from Active Duty.
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(1) A complete physical examination is required within 12 months for retirement,
involuntary separation, or release from active duty (RELAD) into the Ready
Reserves (selected drilling or IRR). The physical examination shall follow the
guidelines set forth for quinquennial physicals.

(2) Other members separating from the Coast Guard e.g., discharge or transfer to
standby reserve (non-drilling) may request a medical and/or dental
examination. The medical examination must include: notation of any current
problems, a blood pressure measurement, and address items on the preventive
medicine stamp. In addition to the above, the practitioner shall ascertain the
health needs of the member and undertake measures deemed necessary to meet
those needs. The dental examination, if requested, must at least be a Type 111
exam. These examinations may be annotated on a SF-600, and upon
completion, do not require approval.

(3) For members enrolled in the Occupational Medical Surveillance and
Evaluation Program (OMSEP), see chapter 12 of this Manual for guidance.

(4) See chapter 12 of the Personnel Manual, COMDTINST M1000.6(series), for
amplification on administrative discharge procedures.

d. Overseas Transfer, Sea Duty Deployment and Port Security Unit (PSU) Health

Screening. A modified physical examination, utilizing Figure 3-A-1, is required for
all personnel departing for an overseas assignment for 60 consecutive days or
greater, PCS transfer to an icebreaker, vessel deployment for 60 consecutive days or
or more (out of 365), and annually for PSU personnel. This will help identify and
resolve health related issues prior to transfer or deployment, if no significant medical
status changes have occurred. Members who are transferring from one overseas
assignment to another overseas assignment do not require another overseas physical
examination. The completed modified physical examination and a copy of the last
completed/approved Report of Physical Examination (DD-2808) and Report of
Medical History (DD-2807-1), shall be submitted to the Reviewing Authority. The
modified physical examination will include the following:

(1) a health history completed by the evaluee. (The evaluee will certify by
signature that all responses are true);

(2) documentation of the previous approved physical examination to include the
status of recommendations and summary of significant health changes;

(3) review of the health record to ensure routine health maintenance items are up-
to-date to include: routine gynecologic examinations, two pairs of glasses and
gas mask inserts for PSU personnel if required to correct refractive error, DNA
sampling, G-6-PD screening, immunizations, and a Type 2 dental examination;

(4) review malaria chemoprophylaxis, PPD, and special health concern
requirements. Contact the Center for Disease Control and Prevention (CDC) at
http://www.cdc.gov or http://www.travel.state.gov for information;



http://www.cdc.gov
http://www.travel.state.gov

(5) if PCS transferring to a foreign country [refer to 3-C.20.b(9)(b)], HIV antibody
test must have been conducted within the past 6 months with results noted
prior to transfer;

(6) 1if an evaluee is enrolled (or will be enrolled based on new assignment) in the
Occupational Medical Surveillance and Evaluation Program (OMSEP), ensure
appropriate periodic/basic examination is performed.

e. Applicant.

(1) Commissioning Programs. A physical examination is required for applicants
for entry into the Coast Guard as follows:

(a) Coast Guard Academy: DODMERB physical examination within 24
months;

(b) Officer Candidate School: MEPS physical within 24 months of entry
date, except:

1 Coast Guard personnel on active duty may obtain the physical
examination at a USMTF within 24 months of entry date, and

N

Members of other Armed Services may submit a physical
examination from a USMTF provided the examination has been
performed within the past twelve (12) months and is as complete as
a MEPS physical examination.

(c) Direct commission: MEPS physical within 24 months of entry date or
oath of office for Ready Reserve Direct Commission, except aviation
programs, where examination by a uniformed service flight surgeon or
AMO is required within 12 months of entry date.

(2) Aviation. An aviation physical examination is required for applicants for
training in all categories of aviation specialties. This physical examination is
valid for 24 months for Class II applicants and 12 months for pilot applicants.

(3) Diving. A physical examination is required for all applicants for duty
involving diving, and is valid for twelve months.

f. Pre-Training Screening Examinations. A screening examination is required within 1
week of reporting to the Coast Guard Academy, Officer Candidate School, Direct
Commission Officer orientation, or the Recruit Training Center. This screening
examination shall be sufficiently thorough to ensure that the person is free from
communicable and infectious diseases, and is physically qualified. The results of
this examination shall be recorded on an SF-600 and filed in the health record.

g. Retired Members Recalled to Active Duty. A physical examination is required for
retired personnel who are recalled to active duty. This physical examination is valid
for twelve months. A physical examination performed for retirement may be used
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for recall providing the date of recall is within six months of the date of the physical
examination.

. Annual. An annual physical examination is required on all active duty personnel

who are 50 years of age or older and all air traffic controllers.

Biennial.

(1)

)

©)

4

©)

Biennial physical examination is required every 2 years after initial
designation, until age 48, for the following:

(a) all aviation personnel (except air traffic controllers); and

(b) all Landing Signal Officers (LSO).

The biennial exam will be performed within 90 days before the end of the birth
month. The period of validity of the biennial physical will be aligned with the
last day of the service member’s birth month. (Example: someone born on 3
October would have August, September, and October in which to accomplish
his/her physical. No matter when accomplished in that time frame, the period
of validity of that exam is until 31 October two years later.)

This process of aligning the biennial exam with the birth month is a new
process effective immediately. In order to phase in this process the valid
period of future biennial exams may be extended up to a total of thirty months
(6 months from the current valid date) to align the valid date with the birth
month. (See Table 3-A-1).

(a) Example 1: A member with an October birth month accomplishes
biennial exam in May 2000 (previously valid until May 2002). Biennial
exam is now valid until October 2002 (29 months total) to allow the
member to align biennial exam with birth month.

(b) Example 2: A member with a June birth month accomplishes a biennial
exam in October of 1999 (previously valid until October 2001). Biennial
exam is now valid until June 2001 (20 months total) to allow the member
to align biennial exam with birth month.

The requirement to perform a biennial exam will not be suspended in the event
of training exercises or deployment. Aircrew with scheduled deployment
during their 90 day window to accomplish their biennial exam may accomplish
their biennial exam an additional 90 days prior and continue with the same
valid end date. This may result in a member having a valid biennial for 30
months. Members unable to accomplish a biennial exam prior to being
deployed will be granted an additional 60 days upon return in which to
accomplish their physical. Align subsequent biennial exam with the aircrew
member’s birth month using Table 3-A-1.

Additionally, a comprehensive physical may be required during a post-mishap
investigation, FEB, or as part of a work-up for a medical disqualification.
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(6) Personnel designated as aircrew are expected to maintain a biennial exam
schedule regardless of current aviation duty status.

Table-3-A-1

Number of months for which a biennial exam is valid

Month in which last biennial exam was given

Birth JAN | FEB | MAR | APR | MAY | JUN JUL | AUG | SEP | OCT | NOV | DEC
Month

JAN 24 23 22 21 20 19 30 29 28 27 26 25
FEB 25 24 23 22 21 20 19 30 29 28 27 26
MAR | 26 25 24 23 22 21 20 19 30 29 28 27
APR 27 26 25 24 23 22 21 20 19 30 29 28
MAY | 28 27 26 25 24 23 22 21 20 19 30 29
JUN 29 28 27 26 25 24 23 22 21 20 19 30
JUL 30 29 28 27 26 25 24 23 22 21 20 19
AUG 19 30 29 28 27 26 25 24 23 22 21 20
SEP 20 19 30 29 28 27 26 25 24 23 22 21
OCT 21 20 19 30 29 28 27 26 25 24 23 22
NOV | 22 21 20 19 30 29 28 27 26 25 24 23
DEC 23 22 21 20 19 30 29 28 27 26 25 24

Notes:

Read down the left column to the examinee’s birth month; read across to month of last biennial
exam; intersection number is the maximum validity period. When last biennial exam was within
the 3 month period preceding the end of the birth month, the validity period will normally not
exceed 27 months. When the last biennial exam was for entry into aviation training, for FEB,
post-accident, post-hospitalization, etc., the validity period will range from 19 to 30 months.
Validity periods may be extended by 1 month only for completion of an examination begun
before the end of the birth month.

J-

Quinquennial/Quinquennial Diving. A physical examination is required every five
(5) years after entry on all active duty personnel, age 25 through age 50, and for all
personnel maintaining a current diving qualification (also note "Diving" in item #5 of
DD-2808). Quinquennial physical examinations are also required for:

(1) all Selected Reservists within 30 days of their birth date starting at age 25
continuing until retirement, and

(2) reserve officers assigned to the Individual Ready Reserve (IRR) who are on a
promotion list.
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(3) Officers in 3-A-7.e.(1)(a) and (b) above must have a current approved physical
examination documented by PMIS data base entry prior to being promoted
(i.e., a quinquennial physical examination within the last 5 years).

k. Occupational Medical Surveillance and Evaluation Program (OMSEP). Those

individuals who are occupationally exposed to hazardous substances, physical
energies, or employed in designated occupations must undergo physical
examinations as required by Chapter 12 of this Manual.

Miscellaneous Physical Examinations.

(1) Retention. This examination is done at the direction of the commanding
officer when there is substantial doubt as to a member's physical or mental
fitness for duty.

(2) Pre-confinement Physical Screening. In general, personnel who are presented
for this screening, who do not require acute medical treatment or
hospitalization, are fit for confinement. Cases where a member requires more
than routine follow-up medical care, or has certain psychiatric conditions, that
may make them unfit for confinement, should be discussed with the chief
medical officer (or his/her representative) at the confining facility. Personnel
requiring detoxification for alcohol or drug dependency are not fit for
confinement; however, members that have been detoxified or that may require
rehabilitation alone are fit for confinement. This screening shall be recorded on
an SF-600 (per FIGURE 3-A-1) and, together with a copy of the last complete
and approved Report of Physical Examination (DD-2808) and Report of
Medical History (DD-2807-1), shall be submitted to the Reviewing Authority.

(3) Post Confinement Physical Examination. Ensure a separation physical
examination has been completed prior to the member departing the confining
facility. The separation physical shall meet the standards of section 3-F and
must be approved by the appropriate MLC(k).

(4) Reservists. A district commander may require any reservist attached to a
command within that area to undergo a complete physical examination if
reasonable doubt exists as to the reservist's physical or mental fitness for duty.

(5) Non-Fitness for Duty Determination Physical Examinations. The Chief of
Health Services retains the authority and responsibility to determine capability
and capacity to conduct non-fitness for duty physical examinations for all
eligible beneficiaries.

m. Annual Command Afloat Medical Screening. Officers and enlisted personnel

scheduled to assume command afloat shall undergo a medical screening prior to
assignment. The initial screening may be conducted by a medical officer where
applicable, or an HS not in the prospective chain of command of the member being
screened. Thereafter, all commanding officers and officers-in-charge of afloat units
will have an annual command afloat medical screening. This screening will also be
performed by a medical officer where available, otherwise, the screening may be
performed by a Health Services Technician who IS NOT in the chain of command of
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the person being screened. The screening process will include a medical history
completed by the member, a visual acuity check, blood pressure measurement, and a
thorough review of interval history in the member's health record. Results are to be
recorded using the format in Figure 3-A-2. The medical screening form (Figure 3-A-
2) and a copy of the last approved DD-2808 and DD-2807-1 shall then be forwarded
to the appropriate MLC (kma) for review. The MLC (kma) will approve or
disapprove the screening using section 3-F (retention standards) as the guiding
directive. If a question arises as to the fitness of the individual, the MLC (kma) may
request additional information from the examining unit. If the MLC (kma) is unable
to render a decision as to the fitness for command, the entire command afloat
screening package will be forwarded to Commandant (G-WKH) for final action.
The reviewed form shall be returned to the member's command for filing in the
member's health record.

n. Dental Examinations. Annual Type II dental examinations are required for all active
duty personnel assigned to commands collocated with dental examiners (i.e., Coast
Guard DOs, DOD DOs, or civilian contract dentists).

8. Waiver of Physical Standards.

a. Definition of Waiver. A waiver is an authorization to change a physical standard
when an individual does not meet the physical standards prescribed for the purpose
of the examination.

(1) Normally, a waiver will be granted when it is reasonably expected that the
individual will remain fit for duty and the waiver is in the best interests of the
Coast Guard. A service member will not be granted a waiver for a physical
disability determined to be not fit for duty by a physical evaluation board
approved by the Commandant. In these cases, the provisions for retention on
active duty contained in the Physical Disability Evaluation System,
COMDTINST M1850.2 (series), and the Personnel Manual, COMDTINST
M1000.6 (series) apply.

(2) If amember is under consideration by the physical disability evaluation
system, no medical waiver request shall be submitted for physical defects or
conditions described in the medical board. All waiver requests received for
conditions described in the medical board will be returned to the member's unit
without action.

(3) A waiver of a physical standard is not required in a case where a Service
member's ability to perform on duty has been reviewed through the physical
disability evaluation system and the approved finding of the Commandant is fit
for duty.

b. Authority for Waivers. Commander CGPC-epm (enlisted), CGPC-opm (officers),
and CGPC-rpm (reserve) have the sole authority to grant waivers. The decision to
authorize a waiver is based on many factors, including the recommendations of the
Chief, Office of Health and Safety; the best interest of the Service; and the
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C.

individual's training, experience, and duty performance. Waivers are not normally
authorized but shall be reviewed by Commander (CGPC) for the following:

(1

)
3)

original enlistment in the regular Coast Guard of personnel without prior
military service;

appointment as a Cadet at the Coast Guard Academy; and

training in any aviation or diving category specialty.

Types of Waivers.

(1)

)

Temporary. A temporary waiver may be authorized when a physical defect or

condition is not stabilized and may either progressively increase or decrease in

severity. These waivers are authorized for a specific period of time and require
medical reevaluation prior to being extended.

Permanent. A permanent waiver may be authorized when a defect or condition
is not normally subject to change or progressive deterioration, and it has been
clearly demonstrated that the condition does not impair the individual's ability
to perform general duty, or the requirements of a particular specialty, grade, or
rate.

d. Procedures for Recommending Waivers.

€.

(1)

)

Medical Officer. A medical officer who considers a defect disqualifying by
the standards, but not a disability for the purpose for which the physical
examination is required, shall:

(a) enter a detailed description of the defect in Item 77 of the DD-2808; and

(b) indicate that either a temporary or permanent waiver is recommended.

Command/Unit Level. When the command receives a Report of Medical
Examination (DD-2808) indicating that an individual is not physically
qualified, the command shall inform the individual that he/she is not physically
qualified. The individual shall inform the command via letter of his/her
intentions to pursue a waiver. The medical officer is required to give a
recommendation on whether the waiver is appropriate and if the individual
may perform his/her duties with this physical defect. This recommendation
shall be completed on an (SF-502) Narrative Summary. A cover letter stating
the command's opinion as to the appropriateness of a waiver, the individual's
previous performance of duty, special skills, and any other pertinent
information, shall accompany the medical officers report. The waiver request
package shall be forwarded directly from the member's unit to Commander
CGPC-epm or opm, or Commandant (CGPC-rpm) as appropriate.

Command Action on Receipt of a Waiver Authorization. A command receiving

authorization from the Commander CGPC-epm/opm/rpm for the waiver of a

physical standard shall carefully review the information provided to determine any

duty limitation imposed and specific instructions for future medical evaluations.
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Unless otherwise indicated in the authorization, a waiver applies only to the specific
category or purpose for which the physical examination is required. A copy of the
waiver authorization shall be retained in both the service and health records for the
period for which the waiver is authorized. Copies of future DD-2808's for the same
purpose shall be endorsed to indicate a waiver is or was in effect.

9. Substitution of Physical Examinations.

a. Rule for Substitution of Physical Examinations. In certain circumstances, a physical
examination performed for one purpose or category may be substituted to meet
another requirement provided the following criteria are met:

(1) the examinee was physically qualified for the purpose of the previous
examination and all the required tests and recommendations have been
completed;

(2) the DD-2808 used for substitution bears an endorsement from the Reviewing
Authority or Commandant (G-WKH), as appropriate, indicating that the
examinee was qualified for the purpose of the previous examination;

(3) there has been no significant change in the examinee's medical status since the
previous examination;

(4) areview of the report of the previous examination indicates that the examinee
meets the physical standards of the present requirement;

(5) the date of the previous examination is within the validity period of the present
requirement; and

(6) all additional tests and procedures to meet the requirements of the current
physical examination have been completed.

b. No substitutions are authorized for the following physical examinations:

(1) enlistment;
(2) pre-training; and

(3) applicants for or designated personnel in special programs (aviation, diving,
Academy).

c. Procedures for Reporting Substitution. Substitutions of a physical examination shall
be reported by submitting a copy of the DD-2808 and DD-2807-1 being used to meet
the present requirements with the endorsement illustrated in FIGURE 3-A-1, parts A,
B, and C. Retain a copy of the substitution endorsement in the health record.
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FIGURE 3-A-1 (revised 02/02)

JReviewing/approving authority:
e

MODIFIED PHYSICAL EXAMINATION FOR:
SUBSTITUTION/OVERSEAS ASSIGNMENT/SEA DUTY/PSU HEALTH SCREENING
This form is subject to the Privacy Act Statement of 1974.
A. EVALUEE DATA
JLAST NAME - FIRST NAME - MIDDLE INITIAL RATE/RANK |SOCIAL SECURITY NUMBER
JUNIT EXAMINING FACILITY
JPURPOSE OF EXAMINATION TRANSFER/DEPLOYMENT LOCATION DATE
B. HEALTH HISTORY (completed by examinee)
1. Would you say your health in general is: [ 1Excellent [ ] Good [ 1Fair [ 1Poor
2. Do you have any medical or dental problems or concerns? [ 1No [ 1Yes
3. Do you have any health related duty limitations? [ 1No [ 1Yes
4. Could you be pregnant? (females request HCG if needed) [ TN/A [ 1Unknown [ ] No [ 1Yes
5. Are you taking prescription medications? (request refills if needed) [ 1No [ 1Yes
16. During the past year, have you sought or required counseling or mental health care? [ 1No [ 1Yes
7. Explain any "fair, poor, yes, or unknown" responses:
8. Have you been hospitalized since your last physical? Yes/No. If (Yes) explain.
| certify that responses above are true: (signature of examinee)
C. PHYSICAL EXAMINATION REVIEW (current approved physical examination required)
9. Date and type of current approved physical examination:
10. Status of recommendations or further specialist examination:
11. Summary of significant health history since last physical examination:
D. HEALTH RECORD REVIEW
12. Have routine gynecologic (pap) examinations been completed in past year? (females) [ ITN/A [ 1No [ 1Yes
13. Does examinee have two pair of glasses? (if required to correct refractive error) [ TN/A [ 1No [ 1Yes
14. Does PSU examinee have a gas mask insert? (if required to correct refractive error) [ ITN/A [ 1No [ 1Yes
15. Has DNA sampling been completed and documented? (once per career) [ 1No [ 1Yes
16. Has G-6-PD screening been completed and documented? (once per career) [ 1No [ 1Yes
17. Are immunizations up-to-date and meet requirements for destination? [ 1No [ 1Yes
18. Has an HIV AB test been drawn in the past 6 months? (foreign country PCS only) [ ITN/A [ 1No [ 1Yes
19. Are malaria chemoprophylaxis, PPD, and special health concern requirements met? [ 1No [ 1Yes
Contact the Center for Disease Control and Prevention at http://www.cdc.gov for information.
20. Has a Type 2 dental examination been completed in the past year and is examinee "Class 1 or 2"? [ 1No [ 1Yes
21. Explain any "no" answers:
E. SIGNATURE AND APPROVAL/DISAPPROVAL
IMedical Officer signature/stamp: Date:
IDental Officer signature/stamp: Date:
[ 1 Approved

[ ] Disapproved
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FIGURE 3-A-2 (revised 2/99)
ANNUAL COMMAND AFLOAT MEDICAL SCREENING

Name: Rank/Grade:
SSAN: Date of Birth: Work Telephone:
Unit OPFAC: Unit Name: Date of Screening:

To be completed by the member: (use reverse side as needed)

List any significant medical histo'r?/ since your last physical examination or
medical screening (describe any illnesses, injuries, etc.):

Have you experienced any significant changes in stress level, mood,
or family life? YES NO
If yes, describe:

Do you have any alcohol-related problems (including DWI)? YES NO
If yes, describe:

ﬁre YOiJ: presently taking any medication (including over-the-counter)? YES NO
yes, list:

The information I have provided above is complete and accurate.

Date:

(di1gnature of member)

The following section is to be completed by health services personnel:

Review of Health Record performed. Significant findings are:

Best Distant Visual Acuity (with correction, if required): R: L:

Sitting blood pressure:

NOTE: ATTACH A COPY OF LAST APPROVED DD-2808 AND DD-2807-1
UNIT: Date:

(Signature/Title of medical reviewer)

Date:

(Signature/MLC reviewer
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Section B - Reporting, Reviewing, Recommendations, and Actions to be Taken on Reports of

Medical Examination (DD-2808) and Medical History (DD-2807-1).

1. DD-2808 (Report of Medical Examination).

a.

DD-2808 (July 2001) is the proper form for reporting a complete physical
examination. DD-2808 revised (July 2001) is the newest version of the physical
examination report and can be obtained from the WKH-1 Publications and Directives
web site at http://www.uscg.mil/hq/G-W/g-wk/g-wkh/g-wkh-1/Pubs/Pubs.Direct.htm
or by http://www.dior.whs.mil/forms/DD2808.PDF directly from the DOD forms
web site.

Detailed instructions for the preparation and distribution of this form are contained in
section 4-B of this Manual.

2. DD-2807-1 (Report of Medical History).

a.

DD-2807-1 (July 2001) is the proper form for reporting a member's medical history.
DD-2807-1 revised (July 2001)) is the newest version of the medical history report
and can be obtained from the WKH-1 Publications and Directives web site at
http://www.uscg.mil/hq/G-W/g-wk/g-wkh/g-wkh-1/Pubs/Pubs.Direct.htm or by
http://www.dior.whs.mil/forms/DD2807-1.PDF directly from the DOD forms web
site.

Detailed instructions on the preparation and distribution of this form are contained in
section 4-B of this Manual.

3. Review and Action on Findings and Recommendations of Report of Medical

Examination (DD-2808).

a.

Action by the Medical Examiner.

(1) Review of Findings and Evaluation of Defects. When the results of all tests
have been received and evaluated, and all findings recorded, the examiner shall
consult the appropriate standards of this chapter to determine if any of the
defects noted are disqualifying for the purpose of the physical examination.
When physical defects are found that are not listed in the standards as
disqualifying, but that, in the examiner's opinion, would preclude the
individual from performing military service or the duties of the program for
which the physical examination was required, the examiner shall state that
opinion on the report indicating reasons. If in the examiner's opinion, a defect
listed as disqualifying is not disabling for military service, or a particular
program, the examiner shall indicate the basis for this opinion and recommend
a waiver in accordance with the provisions of section A of this chapter.

(2) Remediable Defects. When the physical examination of active duty personnel
indicates defects that are remediable or that may become potentially disabling
unless a specific medical program is followed, the examiner shall clearly state
any recommendations. If the examining facility has the capability of
correcting the defect or providing extended outpatient follow-up or medical
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care, tentative arrangements for care shall be scheduled, subject to the approval
of the examinee's command. Ifthe examining facility does not have the
capabilities of providing the necessary care, tentative arrangements for
admission or appointment at another facility shall be scheduled, again subject
to the approval of the individual's command.

Advising the Examinee. After completing the physical examination, the
medical examiner will advise the examinee concerning the findings of the
physical examination. At the same time, the examinee shall be informed that
the examiner is not an approving authority for the purpose of the examination
and that the findings must be approved by proper authorities.

Disposition of Reports. The original DD-2808 and the original DD-2807-1,
together with any reports of consultations or special testing reports not entered
on the DD-2808 or DD-2807-1, shall be forwarded to the activity that referred
the individual for the physical examination.

b. Review and Action on Reports of Physical Examination by Command.

(1)

Command Responsibility.

(a) The command has a major responsibility in ensuring the proper
performance of physical examinations on personnel assigned and that
physical examinations are scheduled sufficiently far in advance to permit
the review of the findings and correction of medical defects prior to the
effective date of the action for which the examination is required. The
command is also responsible to ensure that the individual complies with
the examiner's recommendations and to initiate any administrative action
required on a Report of Medical Examination.

(b) All DD-2808's shall be reviewed by commanding officers, or their
designee, to determine that the prescribed forms were used and that all
necessary entries were made.

(c)  When the medical examiner recommends further tests or evaluation, or a
program of medical treatment (such as hearing conservation, periodic
blood pressure readings, etc.), the command will ensure that these tests
or examinations are completed or that the individual is directed to and
does comply with the recommended program. When a necessary test,
evaluation, or program can be completed within a 60 day period, the unit
may hold the DD-2808 to permit the forwarding of results. In all cases
the command shall endorse the DD-2808 to indicate what action has
been taken and forward the report to the reviewing authority if the 60
day period cannot be met or has elapsed.

(d) Disposition of Reports.

1 Ifaphysical examination is accomplished for a purpose for which
the command has administrative action, the original DD-2808 and
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DD-2807-1 and a return self-addressed envelope shall be forwarded
to the reviewing authority. No action will be taken to accomplish
the purpose for which the physical examination was taken until the
endorsed original of the report is returned by the reviewing authority
indicating the examinee meets the physical standards for the purpose
of the examination.

N

Approved MEPS physicals do not require further review. The
original physical (DD-2808 and DD-2807-1) will be carried to the
training center by the individual.

|2

If the physical examination is for a purpose requiring the consent or
approval of the MLC commander, or Commandant, the procedures
previously described for command review and action will be
accomplished, except rather than forwarding the report of the
examination directly to the reviewing authority, it will be included
with other supporting documents (letters, recommendations, etc.)
and forwarded through the chain of command.

[

Units not using a CGMTF shall send physical examinations to the
appropriate CG Clinic (as designated by the cognizant MLC), MLC
(k), or CGPC (adm) as appropriate.

c. Action by the Reviewing Authority.

(1)

)

)

4

The Commandant is the final reviewing authority for all physical
examinations, except for applicants to the Coast Guard Academy.

Administratively, MLC (k) acts as the reviewing authority for physical
examinations performed on personnel assigned to their Areas except as in (4)
and (5) below.

Another exception to this rule pertains to those flight physicals performed on
aviation school students during training that are reviewed and approved by the
Navy Operational Medicine Institute (NOMI). NOMI, not MLC (k) will be the
approving authority for these physicals. CGPC will remain the waiver
approval authority for these physicals, when a waiver is required prior to final
approval. Upon completion of flight training and assignment to a Coast Guard
unit, the NOMI approved physical will be considered valid until the last day of
the member’s next birth month. The unit flight surgeon will clear the aviator
for all flight related duties based on the NOMI approved flight physical.

Commander Coast Guard Personnel Command (CGPC-adm) is the reviewing
authority for aviator candidate, flight officer candidate, aircrew candidate, and
diving candidate physical examinations. Commandant (G-WKS) is also the
reviewing authority for OMSEP physical examinations. Commander (CGPC-
adm) shall review disapproved MEPS physicals to ensure proper application of
physical standards.
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(6)

(7

®)

)

The Department of Defense Medical Examination Review Board (DoDMERB)
is the reviewing authority for physical examinations performed on Academy
applicants. MEPS is the reviewing authority for physical examinations
performed in their facilities.

Each DD-2808 shall be carefully reviewed to determine whether the findings
reported indicate the examinee does or does not meet the appropriate physical
standards. If further medical evaluation is required to determine that the
examinee does meet the standards, or to resolve doubtful findings, the
reviewing authority shall direct the commanding officer or recruiting station to
obtain the evaluation and shall provide such assistance as may be required.

The reviewing authority shall endorse the original of the DD-2808 indicating
whether the examinee does or does not meet the physical standards required.
If the examinee does not meet the physical standards, the endorsement shall
indicate the particular disqualifying defect or defects. Endorsements can be in
the format contained in FIGURE 3-B-1 or use of blocks #74.a, #77 and
signature in block #81.a, of the DD-2808.

The endorsed original of the physical examination shall be forwarded to the
individual's unit for filing in the member's health record.

Input of physical examination status of personnel into the PMIS system is
required. Reviewing Authorities shall collect and submit data regarding all
physical examinations/screenings (per paragraph 3-A-7, except subparagraph
3-A-7.1) they review to the appropriate PERSRU on a monthly basis. Data to
be collected for transmittal to the PERSRU s is as follows:

(a) Member's name;

(b) Member's rank/rate;

(c) Member's SSAN;

(d) Member's unit OPFAC;

(e) Date of physical examination;

(f)  Purpose of examination;

(g) Date acted upon by Reviewing Authority; and

(h) Status code for physical examination. Status codes are
as follows:

1 Code A- member qualified for periodic (biennial, quinquennial, etc.)
physical examination.

N

Code D- member qualified for RELAD/discharge/retirement.
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3 Code O- member qualified for overseas duty.

4  Code N- member not physically qualified.

d. Disposition of Reports.

(1) When the individual meets the appropriate physical standards, forward the
physical examination as indicated in FIGURE 3-B-2.

(2) When the individual does not meet the appropriate physical standards and a
waiver has been recommended, endorse the physical examination and forward
it in accordance with section 3-A-8.

(3) When the individual is not physically qualified for the purpose of the
examination and a waiver is not recommended, the reviewing authority will
arrange for the examinee to be evaluated by a medical board and provide
administrative action as outlined in Physical Disability Evaluation System,
COMDTINST M1850.2(series).

4. Correction of Defects Prior to Overseas Transfer or Sea Duty Deployment.

a.

Medical Defects. Before an individual departs for an overseas assignment for 60
consecutive days or greater days, to permanent assignment aboard a Polar
Icebreaker, or to a vessel deploying from its home port for 60 consecutive days or
greater, all remediable medical defects, such as hernias, pilonidal cysts or sinuses
requiring surgery, etc., must be corrected. Those defects that are not easily corrected
will be referred to Commander CGPC for consideration. These procedures also
apply to personnel presently assigned to such vessels. In these cases all necessary
corrective measures or waivers will be accomplished prior to the sailing date.

Dental Defects. All essential dental treatment shall be completed prior to overseas
transfer or sea duty deployment except those described in 4-C-3.c.(3)(b). Essential
dental treatment constitutes those procedures necessary to prevent disease and
disabilities of the jaw, teeth, and related structures. This includes extractions, simple
and compound restorations, and treatment for acute oral pathological conditions such
as Vincent's stomatitis, acute gingivitis, and similar conditions that could endanger
the health of the individual during a tour of duty. Missing teeth are to be replaced
when occluding tooth surfaces are so depleted that the individual cannot properly
masticate food. Elective dental procedures (those that may be deferred for up to
twelve months without jeopardizing the patient's health, i.e., Class II patient) need
not be completed prior to overseas transfer providing both of the following
conditions exist:

(1) completion of such elective procedures prior to transfer would delay the
planned transfer; and

(2) adequate Service dental facilities are available at the overseas base.

Vision Defects. A refraction shall be performed on all personnel whose visual acuity
is less than 20/20 in either eye (near or distant) or whose present eyewear
prescription does not correct their vision to 20/20. All personnel requiring glasses
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CH-17

for correction shall have a minimum of two pair prior to overseas transfer or sea duty
deployment. All personnel requiring corrective lenses shall wear them for the
performance of duty.

Objection to Assumption of Fitness for Duty at Separation.

a. Any member undergoing separation from the service who disagrees with the

assumption of fitness for duty and claims to have a physical disability as defined in
section 2-A-38 of the Physical Disability Evaluation System, COMDTINST
M1850.2(series), shall submit written objections, within 10 days of signing the
Chronological Record of Service (CG-4057), to Commander CGPC. Such
objections based solely on items of medical history or physical findings will be
resolved at the local level. The member is responsible for submitting copies of the
following information along with the written objections:

(1) Report of Medical Examination (DD-2808);

(2) Report of Medical History (DD-2807-1);

(3) signed copy of the Chronological Record of Service (CG-4057);
(4) Appropriate consultations and reports; and

(5) "other pertinent documentation."

(6) The rebuttal is a member's responsibility and command endorsement is not
required.

. The file shall contain thorough documentation of the physical examination findings,

particularly in those areas relating to the individual's objections. Consultations shall
be obtained to thoroughly evaluate all problems or objections the examinee indicates.
Consultations obtained at the examinee's own expense from a civilian source shall
also be included with the report.

Commander (CGPC) will evaluate each case and, based upon the information
submitted, take one of the following actions:

(1) find separation appropriate, in which case the individual will be so notified and
the normal separation process completed;

(2) find separation inappropriate, in which case the entire record will be returned
and appropriate action recommended; or

(3) request additional documentation before making a determination.

Separation Not Appropriate by Reason of Physical Disability. When a member has an

impairment (in accordance with section 3-F of this Manual) an Initial Medical Board
shall be convened only if the conditions listed in paragraph 2-C-2.(b), Physical
Disability Evaluation System, COMDTINST M1850.2(series), are also met. Otherwise
the member is suitable for separation.

Procedures for Physical Defects Found Prior to Separation.
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a. Policy. No person shall be separated from the Service with any disease in a
communicable state until either rendered noninfectious, or until suitable provisions
have been made for necessary treatment after separation.

b. Remediable Non-Disqualifying Defects. Remediable physical defects that would not
normally prevent the individual from performing the duties of grade or rate shall be
corrected only if there is reasonable assurance of complete recovery and sufficient
time remaining prior to separation.
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FIGURE 3-B-1
DATE REVIEWERS UNIT
Does/does not meet the physical standards for (title or category or purpose of examination), as

prescribed in (appropriate section of Medical Manual, COMDTINST M6000.1 (series)).

Disqualifying Defects:

Signature and Title of Reviewer
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FIGURE 3-B-2

Physical Exam Note: Original Reviewing
Purpose to: Authority:
Aviator Candidate (1,2) CGPC-opm CGPC-adm
Aircrew Candidate (1,2) CGPC-epm “
Diving Candidate (1,2) CGPC "
Enlistment (2) CGRC "
Flight Surgeon (FS) MLC (k) MLC (k)
FS Candidate (1) G-WKH-1 G-WKH-1
Aviator (1) MLC (k) MLC (k)
Aircrew (1) MLC (k) MLC (k)
Diving (1) MLC (k) MLC (k)
Flight Officer (1) MLC (k) MLC (k)
Annual (1) MLC (k) MLC (k)
LSO (1) or or
Quinquennial (1) Clinic Clinic
Overseas/Sea Duty (1) Administrator Administrator
Retention (1) " "
Retirement (1,4) " "
Involuntary
Separation (1,4) " "
RELAD (1,4) " "
Precom/Appts (1) " "
Direct Commission (1,5) CGRC CGPC-adm
OCS (1,5) CGRC CGPC-adm
Physician Assistant
Candidate (1,5) CGPC-opm CGPC-adm
NOTES:

CGRC address: CG Recruiting Command, 4200 Wilson Blvd., Suite 450, Arlington, VA. 22203-1804

(1) The reviewing authority shall review, endorse and return the original to the member's unit for filing in
the member's or applicant's health record.

(2) Forward the unendorsed physical to the appropriate Headquarters Office (as listed above) with the
application/training request package. That Office will forward the physical to Coast Guard Personnel
Command for review.

(3) Forward the original and one copy to Commandant (G-WKH) for review

(4) Ensure that a completed CG-4057 accompanies the completed DD-2808 and DD-2807-1.

(5) Reviewing authority for current USCG or USCGR members only. For all others, Note (2)

above applies. Forward a cop%[ of the first/front page of the DD-2808 with endorsement to
the appropriate Headquarters office with the application package.
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Section C - Medical Examination Techniques And Lab Testing Standards.

Scope.
This section is a medical examination technique guide applicable for all physical

examinations.

1.

Speech Impediment.

Administer the "Reading Aloud Test" (RAT) as listed.

a.

Have the examinee stand erect, face you across the room and read aloud, as if
confronting a class of students.

If the individual pauses, even momentarily, on any phrase or word, immediately and
sharply say, "What's that?", and require the examinee to start over again with the first
sentence of the test.

On the second trial, The person who truly stammers usually will halt again at the
same word phonetic combination often revealing serious stammering. Examinees
who fail to read the test without stammering after three attempts will be disqualified.

READING ALOUD TEST "You wished to know all about my grandfather. Well,
he is nearly 93 years old; he dresses himself in an ancient black frock coat usually
minus several buttons; yet he still thinks as swiftly as ever. A long, flowing beard
clings to his chin, giving those who observe him a pronounced feeling of the utmost
respect. When he speaks, his voice is just a bit cracked and quivers a trifle. Twice
each day he plays skillfully and with zest upon our small organ. Except in the winter
when the ooze or snow or ice is present, he slowly takes a short walk in the open air
each day. We have often urged him to walk more and smoke less, but he always
answers, 'Banana Oil." Grandfather likes to be modern in his language."

Head, Face, Neck, and Scalp (Item 17 of DD-2808).

a.

b.

C.

Head and Face. Carefully inspect and palpate the head and face for evidence of
injury, deformity, or tumor growth. Record all swollen glands, deformities, or
imperfections noted. Inquire into the cause of all scars and deformities. If a defect is
detected such as moderate or severe acne, cysts, or scarring, make a statement as to
whether this defect will interfere with wearing military clothing and equipment.

Neck. Carefully inspect and palpate for glandular enlargement, deformity, crepitus,
limitations of motion, and asymmetry; palpate the parotid and submaxillary regions,
the larynx for mobility and position, the thyroid for size and nodules, and the
supraclavicular areas for fullness and masses. If enlarged lymph nodes are detected
describe them in detail with a clinical opinion of their etiology.

Scalp. Examine for deformities such as depressions and exostosis.
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4. Nose, Sinuses, Mouth, and Throat (Item 19, 20 of DD-2808).

CH-17

a.

If there are no nasal or sinus complaints, simple anterior rhinoscopy will suffice,
provided that in this examination, the nasal mucous membrane, the septum, and the
turbinates appear normal. If the examinee has complaints, a more detailed
examination is required. Most commonly, these complaints are external nasal
deformity, nasal obstruction, partial or complete on one or both sides; nasal
discharge; postnasal discharge; sneezing; nasal bleeding; facial pain; and headaches.

Abnormalities in the mucous membrane in the region of the sinus ostia, the presence
of pus in specific areas, and the cytologic study of the secretions may provide
valuable information regarding the type and location of the sinus infection. Evaluate
tenderness over the sinuses by transillumination or x-ray. Examination for sinus
tenderness should include pressure applied over the anterior walls of the frontal
sinuses and the floors of these cavities and also pressure over the cheeks. Determine
if there is any tenderness to percussion beyond the boundaries (as determined by x-
ray) of the frontal sinuses. Note any sensory changes in the distribution of the supra-
orbital or infra-orbital nerves that may indicate the presence of neoplasm. Note any
external swelling of the forehead, orbit, cheek, and alveolar ridge.

Many systemic diseases manifest themselves as lesions of the mouth and tongue;
namely leukemia, syphilis, agranulocytosis, pemphigus, erythema multiform, and
dermatitis medicamentosa. Note any abnormalities or lesions on lips or buccal
mucous membrane, gums, tongue, palate, floor of mouth, and ostia of the salivary
ducts. Note the condition of the teeth. Pay particular attention to any abnormal
position, size, or the presence of tremors or paralysis of the tongue and the
movement of the soft palate on phonation.

Record any abnormal findings of the throat. If tonsils are enucleated, note possible
presence and position of residual or recurrent lymphoid tissue and the degree of
scarring. If tonsils are present, note size, presence of pus in crypts, and any
associated cervical lymphadenopathy. Note presence of exudate, ulceration, or
evidence of neoplasm on the posterior pharyngeal crypts. Describe any
hypertrophied lymphoid tissue on the posterior pharyngeal wall or in the lateral angle
of the pharynx and note if there is evidence of swelling that displaces the tonsils,
indicating possible neoplasm or abscess. Perform direct or indirect laryngoscopy if
the individual complains of hoarseness.

Ears (General) and Drums (Item 21, 22 of DD-2808). Inspect the auricle, the external

canal, and the tympanic membrane using a speculum and good light. Abnormalities
(congenital or acquired) in size, shape, or form of the auricles, canals, or tympanic
membranes must be noted, evaluated, and recorded.

a.

b.

Auricle. Note deformities, lacerations, ulcerations, and skin disease.

External canal. Note any abnormality of the size or shape of the canal and inspect
the skin to detect evidence of disease. If there is material in the canal, note whether
it is normal cerumen, foreign body, or exudate. Determine the source of any exudate
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in the canal. If this exudate has its origins in the middle ear, record whether it is
serous, purulent, sanguinous, or mucoid; whether it is foul smelling; and, whether it
is profuse or scanty.

c. Tympanic membrane. Remove all exudate and debris from the canal and tympanic
membrane before examination. Unless the canal is of abnormal shape, visualize the
entire tympanic membrane and note and record the following points.

(1) List any abnormality of the landmarks indicating scarring, retraction, bulging,
or inflammation.

(2) Note whether the tympanum is air containing.

(3) List any perforations, giving size and position, indicating whether they are
marginal or central, which quadrant is involved, and whether it is the flaccid or
the tense portion of the membrane that is included.

(4) Attempt, if the tympanic membrane is perforated, to determine the state of the
middle ear contents, particularly concerning hyperplastic tympanic mucosa,
granulation tissue, cholesteatoma, and bone necrosis. Do the pathological
changes indicate an acute or chronic process? This clinical objective
examination should permit evaluating the infectious process in the middle ear
and making a reasonably accurate statement regarding the chronicity of the
infection; the extent and type of involvement of the mastoid; the prognosis
regarding hearing; and, the type of treatment (medical or surgical) that is
required.

(5) Note, for all aviation and dive physical examinations, whether the examinee
can properly auto insufflate tympanic membrane.

Eyes (General), Ophthalmoscopic, and Pupils (Item 23, 24, 25 of DD-2808).

External and ophthalmoscopic examinations of the eyes are required on all
examinations. Contact lenses shall not be worn during any part of the eye examination,
including visual acuity testing. It is essential that such lenses not be worn for 72 hours
preceding examination. The strength of the contact that an examinee may possess shall
not be accepted as the refraction nor will it be entered as such in Item 60, DD-2808. The
general examination shall include the following specific points and checks:

a. General.
(1) Bony abnormality or facial asymmetry.
(2) Position of the eyes.
(3) Exophthalmus.
(4) Manifest deviation of the visual axis.
(5) Epiphora or discharge.

(6) Position of puncta or discharge when pressure exerted over lacrimal sac.

3-27 CH-17



b. Lids.
(1) Ptosis.
(2) Position of lashes, eversion or inversion.
(3) Inflammation of margins.

(4) Cysts or tumors.

c. Conjunctiva. Examine the palpebral and bulbar conjunctiva by:
(1) eversion of upper lid;
(2) depression and eversion of lower lid; and

(3) manually separating both lids.

d. Pupils.
(1) Size.
(2) Shape.
(3) Equality.

(4) Direct, consensual, and accommodative reactions.

e. Directly and obliquely examine the:

(1) Cornea. For clarity, discrete opacities, superficial or deep scarring, pannus,
vascularization, pterygium, and the integrity of the epithelium.

(2) Anterior Chamber. For depth, alteration of normal character of the aqueous
humor, and retained foreign bodies.

(3) Iris. For abnormalities and pathologic changes.

(4) Crystalline Lens. For clouding or opacities.

f. Ophthalmoscopic.

(1) Media. Examine with a plano ophthalmoscopic lens at a distance of
approximately 18 to 21 inches from the eye. Localize and describe any opacity
appearing in the red reflex or direct examination or on eye movement.

(2) Fundus. Examine with the strongest plus or weakest minus lens necessary to
bring optic nerve into sharp focus. Pay particular attention to the color,
surface, and margin of the optic nerve, also record any abnormality of the
pigmentation or vasculature of the retina.

(3) Macula. Examine for any change.
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7. Ocular Motility (Item 26 of DD-2808).

a. Ascertain the motility of the eyeballs by testing for binocular eye movement
(ductions and versions) in the cardinal positions of gaze. If any abnormalities are
suspected, verify with the cover/uncover test.

b. Observe if the eyes move together and whether there is loss of motion in any
direction (paralysis or paresis), or absence of muscle balance, whether latent
(heterophoria) or manifest (strabismus). Have the examinee look at a test object and
alternately cover and uncover one eye leaving the other uncovered and observe the
movement, if any, in each eye. In heterophoria movement occurs only in the eye that
is covered and uncovered; on being covered, it deviates and on being uncovered, it
swings back into place to take up fixation with the other eye that has remained
uncovered.

&. Heart and Vascular System (Item 27 of DD-2808).

a. General. In direct light, have the examinee stand at ease, with arms relaxed and
hanging by sides. Do not permit the examinee to move from side to side or twist to
assist in the examination, as these maneuvers may distort landmarks: and increase
muscular resistance of the chest wall. Examine the heart by the following methods:
inspection, palpation, auscultation, and when considered necessary, by mensuration.

b. Inspection. Begin from above and go downward, with special reference to the
following:

(1) any malformation that might change the normal relations of the heart;

(2) pulsations in the suprasternal notch and in the second interspaces to the right
and left of the sternum,;

(3) character of the precordial impulse; or

(4) epigastric pulsations.

c. Palpation. First palpate to detect thrills over the carotids, thyroid glands,
suprasternal notch, apex of the heart, and at the base. Use palms of hands in
palpating and use light pressure, as hard pressure may obliterate a thrill. To locate
the maximum cardiac impulse, have the examinee stoop and throw the shoulders
slightly forward, thus bringing the heart into the closest possible relation with the
chest wall. Palpate both radial arteries at the same time for equality in rate and
volume. Run the finger along the artery to note any changes in its walls. Place the
palm of one hand over the heart and fingers of the other over the radial artery to see
if all ventricular contractions are transmitted. Palpate to determine the degree of
tension or compression of the pulse. In an estimate of pulse rate, the excitement of
undergoing a physical examination must be considered.

d. Auscultation. In auscultating the heart, bear in mind the four points where the
normal heart sounds are heard with maximum intensity:
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(1

)

3)

4

Aortic area, second interspace to right of sternum. Here the second sound is
distinct.

Tricuspid area, junction of the fifth right rib with the sternum. Here the first
sound is distinct.

Pulmonic area, second interspace to left of sternum. Here the second sound is
most distinct.

Mitral area, fifth interspace to left of sternum. Here the first sound is most
clearly heard.

e. Blood Pressure.

(1
)

3)

4

)

(6)

(7)

Only the sitting blood pressure is required.

Other positions required only if sitting blood pressure exceeds 159/90 (140/90
for aviation personnel).

Take the sitting blood pressure with the examinee comfortably relaxed in a
sitting position with legs uncrossed and the arm placed on a rest at the
horizontal level of the heart. The condition of the arteries, the tenseness of the
pulse, and the degree of accentuation of the aortic second sound must be taken
into consideration, as well as the relation between the systolic and diastolic
pressure.

Personnel recording blood pressure must be familiar with situations that result
in spurious elevation. A medical officer shall repeat the determination in
doubtful or abnormal cases and ensure that the proper recording technique was
used.

Artificially high blood pressure may be observed as follows.
(a) If the compressive cuff is too loosely applied.

(b) If the compressive cuff is too small for the arm size. Cuff width should
be approximately one-half arm circumference. In a very large or very
heavily muscled individual, this may require an "oversize" cuff.

(c) Ifthe blood pressure is repetitively taken before complete cuff deflation
occurs. Trapping of venous blood in the extremity results in a
progressive increase in recorded blood pressure.

At least five minutes of rest should precede the blood pressure recording. Due
regard must be given to physiologic effects such as excitement, recent exercise,
smoking or caffeine within the preceding thirty minutes, and illness.

No examinee shall be rejected based on the results of a single recording. If 2
out of the 3 positions exceed 159/90, the disqualifying blood pressures will be
rechecked for 3 consecutive days in the morning and afternoon of each day and
carefully recorded. The first determination shall be recorded in Item 58 and
the repeat determinations in Item 73 of DD-2808.
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(8) While emphasizing that a diagnosis of elevated blood pressure not be
prematurely made, it seems evident that a single "near normal" level does not
negate the significance of many elevated recordings.

f. Blood Pressure Determination.

(1) Use procedures recommended by the American Heart Association.

(2) Take the systolic reading as either the palpatory or auscultatory reading
depending on which is higher. In most normal subjects, the auscultatory
reading is slightly higher.

(3) Record diastolic pressure as the level at which the cardiac tones disappear by
auscultation. In a few normal subjects, particularly in thin individuals and
usually because of excessive stethoscope pressure, cardiac tones may be heard
to extremely low levels. In these instances, if the technique is correct and there
is no underlying valvular defect, a diastolic reading will be taken at the change
in tone.

(4) Note variations of blood pressures with the position change if there is a history
of syncope or symptoms to suggest postural hypertension.

(5) Obtain blood pressure in the legs when simultaneous palpation of the pulses in
upper and lower extremities reveals a discrepancy in pulse volume.

g. Pulse Rate.

(1) Determine the pulse rate immediately after the blood pressure. Only the sitting
position is required.

(2) In the presence of a relevant history, arrhythmia, or a pulse of less than 50 or
over 100, all pulses shall be determined and an electrocardiogram obtained.

h. Interpretation of Abnormal Signs and Symptoms. The excitement of the
examination may produce violent and rapid heart action often associated with a
transient systolic murmur. Such conditions may erroneously be attributed to the
effects of exertion; they usually disappear promptly in the recumbent posture. Try to
recognize the excitable individuals and take measures to eliminate psychic influences
from the test.

i.  Hypertrophy-Dilitation. An apex beat located at or beyond the left nipple line, or
below the sixth rib, suggests an enlargement sufficient to disqualify for military
service. Its cause, either valvular disease or hypertension in the majority of cases,
should be sought. A horizontal position of the heart must be distinguished from left
ventricular enlargement. EKG, ultrasound studies, fluoroscopy, and chest x-ray may
be indicated for diagnosis.

j. Physiological Murmurs. Cardiac murmurs are the most certain physical signs by
which valvular disease may be recognized and its location determined. The
discovery of any murmur demands diligent search for other evidence of heart
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disease. Murmurs may occur, however, in the absence of valvular lesions or other
cardiac disease. Such physiological murmurs are not causes for rejection.

(1) Characteristics. The following characteristics of physiological murmurs will
help differentiate them from organic murmurs.

(a)
(b)

(©)

(d)

(e)

®

They are always systolic in time.

They are usually heard over a small area, the most common place being
over the pulmonic valve and mitral valve.

They change with position of the body, disappearing in certain positions.
They are loudest usually in the recumbent position and are sometimes
heard only in that position.

They are transient in character, frequently disappearing after exercise.

They are usually short, rarely occupying all of the systole, and are soft
and of blowing quality.

There is no evidence of heart disease or cardiac enlargement.

(2) Most Common Types. The most common types of physiological murmurs are:

(a)

(b)

(c)

Those heard over the second and third left interspaces during expiration,
disappearing during forced inspiration. These are particularly common
in individuals with flexible chests, who can produce extreme forced
expiration. Under such circumstances, murmurs may be associated with
a vibratory thrust.

Cardio-respiratory murmurs caused by movements of the heart against
air in a part of the lung overlapping the heart. They usually vary in
different phases of respiration and at times disappear completely when
the breath is held.

Prolongations of the apical first sound, that are often mistaken for
murmurs.

(3) Diagnosis. An EKG, chest x-ray, and echocardiogram are usually indicated to
firmly establish the true cause of a murmur and should be done if there is any
question of abnormality.

k. Electrocardiograms. Use standard positions for precordial leads when completing

electrocardiograms.

9. Lungs and Chest (Item 28 of DD-2808).

a. A thorough examination includes a complete history (DD-2807-1) careful physical

examination, and necessary x-ray and laboratory studies. In screening examinations,

CH-17
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the history and x-ray studies are the most immediately revealing examination

techniques.

Remember that several disqualifying diseases such as tuberculosis and sarcoidosis

may not be detectable by physical examination and the absence of abnormal physical

signs does not rule out disqualifying pulmonary disease. Such diseases, as well as
others (neopasms and fungus infections), may be detected only by chest x-ray.

(1) Conduct the physical examination in a thorough, systematic fashion. Take
particular care to detect pectus abnormalities, kyphosis, scoliosis, wheezing,
persistent rhonchi, basilar rales, digital clubbing, and cyanosis. Any of these
findings require additional intensive inquiry into the patient's history if subtle
functional abnormalities or mild asthma, bronchitis, or bronchiectasis are to be
suspected and evaluated. The physical examination shall include the
following.

)

(2)

(b)

(©)

Inspection. The examinee should be seated in a comfortable, relaxed
position with the direct light falling upon the chest. Careful comparison
of the findings elicited over symmetrical areas on the two sides of the
chest gives the most accurate information regarding condition of the
underlying structures. Observe for asymmetry of the thoracic cage,
abnormal pulsation, atrophy of the shoulder girdle or pectoral muscles,
limited or lagging expansion on forced inspiration. The large, rounded
relatively immobile "barrel" chest suggests pulmonary emphysema.

Palpation.

1  Observe for tumors of the breast or thoracic wall, enlarged cervical,
supraclavicular, or axillary lymph nodes, suprasternal notch, and
thrills associated with respiration or the cardiac cycle.

N

In addition to the breast examinations with periodic physical
examinations, an annual clinical breast examination is required for
all active duty females aged 40 and above. Monthly self-
examination is recommended for all adult female patients.

Auscultation. Instruct the examinee to breathe freely but deeply through
the mouth. Listen to an entire respiratory cycle before moving the
stethoscope bell to another area. Note wheezing, rales, or friction rubs.
Compare the pitch and intensity of breath sounds heard over symmetrical
areas of the two lungs. Instruct the examinee to exhale during this
process. Note any rales, paying particular attention to moist rales that
"break" with the cough or fine rales heard at the beginning of inspiration
immediately after cough.

Do not hesitate to expand the history if abnormalities are detected during
examination or in repeating the examination if chest film abnormalities are
detected.
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C.

There are three conditions that are most often inadequately evaluated and result in

unnecessary and avoidable expense and time loss. These three are asthma (to
include "asthmatic bronchitis"), bronchiectasis, and tuberculosis.

(1)

)

)

Asthma. In evaluating asthma, a careful history is of prime importance since
this condition is characteristically intermittent and may be absent at the time of
examination. Careful attention to a history of episodic wheezing with or
without accompanying respiratory infection is essential. If documentation of
asthma after age 12 is obtained from the evaluee's physician, this shall result in
rejection even though physical examination is normal. Ask about the use of
prescription or over-the-counter bronchodilators.

Bronchiectasis. Individuals who report a history of frequent respiratory
infections accompanied by purulent sputum or multiple episodes of pneumonia
should be suspected of bronchiectasis. This diagnosis can be further supported
by a finding of post-tussive rales at one or both bases posteriorly or by a
finding of lacy densities at the lung base on the chest film. If bronchiectasis is
considered on the basis of history, medical findings or chest film
abnormalities, seek confirmatory opinion from the examinee's personal
physician or refer the examinee to the appropriate chest consultant for
evaluation and recommendations.

Tuberculosis (TB).

(a) Active TB is often asymptomatic and not accompanied by abnormal
physical findings unless the disease is advanced. If only such
manifestations as hemoptysis or draining sinuses are looked for, most
cases of TB will be missed.

(b) The most sensitive tool for detecting early TB is the PPD.

(c) [If positive, evaluate the chest film for any infiltrate, cavity, or nodular
lesion involving the apical or posterior segments of an upper lobe or
superior segment of a lower lobe. Many tuberculosis lesions may be
partially hidden or obscured by the clavicles. When any suspicion of an
apical abnormality exists, an apical lordotic view must be obtained for
clarification.

(d) It is neither practical nor possible, in most instances, to determine
whether or not a TB lesion is inactive on the basis of a single radiologic
examination. Therefore, refer any examinee suspected of TB to a chest
consultant or to an appropriate public health clinic for evaluation.

(e) Aninitial PPD is mandatory and shall be made a part of the physical
examination for all personnel entering on active duty for a period of 30
days or more.

(f)  See Chapter 7 for complete details of the Tuberculosis Control Program.
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10. Anus and Rectum (Item 30 of DD-2808). All examinations shall include a visual
inspection of the anus. Perform a digital rectal examination and test for fecal occult
blood on all personnel beginning at age 40 and at any time history or physical exam
findings indicate. When anorectal disease is suspected a complete exam should be
performed which may include proctosigmoidoscopy as indicated.

11. Abdomen and Viscera (Item 31 of DD-2808).

a. Examine the abdomen with the examinee supine, as well as standing to detect
hernias.

b. Use appropriate clinical laboratory, radiologic, and endoscopic examinations to
confirm a diagnosis.

12. Genitourinary System (Item 32 of DD-2808).

a. General. All physical examinations shall search for evidence of STD or
malformation.

b. Instructions for examination according to sex.

(1) Females. The examination shall include:
(a) inspection of the external genitalia;
(b) either a vaginal or rectal bimanual palpation of the pelvic organs; and

(c) Papanicolaou (PAP) testing and visualization of the cervix and vaginal
canal by speculum in accordance with section 3-C-20.f.

(2) Males. The glans penis and corona will be exposed. The testes and scrotal
contents will be palpated and the inguinal lymph nodes will be examined for
abnormalities. Palpate the inguinal canals while having the patient perform a
valsalva.

13. Extremities (Item 33, 34, 35 of DD-2808). Carefully examine the extremities for
deformities, old fractures and dislocations, amputations, partially flexed or ankylosed
joints, impaired functions of any degree, varicose veins, and edema. In general the
examination shall include:

a. Elbow. With the examinee holding the upper arms against the body with the
forearms extended and fully supinated, observe for the presence of normal carrying
angle. Have the examinee flex the elbows to a right angle and keeping the elbows
against the body, note ability to fully supinate and pronate the forearms. Test medial
and lateral stability by placing varus and valgus strain on the joint with the elbow
extended. Test the power of the flexor, extensor, supinator, and pronator muscles by
having the examinee contract these muscles against manual resistance. If indicated,
x-rays should include antero-posterior and lateral views.

b. Foot.
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(1

)

)

(4)

©)

d. Knee.
(D

)

3)

Examine the feet for conditions such as flatfoot, corns, ingrown nails, bunions,
deformed or missing toes, hyperhidrosis, color changes, and clubfoot.

When any degree of flatfoot is found, test the strength of the feet by requiring
the examinee to hop on the toes of each foot for a sufficient time and by
requiring the examinee to alight on the toes after jumping up several times. To
distinguish between disqualifying and nondisqualifying degrees of flatfoot,
consider the extent, impairment of function, appearance in uniform, and
presence or absence of symptoms. Remember, it is usually not the flatfoot
condition itself that causes symptoms but an earlier state in which the arches
are collapsing and the various structures are undergoing readjustment of their
relationships. Report angles of excursion or limitation; comparative
measurements; use of orthotics or other supports; and x-ray results if indicated.

With the examinee standing, observe the symmetry of the buttocks, the
intergluteal clefts, and infragluteal fold. Palpate the iliac crest and greater
trochanters for symmetry.

If abnormalities are suspected, have the examinee stand first on one foot and
then the other, flexing the nonweight bearing hip and knee and observing for
ability to balance as well as for instability of the joint, as indicated by dropping
downward of the buttock and pelvis of the flexed (non-weight bearing) hip.
Such a positive Trendelenburg sign necessitates x-ray evaluation.

While supine have the examinee flex the hip, abduct and adduct the hip and
rotate the leg inward. Observe for hesitancy in performing these motions,
incomplete range of motion, or facial evidence of pain on motion. Test muscle
strength in each position.

With examinee prone, test for ability to extend each leg with knee extended
and test for power in each hip in extension.

If abnormalities are detected requiring x-rays, obtain an antero-posterior and a
lateral view of each hip for comparison.

With trousers (skirt/dress), shoes, and socks removed, observe general
muscular development of legs, particularly the thigh musculature.

Have examinee squat, sitting on heels, and observe for hesitancy, weakness,
and presence or absence of pain or crepitus.

With examinee sitting, test for ability to fully extend the knee and test power in
extension by applying pressure to the lower leg with knee extended. Compare
equality of power in each leg. With knee flexed, test for hamstring power by
attempting to pull leg into extension; compare equality of strength in each leg.
Palpate entire knee for tenderness. With examinee still sitting on the table
edge, sit and grasp the heel between the knees; then test for cruciate ligament
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stability by first pulling the tibia anteriorly on the femur and by then pushing
the tibia posteriorly on the femur ("Drawer Sign").

With the examinee supine, mark on each leg a distance of 1 inch above the
patella and 6 inches above the patella, making sure this is done with muscles
relaxed. Measure circumferences at these levels and note presence or absence
of atrophy. Test the medial and lateral collateral ligaments by placing varus
and valgus strain on the extended knee. Manipulate the knee through a
complete range of flexion and extension, noting any difference between the
sides and any abnormal restriction.

If there is a history of knee injury assess muscular strength, ligamentous
stability, and range of motion. Also look for evidence of inflammatory or
degenerative processes.

In the presence of any history of "locking," recurrent effusion, or instability, or
when atrophy measured is more than 3/8 inch or when limitation of motion or
ligamentous instability is detected, obtain x-rays including an antero-posterior,
lateral, and intercondylar view.

An orthopedic evaluation is required on all recruit physicals if there is
evidence of any abnormality.

e. Shoulder.

(1)

2)

)

With the examinee stripped to the waist, inspect both anteriorly and posteriorly
for asymmetry, abnormal configuration, or muscle atrophy.

From the back, with the examinee standing, observe the scapulohumeral
rhythm as the arms are elevated from the sides directly overhead, carrying the
arms up laterally. Any arrhythmia may indicate shoulder joint abnormality and
is cause for particularly careful examination. Palpate the shoulders for
tenderness and test range of motion in flexion, extension, abduction, and
rotation. Compare each shoulder in this respect.

Test muscle power of abductors, flexors, and extensors of the shoulder, as well
as power in internal and external rotation. Have the examinee attempt to lift a
heavy weight with arms at the side to establish integrity of the
acromioclavicular joint.

f. Worist and Hand.

(1

2)

3)

Palpate the wrist for tenderness in the anatomical snuff box often present in
undiscovered fractures of the carpal navicular. Observe and compare muscle
strength and range of motion, flexion, extension, radial, and ulnar deviation.

Inspect the palms and extended fingers for excessive perspiration, abnormal
color or appearance, and tremor, indicating possible underlying organic
disease.

Have the examinee flex and extend the fingers making sure interphalangeal
joints flex to allow the finger tips to touch the flexion creases of the palm.
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With the hands pronated, observe the contour of the dorsum of the hands for
atrophy of the soft tissues between the metacarpals seen in disease or
malfunction of peripheral nerves.

With the fingers spread, test for strength, and interosseous muscle function by
forcing the spread fingers against the resistance of the examinee.

If indicated, obtain antero-posterior and lateral x-rays of the wrist, as well as
antero-posterior and oblique views of the hand.

14. Spine and Other Musculoskeletal (Item 36 of DD-2808). Carefully examine for evidence
of intervertebral disc syndrome, myositis, and traumatic lesions of the low back
(lumbosacral and sacroiliac strains). If there is any indication of congenital deformity,
arthritis, spondylolisthesis, or significant degree of curvature, obtain orthopedic
consultation and x-rays.

CH-17
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Back. With the examinee stripped and standing, note the general configuration
of the back, the symmetry of the shoulders, iliac crests and hips, and any
abnormal curvature. Palpate the spinous processes and the erector spinae
muscle masses for tenderness. Determine absence of pelvic tilt by palpating
the iliac crests. Have examinee flex and extend spine and bend to each side,
noting ease with which this is done and the presence or absence of pain on
motion. Test rotary motion by gripping the pelvis on both sides and having the
examinee twist to each side as far as possible.

With the examinee sitting on the examining table, test patellar and ankle
reflexes and fully extend the knee, note complaints of pain (this corresponds to
a 90 degree straight leg raising test in supine position).

With the examinee supine, test dorsiflexor muscle power of the foot and toes,
with particular attention to power of the extensor hallucis longus. Weakness
may indicate nerve root pressure on Sl. Flex hip fully on abdomen and knee
flexed and determine presence or absence of pain on extremes of rotation of
each hip with hip flexed to 90 degrees. Frequently, in lumbosacral sprains of
chronic nature, pain is experienced on these motions. Place the heel on the
knee of the opposite extremity and let the flexed knee fall toward the table.
Pain or limitation indicates either hip joint and/or lumbosacral abnormality.

While prone, have the examinee arch the back and test strength in extension by
noting the degree to which this is possible.

If pain is experienced on back motions in association with these maneuvers or
if there is asymmetry or abnormal configuration, back x-rays, including pelvis,
should be obtained. These should include antero-posterior, lateral, and oblique
views.
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15. Identifying Body Marks, Scars, and Tattoos (Item 37 of DD-2808).

a. Examination. Carefully inspect the examinee's body, front and rear, on each side of
the median line separately, commencing with the scalp and ending at the foot.
Record under the "Notes" section on the face of the DD-2808 all body marks, tattoos,
and scars useful for identification purposes. Also state if no marks or scars are
found.

b. Description of Body Marks, Scars, and Tattoos.

(1) Indicate the size, location, and character of scars, moles, warts, birthmarks, etc.

(2) When recording the location of a tattoo, include narrative description of the
design. Tattoo transcriptions of words or initials shall be recorded in capital
letters. Describe the size of a tattoo regarding its general dimensions only. A
statement relative to color or pigment is not required.

(3) Note amputations and losses of parts of fingers and toes showing the particular
digit injured and the extent or level of absence.

c. Abbreviations for Body Marks, Scars, and Tattoos.

(1) The following are authorized abbreviations for the descriptions or conditions

indicated:
Amp.-amputation m. -mole w. -wart
f. -flat p. -pitted VSULA-
fl. fleshy r. -raised vaccination scar
s. -scar smooth . -linear upper left arm
V. -vaccination 0. -operative h. -hairy

(2) Combinations of the above abbreviations are permissible: p.s. 1/2d. - pitted
scar 1/2 inch diameter; f.p.s. IxI/2 - flat pitted scar I inch long and 1/2 inch
wide; r.h.m. 1/4d. - raised hairy mole 1/4 inch diameter.

(3) Do not use abbreviations when describing tattoos since they are likely to be
mistaken as signifying tattooed letters.

16. Neurologic (Item 39 of DD-2808). Conduct a careful neurological examination being
attentive to the following:

a. Gait. The individual shall: walk a straight line at a brisk pace with eyes open, stop,
and turn around; (Look for spastic, ataxic, incoordination, or limping gait; absence of
normal associated movements; deviation to one side or the other; the presence of
abnormal involuntary movement; undue difference in performance with the eyes
open and closed.)

(1) stand erect, feet together, arms extended in front; (Look for unsteadiness and
swaying, deviation of one or both of the arms from the assumed position,
tremors, or other involuntary movements.)

3-39 CH-17



CH-17

(2) touch the nose with the right and then the left index finger, with the eyes
closed. (Look for muscle atrophy or pseudohypertrophy, muscular weakness,
limitation of joint movement, and spine stiffness.)

Pupils. Look for irregularity, inequality, diminished or absent contraction to light or
lack of accommodation.

Deep Sense (Romberg). Negative, slightly positive, or pronouncedly positive.

Deep Reflexes: Patellar, Biceps, etc. Record as absent (0), diminished (-), normal
(+), hyperactive (++), and exaggerated (+++).

Sensory Disturbances. Examine sensation by lightly pricking each side of the
forehead, bridge of the nose, chin, across the volar surface of each wrist, and dorsum
of each foot. Look for inequality of sensation right and left. If these sensations are
abnormal, vibration sense should be tested at ankles and wrists with a tuning fork.
With eyes closed, the examinee shall move each heel down the other leg from knee
to ankle. Test sense of movement of great toes and thumb. Look for diminution or
loss of vibration and plantar reflexes. When indicated, perform appropriate
laboratory tests and x-ray examinations.

Motor Disturbances. Evidence of muscle weakness, paresis, or any other
abnormality.

Muscular Development. Evidence of atrophy, compensatory hypertrophies, or any
other abnormality.

Tremors. State whether fine or coarse, intentional or resting, and name parts
affected.

Tics. Specify parts affected. State whether they are permanent or due to fatigue or
nervous tension.

Cranial Nerves. Examine carefully for evidence of impaired function or paresis.
Remember that some of the cranial nerves are subject to frequent involvement in a
number of important diseases, such as syphilis, meningitis, encephalitis lethargica,
and injuries to the cranium.

Psychomotor Tension. Test the ability to relax voluntarily by having the examinee
rest the forearm upon your palm then test the forearm tendon reflexes with a
percussion hammer.

Peripheral Circulation. Examine for flushing, mottling, and cyanosis of face, trunk,
and extremities. Question as to the presence of localized sweating (armpits and
palms) and cold extremities. Carefully study any abnormalities disclosed on the
neurological examination and express an opinion as to their cause and significance
and whether they are sufficient cause for rejection.
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17. Psychiatric (Item 40 of DD-2808).

a. Personality Evaluation. In order to evaluate the adequacy of the examinee's
personality for adjustment to the conditions of military service:

(1) estimate the examinee's capacity coupled with real respect for personality and
due consideration for feelings;

(2) conduct the examination in private to encourage open and honest answers; and

(3) attempt to discover any difficulties that the examinee may have had with
interpersonal relationships at work or during leisure activities.

b. Diagnosis of Psychiatric Disorders. The diagnosis of most psychiatric disorders
depends upon an adequate longitudinal history, supplemented by information
obtained from other sources, such as family, physicians, schools, churches, hospitals,
social service or welfare agencies, and courts.

c. Telltale Signs of Psychiatric Disorders. Be watchful for any of the following:
inability to understand and execute commands promptly and adequately; lack of
normal response; abnormal laughter; instability; seclusiveness; depression; shyness;
suspicion; over boisterousness; timidity; personal uncleanliness; stupidity; dullness;
resentfulness to discipline; a history of enuresis persisting into late childhood or
adolescence; significant nail biting; sleeplessness or night terrors; lack of initiative
and ambition; sleep walking; suicidal tendencies, whether bona fide or feigned.
Abnormal autonomic nervous system responses (giddiness, fainting, blushing,
excessive sweating, shivering or goose flesh, excessive pallor, or cyanosis of the
extremities) are also occasionally significant. Note also the lack of responses as
might reasonably be expected under the circumstances.

d. Procedures for Psychiatric Examination.

(1) Mental and personality difficulties are most clearly revealed when the
examinee feels relatively at ease. The most successful approach is one of
straightforward professional inquiry, coupled with real respect for the
individual's feelings and necessary privacy. Matters of diagnostic significance
are often concealed when the examinee feels the examination is being
conducted in an impersonal manner or without due concern for privacy.

(2) Pay close attention to the content and implication of everything said and to any
other clues, and in a matter-of-fact manner, follow-up whatever is not self-
evident nor commonplace.

e. Aviation only.

(1) Although this phase of the examination is routinely performed only on
candidates for flight training, it may be made part of any aviation physical
examination. The objective is to determine the examinee's basic stability,
motivation, and capacity to react favorably to the special stresses encountered
in flying. Report any significant personality change in an experienced aviator.
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(2) Following the completion of the general examination:
(3) study carefully the examinee's family history; and

(4) determine the family's attitude towards flying and the examinee's reaction to
the stresses of life in general and emotional response and control.

18. Endocrine System. Evaluate endocrine abnormalities during the general clinical
examination. Palpate the thyroid for abnormality and observe the individual for signs of
hyperthyroidism or hypothyroidism. Observe general habitus for evidence of endocrine
dysfunction.

19. Dental (Item 43 of DD-2808).

a. Who May Conduct Dental Examinations.

(1) For Academy, OCS, and direct commission applicants: a Uniformed Services
dental officer.

(2) For all aviation, diving, and overseas/sea duty physical examinations: a
Uniformed Services dental officer or a contract dentist.

(3) For all others: a Uniformed Services dental officer, a contract dentist, or a
medical examiner if a dentist is unavailable.

b. Procedures for Conducting Dental Examinations.

(1) Applicants for Original Entry. Whenever practical, applicants for original
entry into the Service shall be given a Type 2 dental examination. Otherwise,
the dental officer shall determine the type of examination that is appropriate
for each examinee.

(2) Active Duty Personnel.

(a) Members on active duty, who are assigned to locations where Coast
Guard, USMTF, or civilian contract dental clinics are available shall be
required to have an annual Type 2 dental examination.

(3) Reserve Personnel.

(b) Type 2 dental examination is required for Quinquennial Physical
Examinations, and

(c) Type 2 dental examination is required for all entries onto Active Duty
(any type) for periods of duty in excess of 139 days.

c. Dental Restorations and Prostheses. The minimum number of serviceable teeth
prescribed for entry in various programs of the Service is predicated on having
retentive units available to provide for the reception of fixed bridges or partial
dentures that may be necessary for satisfactory masticatory or phonetic function.
Prostheses already present should be well-designed, functional, and in good
condition.
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20. Laboratory Findings.

a. Required Tests. Personnel undergoing physical examinations are required to have

the following tests performed, except where obtaining them is not possible or
expeditious, or incurring charges for them is not authorized. In such cases, these
tests shall be obtained at the first duty station where facilities are available. The
normal values listed below are for guidance. Abnormal laboratory values alone are
not disqualifying; however, the causative underlying condition may be. Minimal
deviations may not require further evaluation and this should be noted as NCD (not
considered disqualifying) in item 74 by the examiner. Normal variants should be
noted as such.

b. Hematology/Serology.

(1)

)
3)
4
)

Hematology. Perform a hematocrit (HCT) or hemoglobin (HGB) on all
examinees. Perform other hematological studies only as indicated.

Red Blood Cell Measurements.

Hemoglobin - Males 13-18 gm/100ml
Females 11.7-16 gm/100ml

Hematocrit - Males 40-54%, Females 35-47%

If any of these parameters are abnormal, an RBC and indices shall be done.
Normal indices are:

RBC- Males 4.3 to 6.2 million
Females 3.8 to 5.4 million
MCV- 82-92 cubic microns
MCH- 27-32 Jpicograms
MCHC - 30-36%
(6) Cholesterol Testing. All cadets, officer candidates, and recruits shall be tested

(7

for serum cholesterol within a week of their arrival for training. Those persons
judged by a medical officer to have cholesterol levels that indicate an increased
risk of atherosclerotic vascular disease shall be informed of this and given
appropriate counseling by the third week of their training. Lipid panel studies,
pharmacological remedial measures, or follow-up appointments may be
performed at the discretion of the managing medical officer.

Serological Test for Syphilis (RPR/STS).

(a) Required for entry into the Coast Guard and for all aviation and diving
candidate physicals.

(b)  Unless there is a documented history of adequately treated syphilis, all
examinees testing positive shall have repeat testing three or more days
later. Ensure that at the time of obtaining serum the examinee neither
has, nor is convalescing from, any acute infectious disease or recent

3-43 CH-17



CH-17

(8)

)

(c)

(d)

(e)

fever. If available at no charge, the facilities of local or state health
departments may be used for performing serological tests. Examinees
with a history of treated syphilis should have declining or low titer
positive reaction.

If the second test is positive then obtain an FTA/ABS. If the FTA/ABS
is positive, further evaluation may be required to determine the
appropriate therapy.

Several conditions that are known to give false RPR/STS are infectious
mononucleosis, malaria, yaws, pinta, chicken pox, infectious hepatitis,
immunization, and atypical pneumonia. The cause of a false positive
serological test for syphilis should be explored since many diseases
giving a false positive are also disqualifying.

Process all members who are suspected contacts or who have clinical
evidence of venereal disease and all personnel with a positive serological
test for syphilis in accordance with section 7-B-3 of this Manual.

Sickle Cell Preparation Test. Applicants for aviation and diving training shall
be tested for sickling phenomenon, if not previously tested. Evaluate positive
sickledex results by a quantitative hemoglobin electrophoresis. Greater than
40 percent Hbs is disqualifying for aviation and diving. Once the test has been
completed, the results will be filed in the health record and recorded on the
Problem Summary List. The test need never be repeated.

HIV Antibody.

(a)

(b)

The most recent HIV antibody test date will be recorded in item #49 of
the DD-2808 (Report of Medical Examination), on the
NAVMED6150/20 (Problem Summary List), and under Remarks on the
SF-601 (Immunization Record). Epidemiological information
concerning HIV infection will be monitored by Commandant (G-WKH)
and the policy concerning routine testing will be revised as necessary.

HIV antibody testing is required as follows (see COMDTINST.
6220.1A):

1 All applicants for regular or reserve programs for enlistment,
appointment, or entry on active duty;

2 Candidates for officer service (direct commission, OCS, Academy,
MORE, etc.,) as part of pre-appointment or pre-contract physical
examination;

3 Cadets at the Coast Guard Academy as part of the physical

examination prior to commissioning;
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(d)

(e)

®

4  All Coast Guard members who have not had at least one
documented HIV antibody test in the last five years;

5 All members with PCS orders to a foreign country, within six
months prior to transfer;

6  During the clinical evaluation of the patients at high risk of HIV
infection being seen for other sexually transmitted diseases or as
part of prenatal examinations; and

7  Patients being referred to Level II/III alcohol/drug treatment

programs must be tested for HIV immediately prior to entering such
a program;

8 Newly identified tuberculin reactors.

Accession testing will usually be performed through MEPS examination
centers. Other required testing can be done through DOD MTFs or
designated Coast Guard HIV Antibody Testing Centers. Other required
testing will be done through designated Coast Guard-wide HIV contract
laboratory, Viromed laboratories. Commanding Officers may arrange
testing with the laboratory directors at local uniformed services medical
facilities (USMTEFS) or qualified local civilian laboratories, only with the
permission of, and prior coordination with, MLC(k). Record keeping
and reporting requirements must be met. Liaison with the Department of
Defense indicates that there are no prohibitions to testing Coast Guard
personnel at these facilities. Contact Commander, MLC(k) for
permission to use USMTES or local civilian facilities to arrange methods
for reporting results.

Members who are confirmed HIV antibody positive or indeterminate by
Western Blot, by the Coast Guard-wide contract laboratory, will have a
second confirmatory specimen drawn and submitted for analysis to the
same Coast Guard-wide contract laboratory.

Members who are confirmed HIV antibody positive by the second
confirmatory Western Blot, by the Coast Guard-wide contract laboratory,
will be referred to a DOD MTF with the capability to perform a
complete evaluation. Contact the respective MLC (k), and they will
assist in making arrangements for the evaluation. Ensure that both the
medical and dental records accompany the member to the DOD MTF for
the evaluation. A narrative summary of this evaluation shall be
obtained by the referring medical officer, who shall notify G-WKH
via MLC(K) upon receipt. Initiate a Disease Alert Report IAW Chapter
7 of this Manual.

Once a member has been confirmed HIV positive, arrange immediate
medical and social services counseling, using available Coast Guard,
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DOD, or civilian resources to ensure that the member understands the
clinical implications of the positive test, the purpose of subsequent
medical evaluation, and the policies in this instruction.

(g) Members who are confirmed HIV antibody positive shall receive
counseling. The individual's command will provide medical and
supportive counseling to the member if this has not already been
provided by the evaluating facility.

(h)  All information surrounding the individual's physical condition is strictly
confidential. Only key personnel, with a verifiable "need to know" such
as the individual's commanding officer, should be informed of the HIV
status.

(1)  Coast Guard medical officers requiring HIV antibody testing for clinical
diagnosis should direct the Coast Guard HIV Antibody Testing Center to
send a shipment to the Coast Guard-wide contract laboratory
immediately. Results should ordinarily be available within 48 hours via
electronic mail or telephone from Commandant (G-WKH).

() HIV antibody testing required by members of other uniformed services
(active duty or reserve), or by specific agreement with other Federal
agencies (e.g., Department of State), must be performed through a Coast
Guard HIV Antibody Testing Center.

(k)  Voluntary testing and counseling of dependents, retirees, and civilian
employees must be performed through a Coast Guard HIV Antibody
Testing Center.

c. Chest X-ray (Item 52 of DD-2808).

(1) Will be accomplished as part of the physical examinations for application for
aviation or diving programs. Chest X-rays previously performed within
eighteen (18) months of application, with normal results, are acceptable if there
is no change in clinical presentation.

(2) Will not be performed for routine screening purposes without a prior clinical
evaluation and a specific medical indication. The senior medical officer may
authorize an exception to this policy when there are obvious medical benefits
to be gained by routine screening x-ray examination (e.g., Asbestos Medical
Surveillance Program). Such exceptions should be authorized only after
careful consideration of the diagnostic yield and radiation risk of the x-ray
study, as well as other significant or relevant costs or social factors. X-ray
examinations will not be ordered solely for medical-legal reasons.

d. Electrocardiogram (Item 52 of DD-2808).

(1) Electrocardiograms (ECG) shall be accomplished routinely on the following
individuals:
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(a) those in whom medical history or clinical findings are suggestive of
cardiac abnormalities;

(b) examinees with a sitting pulse rate of less than 50 or more than 100;
(c) examinees who are 40 years old or older;

(d) applicants for aviation and diving training and all designated personnel
every four (4) years until age 40, then biennially. For designated
aviation personnel on physical examinations where no EKG is required,
place the date and results of the last EKG in block #52 (Other) of DD-
2808; and

(e) applicants for service academies.

All student and designated aviation personnel shall have an ECG on file in
their health record.

All tracings will be compared to the baseline reading in the health record, if
one is present. If significant changes are present, obtain a cardiac consultation.
A report of the consult shall be submitted for review along with the DD-2808.
It is imperative then that proper techniques for recording the ECG be followed.

(a) The routine ECG will consist of 12 leads, namely standard leads 1, 2, 3,
AVR, AVL, AVF, and the standard precordial leads V1 through V6.

(b) Take care to properly place the precordial electrodes. It is important that
the electrodes across the left precordium are not carried along the curve
of the rib but are maintained in a straight line. Be particular in placing
the first precordial lead so as to avoid beginning placement in the third
interspace rather than the fourth. Do not smear electrode paste from one
precordial position to another. Include a standardization mark on each
recording.

Urinalysis. A urinalysis is required on all physical examinations. The urine shall be
tested for specific gravity, glucose, protein, blood, leukocyte esterase, and nitrite by
an appropriate dipstick method. A microscopic examination is required only if any
of these dipstick tests is abnormal.

(1)

)

Specific Gravity. Normal values are 1.005-1.035. Specific gravity varies with
fluid intake, time of day, climate, and medication. As a rule, elevation of the
specific gravity reflects only the state of hydration, while a low specific gravity
may reflect kidney disease. In evaluating abnormalities, a repeat is generally
sufficient, provided the factors above are considered and explained to the
individual. Where possible, the repeat should be a first morning specimen
which is usually the most concentrated.

Glucose. Any positive test is abnormal. A false positive for glucose may
occur in individuals who take Vitamin C or drink large quantities of fruit juice.
As soon as practical after discovery of the glycosuria, obtain a fasting blood
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3)

(4)

glucose. If glycosuria persists or if the fasting blood glucose exceeds 125
mg/100 ml, evaluate the individual for diabetes.

Protein. A trace positive protein is often associated with a highly concentrated
(specific gravity 1.024 or greater) early morning specimen and is considered
normal and need not be repeated. A one plus or greater protein, or a trace
positive in the presence of a dilute urine, should be evaluated by a 24-hour
specimen (normal range 10-200 mg protein/24 hours).

Microscopic.
(@) Normal: 0-5 WBC

0-5 RBC (clean catch specimen)

occasional epithelial cells (more may be normal
in an otherwise normal urinalysis)

no casts occasional bacteria

(b)  Pyuria usually indicates an infection or improper collection techniques.
Appropriate follow-up is required, including repeat after the infection
has cleared.

(c) Hematuria may normally occur following heavy exercise or local trauma
and as a false positive in menstruating females. It always requires
evaluation with the minimum being a repeat showing no hematuria.

(d) Casts, heavy bacteria, other organisms, and abnormal cells require
further evaluation.

f. PAP Test (Item 52 a. of DD-2808).

(1)

A PAP test is required at the following times on female members:

(a) on the pre-training physical examination at time of initial entry into the
Coast Guard;

(b) every two years, if on extended active duty; and

(¢) with quinquennial examinations, for reserves.
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PAP tests and pelvic examinations (by civilian or military practitioners) that
have been performed within one year of periodic examinations are acceptable.
In any case, results of the pelvic examination and PAP test will be recorded in
Item 52 a. The practitioner is responsible for communicating the result of the
PAP smear (either positive or negative) to the patient.

To reduce false-negative smears, endocervical sampling shall be done using a
cytobrush, provided no contraindication is present (as in pregnancy or cervical
stenosis). Laboratories to which smears are sent for interpretation must, as a
matter of routine, indicate on their reports whether endocervical sampling was
adequate. Where endocervical cell sampling is reported as inadequate, the
smear shall be repeated.

g. Pulmonary Function Test (PFT). Perform a PFT on all OMSEP examinations and

when clinically indicated.

(1)

)
3)

(4)

)

(6)

Screening spirometry should not be performed if the subject:

(a) isacutely ill from any cause;

(b) has smoked or used an aerosolized bronchodilator within the past hour;
(c) has eaten a heavy meal within the previous two hours; or

(d) has experienced an upper or lower respiratory tract infection during the
past three weeks.

Explain the procedure to the subject.

Instruct the subject to remove any tight clothing or dentures and to sit or stand
comfortably in front of the spirometer. The chin should be slightly elevated
with the neck slightly extended. The use of a nose clip is recommended.

Tell the subject to take the deepest possible inspiration, close mouth firmly
around the mouthpiece and without further hesitation, blow into the apparatus
as hard, fast, and completely as possible. Active coaching throughout the
entire duration of the forced expiration must be done to elicit maximum subject
effort. Positioning of the lips around the mouthpiece should be checked.

After two practice attempts, three further tracings should be recorded. If the
technician believes that the subject has not made a full inspiration prior to the
forced expiration, not put forth a maximal effort, or not continued expiration
sufficiently long, that particular tracing should be repeated. Repeat attempts
marred by coughing. The variation between the largest and smallest FVC of
three satisfactory tracings should not exceed 10%.

From the three satisfactory tracings, the FVC, FEV, and FEV {/FVC% should

be determined. Use the highest FVC and FEV| in the calculations regardless

of the curve(s) on which they occur. The tracing itself should also be
maintained as part of the medical record.
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(7) If the tests are baseline studies, determine the predicted values and calculate
the subject's percent of the predicted normal, and transcribe results on the
record sheet. In non-Caucasians, the predicted FEV| and FVC should be

multiplied by 0.85 to adjust for ethnic differences. No correction factor is
necessary for the FEV{/FVC%.

(8) If the tests are follow-up studies, comparison should be made with the
previously recorded highest value for each test. This highest value may not
necessarily have occurred during baseline tests.

(9) Verify any abnormalities in either baseline or follow-up pulmonary functions
by repeating spirometry in two weeks. If abnormalities persist, clinical
assessment by a physician qualified to evaluate chest disease is essential. In
males, a 30 millimeter annual decline in FEV | and 25 millimeters FVC can be

attributed to normal aging. In females, it is 25 millimeters in both the FEV |

and FVC. PFT. Abnormal functions are present when:

(a) FEV-1 or FVC is less than 80% of predicted;
(b) FEV-1/FVC% is less than 69%;
(¢) decline in the FEV-1 or FVC greater than 8%;
(d) decrease in the FEV-1/FVC% greater than 6%; and
(e) see the following:
SPIROMETRIC
GUIDELINES
OBSTRUCTIVE DISEASE RESTRICTIVE
DISEASE FCV%
FEV-1/FVC FCV PREDICTED
NORMAL >0.69 > .80
MILD TO MODERATE 0.45 -0.69 0.51-0.80
SEVERE <0.45 <0.51

h. Special Tests. In some cases, information available should be supplemented by
additional tests or diagnostic procedures (eye refractions, x-rays, repeated blood
pressure readings, etc.), in order to resolve doubts as to whether the examinee is or is
not physically qualified. If facilities are available to perform such tests at no cost,
they should be obtained as indicated in individual cases. Otherwise, applicants for

CH-17
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original entry in the Service will be required to obtain such tests at their own
expense, if they desire further consideration.

Laboratory Values (OMSEP). All laboratory values not previously discussed but
that accompany a physical examination (e.g., chemistry profiles, etc.,) must have
accompanying normals for the laboratory that performed the tests.

Mammography. Mammography is required for Coast Guard active duty and reserve
females beginning at age 40 and at ages 44, 48, 50, 52, 54, 56, 58, 60, and 62.
Clinical findings, family history, and other risk factors may dictate that a
mammogram be done at times other than those indicated in this screening schedule.
Results should be documented on the routine physical exams. Mammograms done
between the required screening ages can be used to satisfy the periodic requirement.
This judgment is left to the practitioner. If mammography is not done at the required
ages, the reason must be supplied in item 73 of the DD-2808 and should include date
and result of the last mammogram. Practitioners are responsible for communicating
mammography results (either positive or negative) to the patient.

Glucose-6-Phosphate Dehydrogenase (G-6-PD). Qualitative testing (present or not)
for G-6-PD deficiency is required at all accession points (TRACEN Cape May,
Academy, RTC Yorktown). All other Coast Guard members with no record of
testing shall be tested prior to assignments afloat or to malaria-endemic areas. The
results of testing shall be annotated on the DD-2766 Adult Preventive and Chronic
Care Flowsheet. Once testing is accomplished, it need never be repeated.

21. Height, Weight, and Body Build.

a.

b.

d.

Height. Measure the examinee's height in centimeters (inch) to the nearest
centimeter (one-half inch), without shoes.

Weight.
(1) Weights are with underwear/undergarments only.

(2) Weigh the examinee on a standard set of scales calibrated and accurate.
Record the weight to the nearest kilogram (pound). Do not record fractions of
kilogram.

Frame Size. Using a cloth tape, measure the wrist of the dominant hand, measure all
the way around from lateral to medial styloid process. Measure in centimeters
(fraction of an inch).

Body Fat Percentage. Determined by MEPS.

22. Distant Visual Acuity and Other Eve Tests.

a.

Distant Visual Acuity, General. Visual defects are one of the major causes for
physical disqualification from the armed services. Methods of testing vision have
varied greatly among the armed services and from place to place in each Service.
Consequently, visual test results are not always comparable. An examinee
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presenting for examination at one place might be qualified for visual acuity, while at
another place, disqualified. Although this is an undesirable situation, no practical
solution, such as prescribing standards for equipment and conditions (room size,
ventilation, paint colors, room illumination, etc.), is available to the Coast Guard as
the examinations are obtained from various sources over which the Coast Guard has
no control. It is therefore imperative that examiners be especially painstaking to
obtain the most accurate results possible.

b. Examination Precautions.

(1)

)

3)

Make every effort to conduct the examination when the examinee is in normal
physical condition. Follow the examination routine in the order prescribed in
the following instructions. Record the vision for each eye when determined so
that errors and omissions will be avoided.

It may be extremely difficult to obtain an accurate measure of visual acuity.
Bear in mind that individuals who are anxious to pass visual acuity tests may
resort to deception. Similarly, other individuals may attempt to fail a visual
acuity test to avoid undesirable duties. Hence, be prepared to cope with either
possibility in order to uncover and recognize visual defects without the
cooperation of the person being tested.

Refer uncooperative examinees to a medical officer.

c. Examination Procedures.

(1

)

G)

4

In order to obtain a more valid evaluation, inform examinees that contact
lenses will not be worn during the evaluation and for 72 hours before.
Orthokeratotic lenses shall be removed for 14 days or until vision has
stabilized for 3 successive examinations.

If the examinee wears glasses, they must be removed before entering the exam
room. Test each examinee without unnecessary delay after entering the
examining room. In order to prevent personnel from memorizing the charts,
permit only one examinee to view the test charts at a time. Keep examinees
awaiting testing out of hearing.

Direct the examinee to a line that is 20 feet from the test chart. Hold an
occluder so that it covers the examinee's left eye. Instruct the examinee to
keep both eyes open and not to squint. The occluder must not be pressed
against the eyeball or lids or any part of the eye being shielded, but, should be
held in contact with the side of the nose. The eye shielded by the occluder
should be left open in order to avoid pressure and to discourage squinting. A
rigid occluder, constructed of a material such as wood, translucent plastic, or
metal, of a design to discourage cheating shall be used to shield the eye not
being tested.

Direct the examinee to begin with the first line and to read as many lines as
possible. (Watch the examinee, not the chart that is being read. Hold the
occluder so the examinee cannot peep around it. The most frequently used
method of increasing visual acuity is to squint. This will not be permitted.
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Some examinees with astigmatism will be able to read the letters better by

tilting the head to one side; do not allow this. Another well-known method
used to pass a visual acuity test is to obtain eyedrops beforehand that contract
the pupil; suspect this if the pupils are unusually small.)

(5) Record the smallest line read with no errors on the chart from the 20 foot
distance as the vision for the right eye (0.D.).

(6) Test the visual acuity for the left eye (0.S.), preferably using a different chart,
record in the same manner.

(7) Test the visual acuity for both eyes (0.U.), preferably with a third chart, record

in the same manner.

(8) Test an examinee who wears glasses again with them on. Follow the same
procedure as without glasses.

(9) When there is suspicion that the examinee has memorized a chart, a different

chart should be used or the letters on the chart should be read in reverse order.

(10) The examinee is expected to read letters promptly. No precise time limit
should be applied, but 1 or 2 seconds per letter is ample.

(11) An examinee who fails a letter should not be asked to read it again. If a rapid
reader makes an obviously careless mistake, caution the examinee to "slow
down" and repeat the test using another chart.

(12) Some examinees give up easily. They may need encouragement to do their
best; however, do not coach them.

(13) The effects of fatigue may make a certain amount of retesting necessary. In
questionable cases, one retest should be given not less than the day after the
initial test.

d. Armed Forces Vision Tester (AFVT). Visual acuity may also be determined with
the (AFVT) which consists of two rotating drums holding illuminated slides for
testing various facets of vision. The examinee observes the distance slides looking
slightly downward with the instrument set and also observes the near slides looking
downward at a greater angle. The handles on the side of the instrument rotate the
drums to change the slides. Beneath the eye pieces there is a lever that operates an
occluder so that each eye can be tested separately. In the case of the slides for

muscle balance and stereopsis, the two eyes must be tested together and the occluder

should be centered so it occludes neither eye. A scoring key is provided with the
instrument. The following slides are available:

(1) Rear Drum (Distance Testing).

(a) Slide 1 - Vertical Phorias.

1 The right eye sees a set of numbered steps, the left sees a dotted line.

With both eyes open the examinee is asked which step the dotted
line intersects. Interpretation: step 1, 2 prism diopters of left
hyperphoria; step 2, 1.5 left hyperphoria; step 3, 1.0 left

3-53 CH-17



CH-17

(b)

N

[

|

hyperphoria; step 4, 0.5 left hyperphoria; step 5, orthophoria; step 6,
0.5 prism diopters of right hyperphoria; step 7, 1.0 right
hyperphoria; step 8, 1.5 right hyperphoria; step 9, 2.0 right
hyperphoria.

Detecting Malingerers: i.e., if known that a score of 5 is normal, the
examinee could feign a normal phoria. To avoid this, a pair of
VARIABLE PRISMS is provided, by which the examiner can raise
either the right or the left eye image. The prisms are mounted within
the viewing box. The extent of prismatic deviation is governed by
the position of two control handles.

The correct score--and the only score recorded--is that obtained
when both control handles of the VARIABLE PRISM are pushed
inward as far as they will go. This is known as the SCORING
POSITION. Moving the left handle outward from this position
moves the left eye image downward and outward. Similarly,
moving the right handle outward moves the right eye image
downward and outward.

The maximum amount of downward shift provided by each control
corresponds to four steps. Moving the right handle outward to its
extreme position therefore will change the apparent location of the
dotted line from step 1 to step 5, for example, from 6 to above 9, etc.
Moving the left control handle outward to its extreme position
similarly will change the apparent location of the dotted line from
step 5 to step 1, or from step 8 to step 4, etc. Vary the location of the
right or left control handle, each time asking the examinee to report
the location of the dotted line. Only the answer obtained when both
handles are in the SCORING POSITION gives the examinee's test
score.

Slide 2 - Horizontal Phorias.

1

N

The examinee's right eye sees a row of numbered dots, the left eye
sees an arrow, with the occluder in the open position, ask the
examinee to which numbered dot the arrow is pointing.
Interpretation: The reporting value minus 11 equals prism diopters
of exophoria; 11 minus the reported value equals the prism diopters
of esophoria.

DETECTING MALINGERERS: By means of the VARIABLE
PRISM previously mentioned, the right and left eye images can both
be shifted outward a maximum of seven dots. To produce this
outward shift without a downward shift, in this test both control
handles are moved outward simultaneously by the same amount.
When both handles are shifted as far out as they go, the apparent

3-54



(©)

(d)

(e)

position of the arrow is moved seven dots to the left, giving a score
seven below the true score.

[

As in previous test, the correct score and the only score recorded is
that obtained when the control handles are in the SCORING
POSITION.

Slides 3 and 3A - Visual Acuity. With both eyes uncovered the
examinee sees a jumble of letters. With one eye covered, the uncovered
eye cannot see the letters intended for the opposite eye.

Slides 4 and 4A - Visual Acuity, Large Letters. Separate charts for the
left and right eye.

Slides 5 and 5A - Stereopsis. Six groups of horizontal lines, five circles
to a line. The groups are numbered A to F. In each horizontal row of
circles, one circle stands out closer to the examinee. The degree of
difficulty increases from A to F. The examinee calls the circle that
stands out. Passing score: There must be no misses in groups A through
D. Caution: Ensure that neither eye is inadvertently left occluded when
this test is being given. Both eyes must be able to see the circles in order
for any stereopsis to occur.

(2) Front Drum (Near Testing).

(a)
(b)
(©)
(d)

Slide 6 - Vertical Phorias. Same as slide 1, only this is a near test.

Slide 7 - Horizontal Phorias. Same as slide 2, except subtract 13.

Slide 8 - Near Visual Acuity. This is given in Snellen notations.

Slide 9 - Near Visual Acuity, Large Letters.

e. Score recording. Record vision test scores as a fraction in that the upper number is

the distance in feet from the chart and the lower number is the value of the smallest
test chart line read correctly. Thus, a person reading at a distance of 20 feet, the 30
foot test chart line is given a score of 20/30. 20/20 indicates that a person reads at a
distance of 20 feet the test chart line marked 20. Similarly, 20/200 means a person

can read at a distance of 20 feet only the test chart line marked 200.

f. Refraction.

(1) Eye refractions are required:

(a)

(b)

when applying for flight training (SNA) (This must include
cycloplegic.); and

when visual acuity falls below 20/20 in either eye (near or distant).
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(2) Subsequent refractions are required only if the visual acuity deteriorates
further.

(3) Ifacycloplegic is used during the course of refraction, then the examinee must
wear dark glasses until the effects disappear. The installation of 1 drop into
each eye of 1% solution of pilocarpine hydrochloride in distilled water after
completing the examination will constrict the pupil and thus relieve the
photophobia.

g. Near Vision. Test near vision on all examinees and record results in Item 61 of DD-
2808 using Snellen notations. The examinee should be positioned so that the light
source is behind him/her and the near vision test card is well illuminated. The
examiner shall instruct the examinee to hold the test card exactly 14 inches/35.5 cm
in front of their eyes (measure from the inner aspect of the lower eyelid [corner of
the eye] to the face of the card to ensure accurate distance). Test each eye
separately. Note the smallest line of type that the examinee is able to read with each
eye. Record near vision both with and without corrective lenses if glasses are worn
or required. Record corrections worn in Item 73. See the chart below for conversion
from the various near point letter nomenclatures to Snellen notations.

CONVERSION TABLE FOR VARIOUS NEAR POINT LETTER NOMENCLATURE

Standard Test Chart | Snellen Snellen Metric Jaegar
English Linear
14/14 20/20 0.50 J-1
14/17.5 20/25 .62 J-2
14/21 20/30 75 J-4
14/28 20/40 1.00 J-6
14/35 20/50 1.25 J-8
14/49 20/70 1.75 J-12
14/70 20/100 2.25 J-14
14/140 20/200
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h. Heterophoria.

(1

)

3)

Except for aviation personnel, special tests for heterophoria are not required
unless medically indicated.

Heterophoria is a condition of imperfect muscle balance in which the eyes
have a constant tendency to deviate and latent deviation is overcome by
muscular effort (fusion to maintain binocular single vision). Fusion is
responsible for the two eyes working together in harmony and when anything
prevents this, fusion is disrupted and one eye deviates. Since heterophoria is
only a tendency of the eyes to deviate, no actual deviation is apparent when the
eyes are being used together under ordinary conditions. The deviation
becomes visible only when fusion control is weakened or abolished. When
deviation occurs, its exact amount can be estimated with some accuracy by
neutralizing the deviation with prisms of varying strength. If the eye deviates
toward its fellow, the deviation is known as esophoria; if it deviates away from
its fellow, the deviation is known as exophoria; if it deviates up or down, the
deviation is known as hyperphoria. The condition of perfect muscle balance
(no deviation) is orthophoria.

The vertical and horizontal phorias may be tested with the Phoropter or AFVT.

1.  Accommodation. There is no requirement to test accommodation unless medically

indicated.

Color Perception Tests. Examinees are qualified if they pass either the

Pseudoisochromatic Plates (PIP) or the Farnsworth Lantern (FALANT) test.
Examinees may be found qualified "on record" if a previous certified physical
examination that has a passing PIP or FALANT score is available for review.
Examinees who fail the PIP are qualified if they pass the FALANT.

(1)

Farnsworth Lantern Test.
(a) Administration and Scoring.

1 Instruct the examinee: "The lights you will see in this lantern are
either red, green, or white. They look like signal lights at a distance.
Two lights are presented at a time--in any combination. Call out the
colors as soon as you see them, naming first the color at the top and
then the color at the bottom. Remember, only three colors--red,
green, and white--and top first."

N

Turn the knob at the top of the lantern to change the lights; depress
the button in the center of the knob to expose the lights. Maintain
regular timing of about two seconds per exposure.
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Expose the lights in random order, starting with RG or GR
combinations (Nos. 1 or 5), continuing until each of the 9
combinations have been exposed.

|

If no errors are made on the first run of nine pairs of lights, the
examinee passes.

|

If any errors are made on the first run, give two more complete
exams with one done in the opposite direction (to prevent
memorization). Passing score is at least 16 out of 18 correct for the
two runs.

I

An error is considered the miscalling of one or both of a pair of
lights; if an examinee changes responses before the next light is
presented, record the second response only.

1=

If an examinee uses glasses for distance, they shall be worn.

nn

|oo

If an examinee says "yellow," "pink," etc., state, "There are only 3

colors--red, green, and white."

NO

If an examinee takes a long time to respond, state, "As soon as you
see the lights call them."

(b)  Operation of Lantern.

1 Give the test in a normally lighted room; screen from glare; exclude
sunlight. The examinee should face the source of room

illumination.
2 Test only one examinee at a time (do not allow others to watch).
3 Station the examinee 8 feet from the lantern.

4  The examinee may stand or sit; tilt the lantern so that the aperture in
the face of the lantern is directed at examinee's head.

(2) Pseudoisochromatic Plates. When Pseudoisochromatic Plates are used to
determine color perception, a color vision test lamp with a daylight filter or a
fluorescent light with a daylight tube shall be used for illumination. Do not
allow the examinee to trace the patterns or otherwise touch test plates. Show
the plates at a distance of 30 inches and allow 2 seconds to identify each plate.
If the examinee hesitates, state "read the numbers." If the examinee fails to
respond, turn to the next plate without comment. Qualification is ascertained as
follows:

(a) 20 plate test set. Examinee must correctly read at least 17, excluding
demonstration plates.
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(b)

(c)

18 plate test set. Examinee must correctly read at least 14, excluding
demonstration plates.

15 plate test set. Examinee must correctly read 10 plates.

k. Depth Perception. Required for all aviation personnel and when medically indicated.

The AFVT is the most commonly used method of testing depth perception. When
this instrument is not available or the examinee fails the AFVT, use a Verhoeff
Stereopter. Results obtained with the Verhoeff are final in resolving all cases of
questionable depth perception. The TITMUS device will not be used to determine
depth perception.

(1) Findings.

(a)
(b)

AFVT. An error in group A, B, C, or D is disqualifying.

Verhoeff. Failure to correctly report eight out of eight in two of three
trials is disqualifying.

(2) Operating the Verhoeft.

(a)

(b)

(©)
(d)
(e)

®

As a preliminary, show target #2 (the second target down when the
instrument is upright) at about 40 centimeters and bring it nearer if
necessary. This will acquaint the examinee with what is to be observed
and at the same time determine whether there is at least a distance,
however short, that can be judged correctly.

Show one or two positions at close range to the examinee to clearly
demonstrate that one rod is always at difference from the other two.
Point out that the size of the rods is not a clue to the relative distance.
The examinee is now ready for the test.

Hold the apparatus 1 meter from the examinee.
Eight different rod relations are possible and all eight are shown.

Keep the device centered as a frontal plane normal to the subject's
binocular visual midline. To avoid helpful extraneous cues it is highly
important to hold the device steady, and particularly not to rotate it on its
vertical axis. It is also important not to permit the subject to move the
head.

Do not expose the target window while the device is being placed in
position or the sets are changed. A convenient method of manipulation
is to grasp the device over the target window with the left hand, place the
desired set into position with the right hand, then grasp the device below
with the right hand and expose the target window by moving the left
hand up or down. Thus while the target window is exposed, the device is
supported by both hands of the examiner.
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The instructions to the subject are: "Report the nearest strip and the
farthest strip, unless they all appear to be at the same distance, referring
to the strips as 'left,' 'middle,' and 'right'." Only the report concerning the
one strip out of plane (farther or nearer than the other two that are in the
same plane) is to be considered.

1. Field of Vision.

(1) Except for aviation personnel, special tests for field of vision are not required
unless medically indicated.

(2) Procedure.

(a) Face the examinee at a distance of 2 feet.

(b) Close right eye and instruct the examinee to close left eye and focus right
eye on your left eye.

(c) Bring fingers in from the periphery, midway between you and the
examinee.

(d) Instruct the examinee to say when and how many fingers seen.

(e) Test all cardinal points.

(f) Repeat test for the left eye.

(g) Any evidence of abnormality should be given study on the perimeter.

(3) Normals.

(a) Temporally - 900.

(b)  Superotemporally - 629.

(¢)  Superiorly - 529.

(d)  Superonasally - 60°.

(¢) Inferonasally - 559.

(f)  Inferiorly - 700.

(g) Inferotemporally - 859.

m. Night Vision. A test for night vision (dark adaptation) is not required unless
indicated for medical or special reasons.
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n. Red Lens Test. The red lens test is required on DODMERB examinations and when
medically indicated.

(1) Apparatus. A spectacle trial frame, a red lens from' the trial lens case, a small
light such as a muscle balance light, and a metric rule or tape.

(2) Procedure.

(a)

(b)

(c)

(d)

(e)

®

Seat the examinee in the darkness facing the dark wall or tangent curtain
at 75 cm distance.

Adjust the spectacle trial frame position and place the red lens in one cell
of the trial frame.

With the examinee's head in a fixed position, hold the small lamp
directly before the center of the dark wall or tangent curtain at 75 cm
distance from the eyes. Note the presence or absence of diplopia in this
position (primary).

Then slowly move the light from the central position toward the right for
a distance of 50 cm in the horizontal plane. In the same manner, move
the light in the remaining five cardinal directions.

In the presence of diplopia, note whether it is crossed, homonymous, or
vertical and the distance in centimeters from the central position at which
diplopia first occurs.

When diplopia is suspected and the examinee has been coached to deny
its presence, a prism of 3 or 4 diopters may be placed, either base up or
base down, in one cell of the trial frame. If diplopia is still denied, the
statement is obviously untrue.

(3) Precautions. The examinee's head must remain fixed and the movement of the
light followed only by the eyes. Do not permit tilting or rotating the face.

0. Intraocular Tension.

(1) General. Determine intraocular tension each time an eye refraction is
performed, during all annual physical examinations, all aviation physicals, and
when medically indicated. Above normal tension is a sign of glaucoma; below
normal tension of ten exists in degenerated eyeballs or as a normal finding;
alterations in tension are sometimes found in cyclitis. Questionable findings
on palpation and ophthalmoscopic examination shall be further evaluated.

(2) Testing Intraocular Tension.
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(a)

(b)

(©)

(d)

23. Audiometer.

General. Routine tonometry shall be performed by a medical officer,
optometrist, or a technician who has received instruction in properly
performing and interpreting this test.

Instrument. The tonometer estimates the intraocular pressure (IOP) or
tension within the eyeball.

Precaution. Determine intraocular tension after all other eye
examinations have been completed. Because of corneal denuding by
tonometric measurement, a refraction (cycloplegic or manifest) shall not
be performed for at least 24 hours following this procedure.

Readings. Intraocular pressure consistently above 21mm Hg in either
eye or a difference of 4 or more between the two eyes, shall be referred
for ophthalmologic evaluation.

a. An audiometric examination is required on all physical examinations using

frequencies 500, 1000, 2000, 3000, 4000, and 6000 hertz.

b. Obtain reference audiograms on all personnel upon initial entry into the Coast Guard

at recruit training and all officer accession points (Academy, OCS, Direct
Commission, etc.,), and at first duty station for all others.

24. Psychological and Psychomotor. Psychological and psychomotor testing is not required

unless medically indicated.
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FIGURE 3-C-1

The following chart enumerates certain conditions, defects, and items of personal history that
require thorough evaluation and sets forth the special test, examination, or report desired in each

instance.

ITEM:

EXAMINATION AND INFORMATION DESIRED:

ALBUMINURIA, findings of

ASTHMA history of,

BACKACHE, back injury
or wearing of back strength,

BLOOD PRESSURE, elevated

CONCUSSIONS
CONVULSIONS OR SEIZURE

DIABETES, family history
of parent, 51f)lmg, or
more than one grandparent

DIZZINESS or FAINTING
SPELLS, history of

ENURESIS or history of
into late childhood or
adolescence (age 12)

FLATFOOT, symptomatic

GLYCOSURIA, finding or
history

HAY FEVER, history of

HEADACHES, frequent or
severe, history of

Repeat test on a second specimen. If still positive do a
quantitative 24 hr urine protein.

Detailed report of asthma and other allergic conditions and
a statement from cognizant physician on (1) number and
approximate dates of attacks of asthmatic bronchitis or

other allergic manifestations; (2) 51§ns, symptoms, and
duration of each attack; (3) type and amount of
bronchodilating drugs used, and history of any attacks
requiring hospitalization.

Current orthopedic consultation and report on )
stability, mobility, and functional brace, history of capacity
of back. Report of appropriate x-rays. Transcript of any
treatment from cognizant physician.

Repeat blood pressure (all positions) a.m. and p.m. for 3
consecutive days. Prolonged bed rest shall not precede
blood pressure determinations.

See Head Injury

Neurological consultation and electroencephalogram.
Transcript of any treatment from cognizant physician.

Fastin% ﬁlucose (normal diet with 10-12 but less
than 16 hours fast). If elevated, repeat and include 2 hr
post prandial.

Neurological consultation

Comment on applicant's affirmative reply
to question "bed wetting" to include number
of past incidents and age at last episode.

Current orthopedic consultation with histoPl. Detailed
report on strength, stability, mobility, and functional
capacity of foot. Report of appropriate x-rays.

See Diabetes.

Detailed report of hay fever and other allergic conditions
and a statement from personal physician on (1) number,
severity, and duration of attacks of hay fever or any other
allergic manifestations, and (2) type and amount of drugs
used 1n treatment thereof.

Neurological consultation.
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HEAD INJURY with loss of
consciousness in past 5
l)ilears, h1stor¥ of

EMATURIA, history of or
finding of

HEPATITIS, history of

JAUNDICE, history of in
past 5 years

JOINT, KNEE, internal
derangement, history of

JOINT, SHOULDER
dislocation, history of

MALOCCLUSION, TEETH,
history of

MASTOIDECTOMY, bilateral,

history of audiogram.

MOTION SICKNESS, history of

NASAL POLYPS, history of

SKULL FRACTURE, in past
5 years, history of

SLEEPWALKING, beyond
childhood, history of
(age 12)

SQUINT (cross eyed)Examination

STUTTERING or STAMMERING,

VERTEBRA, fracture or
dislocation, history of

CH-17
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Neurological consultation; clinical abstract
of treatment from physician.

Medical consultation with evaluation .
report, including appropriate laboratory studies and/or
complete urological evaluation if indicated.

Serum Bilirubin, SGOT, SGPT, SGT, Anti-HCV,and
HBgAg.

Serum Bilirubin, SGOT, SGPT, and SGT.

Current orthopedic consultation and )

report of strength, stability, mobility, and functional
capacity of knee. Report of appropriate x-rays together

fVlth comparative measurement of the thighs; knees, and
egs.

Current orthopedic consultation and )
report on strength, stability, mobility, and functional
capacity of shoulder. Report of appropriate x-rays.

Report of examination by a dentist with comment )

as to whether incisal and masticatory function is sufficient
for satisfactory ingestion of the ordinary diet, statement as
to presence and degree of facial deformity with jaw in
natural position and clarity of speech.

Current ENT consultation to include

Detailed report of all occurrences of motion sickness (such
as air, train, sea, swing, carnival-ride), and the age at the
time of the last occurrence.

ENT consultation, with comment as to date polyps
removed if no longer (]i')resent. Detailed report by physician
on allergic history and manifestation to include required
medication.

See Head Injury.

Detailed comment by physician. Comment on
applicant's affirmative reply to question "been

a sleepwalker" to include number of incidents and age at
last episode.

for degree of strabismus and presence of complete and
continuous 3rd degree binocular fusion. Request
completion of DD-2808 Items 62 and 65 and notation of
degree of strabismus.

Report of Reading Aloud Test in Section 3-C-2.
Current orthopedic consultation and

report on strength, stability, mobility, and functional
capacity of spine. Report of appropriate x-rays.
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FIGURE 3-C-3

HEIGHT STANDARDS

Category Minimum (cm/inches) Maximum (cm/inches)
AVIATION PERSONNEL:

Candidate for Flight Training 157.4/62 198/78
Class 1 Pilot 157.4/62 198/78
Designated Flight Officer 157.4/62 198/78
Aircrew Candidate 152.5/60 198/78
Designated Aircrew 152.5/60 198/78
ENLISTED PERSONNEL:

Enlistment in USCG 152.5/60 198/78*
Enlistment in USCG Reserve 152.5/60 198/78*
CANDIDATES FOR:

USCG Academy 152.5/60 198/78*
Officer Candidate School 152.5/60 198/78*
A}f’)tpointment of Licensed 152.5/60 198/78*
Officers of U.S. Merchant

Marines in the USCG

Direct Commission in USCG 152.5/60 198/78*

e MAXIUM HEIGHTS WAIVERABLE TO 203 CM/ 80 INCHES BY COMMANDER
COAST PERSONNEL COMMAND (CGPC-adm-1)

NOTES:

1. Heights are without shoes.

2. Metric conversion: 1 inch =2.54 cm
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FIGURE 3-C-4
MINIMUM DISTANT VISUAL ACUITY REQUIREMENTS

CATEGORY VISION
A. Aviation Personnel: Uncorrected Corrected
1. Candidates for Flight Training 20/50 20/20
2. Pilot, Class 20/200 20/20
3. Pilot, Class 1R (as waivered) 20/20
4. Designated Flight Officer 20/400 20/20
5. Flight Surgeon,
Aviation Medical Examiner or
Aviation MEDEVAC Specialist 20/400 20/20
6. Candidate for Aircrew 20/100 20/20
7. Designated Aircrew 20/200 20/20
8. Landing Signal Officer (LSO) 20/200 20/20
9. Air Traffic Controller Candidate 20/100 20/20
10.Designated Air Traffic Controller 20/200 20/20
B. Officers (Note 1):
1. Commissioned or Warrant in the USCG 20/400 20/20
or USCGR
2. Appointment in the USCG of Licensed 20/400 20/20
Officers of the Merchant Marine
3. Direct Commission in the USCGR 20/400 20/20
4. Appointment as Cadet 20/400 20/20
5. Precommissioning of Cadets 20/400 20/20
6. OCS Candidates 20/400 20/20
7. Precommissioning of Officer Candidates 20/400 20/20
8. Diving Candidates 20/100 20/20
9. Designated Diver 20/200 20/20
C. Enlisted Personnel:
1. Enlistment in the USCG or USCGR See 3.D.13.a (Note 2)
2. Diving Candidates (Note 3) 20/20
3. Designated Diver (Note 3) 20/20
Notes:
1.

Refractive error does not exceed plus or minus 8.0 di%pters spherical equivalent (sphere + 1/2
cyhnde? and that astigmatism does not exceed 3.00 diopters and anisometropia does not
exceed 3.50 diopters.

. Corrected vision shall be 20/40 in the better eye and 20/70 in the other or 20/30 in the better

eye and 20/100 in the other, or 20/20 in the better and 20/400 in the other. éNote that near
visual acuity must correct to at least 20/40 in the better eye.) Refractive error does not exceed
plus or minus 8.00 diopters spherical equivalent (sphere + 1/2 cylinder) and ordinary
spectacles do not cause discomfort by reason of ghost images, prismatic displacement, etc:;
error must not have been corrected by orthokeratology or keratorefractive surgery.

. 20/100 in the better eye and 20/200 in the worse eye.
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Section D Physical Standards for Enlistment, Appointment, and Induction.

1.

Scope. This section implements Department of Defense (DOD) Directive 6130.4
"Physical Standards for Enlistment, Appointment, and Induction," December 14, 2000,
which established physical standards for enlistment, appointment, and induction into the
Armed Forces of the United States in accordance with section 115, title 10, United States
Code (10 USC 133), and by agreement with Secretary, DOT applies to USCG. It is
Coast Guard policy to conform, to the maximum extent possible, to common physical
standards for the acquisition of personnel among all the Armed Forces.

Applicability and Responsibilities.

a. Applicability.

(1) This section sets forth the medical conditions and physical defects which are
causes for rejection for military service. Those individuals found medically
qualified based on the medical standards in effect prior to this regulation will
not be reevaluated or medically disqualified solely on the basis of the new
standards.

(2) The standards of this section apply to:

(a) Applicants for enlistment in the Regular Coast Guard. For medical
conditions or physical defects predating original enlistment, these
standards are applicable for enlistees' first 6 months of active duty.

(b)  Applicants for enlistment in the Coast Guard Reserve. For medical
conditions or physical defects predating original enlistment, these
standards are applicable during the enlistees' initial period of active duty
for training until their return to Reserve Component units.

(c) Applicants for reenlistment in the Regular Coast Guard and Coast Guard
Reserve after a period of more than 6 months has elapsed since
separation.

(d) Applicants for appointment as commissioned or warrant officers in the
Coast Guard and as modified by section 3-E.

(e) Applicants for the United States Coast Guard Academy (USCGA) and
all other special procurement programs, e.g., Officer Candidate School,
and as modified by section 3-E.

(f) Cadets at the United States Coast Guard Academy, except for such
conditions that have been diagnosed since entrance into the Academy.
With respect to such conditions, upon recommendation of the senior
medical officer, USCGA, the fitness standards of section 3-F are
applicable for retention in the Academy. However, the standard in
paragraph 3-D-39.p applies whether section 3-E or 3-F standards of this
regulation are applicable.
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G)

(g) Any individuals that may be inducted into the Coast Guard.

All numbers in parentheses refer to the ICD codes.

b. Responsibilities. Commandant (G-WK) will:

(1)

2)

3)

4
)

Revise Coast Guard policies to conform with the standards contained in DOD
Directive 6130.4.

Recommend to the Office of the Assistant Secretary of Defense (Health
Affairs) [OASD(HA)] suggested changes in the standards after service
coordination has been accomplished.

Review all the standards on a quinquennial basis and recommend changes to
the OASD(HA). This review will be initiated and coordinated by the DOD
Medical Examination Review Board.

Establish other standards for special programs.

Issue Coast Guard-specific exceptions to these standards, having first
submitted these, with justification, for review and approval by the OASD(HA).

3. Abdominal Organs and Gastrointestinal System. The causes for rejection for

appointment, enlistment, and induction are authenticated history of:

a. Esophagus. Ulceration, varices, fistula, achalasia, or other dysmotility disorders;

chronic, or recurrent esophagitis if confirmed by x-ray or endoscopic examination
(530).

b. Stomach and duodenum.

(1
)
3)

Gastritis, chronic hypertrophic, severe (535).
Ulcer of stomach or duodenum confirmed by x-ray or endoscopy (533).

Congenital abnormalities of the stomach or duodenum causing symptoms or
requiring surgical treatment (751), except a history of surgical correction of
hypertrophic pyloric stenosis of infancy.

c. Small and large intestine.

(1

)

3)

4

CH-17

Inflammatory bowel disease. Regional enteritis (555), ulcerative colitis (556),
or ulcerative proctitis (556).

Duodenal diverticula. That with symptoms or sequelae (hemorrhage,
perforation, etc.) (562.02).

Intestinal malabsorption syndromes. Including post surgical and idiopathic
(579).

Congenital (751): Condition to include Meckel’s diverticulum or functional
(564) abnormalities, persisting or symptomatic within the past two years.
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d. Gastrointestinal bleeding. History of such, unless the cause shall have been
corrected and is not otherwise disqualifying (578).

e. Hepato-pancreatico-biliary tract.

(1) Viral hepatitis (070) or Unspecified hepatitis (570). Hepatitis in the preceding
6 months or persistence of symptoms after 6 months, or objective evidence of
impairment of liver function, chronic hepatitis or hepatitis B carriers (070).

(2) Cholecystitis. Acute or chronic, with or without cholelithiasis (574); and other
disorders of the gallbladder, including postcholecystectomy syndrome (575);
and biliary system (576).

(3) Pancreatitis. Acute (577.0) and chronic (577.1).

f. Anorectal.
(1) Anal fissure if persistent, or anal fistula (565).
(2) Anal or rectal polyp (569.0), stricture (569.2), or incontinence (787.6).

(3) Hemorrhoids. Internal or external, when large, symptomatic, or history of
bleeding (455).

g. Spleen.
(1) Splenomegaly. If persistent (789.2).

(2) Splenectomy (P41.5). Except when accomplished for trauma or conditions
unrelated to the spleen, or for hereditary spherocytosis (282.0).
h. Abdominal wall.

(1) Hernia. Including inguinal (550) and other abdominal (553), except for small,
or asymptomatic umbilical or hiatal.

(2) History of abdominal surgery during the proceding 60 days (P54).
i.  Other. Gastrointestinal bypass (P43) or stomach stapling (p44) for control of
obesity. Persons with artificial openings (V44).

Blood and Blood-Forming Tissue Diseases. The causes for rejection for appointment,
enlistment, and induction are:

a. Anemia. Any hereditary (282), acquired (283), aplastic (284), or unspecitied (285)
anemia that has not been permanently corrected with therapy.

b. Hemorrhagic disorders. Any congenital (286) or acquired (287) tendency to bleed
due to a platelet or coagulation disorder.

c. Leukopenia. Chronic or recurrent (288), based on avilable norms for ethnic
background.

d. Immunodeficiency (279).
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5. Dental. The causes of rejection for appointment, enlistment, and induction are as
follows:

a. Diseases of the Jaw or Associated Tissues That Are Not Easily Remediable, and Will
Incapacitate the Individual or Otherwise Prevent the Satisfactory Performance of
Duty. Those diseases include temporomandibular disorder (524.6) and/or myofacial
pain dysfunction that is not easily corrected, or has the potential for significant future
problems with pain and function.

b. Severe malocclusion (524). That malocclusion which interferes with normal
mastication or requires early and protracted treatment; or relationship between
mandible and maxilla that prevents satisfactory future prosthodontic replacement.

c. Insufficient Natural Healthy Teeth (521), or Lack of a Serviceable Prosthesis. Such
condition preventing adequate mastication and incision of a normal diet. That
includes complex (multiple fixture) dental implant systems that have associated
complications that severely limit assignments and adversely affect performance of
worldwide duty. Dental implant system must be successfully osseointegrated and
completed

d. Orthodontic Appliancesfor Continued Treatment (V53.4). Attached or Removable.
Retainer appliances are permissible, if all active orthodontic treatment has been
satisfactorily completed

6. Ears. The causes for rejection for appointment, enlistment, and induction areas follows:

a. External ear. Atresia or severe microtia (744), acquired stenosis (380.5), severe
chronic or acute external (380.2), or severe traumatic deformity (738.7).

b. Mastoids. Mastoiditis (383), residual of mastoid operation with fistula (383.81), or
marked external deformity that prevents or interferes with the wearing of protective
mask or helmet (383.3).

c. Meniere's Syndrome, or Other diseases of the Vestibular System (386).

d. Middle ear. Acute or chronic otitis media (382), cholesteatoma (385.3), or history of
any inner (P20) or middle (P19) ear surgery, excluding myringotomy or successful

tympanoplasty.

e. Tympanic membrane.

7. Hearing. The cause for rejection for appointment, enlistment, and induction is a hearing
threshold level greater than that described in 3-D-7-a-(3), below (389):

a. Audiometric Hearing Levels.

(1) Audiometers, calibrated to the International Standards Organization (ISO
1964) or the American National Standards Institute (ANSI 1969), shall be used
to test the hearing of all applicants.
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(2) All audiometric tracings or audiometric readings recorded on reports of
medical examinations or other medical records shall be clearly identified.

(3) Acceptable audiometric hearing levels (both ears) are as follows:
(a)  Pure tone at 500, 1000, and 2000 cycles per second of not more than 30

dB on the average with no individual level greater than 35 dB at those
frequencies.

(b) Pure tone level not more than 45 dB at 3000 cycles per second and 55 dB
at 4000 cycles per second.

Endocrine and Metabolic Disorders. The cause for rejection for appointment,

enlistment, or induction are an authenticated history of the following:

a.

b.

Adrenal dysfunction (255). Of any degree.

Diabetes Mellitus (250). Of any type.

Glycosuria. Persistent, when associated with impaired glucose tolerance (250) or
renal tubular defects (271.4

Acromegaly. Gigantism, or other disorder of pituitary function (253).
Gout (274).

Hyperinsulinism (251.1).

Hyperparathyroidism (252.0) and hypoparathyroidism (252.1).

Thyroid disorders.

(1) Goiter. Persistent or untreated (240).

(2) Hyperthyroidism. Condition uncontrolled by medication (244).
(3) Cretinism (243).

(4) Hypothyroidism (242).

(5) Thyroiditis (245).

Nutritional Deficiency Diseases. Such diseases include beriberi (265), pellagra
(265.2), and scurvy (267).

Other Endocrine or Metabolic Disorders. Such disorders such as cystic fibrosis
(277), porphyria (277.1), and amyloidosis (277.3) that prevent satisfactory
performance of duty or require frequent or prolonged treatment.

Upper Extremities (see also section 3-D-11, below). The causes for rejection for

appointment, enlistment, and induction areas follows:
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a. Limitation of motion. An individual will be considered unacceptable if the joint

ranges of motion are less than the measurements listed below. Methods of
measurement appear in EXHIBIT 3-F-1.

(1)

)

©)

(4)

)

Shoulder (726.1).
(a) Forward elevation to 90 degrees.

(b)  Abduction to 90 degrees.
Elbow (726.3).

(a) Flexion to 100 degrees.

(b) Extension to 15 degrees.

Wrist (726.4). A total range to 60 degrees (extension plus flexion). Radial and
ulnar deviation combined arc 30 degrees.

Hand.
(a) Pronation to 45 degrees.

(b)  Supination to 45 degrees.

Fingers and thumb (726.4). Inability to clench fist, pick up a pin, grasp an
object or touch tips of at least 3 fingers with thumb.

b. Hand and fingers.

(D
)

3)
4
)
(6)

(7

Absence of the distal phalanx of either thumb(885).

Absence of distal and middle phalanx of an index, middle, or ring finger of
either hand irrespective of the absence of little finger (866).

Absence of more than the distal phalanx of any two of the following fingers:
index, middle finger, or ring finger of either hand (886).

Absence of a hand or any portion thereof (887), except for fingers as noted
above.

Polydactyly (755).

Scars and deformities of the fingers or hand (905.2) that are symptomatic, or
impair normal function to such a degree as to interfere with the satisfactory
performance of military duty.

Intrinsic paralysis or weakness, including nerve palsy (354) sufficient to
produce physical findings in the hand such as muscle atrophy or weakness.

c. Wrist, Forearm, Elbow, Arm, and Shoulder. Recovery from disease or injury with

residual weakness or symptoms such as to prevent satisfactory performance of duty
(905.2), or grip strength of less than 75 percent of predicted normal when injured
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hand is compared with the normal hand (nondominant is 80 percent of dominant
grip).

10. Lower Extremities (see 3-D-11). The causes for rejection for appointment, enlistment,
and induction are as follows:

a. Limitation of motion. An individual will be considered unacceptable if the joint
ranges of motion are less than the measurements listed below. Methods of
measurement appear in EXHIBIT 3-F-1.

(1) Hip. Due to disease(726.5) or injury (905.2).

(a) Flexion to 90 degrees (minimum).

(b) No demonstrable flexion contracture.

(c) Extension to 10 degrees (beyond 0 degree).
(d) Abduction to 45 degrees.

(e) Rotation - 60 degrees (internal and external combined).
(2) Knee. Due to disease (726.7) or injury (905.4).

(a)  Full extension compared with contralateral.

(b)  Flexion to 90 degrees.
(3) Ankle. Due to disease (726.7) or injury (905.4).

(a) Dorsiflexion to 10 degrees.
(b) Plantar flexion to 30 degrees.

(c) Eversion and inversion (total to 5 degrees).
(4) Subtalar. Due to disease (726.7) or injury (905.4).

(a) Eversion and inversion total to 5 degrees.

b. Foot and ankle.

(1) Absence of one or more small toes (895). If the function of the foot is poor, or
running or jumping is prevented; absence of a foot (896) or any portion thereof
except for toes as noted herein.

(2) Absence of great toe(s) (895). Loss of dorsal and/or planter flexion if the
function of the foot is impaired (905.4).

(3) Deformities of the toes. Either acquired (735) or congental (755.66), including
polydactyly (755.02), that prevents the wearing of military footwear, or

impairs walking, marching, running, or jumping. That includes hallux valgus
(7395).
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4

)

(6)
(7
®)

Clubfoot and/or Pes Cavus (754.5). If stiffness or deformity prevents foot
function or wearing military footwear.

Symptomatic Pes planus. Acquired (34) or congenital (754.6) or pronounced
cases with absence of subtalar motion.

Ingrown toenails (703). If severe.
Planter Fasciitis (728.7). If persistent.

Neuroma (355.6). Confirmed condition and refractory to medical treatment, or
will impair function of the foot.

c. Leg, knee, thigh, and hip.

(D
)
3)
“4)

)
(6)

Loose or foreign bodies in the knee joint (717.6). History of surgical correction
of knee ligaments.

Physical findings of an unstable or internally deranged joint (717.9). History
of uncorrected anterior (717.83) or posterior (717.84) cruciate ligament injury.

Surgical correction of any knee ligaments (P81), if symptomatic or unstable.

History of congenital dislocation of the hip (754.3). Osteochondritis of the hip
(Legg-Perthes Disease) (732.1), or slipped femoral epiphysis of the hip
(732.2).

Hip dislocation (835). Dislocation within 2 years before examination.

Osteochondritis of the tibial tuberosity (Osgood-Schlatter Disease) (732.4). If
symptomatic.

d. General.

(1)

)

Deformities (905.4), disease, or chronic pain (719.4) of one or both lower
extremities that have interfered with function to such a degree as to prevent the
individual from following a physically active vocation in civilian life; or that
would interfere with walking, running, weight bearing, or the satisfactory
completion of training or military duty.

Shortening of a lower extremity (736.81), resulting in a noticeable limp or
scoliosis.

11. Miscellaneous Conditions of the Extremities. (see 3-D-9 and 3-D-10). The causes for
rejection for appointment, enlistment, and induction areas follows:

CH-17

a. Arthritis.

(D
)

Active, subactive, or chronic arthritis (716).

Chronic osteoarthritis (715.3) or traumatic arthritis (716.1) of isolated joints of
more than a minimal degree, that has interfered with the following of a
physically active vocation in civilian life or that prevents the satisfactory
performance of military duty.
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b. Chronic retropatellar knee pain syndrome with or without confirmatory arthroscopic
valuation (717.7).

c. Dislocation, if unreduced; or recurrent dislocations of any major joint. Such as,
shoulder (831), hip (835), elbow (832), knee (836); or stability of any major joint
(shoulder(718.1), elbow (718.3, or hip(718.5)).

d. Fractures.
(1) Malunion or non-union of any fracture (733.8). Except ulnar styloid process.w

(2) Orthopedic hardware (733.99). hardware including plates, pins, rods, wires, or
screws used for fixation and left in place; except that a pin, wire or screw not
subject to easy trauma is not disqualifying.

e. Injury of a bone or joint. An injury of more than a minor nature, with or without
fracture or dislocation, which occurred in the preceding 6 weeks (upper extremity
(923), lower extremity (924), or rib and clavicle (922)).

f. Joint replacement (V43.6).

g. Muscular paralysis, contracture, or atrophy (728). If progressive or of sufficient
degree to interfere with military service, and muscular dystrophies (359).

h. Osteochondritis dessicans (732.7).

1. Osteochondromatosis or multiple cartilaginous exostoses (727.82).

j.  Osteomyelitis (730). Active or recurrent

k. Osteoporosis (733).

. Scars (709.2). Extensive, deep, or adherent to the skin and soft tissues that interfere
with muscular movements.

m. Implants. Silastic or other devices implanted or correct orthopedic abnormalities
(V43).

12. Eyes. The cause for rejection for appointment, enlistment, or induction are as follows
a. Lids.
(1) Blepharitis (373). Chroniccondition, of more than mild degree.
(2) Blepharospasm (333.81).
(3) Dacryocystitis. Acute or chronic (375.3).

(4) Deformity of the lids (374.4). Complete or extensive lid deformity, sufficient
to interfere with vision or impair protection of the eye from exposure.
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b. Conjunctiva.

(1)

2)

3)

Conjunctivitis. Chronic condition (372.1), including trachoma (076), and
allergic conjunctivitis (372.13).

Ptergium (372.4). If condition encroaching on the cornea in excess of 3
millimeters, interfering with vision, progressive (372.42) or recurring after two
operative procedures (372.45).

Xerophthalmia (372.53).

c. Cornea.

(1

)

3)

4

Dystrophy. Corneal dystrophy, of any type (371.5), including, keratoconus
(371.6) of any degree.

Keratorefractive surgery. History of lamellar (P11.7) and/or penetrating
keratoplasty (P11.6). Laser surgery or appliance utilized to reconfigure the
cornea is also disqualifying.

(a) Waivers for Photorefractive Keratectomy (PRK) and Laser In-situ
Keratomileusis (LASIK) will be considered if the following criteria are
met:

1 Pre-operative refractive error did not exceed +8.00 to-8.00 diopters
(spherical equivalent) in either eye.

2 Atleast 12 months since surgery or last enhancement.

3 Refractive stability as demonstrated by less than 0.50 diopter change
in either eye over two separate exams at least three months apart.

4  All pre-operative, operative and post-operative records are
submitted for review.

5 No complications or side effects as a result of the surgery such as

decreased night vision, glare sensitivity, halos around light or
worsening of the pre-operative best vision due to scar formation.

6  Accession standards outlined in section 3-D and 3-E are met.

(b) PRK and LASIK are disqualifying for aviation duty and landing signal
officer duty.
(c) LASIK is disqualifying for diving duty.

Keratitis (370). Acute or chronic keratitis, which includes recurrent corneal
ulcers, erosions (abrasions), or herpetic ulcers (054.42).

Vascularization (370.6) or opacification (371) of the cornea. Condition from
any caus