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CHAPTER FOUR - HEALTH RECORDS AND FORMS
Section A. Health Records.
1. Purpose and Background.

a.

b.

Introduction. The health record is the chronological medical and dental

record of an individual while a member of the CG or the CG Reserve. The
primary reasons for compiling a health record are listed below.

1)

)

©)

(4)
()

(6)

To develop an accurate clinical history that will help in future diagnosis
and treatment.

To protect the Government, the individual concerned, and the
individual's dependents. It may be used in adjudicating veterans claims
by making permanently available in a single record all entries relative
to physical examinations, medical and dental history, preliminary to
entry and throughout the individual's entire CG career. This is
accomplished by opening or maintaining medical and dental records:

(a) Upon entry into the Service.

(b) As required to maintain concise, yet complete, records during
period of service.

(c) At time of separation.

To facilitate appraisal of the physical fitness or eligibility for benefits
by making selected, necessary information contained in the health
record available to CG selection boards, disability evaluation system,
Board of Correction of Military Records, for income tax purposes, and
for claims to the Department of Veterans Affairs.

To furnish a basis for collecting statistical information.

To identify deceased persons through dental records when other means
are inadequate.

To facilitate communication among health care providers, utilization
managers, quality assurance and medical records personnel.

Value of accuracy. As an individual's service career progresses, the health

record increases in value to the Government, the individual, and the
individual's family and dependents. Accuracy, therefore, is of the utmost
importance in making entries, including entries regarding minor ailments or
injuries which appear trivial at the time, but which must be recorded to
protect the Government and the individual.

2. Contents of the Health Record. Each member's health record shall consist of a

Health Record Cover, CG-3443 with medical records and dental records
arranged as follows:
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a. SECTION I - HISTORY OF CARE. All forms in this Section shall be
arranged in the following order, (1) being the top and (9) being the bottom.
Additionally, the forms should be grouped by date with the most recent on
top. Do not separate corresponding Report of Medical Examination, DD-
2808 forms and Report of Medical History, DD-2807-1.

(1) Adult Preventive and Chronic Care Flowsheet DD-2766.
(2) Consultation Sheet, SF-513.

(3) Medical Record, SF-507.*

(4) Pre-Deployment Health Assessment, DD-2795.*

(5) Post-Deployment Health Assessment, DD-2796.*

Post-Deployment Health Assessment, DD-2900.*

(DD-2900 on top of the DD-2796 which is on top of the DD-2795,
most recent on top, see Chapter 6 of this Manual for details on when to
fill out these forms).

(6) Medical Recommendation for Flying, CG-6020 (aviation personnel
only)*. A copy of every CG-6020 completed for a member should be
filed in the record with the most recent just below the DD-2766.

(7) Report of Medical Examination, DD-2808, and Report of Medical
History DD-2807-1.

(8) History and Report of Occupational Medical Surveillance and
Evaluation Program (OMSEP) Examination, CG-5447, and Periodic
History and Report of OMSEP Examination, CG-5447A.

(9) Medical Record, SF-507*. Attached to and filed after the form they
continue.

(10) Medical Board Report Cover Sheet, CG-5684*.

* Annotates when required

b. SECTION Il - RECORDS OF CARE. All forms in this Section (and their
civilian equivalents) shall be arranged in the following order, (1) being the
top and (3) being the bottom. Additionally, the forms should be grouped by
date with the most recent on top.

(1) Chronological Record of Care, SF-600. Command Medical Referral
Form for weight evaluation shall be placed in chronological order with
the SF 600’s. See Coast Guard Weight and Body Fat Standards
Program Manual, COMDTINST M1020.8 (series)

(2) Emergency Care and Treatment, SF-558.
(3) Emergency Medical Treatment Report, CG-5214.
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SECTION 111 - RADIOLOGICAL REPORTS. All forms in this Section

(and their civilian equivalents) shall be arranged in the following order, (1)
being the top (2) being the bottom. Additionally, the forms should be
grouped by date with the most recent on top.

(1) Radiographic Consultation Request/Report, SF-519A.
(2) Medical Record - Radiographic Reports, SF-519.

SECTION 1V - LABORATORY REPORTS AND ECG REPORTS. All

forms in this Section (and their civilian equivalents) should be grouped by
date with the most recent on top.

SECTION V - MISCELLANEOQUS. All forms in this Section shall be

arranged in the following (1) being on top (11) being on the bottom.
Additionally, the forms should be grouped by date with the most recent on
top.

(1) Request for Restriction of Information, DD-2871.
(2) Authorization for Disclosure, DD-2870.
(3) Eyewear Prescription, DD-771.

(4) Hearing Conservation Program microprocessor test result strips.
Reference Audiogram, DD- 2215 and Hearing Conservation Data
Sheet, DD-2216 will also be place in section V in sequential order.

(5) Request for Administration of Anesthesia and for Performance of
Operations and other Procedures, OF-522.*

(6) Syphilis Record, SF-602.*
(7) Occupational Health Surveillance Questionnaire, CG-5197.*
(8) Record of Occupational Exposure to lonizing Radiation, DD-1141.*
(9) Special Duty Medical Abstract, NAVMED 6150/2.*
(10) Chronological Record of Service, CG-4057.*
* Annotates when required
SECTION VI - DENTAL RECORD AND INTERNATIONAL

VACCINATION RECORD. All forms in this Section shall be arranged in
the following (1) being the top and (2) being the bottom.

(1) U.S. Coast Guard Dental Record, CG-3443-2. If needed a Sensitivity
Sticker, CG-5266 shall be placed on outside of Dental Record. All
forms in the Dental Record shall be arranged in the following order (a)
being the top and (d) being the bottom. Additionally, the forms should
be grouped by date with the most recent on top.

(a) Dental Health Questionnaire, CG-5605.
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0.

h.

J-

(b) Health Record - Dental (Continuation), SF-603A.*
(c) Health Record — Dental, SF-603.
(d) Request for Anesthesia, OF-522.

(2) International Certificate of VVaccination, PHS-731 *(This form is
optional and only required when needed).

* Annotates when required

Filing forms. File forms of the same number in their assigned sequence,
with the most recent on top of each previous form, e.g., Chronological
Record of Care, SF-600 dated 94/02/15 is filed on top of SF-600 dated
94/02/14.

Recording dates. Record all dates on the Health Record Cover, CG-3443 in
the following sequence (all numerals): year/month/day (e.g., 51/02/07).

Review reports before filing. Reports, including laboratory, X-ray, and

consultations, shall be reviewed and initialed by the responsible MO, DO,
PA, or NP before they are filed in the health record. IDHS’s are authorized
and required to sign negative HIV results (electronically or pen and ink)
before hard copies are placed in the Health Record.

The health record is a legal document. As such, legibility of all information

is essential. Patient ID information shall be typed, printed, or stamped. All
entries shall be neat and legible. All signatures shall be accompanied by the
stamped or typed name and rank of the practitioner.

3. Custody of Health Records. The following are the general responsibilities for

keeping health records.

a.

Security. Health records are the property of the Federal government and
must be handled in accordance with the provisions of the HIPAA
Regulations, the Privacy Act of 1974 and the Freedom of Information Act.
Guidance in this area is contained in The Coast Guard Freedom of
Information (FOIA) and Privacy Acts Manual, COMDTINST M5260.3
(series). Health record custody, privacy, confidentiality and security
requirements are applicable to all documents and electronic files that
contain protected health information, whether or not filed in the health
record, such as Inpatient Medical Records and mental health treatment
records. Disposal of all health record documents shall be in accordance
with Information and Life Cycle Management Manual, COMDTINST
M5212.12 (series).

(1) Since health records contain personal information of an extremely
critical or sensitive nature, they are considered For Official Use Only
requiring maximum security (high security locked cabinets or areas).
All clinic personnel and all individuals who are designated as health
record custodians are to ensure the protection of patients' SSN at all
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times. Health records that are not filed while the patient is awaiting
care shall be protected, ensuring the SSN is not visible. When a patient
signs out their health record, records shall be placed in a large
envelope, sealed, and shall not be opened until given to the appropriate
clinic personnel or health record custodian.

(2) Except as contained in HIPAA and The Coast Guard Freedom of
Information (FOIA) and Privacy Acts Manual, COMDTINST M5260.3
(series) the information contained in health records shall not be
disclosed by any means of communication to any person, or to any
agency unless requested in writing by or with the prior written
authorization of the individual to whom the record pertains. It is the
requestor's responsibility to obtain the written authorization.

Custody. Health records shall be retained in the custody of the Senior
Health Services Officer of the unit to which the individual is attached. At
units where there is no Medical Officer attached, the health record will
become the responsibility of the Executive Officer in accordance with
United States Coast Guard Regulations 1992, COMDTINST M5000.3
(series), who may delegate custody to the senior health services department
representative. At units without a Health Services Technician the custody
of the health record is the responsibility of the unit's Executive Officer.
Maintenance of these health records may be delegated to health services
personnel of another unit (e.g., Sectors). At no time shall individual
members keep or maintain their own health record. If there is a need to
check out a health record for an appointment at another health care facility,
the health record custodian shall have the member complete and sign the
Health Record Receipt Form, NAVMED 6150/7. The health record
custodian shall place the record in an envelope, hand it to the member, and
tell the member to return the record as soon as possible following the
appointment. The envelope used for record transportation shall bear a
printed request reminding outside providers to treat the contents as
confidential and requesting providers to include copies of their
consultations or case notes for placement in the health record. The
responsibilities contained herein are also applicable to Reserve components.

Patient’s right to examine record. Individuals may examine their own
health record in the presence of a health services department representative,
providing.

(1) Such examination does not interrupt the unit's scheduled mission.

(2) There is no information contained therein that would be detrimental to
the individual's mental well-being, as determined by the member's
attending physician.

Disclosure of information. The protected health information necessary for
fitness-for-duty determinations, status for deployment and special
operational duty, separations from duty, convalescent leave
recommendations, inpatient admission and casualty notifications, and other
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routine disclosures for the military mission, is subject to inspection by the
Commanding Officer, their delegate designated in writing, duly appointed
counsel in the case of formal hearings, or duly appointed CG officials who
are conducting authorized investigations. Such inspections will be
conducted in the presence of a health services department representative to
aid in the interpretation of health information.

e.  Signatures and stamps. Health services personnel making entries in health
records shall ensure all entries, including signatures, are neat and legible.
Signature information shall include the stamped or printed name and grade
or rate of the signer.

f. Erroneous entry. If an erroneous entry is made in a health record, the author
of the entry shall draw a diagonal line through the complete entry, make an
additional entry showing wherein and to what extent the original entry is in
error, and initial clearly next to the correction.

g. Responsibility of record. Health services personnel are responsible for the
completeness of the entries made on any medical or dental form while the
health record is in their custody. No sheet shall be removed from the health
record except under conditions specified in this Manual.

h.  Member’s authorization. Members are not authorized to write in, alter,
remove documents from, or otherwise change their health record or its
contents. Request for changes to health record contents shall be made in
writing in accordance with procedures contained in the HIPAA Privacy
Regulation and in Chapter 16 of the Coast Guard Freedom of Information
and Privacy Acts Manual, COMDTINST M5260.3.

4. QOpening Health Records.

a. General.

(1) A health record will be opened at the recruiting office for each
individual upon entering the CG.

(2) A new health record will be opened upon reenlistment of personnel
with prior CG service when such enlistment is not effected the day
following discharge. In all cases, request the individual's health record
covering prior military service from the Department of Veteran
Affairs (VA), Records Management Center, St. Louis, MO.
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(3) Other specific occasions for opening a Health Record.

OCCASION OPENED BY
Officer appointed from civilian status First duty station
Reserve Officer Unit where procured
Cadet Academy

Retired Personnel recalled to Active Duty First duty station

Original Record Lost or Destroyed Responsible Custodian

Checking out the Health Record. Whenever a Health Record is checked out the
Health Record Receipt Form, NAVMED 6150/7 shall be used as a permanent
record of receipt and disposition of health records which are maintained at CG
health care treatment facilities. For each health record maintained at CG
facilities, complete the first four lines of a Health Record Receipt form and place
into the health record folder. Whenever the health record is temporarily
removed from the files, complete the charge-out information required on the
bottom half of the Health Record Receipt, and retain in the health record file
where that record is normally kept. Return the Health Record Receipt to the
record when it is returned to the file. General Instructions for checking out the
Health Record for appointments, Temporary Assigned Duty (TAD) and
Permanent Change of Station (PCS) are as follows:

a. Medical Appointments. When the member is permitted to hand carry their
health record, the health record custodian shall:

(1) Explain to the member their responsibility in the care of the Health
Record as outlined in Chapter 4 Section A of this Manual. Make sure
the member knows to return the record as soon as possible after the
appointment.

(2) Fill out the Health Record Receipt Form, NAVMED 6150\7.
(3) Place the record in a sealed envelope.
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(4) Attach the following information to the outside of the envelope:

For Official Use Only
Information Enclosed

In accordance with public law and the U.S. Coast Guard Medical Manual
COMDTINST M6000.1 (series) the contents of medical records are considered For
Official Use Only.

Health Care Professional

Please enclose copies of consultations, procedures, or case notes of care rendered to
the patient.

Patient

The enclosed records remain the property of the United States Government. You
must return the Health Record as soon as possible to your command’s Health Record
Custodian. If you wish to review the enclosed information you may do so only in the

presence of a health department representative.

b. TAD. When a member departs for a TAD assignment they will normally
not carry any form of Health Record. If the member’s TAD is such that
they may require routine medical assistance (sickcall) the medical
representative shall complete an Adult Preventive & Chronic Care
Flowsheet, DD-2766, and the member will take a copy of this. Types of
assignments which may require this type of “Health Record” is a TAD
assignment aboard a cutter. The exception to this is when a member is
going TAD to a facility that can provide additional medical support
(example flight physicals) or is in receipt of orders to "A" school, the Chiefs
Academy or Officer Candidate School. When a member departs to any of
these assignments listed above, the member shall either hand carry their
health record as per 5.a. above or their record shall be mailed, along with a
DD-877 to the servicing clinic via traceable means (e.g. DHS authorized
Commercial Carriers FedEx or UPS); US Postal Service (USPS): 1)
Express Mail or 2) Proof of Delivery using Extra Services which are either
Certified, Delivery Confirmation, or Signature Confirmation.

c. PCS.

(1) Upon natification that an individual will be transferred, an Accuracy
and Completeness Check will be performed and all identified
deficiencies corrected. All required entries shall be made in MRRS.
Both the detaching unit and the receiving unit shall inspect the health
record for Accuracy and Completeness Check as per Chapter 4 Section
A. 9 of this Manual.
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(2) When a member is due to transfer, the Servicing Personnel Office
(SPO) shall notify the medical custodian where to send the medical
records as per Military Personnel Data Records (PDR) System,
COMDTINST M1080.10 (series). (TO ENSURE THAT HEALTH
RECORDS GET TO THE RIGHT LOCATION IN A TIMELY
MANNER IT IS IMPERATIVE THAT THE SPO AND MEDICAL
WORK TOGETHER). At the discretion of the health record custodian
the health record of the member may be transferred in two ways. The
departing member may be permitted to hand carry their medical record
to their new unit or the record can be mailed.

(a) When the member is permitted to hand carry their health record,
the health record custodian shall:

1.

Fill out a Health Record Receipt Form (NAVMED 6150/7)
with the date and where the members will be taking their
record. Have the member sign the Health Record Receipt
Form, NAVMED 6150/7. Cut the form at the double lines
above the "INSTRUCTIONS" section and maintain the top
section on file for two years.

Place the record in a sealed envelope and instruct the member
to give his health record to the health record custodian when
they get to their new unit. Attach the same information to the
outside of the envelope as you would in 5.a. (4) of this section.

Inform the receiving unit via a Request for Medical/Dental
Records or Information, DD-877 (this form can be e-mailed)
that the member has departed with their health record and their
estimated time of arrival. The new unit should inform the old
unit that the record has been received via the DD-877 and
perform an Accuracy and Completeness Check.

(b) The records may also be mailed. The health record custodian will:

1.

In accordance with Military Personnel Data Records (PDR)
System, COMDTINST M1080.10 (series), the health record
custodian will receive the Medical/Dental Disposition
Instructions from the SPO. The health record custodian will
follow the disposition instruction and mail the health record by
traceable means (e.g. DHS authorized Commercial Carriers
FedEx or UPS); US Postal Service (USPS): 1) Express Mail or
2) Proof of Delivery using Extra Services which are either
Certified, Delivery Confirmation, or Signature Confirmation.
For the purpose of this manual, the term “traceable means” is
defined as the use of services provided by either USPS or DHS
authorized Commercial Carriers (FedEx or UPS) that can be
tracked through the providers’ web based shipping/tracking
system. (Note: Be advised that USPS First Class mail less than
1 inch in thickness, destined for government agencies, with a
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beginning ZIP Code range between 202XX-205XX is
irradiated, which can destroy many important documents.
Shipments sent via FedEx or UPS are not irradiated. Contact
the receiving unit to determine the best way to send a record).

2. Inform the receiving unit via a Request for Medical/Dental
Records or Information, DD-877 (this form can be e-mailed)
that the member has departed with their health record and their
estimated time of arrival. The new unit should inform the old
unit that the record has been received via the DD-877 and
perform an Accuracy and Completeness Check.

3. Fill out a Health Record Receipt Form, NAVMED 6150/7 with
the date and where the member’s record will be mailed. Have
the member sign the Health Record Receipt Form, NAVMED
6150/7. Cut the form at the double lines above the
"INSTRUCTIONS" section and maintain the top section on file
for two years.

6. Terminating Health Records.

a.

Discharge/Release from Active Duty (RELAD). Upon discharge, RELAD,
the unit terminating the health record will inspect the health record, correct
all errors, fill in omissions, and make sure the patient identification
information is completed on all forms. The health record custodian (in
accordance with Military Personnel Data Records (PDR) System,
COMDTINST M1080.10 (series)) will receive the Medical/Dental
Disposition Instructions from the SPO. The health record custodian will
follow the disposition instruction and mail the health record by traceable
means to the appropriate office. Via traceable means (e.g. DHS authorized
Commercial Carriers FedEx or UPS); US Postal Service (USPS): 1)
Express Mail or 2) Proof of Delivery using Extra Services which are either
Certified, Delivery Confirmation, or Signature Confirmation. DO NOT
GIVE THE ORIGINAL HEALTH RECORD TO THE MEMBER UPON
FINAL SEPARATION. The member is entitled to a copy of the original
health record. Cite the reason for separation on the reverse side of
Chronological Record of Service, CG-4057 before mailing.

Disappearance, other than desertion. Whenever an individual disappears
and the facts regarding such disappearance are insufficient to justify a
conclusion of death, enter a complete account of the circumstances on an
SF-600 in the health record. Do not terminate the health record until final
disposition.

Desertion. When an individual is officially declared a deserter, enter an

explanatory note on a Chronological Record of Care, SF-600. As per
Military Personnel Data Records (PDR) System, COMDTINST M1080.10
(series) the SPO will instruct the health record custodian where to mail the
health record. Once notified the health record custodian should mail the
health record, via traceable means (e.g. DHS authorized Commercial
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Carriers FedEx or UPS); US Postal Service (USPS): 1) Express Mail or 2)
Proof of Delivery using Extra Services which are either Certified, Delivery
Confirmation, or Signature Confirmation, within 2 working days.

Return of a deserter. Upon return of a deserter to his/her own command, a
physical examination shall be performed and recorded on the Report Of
Medical Examination, DD-2808. Retain the original for incorporation into
the health record, and forward a copy to Commander (PSC) or Commander
(PSC-rpm) for Reservists with a request for the deserter's health record.

Discharge of personnel convicted by civilian authorities. When the
Commandant directs the discharge of personnel convicted by civilian
authorities, the CO will make arrangements for their physical examination,
to be recorded on a Report of Medical Examination, DD-2808. In the event
no Medical Officer is available, obtain a statement signed by the warden of
the penitentiary or reformatory that the person to be discharged from the
CG is physically and mentally qualified for discharge and is not in need of
hospitalization. The unit will take the warden's statement, accompanied by
the health record, and follow the disposition instruction and mail the health
record to the appropriate office via traceable means (e.g. DHS authorized
Commercial Carriers FedEx or UPS); US Postal Service (USPS): 1)
Express Mail or 2) Proof of Delivery using Extra Services which are either
Certified, Delivery Confirmation, or Signature Confirmation.

Discharge of Courts-Martial Prisoners Confined in Federal Penitentiaries,
Reformatories, and the Naval Disciplinary Command. When the
Commandant directs the discharge of a courts-martial prisoner confined in a
Federal penitentiary, reformatory, or the Naval Disciplinary Command, the
command to which the prisoner has been administratively assigned shall
arrange with the warden for physical examination of the prisoner. Results
of this physical examination will be entered on the Report of Medical
Examination, DD-2808 and signed by the Medical Officer of the designated
penal institution. The command to which the prisoner has been
administratively assigned will terminate the health record, using the
information furnished on the Report of Medical Examination, DD-2808 and
the account of medical, dental, and first aid treatments supplied by the penal
institution. The unit will terminate health record, include the Report of
Medical Examination, DD-2808, follow the disposition instruction from the
SPO and mail the health record to the appropriate site via traceable means
(e.g. DHS authorized Commercial Carriers FedEx or UPS); US Postal
Service (USPS): 1) Express Mail or 2) Proof of Delivery using Extra
Services which are either Certified, Delivery Confirmation, or Signature
Confirmation.

Retired Personnel (Includes Temporary Retirement). Upon notification of
retirement, make an entry on the Chronological Record of Service, CG-
4057 under "Remarks" indicating place, date, and category under which
retired. The command having custody of the health record will sign the
CG-4057. The health record custodian will follow the instructions of the
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SPO and mail the record to the appropriate office via traceable means (e.g.
DHS authorized Commercial Carriers FedEx or UPS); US Postal Service
(USPS): 1) Express Mail or 2) Proof of Delivery using Extra Services
which are either Certified, Delivery Confirmation, or Signature
Confirmation.

h. Cadets. When a cadet's service is terminated, the health record will be
terminated and forwarded to the Cadet Record Office, for processing.
Following this procedure, the record will be forwarded to the Registrar's
Office and held until the departing cadet's class graduates. When this
occurs, the record will be forwarded to the Federal Personnel Records
Center, St. Louis, MO. This includes cadets who graduate from the
Academy but do not accept or are not tendered a commission.

i.  Officers (Reserve) to Inactive Duty and Officers (Regular) who Resign to
Accept a Reserve Commission. In the case of reserve officers being
released to inactive duty the health record will be terminated. The health
record custodian will follow the instructions of the SPO and mail the record
to the appropriate office via traceable means (e.g. DHS authorized
Commercial Carriers FedEx or UPS); US Postal Service (USPS): 1)
Express Mail or 2) Proof of Delivery using Extra Services which are either
Certified, Delivery Confirmation, or Signature Confirmation.

J.  Death. Upon notification of death, make an entry on a Chronological
Record of Service, CG-4057 under "Remarks" indicating place, time, date,
and a short explanation of the circumstances surrounding death. Verbal
briefs are provided to those on a need to know basis (i.e. Commandant (CG-
112), HSWL, etc.). CG Investigative Service (CGIS) may also inquire and
request to review the health record. The health record shall be forwarded to
the HSWL SC for a Quality Improvement (QI) review upon conclusion of
local review(s). Findings of the review are forwarded to Commandant (CG-
11) via Commandant (CG-112) to determine if additional investigation,
process improvement, or adverse privileging action is warranted. The
HSWL SC shall forward the original health record to Commander PSC
(adm-3).

k. Transfer to Federal Penitentiaries, Reformatories, or the Naval Disciplinary
Command. A letter of transmittal and a copy of the health record shall
accompany a member who is being transferred under sentence of a courts-
martial (who has not been or will not be discharged immediately) to a penal
institution for execution of the unexpired sentence. The original health
record, with a letter of transmittal stating the name of the penal institution to
which the prisoner is being transferred and the length of the sentence, shall
be forwarded to the command to which the member has been
administratively assigned which shall maintain the health record until the
prisoner has been discharged from the Service. A copy of the letter of
transmittal shall also be forwarded to Commander (PSC).
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Separation from service. Upon separation of the individual from the
Service, the unit terminating the health record will inspect the health record,
correct all errors, fill in omissions, and make sure the patient identification
information is completed on all forms. The health record custodian will
follow the instructions of the Servicing Personnel Office and mail the
record by traceable means to the appropriate office.

Creating an Additional VVolume. Due to chronic medical conditions, long

narrative summaries, medical boards, etc., the record may fill to capacity which
may cause the loss or damage to new records. Procedures for creating a second
volume are as follows:

a.

Obtain a new Health Record, CG-3443 and transcribe the information from
the original jacket.

Write "VOLUME 11" in bold print in the lower left corner of the new jacket
cover. Insert forms required by this chapter.

Write "VOLUME I" in bold print in the lower left corner of the original
jacket cover.

Transfer all documents pertaining to current or chronic illness to the new
record.

Remove the most recent Chronological Record of Care, SF-600 from
VOLUME I and place it in VOLUME 1. Insert a blank SF-600 on top of
the remaining forms in VOLUME | and draw a diagonal line across the
page. Enter the following on this line: CLOSED NO FURTHER ENTRIES
IN THIS RECORD. REFER TO VOLUME 1.

Insert the most recent Report of Medical Examination, DD-2808 and the
Report of Medical History, DD-2807-1 into VOLUME II.

Problem summary list. Place the original Problem Summary List,
NAVMED 6150/20 into VOLUME Il and a copy of this form in VOLUME
I with the annotation, "CLOSED. NO FURTHER ENTRIES.", below the
last entry.

Place the original Chronological Record of Service, CG-4057 in VOLUME
Il and a copy in VOLUME 1.

Lost, Damaged, or Destroyed Health Records.

a.

b.

Lost or destroyed. If a health record is lost or destroyed, a complete new
health record shall be opened by the unit health record custodian. The
designation "REPLACEMENT" shall be stamped or marked on the cover.
If the missing health record should be recovered, any additional information
or entries in the replacement record shall be inserted in the old record.

Illegible. Health records which become illegible, thus destroying their
value as permanent records, shall be restored and duplicated. The duplicate
shall, as nearly as possible, be an exact copy of the original record before
such record becomes illegible. Take particular care in transcribing the date
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onto the Report of Medical Examination, DD-2808 into the new record as
such information may be required by the Department of Veterans Affairs to
determine the individual's right to pension or other Federal benefits. Stamp
or mark "DUPLICATE" on the cover of the new record. Explain the
circumstances necessitating the duplication on a Chronological Record of
Care, SF-600. Forward health records replaced by duplicate records to
PSC-adm-3.

9. Accuracy and Completeness Check. Upon notification that an individual will be
transferred, the detaching unit shall conduct an Accuracy and Completeness
Check and all identified deficiencies corrected prior to transfer. The receiving
unit shall inspect the health record for accuracy and completeness within 30
days of receiving the health record, in accordance with the following guidelines:

a. Immunizations. That all immunizations are up-to-date (See Immunizations
and Chemoprophylaxis, COMDTINST 6230.4 (series)).

b. Tuberculin Skin Test (TST). That TST screening is current in accordance
with Chapter 7 Section D of this Manual.

c. HIV. That HIV screening is current (every 2 years) in accordance with
Chapter 3 Section C 20.b.(7) of this Manual.

d. Audiograms. That all required audiograms are completed, especially on
personnel involved in the hearing conservation program.

e. Forms completed and in the right order. That required forms have been
properly completed and are in the correct order.

f. Deficiencies corrected. That all deficiencies in physical requirements shall
be scheduled for correction, all missing forms shall be replaced, and all
other clerical or administrative errors corrected.

g. That all OMSEP requirements are met.
h. That everything is properly recorded in the MRRS.
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Section B. Health Record Formes.

FORM TITLE

1. CG-3443  Health RECOIT COVEN ......ooieiiiiiieiiesiee ettt 1
2. CG-5266  Drug SensitiVIty STICKET ........cceiiiiiriiiisiieieiee s 2
3. DD-2766  Adult Preventive and Chronic Care Flowsheet FOrm..........cccocoveniiininnnnnn, 2
4. SF-513 CONSUIALION SNEET .......coieieieiieie s 3
5. SF-507 MediCal RECOIM.........ceiiiiiiee e 4
6. DD-2795 Pre-Deployment Health ASSESSMENL.........cccoviiiiiiiiiiiiiccee s 4
7. DD-2796  Post-Deployment Health ASSESSMENT...........ccvvieiierieiiisiese e 4
8. DD-2900 Post-Deployment Health Re-Assessment.............cocevvveveeveinviininnnnnnd
9. CG-6020 Medical Recommendation for FIYiNg .........cccocviiiiiiinieiiece e 5
10. DD-2808  Report of Medical EXamination............ccooveveriieninininieeesese e, 5
11. DD-2807-1 Report of Medical HIStOrY ..........cccoiveiiiieiieiscc e 11
12. CG-5447  History and Report of OMSEP Examination............ccccceveieevesiieieesscee 15
13. CG-5447A Periodic History and Report of OMSEP Examination ..........cccccccevvvevvenenne. 18
14. CG-5684  Medical Board Report COVEr SNEEt.........cooeiveiiiiiiiiiieee s 19
15. SF-600 Chronological Record of Medical Care.........c.cccccveveiiieiiiie e 19
16. SF-558 Emergency Care and Treatment..........cccoevieieeieiicve e 22
17.CG-5214  Emergency Medical Treatment RepOrt.........cccooeviiieiiiinieiinie e 23
18. SF-519 RadiographiC REPOIS ........ccveiiiiiiiiiesiisiiseie e 25
KSR Lo 0 - 0] YA 2 =] 10 £ SR 26
20. DD-771 Eyewear PreSCrPLiON ........c.oiviieiie et 26
21. SF-602 SYPIIIS RECOI.....ceeiiieiee e e 28
22. OF-522 Authorization for Anesthesia, Operations, etC..........cccccvvvvereeienieeneereseeen 28
23.DD-1141  Record of Occupational Exposure to lonizing Radiation................ccccueenuee. 28
24, AUIOGram RESUILS. .....ccue et re e 30
25. DD-2215  Reference AUAIOGIAM .......ccooiiiieiieieiie ettt nae e 30
26. DD-2216  Hearing Conservation Data............c.ccovuiirieierieie i 30
27. CG-4057  Chronological Record 0f SErVICe........ccevviierieiiiie e 30
28. DD-2870  Authorization for Disclosure of Medical or Dental Information.................. 31
29. DD-2871  Request to Restrict Medical or Dental Information..............ccccceoveiierennnene. 31
30. PHS-731  International Certificate of VacCination ............cccocevvvevenieninenesie e 31
31. SF-515 TISSUE EXAMINALION. ...ttt s 32
32. DD-877 Request for Medical/Dental Records or Information ...........ccccceeveieiieenenn, 32
33.CG-6100  Modified Screening For: Overseas Assignment and/or Sea Duty

Health SCreening........coveiiiiiii e 33
34. CG-6201  Bloodborne Pathogens Exposure GUIAElNES...........ccovevveveiiereeriesiesieeenn 33
35. CG-6202  Examination Protocol for Exposure to: CHROMIUM

COMPOUNDS ...ttt bbb 33
36. CG-6203  Examination Protocol for Exposure to: ASBESTOS..........ccccocviniiiiiee, 33
37.CG-6204  Examination Protocol for Exposure to: BENZENE ..............................33
38. CG-6205  Examination Protocol for Exposure to: NOISE........c.cccccocevveviiieiiecieee, 33
39. CG-6206  Examination Protocol for Exposure to: HAZARDOUS WASTE ............... 33
40. CG-6207  Examination Protocol for Exposure t0: LEAD. ..o, 33
41. CG-6208  Examination Protocol for Exposure to: RESPIRATOR WEAR ................. 33
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42. CG-6209
43. CG-6210

44. CG-6211

45. CG-6212
46. CG-6213
47.CG-6214
48. CG-6215

Examination Protocol for Exposure to: PESTICIDES ..........ccccocviiiviennene. 34
Examination Protocol for Exposure to: RESPIRATORY

SENSITIZERS ... .ottt e 34
Examination Protocol for Exposure to: BLOODBORNE

PATHOGENS. ...ttt st 34
Examination Protocol for Exposure to: TUBERCULOSIS............c..cco...... 34
Examination Protocol for Exposure to: SOLVENTS. ........cccovevveveivenenn, 34
Examination Protocol for Exposure to: RADIATION. .......cccccevveieiieennenn, 34
How to Calculate a Significant Threshold Shift..............cccoooiiiiiiiiiienn 34
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B. Health Record Forms.

1.

Health Record Cover, CG-3443. Each patient's health record shall be

maintained in a Health Record Cover, CG-3443. The CG-3443 shall be
completed according to the following instructions:

a.

b.

Last Name. Record in all capital letters.

Given Name(s). Record given name(s) in full without abbreviations. If the
individual has no middle name or initial then use the lower case letter "n™ in
parentheses (n). If the individual has only a middle initial(s) record each
initial in quotation marks. When "Jr." or "II" or other similar designations

are used they shall appear after the middle name or initial.

DOE John Buck Jr.
Surname First Name Middle Name

Beneficiary. Enter the appropriate beneficiary code to describe the patient
(enter "20" for active duty members).

(1) 01 to 19 - Dependent children in order of birth
(2) 20 - Sponsor

(3) 30 - Spouse

(4) 31-39 - Unremarried former spouse

(5) 40 - Dependent mother (active duty)

(6) 45 - Dependent father (active duty)

(7) 50 - Dependent mother-in-law (active duty)
(8) 55 - Dependent father-in-law (active duty)
(9) 60 - Other dependents

(10) 80 - Humanitarian (non-eligible)

(11) 90 - Civilian employee

(12) 99 - Other eligible

Sponsor's Social Security Number. Enter.

Blood Type and Rh Factor. Enter the blood-type and Rh factor in the
appropriate boxes. Use utmost caution when recording this information. If
not known, complete a blood-type and Rh factor test as required.

Special Status. Check the appropriate block to indicate whether the
individual is in aviation or diving status, has a waiver, requires occupational
monitoring, or has an allergy.
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Date of Birth. Enter year, month and day (e.g., 51/02/07).

Local Use. Use the spaces provided below the sensitivity sticker location
for local use information such as rank, unit, etc. as needed, and/or for the
HIPAA Notice of Privacy Practices Acknowledgement sticker.

2. Drug Sensitivity Sticker, CG-5266.

a.

General. The Drug Sensitivity Sticker, CG-5266 should be initiated for
anyone having documented history of sensitivity or hypersensitivity to
specific drugs, serums, or vaccines, including PPD converters. Other non-
drug allergies should be indicated on this form only if they will affect
potential therapy (e.g., egg yolks). Every effort shall be made to verify the
reported sensitivity and to confirm that it is allergic in nature.

Detailed Instructions.

(1) Prepare two originals. (One each for the health and dental records).

(2) List the name of each drug, serum, vaccine, or anesthetic indicated on
the Adult Preventive and Chronic Care Flowsheet, DD-2766.

(3) Affix the Drug Sensitivity Sticker, CG-5266 vertically to the indicated
location on the Health Record Cover, CG-3443 and vertically to the
lower left corner on the front of the Dental Record Cover, CG-3443-2.

3. Adult Preventive and Chronic Care Flowsheet, DD-2766.

a.

General. The Adult Preventive and Chronic Care Flowsheet, DD-2766
shall be used as a temporary Health Record during TAD Deployments. It
documents significant/chronic health problems, allergies, chronic
medications, hospitalizations/surgeries, health counseling, immunizations,
Purified Protein Derivative (PPD), DNA & HIV testing, (immunizations
can be printed from Composite Health Care System (CHCS) data base and
stapled in the form) placed in the screening (preventive medicine) exams,
other medical readiness items (such as blood type, G6PD, sickle cell,
glasses, dental exam, etc), and chart audits. It is advised that a copy of the
completed DD-2766 remain in the record when the member goes TAD. In-
house training sessions should be conducted prior to the implementation of
this form.

Detailed Instructions. The DD-2766 should be inserted as the first page of
the medical record and all sections completed by the health care provider
with the following guidelines exceptions:

(1) Information from previous Problem Summary Lists should be copied
and updated onto the DD-2766 as it is placed in the health record.
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(2) If the patient is not allergic to any drugs, indicate NKDA (no known
drug allergies), in block 1.a.

(3) Sections 8.a., 10.e. and 10.i. are not required to be completed.
(4) Use a pencil to darken the circles on Section 7, Screening Exam.

(5) The Medical Officer should enter the date and location of every
deployment the member participates in Section11, Pre/Post
Deployment History. Pre and post deployment questionnaires are
documented in Section 11 for participants in DOD deployment.

4. Consultation Sheet, SF-513.

a.

Purpose. A Consultation Sheet, SF-513 is used whenever a patient is
referred to another facility for evaluation.

Detailed Instructions. Complete the form as follows:

(1) To. Facility or department to which the patient is being referred.
(2) From. Unit referring the patient.
(3) Date of Request. Self-explanatory.

(4) Reason for Request. Specify the reason for referring the patient, i.e.,
chest pains, infected sebaceous cyst, etc.

(5) Provisional Diagnosis. Self-explanatory.

(6) Doctor's Signature. Must be signed by a Medical Officer, dental
officer, or health services department representative. Accompanying
this signature should be the qualifying degree of the individual
requesting the consult.

(7) Approved. Leave Blank.

(8) Place of Consultation. Check the appropriate block.
(9) Emergency/Routine. Check the appropriate block.
(10) Identification No. Enter the patient's SSN.

(11) Organization. Enter patient's branch of service.

(12) Register No. If inpatient, enter the appropriate register number. If
outpatient, leave d blank.

(13)Ward No. If outpatient enter "OP." If inpatient, enter appropriate
ward number.

(14) Patient's Identification. Enter the appropriate patient identification
information.

(15) The remainder of the form is completed by the consultant.
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c. Completed Consultation Sheet, SF-513. When the Consultation Sheet, SF-
513 is completed and returned by the consultant the following actions are
required:

(1) Originator shall review and sign the SF-513.

(2) The SF-513 shall then be filed in the appropriate dental or medical
section of the health record.

5. Medical Record, SF-507. If received subsequent to the individual's discharge
from the hospital, it shall be inserted in the health record immediately upon
receipt. SF-507's are used for a variety of purposes, such as:

a. Patient's hospitalization. To summarize the important facts about a patient's
hospitalization.

b. Medical board. To summarize the findings of a medical board.

c. Board of Flight Surgeons. To report the results of a Board of Flight
Surgeons.

6. Pre-Deployment Health Assessment, DD-2795. This form should be completed
electronically using the Electronic Health Deployment Assessment (EDHA).
The completed form should be printed out and placed in the health record. This
form is used to assess the patient’s health before possible deployment outside of
the United States in support of military operations (and certain specified
domestic deployments) and to assist military healthcare providers in identifying
and providing present and future medical care. Directions for filling out this
form can be found in Chapter 6. For questions concerning this form contact
Operational Medicine at Commandant (CG-1121)
http://www.uscg.mil/hg/cgl/cgll/.

7. Post-Deployment Health Assessment, DD-2796. This form should be
completed electronically using the EDHA. The completed form should be
printed out and placed in the health record. This form is used to assess the
patient’s health after deployment outside of the United States in support of
military operations (and certain specified domestic deployments) and to assist
military healthcare providers in identifying and providing present and future
medical care. Direction for filling out this form can be found in Chapter 6 of
this manual. For questions concerning this form contact Operational Medicine
at Commandant (CG-1121) http://www.uscg.mil/hg/cgl/cgll/.

8. Post-Deployment Health Re-Assessment, DD-2900. This form should be
completed electronically using the EDHA. The completed form should be
printed out and placed in the health record. This form is designed to identify
and address health concerns, with specific emphasis on mental health, that have
emerged over time since deployment. Directions for filling out this form can be
found in Chapter 6 of this Manual. For questions concerning this form contact
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Operational Medicine at Commandant (CG-1121)
http://www.uscg.mil/hg/cgl/cgll/.

9. Medical Recommendation for Flying, CG-6020. Refer to the Aviation Medical

Manual for instructions.
10. Report of Medical Examination, DD-2808.

a.

b.

Purpose. The Report of Medical Examination, DD-2808 is used to record
physical examination results to determine whether an examinee does, or
does not, meet the standards established for the type of physical
examination administered (e.g., initial enlistment, officer programs,
retention, release from active duty, diving, aviation, retirement, etc.). The
Report of Medical Examination, SF-88 is no longer applicable.

Preparation.

(1)

(2)

When Prepared. A Report of Medical Examination, DD-2808 shall be
prepared and submitted to the reviewing authority whenever a
complete physical examination is required.

Required Entries. Certain groups of personnel are required to meet
physical standards somewhat different from other groups.
Accordingly, the use of all the spaces or use of the same spaces on the
DD-2808 is not necessarily required for reporting the results of the
various categories of physical examinations. If a certain item of the
medical examination is required and facilities for accomplishing it are
not available, an entry "NFA" (No Facilities Available) shall be made
in the appropriate space. An entry "NE" (Not Evaluated) shall be made
in the appropriate space for any item of the clinical evaluation (Items
17-42) which was not evaluated. For other items listed on the DD-
2808 which were not required for a particular category of physical
examination, an entry "NI" (Not Indicated) or “NA” (Not Applicable),
shall be made in the appropriate space. Reference should be made to
other provisions of Chapter 3, which prescribe the nature and scope of
each physical examination and indicate the applicability of items of the
DD-2808 to the particular program. Unless otherwise indicated by
such provisions, the minimum requirements for completing the DD-
2808 are:

(@) All Examinations. Items 1-44, 45-63, 66, and 71a, shall be
completed for all physical examinations, if facilities are available.
Item 41 shall be completed for all female personnel.

(b) Awviation Personnel. Additionally, Items 64, 65, and 66-70 and 72b
shall be completed for physical examinations of aviation
personnel.
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C.

3)

A physical examination must be thorough, recorded accurately, and
contain sufficient information to substantiate the final
recommendation. Before signing and forwarding, the examiner shall
review the completed DD-2808 for completeness and accuracy.

Failure to do so reflects significantly on the examiner's clinical and/or
administrative attention to detail. Remember that the reviewing
authority does not have the advantage of a direct examination and must
rely on the examiner's written record and appropriate additional
information in arriving at a decision.

Details for Entries on the Report of Medical Examination, DD-2808.

1)
@)
3)

(4)

()
(6)

()
(8)
(9)

Item 1: Date of Examination. Enter date in format - 02Aug15.
Item 2: Social Security Number. Enter the nine digits of their SSN.

Item 3: Last Name. Last Name - First Name - Middle Name. Record
the surname in all capital letters. Record the given name(s) in full
without abbreviation. If the individual's first or middle name consists
only of an initial, enclose each initial in quotation marks (e.g., BAUR,
Cheryl "W"). If the individual has no middle name, enter the letter
"(n)" in parenthesis [e.g.., COFIELD, Bernie (n)]. Designations, such
as, "Jr." or "II" shall appear after the middle name or initial. In the
absence of a middle name or initial, these designations shall appear
after the "(n)."

Item 4: Home Address. Enter the evaluee’s present residence and not
the home of record.

Item 5: Home Telephone Number. NA.

Item 6: Grade. Use official abbreviation of the current grade or rate.
Example: HSCS; LTJG. If not a service member, enter “civilian.”

Item 7: Date of Birth. (e.g. 57Sep04).
Item 8: Age. Enter age.
Item 9: Sex. Mark one or the other of the boxes.

(10) Item 10: Race. Mark the box next to the racial or ethnic group of

which member belongs.

(11) Item 11: Total Years of Government Service. Enter years and months

(e.g., 06 yrs 04 mo’s).

(12) Item 12: Agency. Enter the OPFAC number of the unit to which the

examinee is attached.

(13) Item 13: Organization and UIC/Code. List name of ship or station to

which the examinee is assigned. Initial entry into Service; enter
recruiting office concerned.

(14) Item 14a: Rating or Specialty. NA
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Total Flying Time. Aviators only or NA.

Last six months. Aviators only or NA.

Service. Mark a box next to appropriate service.
Component. Mark a box next to appropriate component.

Purpose of Examination. Mark the box and corresponds to

the appropriate purpose(s) of the examination. If not listed, mark
“Other,” and explain above the box such as: Diving Applicant;
Biennial Aircrew; Medical Evaluation Board etc. Do not use the
incomplete terms “flight physical,” “diving physical,” or “aviation
physical.” Rather, use specific terms such as “Class | Aviation,”

“Candidate for Flight Training,” “Class Il Aircrew,” “Dive Candidate,”
“Quinguennial Diving,” etc. Avoid nonstandard abbreviations.
Differentiate between an applicant for a special program and a biennial
physical for the same program. When necessary, continue under Item
73, Notes.

(20) Item 16: Examining Facility or Examiner. For civilian or contract

physician, enter the full name and address. For USMTF, enter only the
facility name, city and state in which located.

(21) Item 17-42: Clinical Evaluation. Check each item in appropriate

column.

(@) Item 35: Is continued on lower right side (Feet), circle appropriate
category.

(22) Item 43: Dental Defects and Disease. For an oral examination as part

of an accession physical, record whether or not the applicant is
‘Acceptable’ or ‘Not Acceptable’. Refer to the standards described in
Chapter 3 Section D-5 Physical standards for enlistment, appointment,
and induction. Enter disqualifying defects in detail in Item 73. Record
the Dental Classification. Refer to Chapter 4 Section C-3-c for
definitions of dental classes. For routine physical examinations, record
only the Dental Classification. When oral disease or dental defects are
discovered on examination of active duty member personnel, suitable
recommendations will be made for instituting corrective measures. A
copy of the Dental Record, SF-603 does not need to be attached to the
Report of Medical Examination, DD-2808.

(23) Item 44: Notes.

(@) Approving official will endorse (stamp is authorized ) in this box
(if no room is available place in item 73 or add a separate
endorsement) with the following information:
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(b)

1. Date. This is the date that the member received their physical.
For approved physicals this is also the date from which you will
start counting to the next PE and the date of MRRS entry. (An
unapproved physical shall not be entered into MRRS).

2. Does/ Does Not meet physical standards.
3. What the physical was for.

4. Signature of approving authority and date. The signature is not
necessary if the same person has signed in item 84. The date of the
Approving authority should be no more than 60 days from the start
of the physical, without written explanation for the delay.

Example: Date Does / Does Not meet the physical
standards for

as prescribed in Chapter 3.C of COMDT INST M6000.1 (series)
Signed Date:

The disqualifying defects are:

Describe every abnormality from Items 17-43 in detail. Enter
pertinent item number before each comment. Continue in Item 73
and use a Continuation Sheet, SF-507 if necessary.

(24) Item 45: Laboratory Findings. Enter all laboratory results in
guantitative values.

(a)

(b)
(©)

(d)
(€)

(f)
(@)
(h)

Urinalysis. Enter specific gravity and results of albumin, sugar
and if required, microscopic tests in the indicated spaces.

Item 46: Urine HCG. If applicable.

Item 47: H/H. Enter either the hematocrit or the hemoglobin
results.

Item 48: Blood Type. If applicable.
Item 49: HIV. Enter date drawn only in the results section.

Item 50: Drugs Test Specimen ID Label. NA.
Item 51: Alcohol. NA.

Item 52: Other. Enter all other tests performed and their results
which are not indicated on the form and which were performed in
connection with the physical examination (e.g., sickle cell test,
Papanicolaou (PAP) test, Tuberculin Skin Test (TST),
Electrocardiogram (EKG), Chest X-ray results, etc.). The results
will be continued in Item 73 or on a Medical Record, SF 507 if
necessary. If provided on the lab report, include "normal” range
values for all tests performed by a civilian or military lab. Use
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guantitative values and avoid vague terms such as "WNL" or other
such qualitative forms.

(25) Item 53: Height. Measure without shoes and record to the nearest
one-half centimeter (one-half inch).

(26) Item 54: Weight. Measure with the evaluee in under garments and
record results to the nearest kilogram (pound).

(27) Item 55: Min Weight-Max weight, Max BF%. NA.
(28) Item 56: Temperature.
(29) Item 57: Pulse. Record the actual pulse rate.

(30)Item 58: Blood Pressure. Record the actual value in numerals for both
systolic and diastolic.

(31) Item 59: Red/Green. NA
(32) Item 60: Other Vision Test. If applicable.

(33)Item 61: Distant Vision. Test and record using the Snellen scale.
Record vision in the form of a fraction and in round numbers, such as
20/20, 20/40, not 20/20-2 or 20/40-3.

(34) Item 62: Refraction. Enter the lens prescription when the evaluee
wears (or requires) lenses for correction of visual acuity. Do not enter
the term "lenses".

(35) Item 63: Near Vision. Test and record using the Snellen scale. (See
item 61).

(36) Item 64: Heterophoria. Enter when indicated.
(37) Item 65: Accommodation. Enter when indicated.

(38)Item 66: Color Vision. Color Vision. Enter the test used and the
results.

(@) Farnsworth Lantern (FALANT). Record the results as "Passed
FALANT" or "Failed FALANT" followed by the fraction of
correct over total (i.e., 9/9 or 17/18).

(b) Pseudoisochromatic Plates (PIP). Record results as "Passed PIP"
or "Failed PIP" followed by the fraction of correct over total (i.e.,
12/14 or 14/14).

(c) Enter "Passed on record" or "failed on record" if the results of a
previous PIP or FALANT examination are available on record for
review.

(39) Item 67: Depth Perception. When indicated, enter test used in left
portion of Item 67.
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(a) Armed Forces Vision Tester (AFVT). In the appropriate space in
the right-hand portion of Item 65, record the letter designation of
the highest group passed (i.e., Passed F).

(b) Verhoeff. In the appropriate space in right-hand portion of Item
34, record perfect score as 16/16.

(40) Item 68: Field of Vision. Enter when indicated.

(41) Item 69: Night Vision. Enter when indicated.

(42) Item 70: Intraocular Tension. When indicated, enter the results in
millimeters of mercury.

(43) Item 71: Audiometer. Required on ALL physical examinations. Use
ANSI 1969 standards; do not use 1SO or ASA standards.

(@) Item 71a: Current.
(b) Item 71b: If applicable.
(44) Item 72a: Reading Aloud Test. If applicable.

(45) Item 72b: Valsalva. When indicated mark either satisfactory (SAT) or
unsatisfactory (UNSAT).

(46) Item 73: Notes and Significant or Interval History. Use this space for
recording items such as:

(@) Any pertinent medical history.

(b) Summary of any condition which is likely to recur or cause more
than minimal loss of duty time.

(c) Wrist measurements.

(d) Most recent HIV antibody test date (see Chapter 3-C-20.b.(5) of
this Manual).

(e) Date of TST and results.

(47) Item 74a: Examinee’s Qualification. State whether or not the
examinee is qualified for the purpose of the examination. If the
purpose for the examination is an MEB, state whether or not the
examinee is qualified or not qualified for retention and to perform the
duties of his/her rank/rate at sea and foreign shores.

(48) Item 74b: Physical profile. Leave blank.

(49) Item 75: | have been advised of my disqualifying condition. If
indicated, have evaluee sign and date.

(50) Item 76: Significant or Disqualifying Defects. Leave Blank

(51) Item 77: Summary of Defects and Diagnoses. List ALL defects in
order to protect both the Government, and evaluee, in the event of
future disability compensation claims. All defects listed which are not
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considered disqualifying shall be so indicated by the abbreviation NCD
(Not Considered Disqualifying). When an individual has a disease or
other physical condition that, although not disqualifying, requires
medical or dental treatment clearly state the nature of the condition and
the need for treatment. If a medical or dental condition is
disqualifying, and treatment is scheduled to be completed prior to
transfer to overseas or sea duty, indicate the date the member is
expected to be fully qualified, e.g., "Dental appointment(s) scheduled,
patient will be class | (dentally qualified) by (date)". Leave Profile
Serial, RBJ, Qualified, and Waiver blocks blank.

(52) Item 78: Recommendations. Indicate any medical or dental
recommendations. Specify the particular type of further medical or
dental specialist examination indicated (use a Continuation Sheet, SF-
507 if necessary).

(53) Item 79: Military Entrance Processing Station (MEPS) Workload.
Leave Blank.

(54) Item 80: Medical Inspection Date. Leave Blank.

(55) Item 81-84: Names and Signature of Examiners. The name, grade,
branch of Service, and status of each medical and dental examiner shall
be typewritten, printed, or stamped in the left section. Each examiner
shall sign using ballpoint pen or ink pen (black or blue-black ink only)
in the appropriate section. Do not use facsimile signature stamps.
When attachment sheets are used as a supplement or continuation to
the report, they shall be serially number (both sides); however, indicate
only the actual number of attached sheets in the bottom right block 87
on DD-2808.

(56) Item 85: Administrative Review. The person who reviews the PE for
accuracy, prior to submitting for approval shall sign and date.

(57) Item 86: Waiver Granted. Leave Blank.

(58) Item 87: Number of attached Sheets. Fill in with appropriate number
of forms attached.

11. Report of Medical History, DD-2807-1.

a.

Purpose. Report of Medical History, DD-2807-1 provides a standardized
report of the examinee's medical history to help the examiner evaluate the
individual's total physical condition, and to establish the presence of
potentially disabling conditions which are not immediately apparent upon
physical examination. In preparing the form, encourage the examinee to
enter all medical problems or conditions experienced, no matter how minor
they may be. The examiner must investigate and evaluate all positive
medical history indicated on the form.
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b.

Preparation and Submission of Report of Medical History, DD-2807-1.

Prepare and submit DD-2807-1 with all physical examinations except:
Periodic OMSEP and Substitution/Overseas/Sea Duty Modified Physical
Examination.

Preparation Procedures. Report of Medical History, DD-2807-1 shall be

prepared by the examinee and the examining Medical Officer.

(1) The examinee shall furnish a true account of all injuries, illnesses,
operations, and treatments since birth. False statements or willful
omissions in completing the Report of Medical History, DD-2807-1
may result in separation from the Service upon arrival at the Academy,
Recruit Training Center, Officer Candidate School, or later in the
individual's career.

2)

A copy of the Report of Medical History, DD-2807-1 must be included
in the member's health record. Entries must be printed, in the
examinees and examiner's own handwriting, using either ball-point pen
or ink pen (black or dark blue). Pencils or felt-tip pens will not be
used. Information in the numbered blocks on the form will be entered
in the following manner:

(a)

(b)
(©)
(d)
(€)
(f)

(9)
(h)

Item 1: Last Name, First, Middle Name. BUNZEY, Michael D.
Record the surname in all capital letters. Record the given name(s)
in full, without abbreviation. If the individual's first or middle
name consists only of an initial, enclose each initial within
quotation marks. If the individual has no middle name, enter the
letter "(n)" in parenthesis. Designations such as "Jr." or "11" will
appear after the middle name or initial or after "(n)" if there is no
middle name.

Item 2: Social Security Number. Enter SSN.
Item 3: Enter date format —year/month/day (ie 2001Sep04).

Item 4a: Home Address. Enter the evacuee’s present residence
and not the home of record.

Item 4b: Home Telephone. Enter home phone number.

Item 5: Examining Location and Address. For civilian or contract
physician, enter the full name and address. For a Uniformed
Services Military Treatment Facility (USMTF), enter only the
facility name and the city and state in which located.

Item 6a: Service. Mark a box next to the appropriate service.

Item 6b: Component. Mark a box next to the appropriate
component.
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)

(k)
0]

(m)

(n)
(0)

(P)
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Item 6¢: Purpose of Examination. Mark a box next to the
appropriate purpose(s) of the examination. If not listed, mark
“Other” and explain above the box such as: Diving Applicant;
Biennial Aircrew; etc. For a medical board, indicate whether it is
an IMB (Initial Medical Board)/DMB (Disposition Medical
Board), etc. Do not use the incomplete terms “flight physical,”
“diving physical,” or *“aviation physical.” Avoid nonstandard
abbreviations. Differentiate between an applicant for a special
program and a biennial physical for the same program.

Item 7a: Position. Use official abbreviation of current grade or
rate, branch of the Service, class and status; i.e., regular, reserve,
or retired and if active or inactive. Example: HSCM, USCG,;
LTJG, USCGR; HSC, USCG (RET); HS3, USCG (TEMPRET). If
not a Service member, enter "civilian."

Item 7b: Usual Occupation. List current occupation.

Item 8: Current Medications. List all current medications
including over the counter meds.

Item 9: Allergies. List any allergies to insect bites/stings, foods
medicine or other substances.

Item 10 to 28. Check appropriate box.

Item 29: Explanation of “Yes” Answer(s). Describe all “yes”
answers from section 10-28. Include date(s) of problems, name of
doctor(s), and /or hospitals(s), treatment given and current medical
status.

1. Append Item 29 to include: The statement to present health
and a list of medications presently being taken by the
examinee. For individuals receiving examinations more
frequently, there is often little change in the medical history
from year to year.

2. As an alternative to having the examinee complete Section 10-
28 of the DD-2807-1 at a periodic examination, the following
statement may be entered in Item 29 and initialed by the
person undergoing the examination.

“l have reviewed my previous Report of Medical History and
there have been no changes since my last medical
examination, except as noted below.” (initials).

Item 30. Examiner’s Summary and Elaboration of all Pertinent
Data. Prior to performing the physical examination, the examiner
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(@)

will review the completeness of the information furnished on the
DD-2807-1. When this is done, summarize the medical history

under (Item 30a. Comments) as outlined below and then sign the
form. If additional space is needed, use Medical Record, SF-507.

Do not use the term "usual childhood illnesses™; however,
childhood illnesses (those occurring before age 12) may be
grouped together enumerating each one. Incidents, other than
those occurring in childhood, shall have the date recorded rather
than the examinee's age. Do not use "NS" or "non-symptomatic™
for items of history. Use "NCNS," "No Comp., No Seq." after
items of recorded history where applicable. Elaborate on all items
of history answered affirmatively except "Do you have vision in
both eyes". The following specific questions shall also be asked
on examination for initial entry into the CG, and for aviation and
diving duty applicants:

1. "lIs there a history of diabetes in your family (parent, sibling, or
more than one grandparent)?"

2. "Is there a history of psychosis in your family (parent or
sibling)?”

3. "Do you now or have you ever worn contact lenses?”

4. "Do you now or have you ever used or experimented with any
drug, other than as prescribed by a physician (to include LSD,
marijuana, hashish, narcotics, or other dangerous drugs as
determined by the Attorney General of the United States)?”

5. "Have you ever required the use of an orthodontic appliance
attached to your teeth or a retainer appliance? Month and year
last worn? Are they still necessary?”

6. "Are there any other items of medical or surgical history that
you have not mentioned?" All affirmative answers to the
above questions shall be fully elaborated in Item 25. Negative
replies to the above questions shall be summarized as follows:
"Examinee denies history of psychosis, use of drugs, history of
wearing of contact lenses, requirement for any orthodontic
appliance, all other significant medical or surgical history;
family history of diabetes.” A rubber stamp or the overprinting
of this information in Item 25 is recommended.

7. Distribution. Attach the original DD-2807-1 to the original
DD-2808 and submit to reviewing authority. A copy of the
DD-2807-1 and DD-2808 shall be kept on file at the unit
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pending the return of the approved DD-2807-1 and DD-2808.
After review and endorsement, the reviewing authority shall
forward the original DD-2807-1 and DD-2808 to the member’s
parent command for insertion into the members health record.

12. History and Report of OMSEP Examination, CG-5447.

a.

Introduction. The CG-5447 is used to biennially update the Occupational
Medical Surveillance and Evaluation Program. Demographic and
identification information is vital to maintaining the database. CG-5447
will allow better tracking of personnel currently enrolled in OMSEP.
Complete the form as follows:

1)

@)

3)
(4)
()

(6)
()
(8)

©)

Item 1. Last Name. Last Name - First Name - Middle Name. Record
the surname in all capital letters. Record the given name(s) in full
without abbreviation. If the individual's first or middle name consists
only of an initial, enclose each initial in quotation marks (i.e.,
BRUNNER, Glen "W"). If the individual has no middle name, enter
the letter "(n)" in parenthesis [i.e., COFIELD, Bernie (n)].
Designations, such as, "Jr." or "11" shall appear after the middle name
or initial. In the absence of a middle name or initial, these designations
shall appear after the "(n).

Item 2: Grade/Rate/Rank. Use official abbreviation of the current
grade or rate, branch of service, class and status; i.e., regular, reserve,
or retired, and if active or inactive. Example: HSCS, USCG; SN,
USCG (TEMPRET); ETCM, USCG (RET). If not a service member,
enter “civilian.”

Item 3. SSN. Enter the Social Security Number.
Item 4: Date of Exam. Enter date in format e.g.04Sept03.

Item 5: Home Address. Enter home address in full (where examinee
presently resides).

Item 6: Work/duty phone. Enter phone number beginning with area
code. Include extension (if any), e.g., (XXX)-XXX-XXXX, €Xt XXXX.

Item 7: Unit Name and location. Enter unit, ship or station to where
examinee is assigned.

Item 8: Home phone. Enter phone number beginning with area code.
Include extension (if any), e.g., (XXX)-XXX-XXXX, €Xt XXXX.

Item 9: Unit Operating Facility (OPFAC)#. Enter OPFAC number of
unit to which examinee is attached.

(10) Item 10: Unit Zip Code: Enter unit’s 5-digit zip code, e.g., 20593.
(11) Item 11: Date of Birth & Age. Enter date followed by age in

parentheses, e.g., 3Mar48 (54).
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(12) Item 12: Sex. Enter appropriate letter: (M) male or (F) female.

(13) Item 13: Race or Ethnicity. Enter a one character designator to
identify the examinee’s racial or ethnic group:

(a) 1-Black.

(b) 2-Hispanic (includes persons of Mexican, Puerto Rican, Cuban,
Central and South American, or other Spanish origin or culture
regardless of race).

(c) 3-American Indian (including Alaskan Natives).
(d) 4-Asian (including Pacific Islanders).
(e) 5-All others (e.g., White/Caucasian, etc.).

(14) Item 14: Occupational or usual duties. Describe all primary duties,
positions or billet assignments, (e.g. inspector, electrician, ASM).

(15) Item 15: Examining Facility Name & Location. For civilian or
contract physician, enter the full name and address. For a USMTF,
enter only the facility name and the city and state in which located.

(16) Item 16. Purpose of Examination. Mark appropriate box. If uncertain
ask for assistance.

(17) Item 17. Years in Occupation. List number of years in present
position or job title.

(18) Item 18-24. (Part 1-Section 1-Occupational History). Mark
appropriate box Yes (Y) or No (N) as indicated.

(19) Item 25. (Part 1-Section 1-Occupational History). Explain all Yes (YY)
answers to question 18-24 above.

(20) Item 26. (Part 1-Section IlI-Family History). Mark appropriate Yes
(Y) or No (N) as indicated.

(21) Item 27. (Part 1-Section I11-Social History). Mark appropriate box
Yes (Y) or No (N) as indicated. Where indicated, please enter the
number that best approximates the amount of tobacco products
consumed/used by the examinee. If examinee does not consume
tobacco products but is frequently exposed to second hand smoke
(home; social group) please describe in Item 33 below.

(22) Item 28. (Part 1-Section I11-Social History). Mark appropriate box
Yes (Y) or No (N) as indicated. Where indicated, please enter the
number that best approximates the amount of alcoholic beverages
consumed/used by the examinee.

(23) Item 29. (Part 1-Section I11-Social History). Mark appropriate box
Yes (Y) or No (N) as indicated. Explain all YES answers.
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(24) Item 30. (Part 1-Section IV — Personal Health History). Mark
appropriate box Yes (Y) or No (N) as indicated.

(25) Item 31. (Part 1-Section IV — Personal Health History). Mark the one
box that best describes the examinees present health status.

(26) Item 32. (Part 1-Section IV — Personal Health History). Mark
appropriate box Yes (Y) or No (N) as indicated.

(27) Item 33. (Part 1-Section 1V — Personal Health History). Enter
comments and explain all Yes (Y) responses to questions 27-32.

(28) Examinee must sign and date form.

(29) Item 34. (Part 1-Occupational Exposure History).

(a)

Column 1 - In chronological order list all known/documented
exposures, including those occurring in prior employments.

(b) Column 2 - Enter the date of the known exposure, e.g.

(©)

(d)

year/day/month.

Column 3 - Enter the name of the place where exposure is known
to have occurred.

Column 4 — List the type (if any) for protective equipment in use
during the documented exposure.

(30) Examinee must sign and date form.
(31) Part 2 - Medical Officer Section.

(@)

(b)

(©)

(d)

(€)

()
(@)

Item 1-4. Same as Part 1 Items 1-4 first page. Provider must
enter.

Item 5. Examining Facility Name & Location. For civilian or
contract physician, enter the full name and address. For a USMTF,
enter only the facility name and the city and state in which located.

Item 6. Enter the phone number of facility/medical provider
performing the examination. Include area code and seven-digit
number and extension, if indicated e.g. (XXX) XXX-XXXX extension
XXX.

Item 7. Surveillance Protocols. Mark the indicated box for each
of the examinee’s documented exposure protocols for which an
examination was performed. For a separation/termination
examination, make sure to include ALL documented exposure
protocols (past and present) for which surveillance was performed.

Item 8. Occupational related diagnosis. List ALL occupationally
related diagnosis, e.g., asbestosis; leukemia, mesothelioma).

Item 9. Respirator Wear. Mark appropriate box.
Item 10. Conclusions. Mark appropriate box.
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(h) Item 11. Next Occupational Medical Surveillance and Evaluation
Program (OMSEP) Examination. For a regular schedule exam at
the default time mark the space for”12 months”. You may enter
any specific time interval (of less than 12 months) under space
marked “Other”.

(i) Item 12. Enter appropriate date when examinee was notified of
examination results. This is a mandatory requirement.

(j) Item 13. Provider should utilize this space to expand on all

aforementioned diagnosis, to provide recommendations on follow-

up care, and advice on future testing or procedures.

(K) Medical provider must print name, sign and date form in space
provided. Signature must include name, rank, and professional
discipline.

13. Periodic History and Report of OMSEP Examination, CG-5447A.

a.

Introduction. The CG-5447A, Periodic History and Report of OMSEP
Examination, is to be used for all scheduled periodic examinations. The
member should review the last/previous OMSEP examination prior to
completing this form.

Items 1-10. Follow the same guidelines for part 1, CG-5447, Chapter 4
Section B 12.

Item 11. Follow the same guidelines in Item 15 part 1, CG-5447, Chapter 4

Section B 12.

Item 12. Last OMSEP Exam. Enter date of last OMSEP Initial/periodic or

separation examination on record.

Item 13. Present Exposure Protocols. Enter all documented exposure
protocols for which examinations are scheduled.

(1) Any changes since the last examination should be listed and describe in
the “comments” area indicated for each of the particular sections. If no

changes have occurred the member need only check the “no change “
box, as indicated, for each of the particular sections.

Section 1- Occupational History
Section 2- Family History

Section 3- Social History

Section 4- Personal Health History
Occupational Exposure

(2) Health Care Provider Review. The Medical Officer is responsible for

reviewing the completed CG-5447A and accompanying laboratory and

radiological study results (if any), as well as making any final
recommendations. The Medical Officer MUST enter all appropriate
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comments in the “recommendations” space, including any additional
studies, follow-up examinations or consultations. The medical provider
MUST also initial the appropriate boxes indicating the review of any
laboratory studies or radiological procedures performed as part of this
examination.

The Medical Officer MUST provide name and signature (to include
name, rank, and professional discipline) as well as date the CG-5447A
(in the spaces provided) indicating the examinee was notified of any
results and recommendations. When finalized the CG-5447A is to be
placed into the member’s medical record.

Note: If no changes have been reported by the examinee since the last
examination and laboratory studies or radiological procedures (if any)
are all within normal parameters, the designated health services
technician (HST) may review and initial (sign and stamp) the
completed CG-5447A after discussing the results with the cognizant
Medical Officer and obtaining approval. The HST must make the
following notation: “discussed and approved by Medical Officer”
below the signature block. This allowance is intended primarily for
situations where the cognizant Medical Officer is geographically
separated and travel to/from the units negatively impacts unit
operations.

14. Medical Board Report Cover Sheet, CG-5684.

a.

The CG-5684 is used in preparing a medical board. A copy of the CG-5684
and the complete medical board shall be inserted into the individual's health

record.

Detailed instructions for preparing and distributing this form are contained
in Physical Disability Evaluation System, COMDTINST M1850.2 (series).

15. Chronological Record of Medical Care, SF-600.

a.

(1)

General.

This form provides a current, concise, and comprehensive record of a
member's medical history. Properly maintained, the SF-600 should:
aid in evaluating a patient's physical condition; greatly reduce
correspondence to obtain medical records; eliminate unnecessary
repetition of expensive diagnostic procedures; and serve as an
invaluable permanent record of health care received. The SF-600 shall
be continuous and include the following information as indicated:
complaints; duration of illness or injury, physical findings, clinical
course, results of special examinations; treatment; physical fitness at
time of disposition; and disposition. The SF-600 also serves as the
patient's prescription from which pharmacy services are provided.
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(2) When a new SF-600 is initiated, complete the identification block with

(3)

the name (last, first, middle initial), sex (M or F), year of birth,
component (active duty or reserve), service (USCG, USN, USA, etc.),
Social Security Number, and the member's grade/rate and organization
at the time the form is completed.

File SF-600's on the right side of the medical record with the most
current SF-600 on top.

(4) Enter sick call entries on SF-600 in the following SOAP format:

SOAP METHOD OF SICK CALL WRITE UPS

S: (Subjective).

cc:  (Chief Complaint) sore throat, cough, diarrhea, etc.

hpi:  (History Present IlIness) onset of symptoms, all problems,
review of symptoms.

pmh: (Past Medical History) any related problems in past that may
be present with chief complaint.

fh:  (Family History) any diseases, chronic/acute, possibly
related to present complaint.

all: ~ (Allergies) any known allergies to drugs/medication