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COMMANDANT NOTICE 6000

Subj:  CH-19 TO MEDICAL MANUAL, COMDTINST M6000.1B

1.

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

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.
Internet Release Authorized.

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

SUMMARY. Newly revised material and editorial changes are denoted by a line or bolded print
and line, on the outside of the page. Numerous changes have been made to Chapters 1, 2, 3,4, 7, §,
9,10, 11, 12, 13, and 14. Specifically, new requirements under the Health Insurance Portability and
Accountability Act (HIPAA) (Public Law 104-191) have been added to all applicable chapters.
Significant changes to content are summarized below:

Chapter 1 - Specifies HIPAA requirements throughout the chapter.

b. Chapter 2 — Redefines several types of dental treatment, establishes criteria for third molar
extraction and adds Section 2-A-11: HIPAA and the Uses and Disclosures of Health
Information of Active Duty Personnel.

c. Chapter 3 - Requires all SELRES to obtain an annual Type 2 Dental Examination. Specifies
physical exam standards for Diving Duty.

d. Chapter 4 - Specifies HIPAA requirements throughout the chapter. Two new DD forms have
been added to Chapter 4, Enclosure 1: DD Form 2870, Authorization for Disclosure of Medical
or Dental Information, and DD Form 2871, Request to Restrict Medical or Dental Information.

e. Chapter 7, 8, 9 - Specifies HIPAA requirements (Chapter 7), various changes in fiscal and

supply management policy (Chapter 8), and protection of health information (Chapter 9).
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f. Chapter 10 and 11 — Specifies HIPAA requirements for pharmacy operations and drug control.
Changes include updated policy for civilian and fax prescriptions, policy for after hours
pharmacy service and Coast Guard non-authorized use of controlled substances, specifically
amphetamines or “go-pills” for fatigue management.

g. Chapter 12 — Specifies HIPAA requirements. Adds Section 12-C-14: Radiation (Ionizing/Non-
ionizing), to the chapter.

h. Chapter 13 - Outlines a program of Quality Improvement vice Quality Assurance. Significant
changes have been made to the Adverse Privileging Action Process, and Section 13-N: Health
Insurance Portability and Accountability Act (HIPAA) local.

1. Chapter 14 — Specifies Coast Guard policy regarding the privacy rights of individuals and the
Coast Guard’s responsibilities for compliance with operational requirements established by The
Coast Guard Freedom of Information and Privacy Acts Manual, COMDTINST M5260.3, and
HIPAA.

5. PROCEDURES. No paper distribution will be made of this Manual. Official distribution will be
via the Coast Guard Directives System CD-ROM. An electronic version will be located on the
Information and Technology CG-612 CGWEB and WWW website at http://cgweb.uscg.mil/g-c/g-ccs/g-
cit/g-cim/directives/welcome.htm and http://www.uscg.mil/ccs/cit/cim/directives/welcome.htm. Single
chapters of this Manual will also be made available via the Commandant (G-WK) Publications and
Directives website at http://www.uscg.mil/hg/g-w/g-wk/wkh/pubs/index.htm.

a. Remove and insert the following pages

Remove Insert

Chapter 1 CH-18

Chapter 2 CH-18

Chapter 3 CH-18, pg iii-iv
Chapter 3 CH-18, pg 1-2
Chapter 3 CH-18, pg 7-10
Chapter 3 CH-18, pg 17-18
Chapter 3 CH-18, pg 23-24
Chapter 3 CH-17/18, pg 29-32
Chapter 3 CH-18, pg 41-56

Chapter 1 CH-19

Chapter 2 CH-19

Chapter 3 CH-19, pg iii-iv
Chapter 3 CH-19, pg 1-2
Chapter 3 CH-19, pg 7-10
Chapter 3 CH-19, pg 17-18
Chapter 3 CH-19, pg 23-24
Chapter 3 CH-19. pg 29-32
Chapter 3 CH-19, pg 41-56

Chapter 3 CH-18 pg 147-148
Chapter 4 CH-18, pg i-12
Chapter 4 CH-18, pg 25-26
Chapter 4 CH-18, pg 43-44
Chapter 4 CH-18, pg 59-72

Chapter 7 CH-17, pg 3-6

Chapter 3 CH-19, pg 147-148
Chapter 4 CH-19, pg i-12

Chapter 4 CH-19, pg 25-26
Chapter 4 CH-19, pg 43-44
Chapter 4 CH-19, 59-72

Chapter 4 Encl (1) Forms pg-58-60
Chapter 7 CH-19, pg 3-6



Chapter 7 CH-17, pg 19-20
Chapter 7 CH-17, pg 27-28
Chapter 8 CH-18

Chapter 9 CH-16, pg i-4
Chapter 9 CH-16, pg 9-10
Chapter 9 CH-16. pg 15-16
Chapter 9 CH-16, pg 23-34
Chapter 10 CH-18

Chapter 11 CH-17, pg 9-10
Chapter 11 CH-17, pg 15-16
Chapter 12 CH-18, pg i
Chapter 12 CH-18, pg 3-4
Chapter 12 CH-18, pg 11-12
Chapter 12 CH-18, pg 21-46

Chapter 12 CH-18, Figure 12-C-6

Chapter 13 CH-18
Chapter 14 CH-18

COMDTNOTE 6000

Chapter 7 CH-19, pg 19-20
Chapter 7 CH-19, pg 27-28
Chapter 8 CH-19

Chapter 9 CH-19, pg i-4

Chapter 9 CH-19, pg 9-10
Chapter 9 CH-19, pg 15-16
Chapter 9 CH-19, pg 23-33
Chapter 10 CH-19

Chapter 11 CH-19, pg 9-10
Chapter 11 CH-19, pg 15-16
Chapter 12 CH-19, pg i

Chapter 12 CH-19, pg 3-4
Chapter 12 CH-19, pg 11-12
Chapter 12 CH-19, pg 21-53
Chapter 12 CH-19, Figure 12-C-6
Chapter 12 CH-19, Figure 12-C-14
Chapter 13 CH-19

Chapter 14 CH-19

6. POLLUTION PREVENTION CONSIDERATIONS: Pollution Prevention considerations were

examined in the development of this directive and have been determined to be not applicable.

7. FORMS AVAILABILITY. Local reproduction authorized for History and Report of OMSEP
Examination, CG-5447; Periodic History and Report of OMSEP Exam, CG-5447; and the M&E
Collection Log, CG-5544. Some forms referenced in this Manual are also available on SWSIII .
Disability Orders and Notice of eligibility for Disability Benefits, CG-4671 is available from the
Engineering Logistics Center stock point number 753000F020070. Health Record-Dental
(Continuation Sheet), SF-603A is available through GSA. Request for Clinical Privileges, CG-
5575B is available from Commandant (G-WKH). Prescription Forms, DD-1289; Report of Medical
History, DD-2807-1; Report of Medical Exam, DD-2808; Authorization for Disclosure of Medical
or Dental Information, DD-2870; and Request to Restrict Medical and Dental Information, DD-2871
are available on the internet at http://webl.whs.osd.mil/icdhome/forms.htm. Other forms referenced
in this Manual are available in USCG Electronic Forms on SWSIII or on the Internet at
http://www.uscg.mil/ccs/cit/cim/forms1/welcome.htm or the Intranet at http://cgweb.uscg.mil/g-c/g-

ccs/g-cit/g-cim/forms1/main.asp.

/s/

PAUL J. HIGGINS
Director of Health and Safety

Encl: (1) CH-19 to Medical Manual, COMDTINST M6000.1B
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COMMANDANT NOTICE 6000

Subj:  CH-18 TO MEDICAL MANUAL, COMDTINST M6000.1B

1.

PURPOSE. This Notice publishesrevisionsto Medical Manual, COMDTINST M6000.1B. Intended
user of thisdirective are all Coast Guard Units that maintain Medical Manuals.

ACTION. Areaand district commanders, commanders of maintenance and |ogistics 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. Internet
Release Authorized.

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

SUMMARY. Newly revised material and editorial changes are denoted by aline or bolded print and
line, on the outside of the page. Enclosure (1) summarizes the substantial changes throughout the
Medical Manual. Medical Manual COMDTINST M6000.1B, CH-18 is provided as enclosure (2).

PROCEDURES. No paper distribution will be made of this Manual. Official distribution will be viathe
Coast Guard Directives System CD-ROM, the Information and Technology G-CIM website at
http://cgweb.uscg.mil/g-s/g-si/g-sii/newcis.htm or http://cgweb.uscg.mil/g-c/g-ccs/g-cit/g-
cim/directives/wel come.htm and the Department of Transportation Website http://isddc.dot.gov/. The
G-CIM website electronic version will also be made available via the Commandant (G-WK)
Publications and Directives website (see # 7, below).

a. Remove and insert the following pages

Remove | nsert
Chapter 1 CH-16 Chapter 1 CH-18
Chapter 2 CH-17, pg 9-10 Chapter 2 CH-18, pg 9-10

Chapter 2 CH-16, pg 17-18 Chapter 2 CH-18, pg 17-18
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Chapter 2 CH-16, pg 23-26
Chapter 3 CH-17, pg i-iv
Chapter 3 CH-17, pg 5-12
Chapter 3 CH-17, pg 29-30
Chapter 3 CH-17, pg 43-56
Chapter 3 CH-17, pg 59-60
Chapter 3 CH-17, pg 73-74
Chapter 3 CH-17, pg 99-102
Chapter 3 CH-17, pg 119-120
Chapter 3 CH-17, pg123-124
Chapter 3 CH-17, pg 135-146

Chapter 2 CH-18, pg 23-26
Chapter 3 CH-18, pg i-iv
Chapter 3 CH-18, pg 5-12
Chapter 3 CH-18, pg 29-30
Chapter 3 CH-18, pg 43-56
Chapter 3 CH-18, pg 59-60
Chapter 3 CH-18. pg 73-74
Chapter 3 CH-18, pg 99-102
Chapter 3 CH-18, pg 119-120
Chapter 3 CH-18, pg 123-124
Chapter 3 CH-18, pg 135-146

Chapter 4 CH-17, pg i-82 Chapter 4 CH-18, pgi-78

Chapter 4 Encl (1) Forms pg-53-57
Chapter 8 CH-18, pg 1-4

Chapter 10 CH-18, pg i-16
Chapter 12 CH-18

Chapter 13 CH-18

Chapter 14 CH-18, pg 9-13

Chapter 8 CH-12/15, pg 1-4
Chapter 10 CH-15, pgi-16
Chapter 12 CH-17

Chapter 13 CH-17

Chapter 14 CH-17, pg 9-11

6. POLLUTION PREVENTION CONSIDERATIONS: Pollution Prevention considerations were
examined in the development of this directive and have been determined to be not applicable.

7. FORMSAVAILABILITY. All formslisted 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 History and Report of OM SEP Examination CG-5447, Periodic History and
Report of OM SEP Exam CG-5447 and the M& E Collection Log CG-5544. Some forms referenced in
this Manual are also available on SWSIII Jet Form Filler. Web linksto formsin .pdf format have been
provided on the Pubs and Directives page; http://www.uscg.mil/ha/g-w/g-wk/g-wkh/g-wkh-
1/Pubs/Pubs.Direct.htm.

IN)

JOY CE M. JOHNSON
Director of Health and Safety

Encl (1) Summary of substantial changes
(2) CH-18to Medical Manual, COMDTINST M6000.1B


http://www.uscg.mil/hq/g-w/g-wk/g-wkh/g-wkh-1/Pubs/Pubs.Direct.htm
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Enclosure (1) to COMDTNOTE 6000

CH-18 to Medical Manual, COMDTINST M600.1B

CHAPTER 1

1-B-15-a(1)(b)

Fixed format only.

1-B-16-b.(3)(c)
1-7

Revised 1 through 7 to clearly define what form is needed for an
IMB/DMB.

(11)?2%?3)& & (4 Revised entire section on Health Benefits Advisors (HBA)
1-B-18-c.(1)&(2) | Inserted TRICARE web sites.
1-B-21-b Provi d%.ngw ggidance for non-rates qnd TAD personnel that are placed
' in CG Clinics/Sickbays for a short period of time.
1-B-21-d.(2) Provides new guidance for volunteer health care providers.
1-B-21-f Provides new guidance for health care providers who are members of
' the Auxiliary and American Red Cross.
1-B-21-9.(7) Inserted Privacy Act and HIPAA for volunteer orientation regquirements.
Chapter 1 has been re-formatted and re-issued in its entirety.
CHAPTER 2
Revised paragraph (1) to state: Any expenses incurred in obtaining
2-A-6-a.(1) elective care or follow-up care at USMTFsis the responsibility of the
member.
2-B-1-a Revised paragraph to reflect Reserve Policy Manual.
2-F-2-b. Updated current statute.
2-F-2-c. Updated current statute.
CHAPTER 3

3-A-7-e(1)(d)

Provides new guidance covering protocols for applicants requiring
physicals exams for service academies, ROTC, and USUHS.

3-A-7-h. Revised annual physical exam requirement to include selected reserve.
3-A-7-|. Revised quinquennia physical to include selected reserve.

3-A-7-1.(6) Provides clarification for convening a Medical Board.

3-A-7-m Edited MLC (kma) to MLC (k)

3-C-8-e.(7) Revised wording and changed (carefully recorded) to (averaged)
3-C-20-b.(6) Removed section for Cholesterol Testing.

3-C-20-b.(6)(a)

Requires Serological Test for aviation and diving candidate physicals.

3-C-20-b.(6)(e)

Revised paragraph to bring current syphilis reporting reguirements.

Removed sub section (€) ECG no longer required for applicants for

3-C-20-d.(1)(e) . .
service academies.
3-C-21- Revised section, clarified measurement of height, weight, and frame
a&hb.(2)&(c) size, utilizing metric and english system.
Revised paragraph inserted text to include authorization of the Randot
3-C-22-k. . : ;
and Titmus test for measuring depth perception.
3-D-10-c.(1) Revised paragraph to match DoD Instruction.




Enclosure (1) to COMDTNOTE 6000

Provides guidance for CG active duty members apply for CG Direct

3ES Commissioning Program

3-F-1-c. Revised paragraph and removed (temporarily).

3-F-2 Inserted new text at the end of paragraph concerning HIV infection.

3-F-16-c. Revised paragraph to clarify Mood Disorders and inserted new text.

3-F-21 Fixed format. Removed text concerning complications or residuals.

3-G-6-a(1) Inse_:rted new guidance concerning cardiovascular Wolff-Parkinson-
White (WPW) Syndrome.

3-G-6-a(5) Inserted new p{_a\ragraph r_efgrenci ng ALCOAST 157/02, Navy Flight
School Eligibility for Individuals who have had PRK.

3-G-8-a. Inserted new guidance at the end of the paragraph for Aircrew

Candidates: Cycloplegic refraction and anthropometric measurements
are not indicated. A chest x-ray is required within the previous 3 years.

CHAPTER 4

4-A-2-a(1)&(2)

Revised paragraph to clarify order of formsin the Health Record

4-A-2-

Inserted 5 & 6 to this section to clarify order of formsin Dental Record

a.(6)(b)5& 6

4-B-6-b.(2) Revised sentence to define “NA” Not Applicable

4-B-6-c(46)(d) Updated reference for HIV antibody testing.

4-B-30 and 31 Added (30 & (31). This section gives guidance how to fill out CG-5447

History and Report of OM SEP Examination and CG-5447A Periodic
History and Report of OM SEP Examination

4-C-3-b.(D)&(2)

Revised numbering system for permanent dentition.

4-C-3-c.(2)(c)

Updated paragraph adding follow-up exams for previously rendered
treatment.

4-C-3-c.(3)(a)

Updated this section to meet DoD Memorandum Policy on
Standardization of Oral Health and Readiness Classification dtd (Jun 4,
2002)

4-C-3-c.(4)(9)5

Revised paragraph to include ceramics and resins.

4-C-3-c.(4)(9)8

Revised paragraph to include acrylic.

Section I11 (3) Updated paragraph to include al dental materials used intraorally shall
be identified.
Operation, Conditions, or Treatment: Updated abbreviations

4-C-6-C. Updated guidance concerning lost Dental Records.

4-C-7 Updated guidance for Special Dental Record entries.

4-C-8-a. Inserted tattoos, and piercings to paragraph.

4-D-2-a(1)(b) &
(©

Added the SF-513 Consult Sheet and NAVMED 6660 Periodontal
Screening to right side of Dental Record

4-D-b.(1)

Updated guidance for dental anesthesia.

Chapter 4 (text) section will be re-issued do to format change

Enclosure (1)

Added CG-5447 History and Report of OM SEP Examination and CG-
5447A Periodic History and Report of OM SEP Examination forms.




Enclosure (1) to COMDTNOTE 6000

CHAPTER 8
8-A-2-b. Increased equipment purchase to $1500.00 for CG Clinics, and over
$500 for units with HS's assigned.
CHAPTER 10
10-A-1-e.(7) Revision of sentence to read: Oversees the following responsibilities of
collateral duty pharmacy officers who:
10-A-2-c. Revised paragraph to meet standardsin COMDTNOTE 6570, Pharmacy
Quality Assurance.
10-A-9.b.(1) Removed reference to CG Core Formulary
10-A-9-b.(5)(a8) | Removed reference to CG Core Formulary
CHAPTER 12
Revised text directing an employee occupationally expose for OM SEP
12-A-2-b.(1)
exposure or hazards 30 or more days per year.
12-A-2-b-(5) Added new sub-paragraph (5), SOP enrollment guidelines.
12-A-3-a.(1) Revised paragraph updating CG 5447 and CG 5447A
12-A-3-b. Updated paragraph describing duties and responsibilities of the SEHO.
19-A-4 Updated this paragraph including the recommendation of removing a
member from OM SEP program through the Commanding Officer.
12-A-5-e.(1) Revised paragraph to include Classification of Diseases ICD.
12-B-1 Revised paragraph updating provider’s responsibilities.
12-B-2-h.(1) Added new section describing the OM SEP Periodic Examination, and
through (4) the CG Form 5447A.
12-B-2-¢.(3) Revised paragraph updating current standards for HAZMAT response

personnel.

12-B-2-d.(1)(3)

Added new text to include end of exposure regquirements.

12-B-2-d(2)(a)

Revised paragraph to implement requirements for completion of CG-
5447,

12-B-2.(2)(c)

Inserted new paragraph describing requirements for the Separation
Letter. Note: Thisletter was formatted with fill-able Adobe.

Inserted new text recommending medical officer authority for shorter

12-B-2-e interval s between OM SEP exams.

12-B-3-h. Added new section to explain new CG-5447A

19-B-3] Ingerted new text d_&ecribi ng format of OM SEP_Separation L etter.
' (Figure 12-B-4) Thisletter was formatted with fill-able Adobe.

12-B-4-a. (3) Revised dB to 25.

12-C-7-b.(3) Revised paragraph to reflect change in dB to 25.

12-C-7-d.(1)(b) | Updated decibelsto current standards.

12-C-7-d.(2) Revised paragraph to reflect changesin STS

12-C-7-d.(7)(d) | Added new paragraph describing reporting requirements.

12-C-13 Unspecified removed, in it’s place Bloodborne Pathogens.

Chapter 12 will be re-issued. Of particular interest, all Exposure
Protocols have been reformatted.




Enclosure (1) to COMDTNOTE 6000

CHAPTER 13

M& E’s removed from chapter

13-B-2 Inserted (Unrestricted, Active) to this section
Figure 12-B-1 Inserted |. Health Care provider BLS
13-H-3 Revised paragraph concerning M&E’s
13-H-4 Revised requirements for M&E’s
13-H-5-f. Revised paragraph to specify M& E follow-up.
Figure 13-H-1 Updated Monitoring and Evaluation Report
Figure 13-H-2 Replaced M& E Collection Log CG-5544
Updated paragraph, inserted reference to current OSHA standards
13-3-8-b.(4) ) :
regarding personal protective garments.
Updated paragraph, inserted reference to current OSHA standards
13-J10 :
concerning labels.
13-312-¢.(3) Added new sub-section (3); references OSHA standards concerning
Bloodborne Pathogens.
Chapter 13 will be re-issued.
CHAPTER 14
14-B-2.c(2) Added new text to this section to provided current guidance for
through (5) DANCAS,
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COMMANDANT NOTICE 6000

Subj:  CH-17 TO MEDICAL MANUAL, COMDTINST M6000.1B

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).

a. Remove and insert the following pages

Remove Insert

Chapter 1 CH-16 pg 39-40
Chapter 2 CH-16 pg 9-10
Chapter 3 CH-16

Chapter 4 CH-16

Chapter 7 CH-15

Chapter 8 CH-15 pg 13-14

DISTRIBUTION — SDL No. 139

Chapter 1 CH-17 pg 39-40
Chapter 2 CH-17 pg 9-10
Chapter 3 CH-17

Chapter 4 CH-17

Chapter 7 CH-17

Chapter 8 CH-17 pg 13-14
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Chapter 10 CH-15 pg 17-18 Chapter 10 CH-17 pg 17-18

Chapter 11 CH-15 Chapter 11 CH-17
Chapter 12 CH-16 Chapter 12 CH-17
Chapter 13 CH-13 pg i-iii Chapter 13 CH-17 pg i-iii

Chapter 13 CH-13 pg 11-14 Chapter 13 CH-17 pg 11-14

Chapter 13 CH-13 pg 27-28 Chapter 13 CH-17 pg 27-28

Chapter 13 CH-13 pg 97-104 Chapter 13 CH-17 pg 97-104
Chapter 14 CH-17

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.

- m%-ﬂ

JOYCE M. JOHNSON
Director of Health and Safety

Encl (1) Summary of substantial changes
(2) CH-17 to Medical Manual, COMDTINST M6000.1B



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

1




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
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. 2 Staff Symbol: G-WKH-1

United States Phone: (202) 267-0767

Coast Guard

COMDTINST M6000
27 June 2001

COMMANDANT NOTICE 6000
Subj: CH-16 TO MEDICAL MANUAL, COMDTINST M6000.1B

1. PURPOSE. ThisNotice publishesrevisionsto Medical Manual, COMDTINST M6000.1B. Intended
user of thisdirective are all Coast Guard Units that maintain medical Manuals.

2. ACTION. Areaand 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 aline on the outside of the
page. Enclosure (1) summarizes the substantial changes throughout the Manual provided as enclosure

).

5. PROCEDURES. No paper distribution will be made of this Manual. Official distribution will be viathe
Coast Guard Directives System CD-ROM and the Department of Transportation Website
http://isddc.dot.gov/. An electronic version will also be made available viathe Commandant (G-WK)
Publications and Directives website (see # 6, below).

a. Remove and insert the following pages

Remove Insert

Chapter 1 CH-15 Chapter 1 CH-16

Chapter 2 CH-14 Chapter 2 CH-16

Chapter 3 CH-15 Chapter 3 CH-16

Chapter 4 CH-15 Chapter 4 CH-16

Chapter 5 CH-15 Chapter 5 CH-16

Chapter 6 CH-14 Chapter 6 CH-16

Chapter 9 CH-15 Chapter 9 CH-16

Chapter 12 CH-15 Chapter 12 CH-16
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6. FORMSAVAILABILITY. All formslisted in this Manua with the exception noted in this paragraph
are available from stock points listed in the Catalog of Forms, COMDTINST 5213.6. The stock number
for DD Form 2766 (Rev 01-00), Adult Preventive and Chronic Care Flowsheet, Sponsor (Navy) is 2766-
0102-LF-984-8400 (pkg 100). The DD-877, Request for Medical/Dental Records no longer has a stock
number. Availability of thisformisonly by .pdf format, aweb 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 linksto formsin .pdf format have been provided on the Pubs and Directives page;
http://www.uscg.mil/ha/g-w/g-wk/g-wkh/g-wkh-1/Pubs/Pubs.Direct.htm.
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JOY CE M. JOHNSON
Director of Health and Safety

Encl (1) Summary of substantial changes
(2) CH-16to Medical Manual, COMDTINST M6000.1B



Enclosure (1) to COMDTNOTE 6000

CH-16 TO MEDICAL MANUAL, COMDTINST M6000.1B

Chapter 1
Chapter 1-B-1.a.i: Specifies the patient will be notified of all abnormal test results.
Chapter 1 Chapter layout re-formatted for uniformity.

Chapter 2
Chapter 2-A-6 Provides guidelines for Elective Health Care.
Chapter 2-A-7 Provides guideline for Other Health Insurance (OHI).
Chapter 2-F-3.a Provides new guidelines for Members of Foreign Military Services.
Chapter 2-1-1-e: Provides definition for Super Sickbay
Chapter 2 Chapter layout re-formatted for uniformity.

Chapter 3
Figure 3-A-1 Revised Overseas Modified Screening to reflect DNA sample.
Figure 3-B-2 Revised to show current routing symbol. Re-added (5) to NOTES.

Chapter 3-B-c.(3)

Revised text to read: Upon completion of flight training and assignment to a
Coast Guard unit, the NOM|I approved physical will be considered valid until the
last day of the member’s next birth month.

Chapter 3-C-19 Item 18 (Dental) portion of the SF 88, Report of Medical Exam, updated to show
current accession standards in 3-D.

Chapter 3, Dental Carious Teeth Standards removed from chapter. Reflects current

Figure 3-C-2 standards in section 3-D.

Chapter 3, Reduced height standard for (Candidate for Flight Training) from 64 to 62 inches.

Figure 3-C-3

Chapter 3-D Revised Section D to reflect DOD Directive 6130.4 dtd Dec 14,2000, P.E.
Standards for Entrance into the Coast Guard.

Chapter 3-F-5- Provides guidelines for Corneal Refractive Surgery.

Chapter 3-F-7-b.(2)

Provides new definition for Bronchial Asthma.

Chapter 3-F-8-a.(5)

Provides new definition for Myocarditis and degeneration of the myocardium.

Chapter 3-F-8.b.(9)

Revised text to read: Any condition requiring anti-thrombotic medication other
than aspirin.

Chapter 3-F-10-a.(8)

Provides new definition for Crohn’s Disease and Ul cerative Coalitis.

& (13)

3-F-10.e Provides new definition for Diabetes Méllitus.

3-F-15.e Provides new definition for Convulsive Disorders.

3-F-18.e Provides new definition for Purpura and other bleeding diseases.

3-F-22 Revised definition for HIV to read identical to HIV ALCOAST #425/00
3-G-4.d Provides new height standards for Class 1 Aviators (62) inches.

3-G-6.a(1).(@)

Provides new guidelines for anthropometric measurements for Candidates for
Flight Training.

Chapter 3

Chapter layout re-formatted for uniformity




Enclosure (1) to COMDTNOTE 6000

Chapter 4

Chapter 4-A-5.a.(8)

Provides definition for Custody of Health Records.

Chapter 4-A-6 Provides new guidance for Transfer of Health Records.
Chapter 4-B-3 Provides guidance and adds new form DD-2766 (Adult Preventive and Chronic
Care Flowsheet) Note: Problem Summary List is now obsolete.
Chapter 4-B-32 Provides guidance and adds form DD-877 (Request for Medical/Dental Records
or Information).
Chapter 4-D-8 Provides guidelines for the Transfer of Clinic Records.
4-G Provides guidelines for Mental Health Records (a new section).
Chapter 4 Chapter layout re-formatted for uniformity. Most forms updated to show current
form available as aword document..
Chapter 5
Chapter 5-C Provides new section C. Command directed Mental Health Evaluation of CG
Members.
Chapter 5 Chapter layout re-formatted for uniformity.
Chapter 6
Chapter 6-A-6 Provides new guidance for Inpatient Hospitalization message to include ICD-9
code for diagnosis.
Chapter 6-B-8 Provides guidelines for the DD-2766 Adult Preventive and Chronic Care

Flowshest.

Removed CG5534

Removed CG 5534 Non Fed Med as per ALCOAST #129/01,
cancellation of COMDTINST 6010.20.

Chapter 6

Chapter layout re-formatted for uniformity.

Chapter 9

Chapter 9-A-4.a.(10)

Provides guidelines for unit instruction or SOP in the event of family violence.

Chapter 9-A- Provides guidelines for signs on interior surfaces of cutters.
9.b.(2).(a)
9.A.7.h. Removes the reference to Chapter 10 of the Coast Guard Rescue and Survival

Systems Manual for guidance on inspection and maintenance of the Rescue EMT
Set and requirements for documentation of those proceduresin a Preventive
Maintenance Schedule (PMS) log.

9-A-8b.(2)(f)

Removes requirement to maintain a Preventive Maintenance Schedule (PMS) log.
The requirement for this has been removed from the Coast Guard Rescue and
Survival Systems Manual (COMDTINST M10470.10 (series).

Chapter 9

Chapter layout re-formatted for uniformity.

Chapter 12

Chapter 12-A-2.c

Provides guidelines for Enrollment Criteria.

Chapter 12-A-3.a.(1)

Provides guidance for using the most current OM SEP Physical Form (6-00).

Chapter 12-A-3.b

Provides guidance for the OM SEP database.

Chapter 12-A-5

Provides new guidance for Roles and Responsihilities.

Chapter 12-A-5.a

Provides new guidance for OM SEP Coordinators.




Enclosure (1) to COMDTNOTE 6000

Chapter 12-A-5.e Provides new guidance for Medical Officer’s responsibilities.
Chapter 12-A-5.f Provides guidance for Medical Administrators.
Chapter 12-A-g Provides guidelines for civilian OM SEP enrollees.

Chapter 12-B-2.d.(1) Provides new section (1) and (2), End of Exposure guidelines.
& (2)

Chapter 12-B-2.e Provides guidance for time intervals between OM SEP examinations.
Chapter 12 forms Table 12-C-1 to 12-C-12 were revised and updated to show current requirements.
Chapter 12 Chapter layout re-formatted for uniformity.
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COMDTINST 116000, 1B

12 JAN 1990

COMMANDANT INSTRUCTION M6000,1B
Subj: Mediecal Manual

1. PURPOSE. This instruction provides information relative to the
administration of matters pertaining to health care provided by the U, 3,
Coast Guard.

2, DIRECTIVES AFFECTED. Commandant Instruction M6000.1A is cancelled. The
reports "Submission of Duplicate Copies of Processed Health Care Bills"
(RC5-G~KMA-13016) and "Health Care Equipment Inventory Change Sheet"
(RCS~-G-KMA=13003) are cancelled.

3. MISSION., The primary responsibility of the Coast Guard Health Services
program is the provision of those services medically necessary to assure
the member's fitness for duty in support of Coast Guard missions., Health
care services for dependents and retirees are authorized, and when avail-
able, will be delivered as part of the health benefits program for these
beneficiaries,

4, GOAL. The goal of the Coast Guard Health Services is the timely and cost
effective delivery of care in strict conformance with the law and accepted
medical ethics and with dignity, empathy, and respect.

5. CHANGES, The major changeé are summarized as follows:

a. Section 1-A-2b.(11) - Rewritten to reflect the move of the disability
evaluation system from Commandant (G-KDE) to (G-PDE).

b. Section 1-4=-2b,(12) = Rewritten to reflect the move of the safety
programs from Commandant (G=-CSP) to (G-KSE).

¢. Section 1-A-2b.(15) — Added to establish the Alcohol Abuse Prevention
Program as a duty and responsibility of the Office of Health and
Safety; moved from the Office of Personnel and Training.
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{0 MDTINST M600C. 1B

12 JAN 1990

5. d.

h.

Section 1-A-3 ~ Rewritten to add the wission, functions, and
responsibilities of the Health Services Division, Haintenance and
Logistics Commands,

Sections 1-B-1a.(2) and 1-B-la.(4) — Rewritten to require medical and
dental officers to have unrestricted state licenses to practice while
assigned with the Coast Guard.

Sections 1-B-~2a, 1-B-5a, and 1-B~-9a - Authorizes the unlt commanding
officer to designate the department head of the medical department.

Section 1-B-12 - Health Safety technicians, formerly Section 1-B-11,
Rewritten to more accurately describe the duties and responsibilities
of health services technicians and includes the duties and
responsibilities for independent duty,

Section 1-B-12b(3) - Rewritten for clarity and to indicate that HS's
assigned to units without a physiclan assigned shall not treat
dependents and retirees.

Section 2-A-1c - Changed to indicate that prior approval is required
from MLC before nonemergency health care can be obtained from
civilian medical facilities. Also, requires recording all health
care received at other than CG clinic in the health record.

Section 2-A-2a(2) - Rewritten to more accurately describe the ecriteria
for providing emergency treatment,

Section 2-A-2¢(2) - Changed to require notification of MLC (p) and (k)
when a member of the CG is hospitalized, transferred to another
facility, or discharged from IP status.

Section 2-A-bc - Changed to show MLC (k) as approving official for

requests for nonfederal health care, This BSection alsdo authorizes
MLCs to delegate limited authority to approve requests to qualified
clinic administrators.

Section 2-B-3 - New section that requires preauthorization by MLC{k}
for nonemergency care at other than CG or Dol Facilitles,

Section 2~ -~ Rewritten to reflect new names for Coast Guard Hedieal

Treatment Facilitles (MTFs). All references to hospitals and Mobile

Dental Detachments (HDDs) deleted as Coast Guard no longer has either
type of facilities,
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COMDTLING: ciouud, 1k

42 JAN 1990

Section 3-A-7a - Rewritten to require the use of lilitary Entrance
Processing Stations as the only physical examining facilities to be
used for original enlistments. Also changes valid period for
examinations to 18 months.

Section 3-A=Td{(2) - Rewritten to require that an HIV antibody test be
performed and documented within 6 months prior to overseas transfer
or deployment.

Section 3-A-Td{5) - Requires G6PD level results be recorded if members
being assigned to malaria endemic area.

Section 3-A-h thru j - Rewritten to incorporate the provisions of
ALDISTS Qu40/89 and 044/89, Changes the age of beginning annual
physical exams to 50. Also, changes requirements for biannual and
quadrennial exams, Selected Reservists will continue with
quadrennials until retired.

FIGURE 3-B-2 - Redone to describe the reviewing, routing, and final

- disposition of reports of physical examinations.

Section 3-C-19c - Rewritten to include certain assignments for which
members with fixed orthodontic appliances are disqualified. Also,
adds requirement for prior approval by Commandant (G-PE}/{G-PO)
before obtaining orthodontic treatment.

Section 3-C-20b(4)(a) - Changes HIV-antibody testing requirements.,

Section 3-C-20f - Changes PAP testing requirements, corrects item
number.

Section 3-E-7a - Adds requirement for members of Coast Guard Reserves
to have a current physical exam prior to appointment to warrant
officer.

Section 3-G-1b - Changes the age for grouping aviation personnel.

Section 3-G=-2d(2) - Rewrittén to change the age for beginning annual
aviation physical examinations to 50.

Section 3-G-2f(3)(b) - New section added to provide guidance
pertaining to aviation personnel diagnosed with alcohol abuse or
alcohol dependency.

Seation 3-G-2f(3)(c) - New section added to provide guidance
pertaining to pregnant aviation personnel.




COMDTINST M6000,1B
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5. bb'

cC,

dd.

ee,

ff.

BE.

hh.

ii,

3J.

KK,

11.

nn.

00,

Section 3-G-10 - New sectlion added for class 2 medical personnel.

Section 3~G-11 - Changed to add requirement that technical observers ( N4
required to undergo egress training have an aviation physical exam
and meet certain standards.

Section Y¥-C-1a - Changed to require that a new dental record be opened
whenever the original record is lost or destroyed. Alsc corrects
Headquarters element from which to request dental records for members
recalled from retired list.

Section 4-B-b6c(U43) ~ Requires recording of HIV antibody test dates on
overseas physicals, PPD test dates and results, and G6PD.

Section 6~4-~1 ~ Rewritten to reflect the revised Health Services
Statistical Report, CG 4142 (Rev 1-90) (RCH~6000-1}; to incorporate
the provisions of COMDTNOTE 6010 of 20 Jun 88,

Section 6-A-2b ~ Form changed to authorize local reproduction of the
form,

Section 6~A-3, Health Care Equipment Inventory Change Sheet (CG-5318)

(RCS~G~KMA~-13003), and Figures 6-A-3 and 65-A-3A deleted. The*

provisions of this section will be incorporated into a forthcoming

Commandant Instruction 6700,11(series),

Section 6-~B-7 - New section on use of Clinic Data Collection Form (CG- :

5460), (k‘
N

Chapter 7: Sections 7-B (Sanitation Standards and Procedures); 7-E

(Personnel Monitoring Program (Radliation Exposure}; and, section 7-G

{Pest Management Program) have been removed and placed in COMDTINST
M5100,29 {(series).

Section 7-A~1 -« Deletes references to general sanitation, insect and
rodent vector control, occupational health and industrial hygiene,
and safety, health education, and technical instruction to operators
of sanitary facilities; all moved to COMDTINST M5100,29(seriea).

Section 8-A - Rewritten to describe changes in resource management
resulting from establishment of the MLC's and expansion of 0G-57,

Section 8-D~-T7 - New section regarding the wearing of the Coast Guard
uniform by USPHS officers assigned to Coast Guard detail,

Seotion 8-E~3a - Rewritten to require requests for non-standard
eyewear to be submitted to MLC (k). Alsc allows an LES to be used as
Jjustification for requests. Deletes requirement for a visual acuity
check at least every tweo years,

Chapter 9 has been removed and Inserted elsewhere in this manual or
deleted, as follows:

pp. Sections 9~A, 9=-C, 9-D, 9-E, and 9-F have been moved to chapter 1, (\ N
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12 JAN 1980

Section 9-B - Mobile Dental Detachment (HDD) has been deleted, as the
Coast Guard no longer has any operating mobile dental detvachments.

Section 10-A-2¢ - Rewritten for elarity, and to add that contract
physicians may NOT countersign civilian presecriptions.

Section 10~A-4 - Requires a signature file be kept in the pharmacy.

Section 10-A-5g - Rewritten to allow prescription refills for oral
contraceptives and estrogens for up to one year. Also requires
verifying the original prescription and authorization for refills.
Deletes reference to refill log.

Section 10-A~5j ~ Rewritten to eliminate filling of nonemergency
eivilian prescriptions from the after-hours locker,

Section 10-B-10b - Rewritten to provide guidelines for disposal of
hypodermic syringes and needles,

Section 11-A-2 - Rewritten eliminating the non-personal restriction on
contracting and expands services to include dental hygiene, physical
therapy, and occupational medicine.

Section 11-A-4# - Rewritten to describe changes in information required
for contract approval. Requires all requests to be submitted to MLC
(k) -

Section 11-A=5 — Rewritten deleting all references to the automatic
pickup system. Charges MLCs with all budgeting, reviewing, and
paying for authorized nonfederal health care.

Section 12-A-2 - Establishes new criteria for use to determine when a
person is considered occupationally exposed for medical monitoring
purposes. :

aga. Section 12-A-5b - Rewritten to assign review responsibility for oMIip

bbb,

reports and data to MLC (k).

Section 12-B-3a - Changes requirement for PERIODIC exam to annual,




COMDTINST M6000.1B

12 JAN 1990

5. cee, Section 12-D-Ha(1) - Adds requirements for a physical exam prior to
assignment to a position involving potential exposure to asbestos,

ddd, Section 12-D-#b - Rewritten to require PERIODIC and termination exams
annually,

eee, Section 12-E ~ New section added to provide guldance on Medical
Surveillance Program for Benzene,

6. REQUIRED REPORTS. Chapters & and 7 contain detailed instructions and
procedures for completing all required reports and outline forms
availlability.

7. ACTION. Area and district commanders, commanders of maintenance and
logistics commands, unit commanding officers, and Commander, CG Activities
Europe shall comply with the contents of this manual.

Ohichoih Py
MICHAEL HUDGINS
Chief, Office of Health and Safety

Non-Standard Distribution

B:c MLCLANT, MLCPAC (8 extra)
B:r HS "A" School (50 only)
C:a Cape Cod, Miami, Borinquen, Traverse City (4) Clearwater
(6 only)
C:b North Bend, Port Angeles and Sitka (2 only)
C:d Honolulu, Ketchikan, San Juan (3 only)
C:1 St. Petersburg, Key West, Sabine, Port Isabel, Port 0'Conner,
Rockland, Grand Isle, Duluth, and Venice
C:q Portamouth (1 only)
D:1 CG Liaison, DoD Health Affairs (1 only}
! National Oceanlc and Atmospheric Agency (4 only)
: USMEPCOM (3 only)

—
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COMDTNOTE 6000
24 AUS 2000

COMMANDANT NOTICE 6000 CANCELED: 23 AUG 2001
Subj: CH-15 TO MEDICAL MANUAL, COMDTINST M6000.1B

1. PURPOSE. This Notice publishes revisions to Medical Manual, COMDTINST M6000.1B. Intended
" users 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 headguarters 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 in the right hand.

column of the page (numerous changes have been made to Chapters 1, 2, 3, 4, 5, 7,8, 10, 11, and 12.
Chapter 9 (Health Services Technicians Assigned to Independent Duty) has also been established.
Significant changes to content are summarized below:

a. Chapter 1-B-1.g: Specifies mailing procedures for DMOA review of IDT record entries.

b. Chapter 1-B-6.c: Specifies general duties of Chief, Health Services Division as they relate to
supporting clinic duties for units designated by the cognizant ML.C in their area of responsibility
(AOR).

c. Chapter 1-B-14: Specifies that HSDs may be assigned to supplement HS duty sections, and that
HSDs may not stand HS watches independently.

d. Chapter 2-A-1.b: Specifies that members shall receive health care at the Uniformed Services Medical
Treatment Facility (USMTF) which serves the organization to which the member is assigned.
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COMDTNOTE 6000
24 AUG 2000

€.

e
Chapter 2-A-6(¢): Revised to clarify MLC(k) responsibility to outline the appeals process in their
denial transmittal for nonfederal medical care requests.

Chapter 3-A-7.1(5): Adds non-fitness for duty determination physical examinations under the
miscellaneous physical examinations section.

Chapter 3-F-16.b. Changes policy regarding those members taking medication for anxiety,
somatoform, or dissociative disorders regardless of the length of treatment by removing them from
aviation duty. :

Chapter 3-F-16.c: Prescribes guidance for health services practitioners on the administrative
processing of members diagnosed with mood disorders, i.e. bipolar disorders, recurrent major
depression, all other mood disorders associated with suicide attempt, untreated substance abuse,
requiring hospitalization, or requiring treatment (including medication, counseling, psychological or
psychiatric therapy) for more than 6 months, or requiring 36 months of prophylactic treatment (while
asymptomatic) following initial therapy.

Chapter 3-F-22: Revised to allow members who are HIV-1 antibody positive, but are otherwise
asymptomatic may now receive an assignment from CGPC to remain on active duty in a non-
deployable billet.

Chapter 3-G-4: Add to read, "Routine crown and temporary dental work is not disqualifying for N
aviation missions. Recommends that temporary crowns be cemented with permanent cement like
polycarboxylate or zinc oxyphosphate cement until the permanent crown is delivered. Recommend
temporary grounding of 6-12 hours after procedures. Such work may be disqualifying for

deployment."

Chapter 3-G-6: Extended audiometric table to include ranges 3000 and 4000 hz with accompanying
decibels.

Chapter 4: Added figures omitted in Change 14.

Chapter 5-B-1: Discusses availability of world-wide assignment for personnel on therapy for
conditions listed in DSM IV-R under Axis I or Axis I

Chapter 5-B-11: Revises policy concerning Anxiety Disorders or Anxiety and Phobic Neuroses.

Chapter 5-B-18: Addresses management and treatment of diagnosed eating disorders in the Coast
Guard.

Chapter 7 (Preventive Medicine) has been revised to reflect current reportable disease policies and
procedures,
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Chapter 8-A-2 (Fiscal and Supply Management): Revised to reflect changes in monetary limitations

for purchasing health care equipment. _
Chapter 8-B-1 and (2): Changes reference from cancelled reference COMDTINST M4400.13 to
current policy manua] Property Management Manual, COMDTINST M4500.5A.

Chapter 9: Establishes Health Services Technician Assigned to Independent Duty chapter in
COMDTINST M6000.1B, Medical Manual.

Chapter 10: Revises prescription filling policy at Coast Guard clinics. Establishes policy prohibiting
dispensing of "herbal supplements" or "dietary supplements'. Establishes policy for all clinics to
procure controiled substances from DSCP prime vendor or directly through DSCP if items are
available. Also establishes policy that all schedule II controlled substance prescriptions by physician
assistants or nurse practitioners shall be countersigned quarterly by their supervising medical officer.

Chapter 11: Revised to reflect changes in health care procurement for all Coast Guard beneficiaries.
Establishes MLC (k) responsibility for processing all federal and nonfederal health care claims in
compliance with Federal Law and CG Regulations.

Chapter 12: Establishes the Occupational Medical Surveillance and Evaluation Program (OMSEP) in
lieu of the Occupational Medical Monitoring Program (OMMP).

Chapter 13-L-4.c: Deletes written consent requirement for “Immunizations.”

. PROCEDURES. Remove and insert the following chapters or pages:

REMOVE: INSERT:

Chapter | CH-14 Chapter 1 CH-15

Chapter 2, Pg. 2-1 CH-14 Chapter 2 Pg. 2-1 CH-15

Chapter 2, Pg. 2-12 CH-14 Chapter 2, Pg. 2-12 CH-15

Chapter 3 CH-14 Chapter 3 CH-15

Chapter 4 CH-14 _ Chapter 4 CH-15

Chapter 5 CH-14 Chapter 5 CH-15

Chapter 7 Chapter 7 CH-15

Chapter 8, Pg. 2, 3, 15 : Chapter 8, Pg. 2, 3, 15 CH-15

Chapter 9, "to be developed” Chapter 9 CH-15

Chapter 10 CH-14 , Chapter 10 CH-15

Chapter 11 Chapter 11 CH-15

Chapter 12 Chapter 12 CH-15

Chapter 13, Pg. 13-91, CH-14 Chapter 13, Pg. 13-91 CH-15
3




COMDTNOTE 6000
24 AJG 2000

6. FORMS AVAILABILITY: All forms listed in this Manual are available from stock points listed in the
Catalog of Forms, COMDTINST 5213.6D. Some forms referenced in this manual are available on

Director of Health and Safety

N

Encl: (1) CH-15 to Medical Manual, COMDTINST M6000.1R

Nonstandard distribution:

C:a North Bend (2); Cape Cod, Miami, Borinquen, Traverse City (4); Clearwater (6); Astoria (5)
C:b Port Angles, Sitka (2)
C:d San Juan (3)
C:i St. Petersburg, Port Isabel, Sabine, Port O'Connor, Rockland, Grand Isle, Venice, Duluth, Fort
Macon (2) '
C:k Miami Beach, Boston, New Orleans, Seattle, San Pedro, Honolulu (2); Portsmouth, Elizabeth City,
Alameda (4); Kodiak, Ketchikan (6)
D:j Naval Station Pensacola e
D:1 CG Liaison, DOD Affairs (1); U.S. Military Entrance Processing Command (3)
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COMMANDANT INSTRUCTION M6000,1B
Subj: Mediecal Manual

1. PURPOSE. This instruction provides information relative to the
administration of matters pertaining to health care provided by the U, 3,
Coast Guard.

2, DIRECTIVES AFFECTED. Commandant Instruction M6000.1A is cancelled. The
reports "Submission of Duplicate Copies of Processed Health Care Bills"
(RC5-G~KMA-13016) and "Health Care Equipment Inventory Change Sheet"
(RCS~-G-KMA=13003) are cancelled.

3. MISSION., The primary responsibility of the Coast Guard Health Services
program is the provision of those services medically necessary to assure
the member's fitness for duty in support of Coast Guard missions., Health
care services for dependents and retirees are authorized, and when avail-
able, will be delivered as part of the health benefits program for these
beneficiaries,

4, GOAL. The goal of the Coast Guard Health Services is the timely and cost
effective delivery of care in strict conformance with the law and accepted
medical ethics and with dignity, empathy, and respect.

5. CHANGES, The major changeé are summarized as follows:

a. Section 1-A-2b.(11) - Rewritten to reflect the move of the disability
evaluation system from Commandant (G-KDE) to (G-PDE).

b. Section 1-4=-2b,(12) = Rewritten to reflect the move of the safety
programs from Commandant (G=-CSP) to (G-KSE).

¢. Section 1-A-2b.(15) — Added to establish the Alcohol Abuse Prevention
Program as a duty and responsibility of the Office of Health and
Safety; moved from the Office of Personnel and Training.
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5. d.

h.

Section 1-A-3 ~ Rewritten to add the wission, functions, and
responsibilities of the Health Services Division, Haintenance and
Logistics Commands,

Sections 1-B-1a.(2) and 1-B-la.(4) — Rewritten to require medical and
dental officers to have unrestricted state licenses to practice while
assigned with the Coast Guard.

Sections 1-B-~2a, 1-B-5a, and 1-B~-9a - Authorizes the unlt commanding
officer to designate the department head of the medical department.

Section 1-B-12 - Health Safety technicians, formerly Section 1-B-11,
Rewritten to more accurately describe the duties and responsibilities
of health services technicians and includes the duties and
responsibilities for independent duty,

Section 1-B-12b(3) - Rewritten for clarity and to indicate that HS's
assigned to units without a physiclan assigned shall not treat
dependents and retirees.

Section 2-A-1c - Changed to indicate that prior approval is required
from MLC before nonemergency health care can be obtained from
civilian medical facilities. Also, requires recording all health
care received at other than CG clinic in the health record.

Section 2-A-2a(2) - Rewritten to more accurately describe the ecriteria
for providing emergency treatment,

Section 2-A-2¢(2) - Changed to require notification of MLC (p) and (k)
when a member of the CG is hospitalized, transferred to another
facility, or discharged from IP status.

Section 2-A-bc - Changed to show MLC (k) as approving official for

requests for nonfederal health care, This BSection alsdo authorizes
MLCs to delegate limited authority to approve requests to qualified
clinic administrators.

Section 2-B-3 - New section that requires preauthorization by MLC{k}
for nonemergency care at other than CG or Dol Facilitles,

Section 2~ -~ Rewritten to reflect new names for Coast Guard Hedieal

Treatment Facilitles (MTFs). All references to hospitals and Mobile

Dental Detachments (HDDs) deleted as Coast Guard no longer has either
type of facilities,
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Section 3-A-7a - Rewritten to require the use of lilitary Entrance
Processing Stations as the only physical examining facilities to be
used for original enlistments. Also changes valid period for
examinations to 18 months.

Section 3-A=Td{(2) - Rewritten to require that an HIV antibody test be
performed and documented within 6 months prior to overseas transfer
or deployment.

Section 3-A-Td{5) - Requires G6PD level results be recorded if members
being assigned to malaria endemic area.

Section 3-A-h thru j - Rewritten to incorporate the provisions of
ALDISTS Qu40/89 and 044/89, Changes the age of beginning annual
physical exams to 50. Also, changes requirements for biannual and
quadrennial exams, Selected Reservists will continue with
quadrennials until retired.

FIGURE 3-B-2 - Redone to describe the reviewing, routing, and final

- disposition of reports of physical examinations.

Section 3-C-19c - Rewritten to include certain assignments for which
members with fixed orthodontic appliances are disqualified. Also,
adds requirement for prior approval by Commandant (G-PE}/{G-PO)
before obtaining orthodontic treatment.

Section 3-C-20b(4)(a) - Changes HIV-antibody testing requirements.,

Section 3-C-20f - Changes PAP testing requirements, corrects item
number.

Section 3-E-7a - Adds requirement for members of Coast Guard Reserves
to have a current physical exam prior to appointment to warrant
officer.

Section 3-G-1b - Changes the age for grouping aviation personnel.

Section 3-G=-2d(2) - Rewrittén to change the age for beginning annual
aviation physical examinations to 50.

Section 3-G-2f(3)(b) - New section added to provide guidance
pertaining to aviation personnel diagnosed with alcohol abuse or
alcohol dependency.

Seation 3-G-2f(3)(c) - New section added to provide guidance
pertaining to pregnant aviation personnel.
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5. bb'

cC,

dd.

ee,

ff.

BE.

hh.

ii,

3J.

KK,

11.

nn.

00,

Section 3-G-10 - New sectlion added for class 2 medical personnel.

Section 3~G-11 - Changed to add requirement that technical observers ( N4
required to undergo egress training have an aviation physical exam
and meet certain standards.

Section Y¥-C-1a - Changed to require that a new dental record be opened
whenever the original record is lost or destroyed. Alsc corrects
Headquarters element from which to request dental records for members
recalled from retired list.

Section 4-B-b6c(U43) ~ Requires recording of HIV antibody test dates on
overseas physicals, PPD test dates and results, and G6PD.

Section 6~4-~1 ~ Rewritten to reflect the revised Health Services
Statistical Report, CG 4142 (Rev 1-90) (RCH~6000-1}; to incorporate
the provisions of COMDTNOTE 6010 of 20 Jun 88,

Section 6-A-2b ~ Form changed to authorize local reproduction of the
form,

Section 6~A-3, Health Care Equipment Inventory Change Sheet (CG-5318)

(RCS~G~KMA~-13003), and Figures 6-A-3 and 65-A-3A deleted. The*

provisions of this section will be incorporated into a forthcoming

Commandant Instruction 6700,11(series),

Section 6-~B-7 - New section on use of Clinic Data Collection Form (CG- :

5460), (k‘
N

Chapter 7: Sections 7-B (Sanitation Standards and Procedures); 7-E

(Personnel Monitoring Program (Radliation Exposure}; and, section 7-G

{Pest Management Program) have been removed and placed in COMDTINST
M5100,29 {(series).

Section 7-A~1 -« Deletes references to general sanitation, insect and
rodent vector control, occupational health and industrial hygiene,
and safety, health education, and technical instruction to operators
of sanitary facilities; all moved to COMDTINST M5100,29(seriea).

Section 8-A - Rewritten to describe changes in resource management
resulting from establishment of the MLC's and expansion of 0G-57,

Section 8-D~-T7 - New section regarding the wearing of the Coast Guard
uniform by USPHS officers assigned to Coast Guard detail,

Seotion 8-E~3a - Rewritten to require requests for non-standard
eyewear to be submitted to MLC (k). Alsc allows an LES to be used as
Jjustification for requests. Deletes requirement for a visual acuity
check at least every tweo years,

Chapter 9 has been removed and Inserted elsewhere in this manual or
deleted, as follows:

pp. Sections 9~A, 9=-C, 9-D, 9-E, and 9-F have been moved to chapter 1, (\ N
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Section 9-B - Mobile Dental Detachment (HDD) has been deleted, as the
Coast Guard no longer has any operating mobile dental detvachments.

Section 10-A-2¢ - Rewritten for elarity, and to add that contract
physicians may NOT countersign civilian presecriptions.

Section 10~A-4 - Requires a signature file be kept in the pharmacy.

Section 10-A-5g - Rewritten to allow prescription refills for oral
contraceptives and estrogens for up to one year. Also requires
verifying the original prescription and authorization for refills.
Deletes reference to refill log.

Section 10-A~5j ~ Rewritten to eliminate filling of nonemergency
eivilian prescriptions from the after-hours locker,

Section 10-B-10b - Rewritten to provide guidelines for disposal of
hypodermic syringes and needles,

Section 11-A-2 - Rewritten eliminating the non-personal restriction on
contracting and expands services to include dental hygiene, physical
therapy, and occupational medicine.

Section 11-A-4# - Rewritten to describe changes in information required
for contract approval. Requires all requests to be submitted to MLC
(k) -

Section 11-A=5 — Rewritten deleting all references to the automatic
pickup system. Charges MLCs with all budgeting, reviewing, and
paying for authorized nonfederal health care.

Section 12-A-2 - Establishes new criteria for use to determine when a
person is considered occupationally exposed for medical monitoring
purposes. :

aga. Section 12-A-5b - Rewritten to assign review responsibility for oMIip

bbb,

reports and data to MLC (k).

Section 12-B-3a - Changes requirement for PERIODIC exam to annual,
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5. cee, Section 12-D-Ha(1) - Adds requirements for a physical exam prior to
assignment to a position involving potential exposure to asbestos,

ddd, Section 12-D-#b - Rewritten to require PERIODIC and termination exams
annually,

eee, Section 12-E ~ New section added to provide guldance on Medical
Surveillance Program for Benzene,

6. REQUIRED REPORTS. Chapters & and 7 contain detailed instructions and
procedures for completing all required reports and outline forms
availlability.

7. ACTION. Area and district commanders, commanders of maintenance and
logistics commands, unit commanding officers, and Commander, CG Activities
Europe shall comply with the contents of this manual.

Ohichoih Py
MICHAEL HUDGINS
Chief, Office of Health and Safety

Non-Standard Distribution

B:c MLCLANT, MLCPAC (8 extra)
B:r HS "A" School (50 only)
C:a Cape Cod, Miami, Borinquen, Traverse City (4) Clearwater
(6 only)
C:b North Bend, Port Angeles and Sitka (2 only)
C:d Honolulu, Ketchikan, San Juan (3 only)
C:1 St. Petersburg, Key West, Sabine, Port Isabel, Port 0'Conner,
Rockland, Grand Isle, Duluth, and Venice
C:q Portamouth (1 only)
D:1 CG Liaison, DoD Health Affairs (1 only}
! National Oceanlc and Atmospheric Agency (4 only)
: USMEPCOM (3 only)
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CHAPTER 1. ORGANIZATION AND PERSONNEL

Section A - Organization.

1. Mission of the Coast Guard Health Services Program.

a.

The Health Services Program supports Coast Guard missions by providing quality
health care to maintain a fit and healthy active duty corps, by meeting the health care
needs of dependents and retirees to the maximum extent permitted by law and
resources, and by providing authorized occupational health services to civilian
employees.

2. Director of Health and Safety.

b.

C.

Mission. The mission of the Director of Health and Safety is to:

(1) serve as advisor to the Secretary of Homeland Security;

(2) serve as advisor to the Commandant; and

(3) develop and implement the Coast Guard’s overall health care program.

Duties and Responsibilities. Under the general direction and supervision of the
Commandant, Vice Commandant, and the Chief of Staff, the Director of Health and
Safety shall assume the following duties and responsibilities:

(1) serve as Program Director (PD) for the Health Services Program (G-WKH),
and the Safety and Environmental Health Program (G-WKS); and Worklife
(WKW);

(2) act as advisor to the Commandant in providing counsel and advice on:

(a) health care issues affecting operational readiness and quality of life in
the Coast Guard;

(b) interdepartmental and interservice agreements for health care of Coast
Guard personnel;

(c) the significance of legislative matters affecting the Coast Guard Health
Services and Safety and Environmental Health Programs; Worklife; and

(d) important developments in the Department of Defense and the
Department of Health and Human Services which affect the Coast Guard
Health Services and Safety and Environmental Health Programs; and
Worklife;

(3) serve as advisor to the Secretary in developing and implementing departmental
national defense emergency medical, health, and sanitation policies and plans
(except those involving civil aviation) and such other advisory services that
may be required or requested;

(4) plan, develop, and administer a comprehensive, high quality health care
program (quality is defined as the desired level of performance against
established standards and criteria) for all authorized beneficiaries;
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)

(6)

(7

(8)

)

(10)

(11)
(12)

(13)
(14)

(15)

(16)
(17)
(18)
(19)

plan, develop and administer a comprehensive program for the prevention of
illness and injury of Coast Guard personnel and dependents, to reduce losses,
and protect the environment in Coast Guard working facilities and living
spaces/by establishing and maintaining adequate safety and environmental
health standards for aircraft, vessel, shore facilities, and motor vehicle;
providing information and encouragement to beneficiaries for personal
wellness programs and providing healthy and pleasing meals at Coast Guard
dining facilities;

liaison with TRICARE Management Activity (TMA), including the
appropriation of funds, on behalf of the Coast Guard as provided in the
Dependents Medical Care Act and regulations pursuant thereto;

monitor and protect the health of personnel attached to the Coast Guard
through the Occupational Medical Surveillance and Evaluation Program
(OMSEP);

direct the administration of funds in those appropriations or allotment fund
codes under the control of the Director of Health and Safety, including
furnishing total budget estimates and apportionment or allotment
recommendations to the Chief of Staff;

advise responsible offices concerning establishing physical standards for
military duty and special operational programs;

procure and recommend assignments to the Commander, Coast Guard
Personnel Command (CGPC), and review the performance of Public Health
Service personnel detailed to the Coast Guard;

provide professional health care guidance to all health services personnel;

maintain liaison with the Public Health Service, the Department of Veterans
Affairs, the Department of Defense, and other Federal agencies and serve on
interservice boards and committees as appointed;

set policy and guidelines for the subsistence program;
provide technical advice to operating program managers;

set policy and guidelines for health care quality assurance; and act as the
Governing Body for Coast Guard health care;

set policy and guidelines for the Alcohol Abuse Prevention program;
serve as a member of the Human Resources Coordinating Council;.
administer the Coast Guard Emergency Medical system; and

Public Health Service. The responsibility of the Public Health Service for
providing physicians, dentists, and other allied health personnel support to the
Coast Guard is set forth in 42 USC, 253. These personnel are provided on a
reimbursable basis and are subject to Coast Guard regulations and the Uniform
Code of Military Justice (UCMJ).
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3. Health and Safety Division, Maintenance and Logistics Commands MLC (k).

a. Mission. The mission of MLC (k) is to:

b.

(D
)

G)

interpret and implement health care policies as set forth by the Commandant;

develop and implement the Coast Guard’s overall Health Services, and Safety
and Environmental Health Programs for the Area; and

serve as Health Care Advisor to Commander, Maintenance and Logistics
Command.

Functions and Responsibilities. Under the direction and supervision of the

Commander, Maintenance and Logistics Command (MLC), the Chief, Health and
Safety Division shall:

(D

)

3)

4
)
(6)

(7
®)
©)

act as Medical Advisor to the Area commander in providing counsel and
advice on:

(a) interagency and interservice agreements for health care of Coast Guard
personnel;

(b) the significance of legislative matters affecting the Coast Guard health
care program; and

(c) important developments in the Department of Defense which affect the
Coast Guard health care program.

serve as advisor to the Area commander in developing and implementing
national defense emergency medical, health, and sanitation policies and plans;

plan, develop, and administer a comprehensive health care program for all
beneficiaries;

develop health services mobilization requirements and support documents;
review and act on requests for contract health care services;

act as contract technical representative in reviewing health care contract
proposals;

administer the health care quality assurance program;
administer the Safety and Environmental Health Programs;

administer the Alcohol Abuse Prevention program;

(10) develop and implement pharmaceutical support services;

(11) manage and supervise the laboratory certification process;

(12) be responsible for providing funding for direct health care expenditures;
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(13) be responsible for the general oversight of health care budgets;

(14) be responsible for the oversight of general clinic policy to include setting
standards for clinic operations and prioritizing of clinic functions;

(15) designate clinics as catchment area patient management sites;

(16) maintain liaison with U. S. Public Health Service, the Department of Veterans
Affairs and the health departments of the Department of Defense and other
Federal agencies within your area of responsibility;

(17) be responsible for the general oversight of the subsistence program by
providing assistance to Coast Guard units (ashore and afloat) to ensure the
maintenance of high quality food service operations; and

(18) ensure compliance with HIPAA requirements.

c. In addition, the MLC (k)s shall have the right, in coordination with unit commanding
officers, to detail health services personnel (officer and enlisted, Coast Guard and
Public Health Service) for special assignments including meeting short-term staffing
needs.

4. Responsibilities of Commands with Health Care Facilities. Unit commanding officers
shall be responsible for:

oversight of clinic procurements;

b. ensuring adherence to policies, military regulations and general administrative
procedures,

c. funding for administrative and non-health care expenditures for clinics;

d. maintenance, repair and general support of clinic facilities;

e. ensuring compliance with action items required by quality assurance site surveys;
and

f. working with the appropriate MLC in fostering quality, productivity, and operating
efficiencies.
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Section B - Personnel.

1. General Duties of Medical Officers. The principal duty of medical officers is to
understand and support the operational missions of the Coast Guard. Medical Officers
include Physicians, Physician Assistants (PA/PYA), and Nurse Practitioners (NP) who
are members of the Coast Guard or Public Health Service detailed to the Coast Guard.
Medical officers are required to have appropriate certification or licensure while
assigned to the Coast Guard. Physicians must have an unrestricted state license to
practice medicine. See 1-B-11 for nurse practitioner and physician assistant credential
requirements. Civilian medical practitioners (under contract to the Coast Guard or GS
employees) assigned to a medical treatment facility are considered medical officers to
the limits defined by the language of their contract and/or job description. Civilian
medical practitioners who have a contract with the Coast Guard to see patients in their
private offices are not considered medical officers for the purpose of this instruction.

a. General Responsibilities.

(1) Medical officers must keep informed in all fields of general and military
medicine and shall:

(a) ensure the fitness for unrestricted worldwide duty of active duty
personnel;

(b) provide health care for all eligible beneficiaries as authorized by
applicable laws and regulations;

(c) make appropriate referrals of eligible beneficiaries following existing
policy and regulation;

(d) treat sick and injured personnel;

(e) prevent and control disease;

(f) promote health;

(g) give advice on such matters as hygiene, sanitation, and safety;

(h) recommend duty status of active duty personnel and Coast Guard civil
service employees;

(1)  ensure that each patient is notified of results of all PAP smears,
mammograms, biopsies, pregnancy tests, and all tests that are abnormal
or whose results indicate a need to initiate or change treatment.

(j)  thoroughly understand all operational missions of the unit, units within
the local area, and the human factors involved in performing them;

(k) ensure that personnel are physically and psychologically fit for duty and
attempt to learn of any unusual circumstances which might adversely
affect their proficiency;
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(I)  maintain an active interest and participate in the local unit’s safety
program, assist the safety officers in planning, implementing, and
coordinating the unit safety program, and advise the command on safety
1ssues;

(m) be thoroughly familiar with the types of personal protective and survival
equipment carried at the unit. Assist the engineering officer in
maintaining and issuing the equipment, and be familiar with the Rescue
and Survival System Manual, COMDTINST M10470.10 (series);

(n) actively participate in the unit physiology training program to ensure that
personnel are capable of coping with the hazards of mission performance
by presenting lectures and demonstrations which include, but are not

limited to:

1 fatigue

2 emergency medicine,

3 survival,

4  disorientation,

5 night vision,

6 stress, and

7  drug and alcohol use and abuse.

(o) ensure that HSs who participate in EMT operations maintain their
certification, knowledge and Health Services skills in EMT operations,

physiology;
(p) provide Health Services refresher training on emergency procedures;

(qQ) participate in a program of continuing education in operational medicine
including familiarity with information published for other branches of
the Armed Forces; and

(r) participate in all required initial and annual training in the privacy
and security requirements mandated by HIPAA.

(2) Medical officers act as medical members in physical disability evaluation
cases.

(3) Medical officers are responsible for advising commanding officers on: health
status of personnel; nutritional adequacy, food handling and preparation;
heating, ventilation, and air conditioning; housing; insect, pest, and rodent
control; water supply and waste disposal; safety; items sold in exchanges,
commissaries, and other CGES facilities; the physical fitness of personnel; and
immunization standards.

b. Physical Examinations. Medical officers shall conduct physical examinations in
accordance with Section 3-C of this Manual and in cases involving disability
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evaluation be guided by the Physical Disability Evaluation System, COMDTINST
M1850.2 (series), and the Department of Veterans Affairs Publication, Physician’s
Guide for Disability Evaluation Examinations.

Reports to Command. Report injuries to, or deaths of, personnel; damage,
destruction, or loss of health services department property; and any other important
occurrence, to the commanding officer for entry into appropriate log. Report any
suspected child/spouse abuse to the commanding officer, and local law
enforcement/child protective agency in accordance with the Family Advocacy
Program, COMDTINST 1750.7 (series), and other local, state, or Federal law.
Report patients in serious or critical condition to the commanding officer, with the
information needed to notify the next of kin.

Educational Measures. Conduct health education programs, including disseminating
information about preventing disease and other subjects pertaining to hygiene and
sanitation.

(1)  Sexually Transmitted Diseases. Conduct or supervise the instruction of
personnel regarding sexually transmitted diseases and advise them of the
associated dangers.

(2) First Aid Instruction. Conduct or supervise a program which will ensure
knowledge and ability in first aid.

(3) Occupational Medical Surveillance and Evaluation Program (OMSEP).
Conduct or supervise a program to indoctrinate personnel in the various
aspects of occupational health and the OMMP.

(4) Human Immunodeficiency Virus (HIV). Conduct or supervise the instruction
of personnel regarding (HIV) and advise them of the associated dangers.

(5) Wellness. Conduct or supervise a program to emphasize the importance of
life-styles in maintaining health.

(6) Human Services. Conduct or supervise the instruction of Health Services
personnel to ensure they are aware of all the services available to maintain a
state of well being for personnel.

Cooperation With Other Agencies. Cooperate with Federal, state,
and local agencies for preventing disease, reporting communicable diseases, and
collecting vital statistics.

Designated Supervising Medical Officer (DSMO). Medical officers assigned as
“designated supervising medical officer” (DSMO) will assume clinical responsibility
for the treatment provided by each health services technician in their clinic for whom
they are responsible. Assignments shall be made in writing and signed by the
DSMO’s commanding officer. Clinical supervision and accountability is defined as
follows:
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(1)  during normal clinic hours, HS consultation with the DSMO as determined by
that medical officer, review 20 percent of each day’s new patient encounters
seen only by the HS, and review 100 percent of all patient encounters seen
only by the HS who return with no improvements. (Ideally these reviews
would include the patient’s presentation to the medical officer.) The DSMO
shall countersign all records reviewed.

(2) outside normal clinic hours, direct or telephone consultations as determined by
the DSMO or duty MO; and, the following working day, a review of 100
percent of all visits seen only by the HS. The DSMO or duty MO shall
countersign all records reviewed.

. Designated Medical Officer Advisor (DMOA). Health Services Technicians on

independent duty (IDTs) shall have a “designated medical officer advisor” (DMOA)
identified. The DMOA shall provide professional advice and consultation to the
IDT. The cognizant MLC (k) shall apportion units with IDTs to units with medical
officers attached. The cognizant MLC (k) shall make changes as necessary and
forward such information to the affected units and Commandant (G-WKH). At the
unit level, assignments shall be made in writing (addressed to the DMOA) and
signed by the DMOA’s commanding officer, with copies to the IDT unit and the
cognizant MLC (k). Assignment letters shall be addressed to the specific individuals
involved, and new letters shall be issued following a change of DMOA or IDT.
Professional advice and consultation, in this instance, is defined as follows:

(1) Telephone or radio consultation regarding specific cases as necessary between
the HS and the DMOA. This does not preclude consultation between the HS
and another Coast Guard medical officer, a medical officer of the Army, Navy,
Air Force, or USPHS, or a physician under contract to the Coast Guard whose
contract provides for such consultations; and

(2) Treatment record review: At the end of each quarter, the commanding officer
of the independent duty HS or his designee (cannot be the HS) shall select at
random 15 health records which have at least one entry made by the HS during
the previous quarter. For each of these records, copies shall be made of all SF
600 entries during the quarter. Copies of the SF-600's shall be sealed in an
envelope and marked for the DMOA's Eyes Only. The copies are then
forwarded to the DMOA for review. The DMOA shall review these record
entries according to established criteria for record review at his/her facility.
Each record entry (copy) shall be annotated “reviewed,” dated, and stamped
with the DMOA’s name and pertinent comments concerning the record entry.
One copy of the reviewed record entries shall then be returned to the HS via
the unit’s commanding officer. A second copy of the reviewed entries shall be
retained by the DMOA. Both the HS and DMOA copies shall be retained at
the respective commands for a period of three years, for MLC review during
QA site surveys. The record review shall be discussed with the HS in the
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quarterly phone contact between the DMOA and the HS. The DMOA is
encouraged to provide input to the unit CO or XO regarding the professional
performance of the independent duty HS.

(3) Review of MLC quality assurance site survey reports for the independent duty
site: The DMOA and HS shall review the MLC quality assurance site reports
for the site. They shall collaborate on the required written plan of corrective
actions which must be submitted to the MLC following the site survey. The
DMOA should also consult with the unit commanding officer regarding the
findings of the survey report.

Duties of Senior Medical Officers. The senior medical officer attached to a unit is

responsible to the commanding officer of the unit for the provision of health services. In
addition to the general duties of a medical officer, the senior medical officer is
responsible for:

a.

performing those duties as prescribed in Coast Guard Regulations, COMDTINST
M5000.3 (series) if designated by Commander, Coast Guard Personnel Command
(CGPC) as division chief;

advising the commanding officer of any deleterious environmental health factors;

supervising any assigned PYA/PAs and NPs including, on a monthly basis, random
review for approximately five percent of the PY A/PA/NP’s charts for adequacy and
appropriateness of treatment rendered;

in the absence of a pharmacy officer, maintaining antidotes for narcotics and poisons
and ensuring only properly trained personnel are assigned to the pharmacy;

acting as the commanding officer’s representative on local emergency planning
boards, and, during emergencies or disasters, furnishing advice to the commanding
officer, formulating plans, and helping civilian authorities meet health care needs;

managing the quality of health care services provided;

maintaining liaison with the hospital commander or senior medical officer of nearby
(75 miles) USMTF’s;

acting as quality assurance technical supervisor for all contracted health services;

ensuring efficient and effective use of all assigned medical officers and civilian
consultants;

preparing, through training and experience, health services technicians for
independent duty assignments;

recommending to the command a designated supervising medical officer (DSMO)
for each HS who provides medical treatment to patients; and

convening medical boards as appropriate in accordance with Chapter 3, Physical
Disability Evaluation System, COMDTINST M1850.2 (series)

ensuring that all ancillary service areas (e.g., laboratory, radiology, etc.) maintain
adequate policy, certification, and procedures manuals;
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V.

W.

X.

in conjunction with the MLC, providing professional oversight and establishing
qualifications standards and privileging for assigned personnel, including contract,
reserve and student providers;

assigning personnel and ensuring position and billet descriptions are accurate and
that credentials and privileging requirements are met;

within general Coast Guard and unit guidelines, determining the priority and range
of services for each beneficiary group;

maintaining liaison with counterparts in MTF, USTF, VA and private sector
facilities;

preparing performance appraisals for assigned staff;

reviewing and ensuring accuracy of statistical and informational reports;

ensuring that appropriate training is conducted on a regularly scheduled basis;

ensuring active participation and compliance with the Quality Assurance Program;

ensuring strict adherence to current infection control procedures and standards;

keeping the division chief informed;

other duties assigned by the Chief, Health Services Division.

Duties of Flight Surgeons. In addition to fulfilling the general duties of medical officers,

flight surgeons must:

a.

thoroughly understand all operational missions of the aviation unit and participate as
a flight crew member as required on MEDEVACS and to meet the requirements as
set forth in the Coast Guard Air Operations Manual, COMDTINST M3710.1
(series);

be familiar with the operational missions of other Coast Guard units in the local area;

obtain a general understanding of the flight characteristics of the aircraft assigned to
the unit and be thoroughly familiar with the human factors involved in pilot and crew
member interaction with the aircraft;

be familiar with the Air Operations Manual, COMDTINST M3710.1 (series), with
specific emphasis on Chapter 6, Rescue and Survival Equipment; Chapter 7, Flight
Safety; and the sections of Chapter 3 (Flight Rules) dealing with protective clothing
and flotation equipment;

ensure that aviation personnel are physically and psychologically fit for flight duty
and attempt to learn of any unusual circumstances which might adversely affect their
flight proficiency, this includes getting acquainted with each pilot and crew member;

make recommendations to the commanding officer concerning the health status of
aviation personnel, and in particular, only a flight surgeon or aviation medical officer
(AMO) shall issue “up” chits, except as noted in Section 3-G-2;
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g. maintain an active interest and participate in the air station flight safety program and
assist the flight safety officer in planning, implementing, and coordinating the station
flight safety program, and advising the command on the aeromedical aspects of flight
safety;

h. participate as the medical member of Aircraft Mishap Analysis Boards and, when so
assigned, be responsible for completing the Medical Officer’s Report in accordance
with Chapter 2 of Safety and Environmental Health Manual, COMDTINST
M5100.47 (series);

i. be thoroughly familiar with the types and uses of personal pro-protective and
survival equipment carried on aircraft at the unit [The flight surgeon shall assist in
inspecting the equipment, shall advise the engineering officer and aviation survival
members in maintaining and issuing the equipment, and shall be familiar with
Rescue and Survival Systems Manual, COMDTINST M10470.10 (series)];

J. actively participate in the unit aviation physiology training program to ensure that
aviation personnel are capable of coping with the hazards of flight by presenting
lectures and demonstrations which include, but are not limited to:

(1) fatigue,

(2) emergency medicine,

(3) survival,

(4) disorientation,

(5) night vision,

(6) reduced barometric pressure,
(7) crash injury avoidance,

(8) stress, and

(9) drug and alcohol use and abuse.

k. advise the command on MEDVAC operations:

. ensure that HSs who participate in aviation operations maintain their knowledge and
skills in aeromedical physiology, and provide refresher training lectures and
demonstrations to emergency medical technicians (EMTSs) and health services
technicians on emergency medical procedures; and

m. participate in a program of continuing education in aviation medicine including
familiarity with information published for flight surgeons by other branches of the
Armed Forces.

General Duties of Dental Officers. The principal duty of dental officers is to support the
Coast Guard operational mission by determining each member’s fitness for unrestricted
duty on a worldwide basis. Coast Guard dental officers are assigned to perform duties as
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general dental officers. Exceptions will be authorized in writing by Commander, Coast
Guard Personnel Command (CGPC).

a. General Responsibilities.

(1) Coast Guard dental officers must stay informed in all fields of general and
military dentistry and be responsible for:

(a) ensuring the fitness for unrestricted duty of active duty personnel on a
worldwide basis;

(b) providing dental care for all eligible beneficiaries as authorized be
applicable laws and regulations (ensure non-enrollment in United
Concordia or Delta Dental before providing covered services);

(c) preventing and controlling dental disease (this includes performing
dental prophylaxis);

(d) promoting dental health;
(e) referring eligible beneficiaries for dental treatment per MLC (k) SOP;

(f) prioritizing the delivery of dental care to meet Coast Guard unit
operational readiness requirements;

(g) ensuring that patients with gingivitis or periodontal disease have the
opportunity to receive follow up care;

(h) ensuring that results of all biopsies are received and reviewed by a
dentist to ensure that the appropriate action is taken;

(i)  ensuring that when dental externs are assigned to the clinic, that a
protocol is developed detailing lodging and subsistence arrangements,
types of procedures allowed, available population to be treated and
supervising dental officer responsibilities. The protocol must be signed
by the Commanding Officer and provided to all participating dental
schools;

(j)  ensuring that procedures for handling medical emergencies within the
dental clinic are clearly written and emergency drills are practiced
periodically; and

(k) participate in all required initial and annual training in the privacy
and security requirements mandated by HIPAA.

b. Dental examinations. Dental officers shall conduct the dental examination portion of
physical examinations in accordance with Chapter 3 of this Manual. Dental
examinations shall be conducted as soon as practical on personnel who report for
duty so as to determine the need for dental treatment and to verify their dental
records. Annual Type 2 dental examinations shall be conducted on all active duty
personnel collocated with dental examiners (i.e., Coast Guard DOs, DOD DOs, or
civilian contract dentists).
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c. Care of Mass Casualties. Dental officers shall be qualified to perform first aid
procedures in order to treat or assist in treating mass casualties.

d. State Licensure. While assigned with the Coast Guard, dental officers are required
to have an unrestricted state license to practice dentistry.

e. Continuing Education. Participate in a program of continuing training in operational
medicine/dentistry including familiarity with information published for other
branches of the Armed Forces.

General Duties of Senior Dental Officers. The senior dental officer is responsible for:

a. performing duties outlined in Coast Guard Regulations, COMDTINST M5000.3
(series) if designated by Commander, Military Personnel Command as division
chief;

b. conducting an organized preventive dentistry and dental health education program
for all eligible beneficiaries;

c. preparing, through training and experience, health services technicians for
independent duty assignments;

d. overseeing the preparation of reports, updating the dental clinic policy and
procedures manual, and maintaining records connected with assigned duties;

e. overseeing the overall working condition, cleanliness and infection control of the
dental clinic, which includes sterilization procedures, dental supply, equipment,
publications maintenance, and the establishment of a preventive maintenance
program for dental equipment and supplies;

f. maintaining custody, security, and records of the dispensing of dental stores
including all controlled substances and poisons under the cognizance of the dental
branch, and maintaining antidotes for narcotics and poisons;

g. 1issuing prescriptions for, and supervising the dispensing of controlled substances
used in the dental branch;

h. maintaining custody, security, and records of precious metals dispensed and ensuring
that precious metals are reclaimed as required and necessary forms are filed with the
Department of Treasury;

1. managing the quality of dental care services provided;

j. in conjunction with the MLC (k), providing professional oversight and establishing
qualifications standards and privileging for assigned personnel, including contract,
reserve and student providers;

k. assigning personnel and ensuring position and billet descriptions are accurate and
that credentials and privileging requirements are met;

1. within general Coast Guard and unit guidelines, determining the priority and range
of services for each beneficiary group;
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m. maintaining liaison with counterparts in MTF, USTF., VA and private sector

facilities;

n. preparing performance appraisals for assigned staff;

0. and reviewing and ensuring accuracy of CLAMS and other statistical informational
reports;
ensuring that appropriate training is conducted on a regularly scheduled basis;
ensuring active participation and compliance with the Quality Assurance Program.

r. ensuring strict adherence to current infection control procedures and standards;

s. keeping the division chief informed;

t. other duties assigned by the Chief, Health Services Division.

General Duties of Chief, Health Services Division. The Chief, Health Services Division

will:

a. act as an advisor to the commanding officer regarding all health related matters;

b. under the unit executive officer, carry out the plan of the day as it pertains to the
Health Services Division;

c. ensure that clinic performs Supporting Clinic duties for units designated by the

cognizant MLC in their area of responsibility (AOR) IAW this instruction, cognizant
MLC Instructions and SOP, and other pertinent directives. These duties include but
are not limited to the following:

(1)  Ensure the medical/dental readiness of all active duty personnel within their
area of responsibility. This includes the review of health records and
correction of deficiencies issues such as:

(a) Immunizations

(b) physical examinations

(c) annual dental exams

(d) HIV testing

(e) DNA specimen submission
(f) tuberculosis testing

(2) Provide pharmacy oversight to designated units via collateral duty Pharmacy
Officer.

(3) Provide prime vendor pharmaceutical services to designated units via collateral
duty Pharmacy Officers.

(4) Provide prime vendor medical/surgery services to designated units.

(5) Ensure that a Designated Medical Officer Advisor program is in place for
designated units. This should include CPR/Lifesaver training to designated
individuals.
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(6) Provide physical examination review (approval/disapproval) to designated
units.

(7)  Ensure that health care delivery is provided in a timely manner to units for
which a clinic is designated as their primary management site.

(8) Provide health benefits advice to designated units.

(9) Assist with nonfederal medical and nonfederal dental preauthorization
processing for designated units.

(10) Assist with nonfederal invoice processing for designated units.
(11) Assist with the timely completion of Medical Boards.

ensure the medical/dental readiness of all active duty personnel within their area of
responsibility;

review the division AFC-30 and AFC-57 budget submittals;

be responsible for the allocation of resources (personnel, funds, space, and
equipment) within the division;

when directed by the command, represent the division at staff meetings and ensure
timely dissemination of the information to division personnel;

prepare performance appraisals as appropriate and ensure that performance
evaluations for all health services personnel are prepared and submitted in
accordance with current directives;

review all division reports;

be responsible for the division training program, including rotation of personnel
assignments for training and familiarization, in the health care delivery system;

oversee clinic policies, procedures and protocols for compliance with this Manual,
COMDTINST M6000.1B, MLC Instructions, S.O.P, HIPAA and other pertinent
directives;

provide oversight with regard to applicable Federal, state, and local statutes and
regulations;

. seek opportunities for cost reduction and enhancement of patient care through billet
conversions, resource sharing, contracting, etc.;

designate a clinic Quality Assurance Coordinator and ensure that the QA program is
carried out;

proctor student extern programs;

proactively support and promote the command wellness program;

participate in health care initiatives with local/regional DOD delivery systems, under
Headquarters and MLC guidance;
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W.

oversee and promote work-life issues pertaining to health care;

ensure strict compliance to current infection control procedures and standards;

serve as chair of the Patient Advisory Committee;

oversee DSMO and DMOA programs;

in coordination with their respective MLC (k), establish their clinic as a Patient
Management Site for units within their area of responsibility;

And perform other duties as directed by the Commanding Officer.

General Duties of Pharmacy Officers. While assigned with the Coast Guard, pharmacy

officers are required to have an unrestricted state license to practice pharmacy.
Pharmacy officers shall ensure that medications are acquired, stored, compounded, and
dispensed according to applicable Federal laws in their primary and collateral duty
clinics. This includes the direct supervision and management of the following:

dispensing and labeling of all drugs, chemicals, and pharmaceutical products;

maintaining signature files for all health care providers;

providing patient-oriented pharmaceutical services including monitoring for
appropriate drug therapy, allergies, therapeutic duplication, and medication
interactions. Significant patient interactions should be documented on the SF-600;

providing verbal and written patient medication counseling when appropriate;

maintaining routinely stocked items at levels consistent with anticipated usage
between regularly scheduled procurements of pharmacy supplies and determining
the most effective expenditure of funds;

ensuring that security measures are instituted to prevent unauthorized entrance into
the pharmacy or misappropriation of pharmacy stock;

receiving, safeguarding, and issuing all controlled substances as the command-
designated custodian of controlled substances;

ensuring adequate quality control of all pharmaceuticals locally compounded;

maintaining current drug information files and a reference library of pertinent
textbooks and professional journals;

implementing the decisions of the Pharmacy and Therapeutics Committee and serve
as secretary of that committee;

inspecting monthly all clinic stocks of drugs and biologicals;

developing and maintaining a formulary for local use by medical and dental officers;

informing the clinical staff of new drug information, policy changes, or other
pertinent data on drugs;

participate in a program of continuing education in pharmacy or related fields;
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0. maintaining, updating, and documenting monthly inspections of poison antidote and
emergency drug supplies;

p. providing technical advice to the unit concerning drug testing, substance abuse, and
other pharmaceutical matters;

q. providing guidance and advice to the medical staff on current immunization
requirements,
r. serving as a resource for designated therapeutic categories of medications as they

relate to the Coast Guard Health Services Allowance Lists, Core formulary, HS Drug
Formulary and other drug lists, and.

S. participate in a program of continuing training in operational medicine/pharmacy
including familiarity with information published for other branches of the Armed
Forces; and

t. participate in all required initial and annual training in the privacy and
security requirements mandated by HIPAA.

Maintenance and Logistics Command Pharmacy Officers. Under the general direction
and supervision of the Chief, Quality Assurance Branch, MLC, the MLC pharmacy
officer shall:

a. plan, develop and implement, within the resources available, an MLC-wide
pharmacy quality assurance program to:

(1) review and evaluate the delivery of pharmaceutical services in support of
mission operations, implement established policies pertaining to
pharmaceutical services, and recommend appropriate changes, and

(2) monitor pharmacy operations, via quality assurance site visits, financial
monitoring, and other workload indicators to ensure optimum utilization of
personnel and financial resources.

b. plan and administer the acquisition and distribution of pharmaceuticals:

(1) review, analyze, and recommend the most efficient and cost effective means
for providing pharmaceutical services throughout the Area, including the
financial resources to be allocated to each operating facility under MLC
oversight;

(2) monitor the procurement of controlled substances by Coast Guard units within
the Area;

(3) provide to MLC (kqa) a system for the random monitoring of drugs procured
from nonfederal sources.

c. serve as pharmaceutical consultant on pharmacology, pharmacy, and drug utilization
and provide technical pharmacy expertise, assistance, and advice to the MLC
Commander and command elements within the Area;
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provide guidance and advice regarding the evaluation, training, and justification for
pharmacy personnel to meet operational needs of units within the Area;

provide liaison or representation to regional Federal and professional pharmacy
groups and committees; and

administer and monitor the collateral duty assignments of pharmacy officers in their
respective Area.

Environmental Health Officers.

a.

Duties: Environmental health officers are responsible for recognition, evaluation,
and control of biological, chemical, physical, and ergonomic factors or stresses
arising from the environment which may cause sickness, impaired health and well-
being, or significant discomfort and inefficiency, property damage, or which could
adversely affect the Coast Guard’s industrial hygiene, pest management, radiological
health, and sanitation. Specific responsibilities can include:

(1) planning, budgeting, implementing and directing an environmental health
program to support commands within their geographic area of jurisdiction.

(2) conducting environmental health audits of Coast Guard facilities and
operations in order to detect health hazards and noncompliance with applicable
safety and environmental health laws, regulations, standards, and procedures.
Facilities and operations include:

(a) work environments;

(b) storage, handling, treatment, and disposal of hazardous materials and
hazardous waste;

(c) storage, handling, treatment, and disposal of infectious medical waste;
(d) food preparation, service and storage operations;

(e) solid wastes storage, handling, treatment, and disposal;
(f) pest management operations;

(g) potable water treatment, storage and distribution systems;
(h) waste water collection, treatment, and disposal system;
(1) housing facilities;

(j)  ionizing radiation sources;

(k) non-ionizing radiation sources;

(I)  recreational facilities;

(m) health care facilities;

(n) child care facilities;

(o) laundry and dry-cleaning operations; and

(p) barber shop operations
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(3) providing technical assistance to units to abate deficiencies identified by the
environmental health officer during the audit.

(4) monitoring ongoing hazard abatement actions to ensure that identified hazards
are being eliminated promptly.

(5) providing environmental health training to commands within their jurisdiction.

(6) providing technical assistance to units on request to identify and abate health
risks.

(7) reviewing engineering plans and specifications for new facilities and
modifications to existing facilities to ensure conformance with environmental
health standards and practices.

(8) serving as technical advisor to commands within their jurisdiction.
(9) initiating and conducting special health risk assessment studies.

(10) maintaining liaison with Federal, state, and local government agencies
concerning environmental health for commands within their jurisdiction.

(11) advising commands when medical monitoring data indicates the possibility of
occupationally-induced or aggravated disease and investigating possible
causes so that corrective measures can be initiated.

(12) providing consultation, advice, and training on the occupational medical
monitoring program to Coast Guard commands within their area of
jurisdiction.

(13) enrolling personnel in the OMSEP when they meet the criteria of occupational
exposure as defined in paragraph 12-A-2.

(14) disenrolling personnel from the OMSEP when they do not meet the criteria of
occupational exposure as defined in paragraph 12-B-4.

b. Reports. Environmental health officers shall submit reports to the appropriate MLC
(k) about environmental health conditions observed during their surveys.

c. Duty Limitations. Environmental health officers shall carry out all management
functions required to operate the safety and environmental health program within
their AOR. They may be required to perform only those technical duties for which
they are trained. They may represent health services at various staff meetings in
matters relating to the management and budgetary aspects of their assignment. They
will be primarily responsible for special studies as in the case of monitoring
chemical spill response and enforcement personnel. They will be responsible to the
Commander, MLC (k) for proper implementation of the safety and environmental
health program.

10. Clinic Administrators. Officers, Chief Warrant Officers (experience indicator 19), or
senior enlisted personnel assigned to manage and administer health care facilities.
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a. Under the direction of the Chief, Health Services Division, manage the

administrative functions required to operate the health care facility. The Clinic
Administrator will not be required, nor attempt, to perform clinical duties for which
he/she is not trained.

General Responsibilities. The Clinic Administrator will:

(1)

)

3)
4
)

(6)

(7

(8)

©)
(10)

(11)

(12)

(13)

(14)

(15)

(16)

(17)

plan, supervise, and coordinate general administration of the health services
facility;

prepare, submit, manage, and exercise fiduciary control and accountability
over the health services division AFC-30 and AFC-57 funds;

provide fiscal oversight over the acquisition of equipment and supplies;

maintain a planned program of equipment maintenance and replacement;

provide physical security of health services division supplies and
pharmaceuticals;

maintain liaison with other local agencies (military and civilian) in all health
care related matters;

provide resources to assist medical and dental officers in emergency care of
the sick and injured when necessary;

prepare the disaster preparedness plan as it relates to the health services
division;
prepare the heavy weather bill as it relates to the health services division;

seek opportunities for cost reduction and enhancement to patient care through
billet conversions, resource sharing, contracting, etc.;

serve as an advisor to the chief, health services division on all administrative
matters;

oversee the supervision of enlisted personnel assigned to the health services
division;
ensure that correspondence, reports, and records comply with appropriate

instructions (i.e. Paperwork Management Manual, Coast Guard
Correspondence Manual, etc.);

maintain an adequate health services division reference library;

train subordinates, conduct classes, instruct enlisted personnel in their duties,
and supervise their study of regulatory and professional publications and
courses for advancement in rating;

participate in a program of continuing education in Health Care
Administration;

assist beneficiaries with health benefits information,;
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(18)

(19)

(20)

1)

(22)

(23)
(24)
(25)
(26)

27)

(28)
(29)

(30)

(31

enforce standards of appearance and conduct of health services division
personnel;

ensure that accurate, appropriate data is submitted to the CLAMS information
system, CHCS system, etc.;

oversee clinic rotation assignments of Health Services Technicians;

implement clinic policies, procedures, and protocols, for compliance with
Coast Guard regulations, the Medical Manual, MLC INST/SOP, and other
pertinent directives;

ensure compliance with all applicable Federal, state, and local statutes,
together with the medical, dental and pharmacy officers;

oversee and promote work-life issues pertaining to health care
serve as assistant chair for the Patient Advisory Committee;

ensure that enlisted personnel evaluations for members assigned to the health
services department are prepared and submitted in accordance with the Coast
Guard Personnel Manual;

provide administrative oversight in the areas of NONFED health care,
contracts, and BPAs;

ensure that health care invoices are processed in accordance with MLC
INST/SOP;

ensure that physical examinations comply with current standards;

promote and administer the unit’s environmental sanitation program (in the
absence of an environmental health officer);

oversee the unit’s Occupational Medical Surveillance and Evaluation Program
(OMSEP), in the absence of an environmental health officer. And

serve as the HIPAA local Privacy/Security Official, or delegate these
responsibilities in writing.

11. Physician Assistants (PA/PY A(s)) and Nurse Practitioners (NP).

a. General Responsibilities. PA/PYA(s) and NP(s) responsibilities are defined in

Section 1-B-1. Under the supervision of the senior medical officer they are subject
to the duty limitations listed below.

b. Duty Limitations.

(1

Senior Medical Officers (SMO) of units with mid-level providers (physician
assistants or nurse practitioners) assigned shall assign clinical duties and
responsibilities to each provider and shall be accountable for the actions of
those providers.
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2)

(b)

(©)

To determine the extent of oversight required, SMOs shall be guided by
this section, the provider’s clinical training and previous experience, by
personal observation, and Chapter 13-C, Clinical Privileges.

The SMO may delegate supervisory responsibility to another staff
physician or certified mid-level provider (mentor). A copy of this
delegation shall be filed in the non-certified provider’s Professional
Credentials File (PCF).

Physicians responsible for supervising mid-level providers shall perform
and document reviews of at least five percent of the mid-level provider’s
charts each calendar month for accuracy of diagnosis and
appropriateness of treatment rendered.

Physician assistants who are not certified by the National Commission on
Certification of Physician Assistants (NCCPA), recent graduates who have not
taken or passed the NCCPA examination, and nurse practitioners who have not
taken or passed a specialty board examination offered by the pertinent nurse
practitioner certifying organization, shall practice in Coast Guard facilities
only under the following conditions:

(a)

(b)

(©)

(d)

(e)

all health record entries shall be co-signed by a licensed or certified
provider by the end of the next working day;

all prescriptions, except for those on the Coast Guard HS formulary,
shall be co-signed by a licensed or certified provider by the end of the
next working day;

when a supervisory provider is not present at the unit, noncertified mid-
level providers shall be restricted to providing medical care, except for
emergencies, to active duty members only;

noncertified mid-level providers may stand clinic watches providing a
standby licensed or certified provider is available via telephone to
discuss any questions or concerns; and,

with the exception of operational emergencies, noncertified mid-level
providers are not eligible for independent TAD assignments at locations
where a supervisory provider is not present.

Nothing in this section limits PA/PYA's or NP’s access to any available source of

information or advice during an emergency.

12. TRICARE Management Acitivity-Aurora (TMA) Liaison Officer.

CH 19

a. Responsibilities. The Coast Guard TMA liaison officer maintains liaison between

TRICARE and Commandant (G-W) on matters of policy, operations, and program
administration. This function will not involve the responsibility for formulating
department policies. Departmental policies will continue to be developed by
members of the liaison group for the Uniformed Services Health Benefits Program.
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b. Duties.

(1)  Specific Duties. Specific duties include, but are not limited to the following:

(a)

(b)

(©)

(d)

®

(&)

coordinate and assist, as necessary, in preparing and submitting uniform
workload data for use in budgetary programming at departmental level;

ensure timely notification to Commandant (G-W) concerning changes in
TRICARE operational or administrative procedures;

identify gaps in the TRICARE information program and recommend
solutions;

represent Coast Guard viewpoints on matters relating to TRICARE
operational and administrative procedures;

assist in developing future TRICARE information programs;

keep the Coast Guard informed of problem areas relating to service
beneficiaries and service health care facilities, where appropriate, and
recommend changes which will benefit the TRICARE operation; and

monitor purchases of high-cost equipment for use by TRICARE
beneficiaries and make recommendations concerning future purchases as
opposed to rental.

(2) Duties within TMA Liaison Division.

(a)

(b)

(c)
(d)

Investigate and respond to Presidential, Congressional, and beneficiary
inquiries and complaints. Investigate and respond to inquiries
concerning eligibility.

Make public presentations concerning program benefits to various
groups.

Prepare special studies relating to program activities.

Serve as liaison representative for USPHS, DVA, and NOAA.

(3)  Other Duties. Participate in contract performance appraisal visits to the fiscal
administrators. This function involves a comprehensive review and evaluation
of the operations of the civilian agencies which, under contract, administer the
program within each region.

13. Health Services Technicians.

a. Rating Structure. The rating structure for health services technicians is contained in

Group VIII, Enlisted Qualifications Manual, COMDTINST M1414.8 (series).

b. General Duties of Health Services Technicians.

(1) The primary purpose of a health services technician is to provide supportive
services to medical and dental officers and primary health care in the absence
of such officers. In accordance with Paragraph 7-5-4, Coast Guard
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2)

Regulations, COMDTINST M5000.3 (series), health services technicians shall
not be detailed to perform combatant duties.

In particular, health services technicians are responsible for all administrative
aspects of health care and health record maintenance for both their command
and subordinate commands without health services personnel attached.
Geographically separate subordinate commands will retain responsibility for
security (i.e. physical custody) of health records. In addition to the military
duties common to all enlisted personnel, health services technicians perform
health services department functions, such as:

(a)

(b)
(©)
(d)
(e)

()
(8)
(h)
@
G)
)

)

(m)

(n)

(0)
(p)

respond to calls for emergency medical assistance or evacuations
(MEDEVACSYS);

maintain appointments and appointment records;
perform occupational medical monitoring duties;
render first aid;

perform tentative diagnosis and emergency treatment (In doing so,
appropriate drugs, oral or injectable, may be administered as required in
emergency situations to prevent or treat shock or extreme pain. In all
other incidents where injection of controlled substances is required,
permission must be obtained from a physician prior to administration. In
either case, the commanding officer shall be notified immediately and
entries shall be made in the patient’s health record.);

provide nursing care where trained,

provide definitive treatment;

provide prophylactic treatments;

instruct crew members in first aid and oral hygiene;

prepare materials (including sterile instruments) and medications for use;

maintain military readiness of the health services division by complying
with the appropriate Health Services Allowance List;

perform administrative procedures in health care matters, maintain health
and dental records current in all aspects;

adhere to regulations, instructions, and control of precious metals,
controlled substances, and poisons;

exercise responsibility for all equipment and stores placed in their
charge, and exercise personal supervision over their condition,
safekeeping, and economic expenditure;

maintain cleanliness of all health services spaces;

provide services as a health benefits advisor;
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(q) assist in the processing of nonfederal health care requests and invoices;
and

(r) Maintain the security and confidentiality of all medical and dental
records and databases and any other protected health information.

(3) Each HS who provides medical treatment to patients at a Coast Guard clinic
staffed by one or more medical officers shall have a medical officer from that
facility assigned in writing as his/her designated supervising medical officer
(DSMO). The DSMO shall assume responsibility for all clinical treatment
provided by the HS. Each independent duty HS, and HSs assigned to clinics
without a medical officer, shall have a medical officer assigned in writing as
his/her “Designated Medical Officer Advisor” (DMOA), to provide
professional advice and consultation when needed. Refer to 1-B-1.f. and 1-B-
1.g. for further details concerning DSMO/DMOA. Health services technicians
assigned to units without a medical officer shall provide only “first response”
emergency care to non-active duty personnel.

(4) Care shall be taken during medical examinations which involve chest, genital,
and rectal areas to afford maximum privacy and minimum exposure of the
patient. An attendant of the same gender as the patient may be requested by
the patient during examination or treatment. Health services technicians are
authorized to conduct examinations to include: auscultation, palpation,
percussion, and visual inspection as indicated by the medical complaint.
Exceptions to the above are:

(a) health services technicians shall not perform:

1 routine digital examinations of the prostate;

N

routine examinations through instrumentation of the urethra; or

[98)

routine gynecological examinations.

(b)  such routine examinations shall be referred to a medical officer. In
situations where no medical officer is readily available and such
examination is necessary to provide emergency care, the health services
technician is authorized to do so. If the HS and patient are of different
gender, an attendant of same gender as the patient shall accompany the
patient during the examination or treatment.

(5) Participate in a course of continuing education, either clinical or
administrative, through correspondence courses, resident courses, etc.,
including all required initial and annual training in the privacy and
security requirements mandated by HIPAA.

14. Health Services Technicians - Dental (HSDs).

a. The primary responsibility of HSDs is to provide chairside assistance to dental
officers.

b. Additional duties include:
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(1
)

3)
4

)
(6)
(7
®)
©)
(10)
(1)

Cleansing, sterilization, maintenance, and preparation of dental instruments;

Cleansing, disinfecting, and maintenance of dental equipment and dental
operatories;

Preparing of dental materials;

Assessing, referral, and treatment (under direct supervision of a dental officer)
of common dental conditions;

Charting dental conditions;

Maintaining dental records;

Exposure and development of dental radiographs;
Providing oral hygiene instruction;

Taking impressions and fabricating study models;
Performance of emergency intervention as necessary; and

Maintain the security and confidentiality of all dental records, databases, and
other protected health information.

c. HSDs may be assigned to supplement HS duty sections, HSDs may not stand watch

independently.

15. Independent Duty Health Services Technicians.

CH 19

a. Duties.

(1)

General Duties.

(a) Health services technicians on independent duty perform the
administrative duties and, to the extent for which qualified, the clinical
duties prescribed for medical officers of vessels and stations. (See Coast
Guard Regulations, COMDTINST M5000.3 (series) and Section 1-B of
this Manual.) They shall not attempt nor be required to provide health
care for which they are not professionally qualified. They shall provide
care only for active duty personnel, however they may provide care to
non-active duty patients on an emergency basis. The filling of
prescriptions for other than active duty personnel shall be strictly limited
to emergency situations and to authorized stock on hand under the
allowance list for the unit. They may, under the guidance set forth in
Paragraph 10-A-6-h. of this Manual, establish non-prescription
medication handout programs for eligible beneficiaries.

(b) Health services technicians shall not be detailed to perform combatant
duties in accordance with Paragraph 7-5-4, Coast Guard Regulations,
COMDTINST M5000.3 (series).

(c) Inaccordance with the Personnel Manual, COMDTINST M1000.6
(series), commanding officers are authorized to use health services
technicians for general duties except noted below:
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Health services technicians shall not be used for duties that require
bearing arms (except for the limited purposes allowed by the
Geneva Convention for their own defense or protection of the
wounded and sick in their charge) even though the bearing of arms
may be purely ceremonial.

2 Health services technicians shall not be used for combat duties that
are unrelated to health care or administration.

(2)  Specific Duties.

(a)  Sanitation of the Command. Make daily inspections to ensure that
appropriate sanitation practices are maintained.

(b) Health of Personnel. Establish and maintain a system for determining
those who need immunizations, tuberculin tests, X-rays, dental services,
and routine physical examinations. The system shall include all return
appointments requested by physicians or dentists from outside referrals
requested by the command.

(¢) Care of Sick and Injured. Hold daily sick call. Diagnose and treat
patients within capabilities. When indicated, refer cases to facilities
where medical or dental officers are available or, if this is not practical,
obtain help and advice by radio or other expeditious means.

(d) Procurement, Storage, and Custody of Property. All parts of the Health
Services Allowance List (HSAL) Afloat, COMDTINST
M6700.6(series), and Health Service Allowance List Ashore,
COMDTINST M6700.5 (series) contain information needed for ordering
and procuring supplies. The HSAL also contains procedures for storage
and custody of property.

(e) Reports. Prepare and submit reports required by Chapter 6 of this
Manual and other directives.

(f) Health Records. Maintain health records as required by Chapter 4 of this
Manual. Ensure that all treatment records and/or consults from outside
referrals are obtained and placed in the health record. In addition, ensure
that each patient is notified of all physical exams, consultations, and
diagnostic tests (i.e., pap smears, mammograms, biopsies, X-rays, etc.)
performed at any facility prior to filing in the health record. Maintain
the security and confidentiality of all medical/dental records,
databases and any other protected health information.

(g) Training. Prepare and carry out a program for training non-medical
personnel in first and self-aid, personal hygiene, sexually transmitted
disease prevention, medical aspects of CBR warfare, cardiopulmonary
resuscitation, etc., as part of the unit’s regular training program.

(h)  Other Duties. As assigned by the commanding officer.

b. Reporting Procedures.
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(1

)

)

4

Policy. Upon reporting for independent duty, the health services technician
shall consult with the commanding officer and executive officer to determine
their policies regarding health care and the administration of the health
services department.

Inventory. Obtain the unit Health Services Allowance List and inspect the
inventory of all health services department equipment, supplies, and
publications. Initiate action for repair, survey, or replenishment of equipment,
supplies, and publications. Verify inventory records and check logs of
controlled substances. Report any discrepancies to the commanding officer
without delay. Amplification of requirements and procedures is contained in
Chapters 8 and 10 of this Manual.

Health Records. Check health records against the personnel roster. Any
missing records should be accounted for or requested from previous duty
stations. If records cannot be accounted for within one month’s time, open a
new health record. Check health records for completeness, and if not current,
obtain and enter all missing information to the fullest extent possible. (See
Chapter 4 of this Manual for instructions pertaining to health records.)

Operational Readiness. Ascertain the state of operational readiness of the
health services department and advise the commanding officer. Operational
readiness refers to the immediate ability to meet all health care demands within
the unit’s capabilities.

Responsibilities. The commanding officer is responsible for the health and readiness

of the command. The health services department is charged with advising the
commanding officer of conditions existing that may be detrimental to the health of
personnel and for making appropriate recommendations for correcting such
conditions. Meticulous attention to all details and aspects of preventing disease must
be a continuing program. It is imperative that shipboard and station sanitation and
preventive health practices be reviewed constantly in order that any disease
promoting situation may be discovered immediately and promptly eradicated.

(1)

. Routines.

Daily Routines.

(a)  Sickcall. Hold sickcall daily at a time prescribed by the commanding
officer.

(b) Binnacle List. Prepare the unit Binnacle List and submit it to the
commanding officer. (See section 6-B of this Manual for instructions
pertaining to the Binnacle List.)

(¢) Inspections. The following shall be inspected daily:
1 coffee messes;

2 living spaces;

3

heads and washrooms;
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3)

(d)

(e)

fresh provisions received (particularly milk and ice cream);
scullery in operation;

drinking fountains;

garbage disposals;

sewage disposals;

[N=R (o TN N B (e (8

water supplies;

|>—
(e

and industrial activities. (See Chapter 7 of this Manual and the
Food Service Sanitation Manual, COMDTINST 6240.4(series)).

Testing of Water. Perform water tests for chlorine/bromine content daily
outside of CONUS and at all units that make or chlorinate/brominate
their own water and record the results in the Health Services Log.
Consult the Water Supply and Wastewater Disposal Manual,
COMDTINST M6240.5 (series).

Cleaning. Health services department spaces shall be cleaned daily and
all used instruments cleaned and stored until sterilization can be
accomplished.

Weekly Routines.

(a)

(b)

(©)

(d)
(e)

Health Services Logs. A health services log shall be kept by all
clinics and sickbays. Section 6-B of this Manual contains the
information needed for maintaining the log.

Inspections. Conduct sanitation inspection of the ship or station with
emphasis on food service, living spaces, and sanitary spaces, specifically
including food handlers, refrigerators and chill boxes, and galley spaces
and pantries. Submit a written report to the commanding officer and
make an appropriate entry in the health services log.

Training. Conduct training in some aspect of health care or treatment
unless required more frequently by the commanding officer or other
directive.

Hold field day.

Resuscitators. Inspect and test resuscitators to ensure proper
functioning. Record results in the health services log.

Monthly Routines.

(a)

(b)

Reports. Submit all required health services monthly reports, outlined
by Chapter 6 of this Manual and other appropriate directives.

Inspection of Battle Dressing Station Supplies. Monthly, inspect battle
dressing station supplies to ensure adequate and full inventory. Check
sterile supplies and re-sterilize every six months (refer to Health Services
Allowance List Afloat, COMDTINST M6700.6 (series). Replace
expired or deteriorated supplies and materials. Enter an appropriate
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(©)

entry in the health services log indicating that the inspection was
conducted and the action taken.

First Aid Kits. Inspect hinges and hasps to ensure that they are free from
rust, corrosion, or excessive paint.

Quarterly Routines.

(a)

(b)

(©)

(d)

Inventory of Controlled Substances. The Controlled Substances
Inventory Board shall conduct an inventory, as required by Chapter 10 of
this Manual, and submit a written report of the findings to the
commanding officer.

Reports. Submit all required health services reports as outlined in
Chapter 6 of this Manual and other appropriate directives.

Inventory. Conduct a sight inventory of all health services consumable
supplies/equipment as required by Chapter 8 of this Manual and the
Health Services Allowance List.

First Aid Kits. Inspect the contents to ensure adequate and full
inventory. Replace expired and deteriorated supplies and materials.
Make an appropriate entry in the health services log.

16. Coast Guard Beneficiary Representatives at Uniformed Services Medical Treatment
Facilities (USMTF).

CH 19

a.

Duties. Health Services Technicians may be detailed to duty as representatives at
USMTF’s where the Coast Guard patient workload warrants. The purpose of these
assignments is to ensure, for active duty personnel:

(1)

)

©)

4

that Coast Guard authorities are provided prompt and current information

concerning the status of Coast Guard personnel being treated;

that Coast Guard personnel being treated receive necessary command
administrative support;

that the USMTF use the patient’s Coast Guard health record and that entries
are made in it or on forms that are filed in it; and

that necessary health records and forms either accompany the patient or are
forwarded to the command having custody of the health record.

Responsibilities. The representative is responsible for the following:

(1)

Notification of Patient Status. It is essential that the representative keep
cognizant command levels advised of the status of Coast Guard patients
admitted for inpatient treatment. The following procedures shall be used:

(a)

notify commands, by the most expedient means possible, within 24 hours
of admission or discharge of members of their command.
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(2) Health Record Entries. The representative is responsible for ensuring that all
information concerning inpatient hospitalization, (e.g., admissions, operative
summaries, discharge summaries) which is required to be entered in the health
record, is furnished to the command which maintains the patient’s health
record. The representative shall also make the USMTF aware that all entries
or forms associated with outpatient medical and dental activity must be entered
in the patient’s Coast Guard health record.

(3) Copies of Forms. The USMTF is responsible for completing and furnishing at
least one copy of the following forms to the representative. The representative
is responsible for preparing any additional copies needed.

(a) Inpatient hospitalizations:
1 SF-502, Narrative Summary (or other discharge summary form), and
2 Operative summary if surgery was done.

(b) Physical examinations:

DD-2808, Report of Medical Examination.

DD 2807-1, Report of Medical History.

(W N =

ANY specialty reports obtained pursuant to the physical
examination.

(c) Initial (IMB) and Disposition Medical Boards (DMB):

1 NAVMED 6100/1, Medical Board Report Cover Sheet for
IMB/DMB;

2 Current DD-2808, Report of Medical Examination for IMB;

3 Current DD-2807-1, Report of Medical History for IMB;

4  Current SF-502, Narrative Summary for IMB/DMB;

5 ANY specialty reports obtained pursuant to the physical
examination for IMB/DMB;

6 CG-4920, Patient’s Statement Regarding the Findings of the
Medical Board, signed by the patient for IMB/DMB;

7  The command endorsement, Line of Duty/Misconduct Statement (if

any), and members rebuttal (if any) should normally be done at/by
the command for IMB/DMB.

(4) Liaison and Assistance. The representative shall:

(a) Maintain liaison between the Coast Guard units in the area and the
USMTF as follows:

1 Clinical services to obtain timely appointments for Coast Guard
personnel;
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2 Pharmacy to facilitate drug exchange with Coast Guard units; and
3

Biomedical repair to help originate and maintain agreements for
repair and maintenance of local Coast Guard medical equipment.

(b) Whenever possible, personally meet with each hospitalized Coast Guard
active duty member and meet or phone the immediate family of the
member, offering them assistance.

(c) In appropriate cases, channel other Coast Guard and DOD resources
such as Mutual Assistance, Family Programs, Red Cross, etc. to assist
hospitalized members and their dependents.

(5) Assignment and Duties. Health Services technicians assigned to a USMTF as
Coast Guard Beneficiary Representatives are attached to MLC (k) which will
exercise military control over them. The representative is expected to comply
with the rules and orders of the USMTF to which assigned, and is subject to
the orders of the hospital commander. However, it is expected that any duties
assigned will be consistent with the purpose noted in subparagraph 13a. above.

17. Coast Guard Representative at the Department of Defense Medical Examination Review
Board (DODMERB).

CH 19

a.

General. DODMERB is located at the USAF Academy, CO and is a joint agency of
the military departments responsible for scheduling, reviewing, and certifying
service academy and ROTC scholarship applicant medical examinations, and other
programs assigned by the Office of the Assistant Secretary of Defense, Health
Affairs.

Responsibilities.

(1) As amember of DODMERB, the Coast Guard:

(a) establishes entrance standards for the Coast Guard Academy; and

(b) makes its health care facilities available for completing entrance physical
examinations for all service academies.

(2) As amember of DODMERB, the Coast Guard liaison:
(a) 1isassigned as an examination evaluator/administrator; and

(b) participates in implementing plans and organizational procedures for
board actions.

Duties.

(1) Maintain a current list of examining centers which includes dates and
examination quotas.

(2)  Schedule examinations for the applicants.
(3) Notify applicants and program managers of scheduled examinations.

(4) Review and apply medical standards.
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(6)

(7

Notify applicants and program managers of the status and qualifications of
applicants.

Provide copies of medical examinations and medical information to the various
programs on applicants until they are no longer eligible.

Provide copies of medical examinations and medical information to eligible
applicants as requested.

18. Health Benefits Advisors (HBA).

a.

Responsibilities. Individuals designated as Health Benefits Advisors (HBAs) at
CGMTFs are responsible for advising and assisting beneficiaries concerning their
health benefits. This individual shall:

(1)

2)

3)

4
)

(6)

keep current on the multiple health and dental care programs and options
available to Active Duty, Selected Reserve, retirees and their family members
such as: TRICARE, Uniformed Services Family Health Benefits Program
(USFHBP), Retiree Dental Program, TRICARE Dental program, etc.

advise all beneficiaries on matters pertaining to healthcare benefits, including;

(a) obtaining Nonavailability Statements and using the local appeal system
for Nonavailability Statements,

(b) obtaining prior authorization for specialty care under TRICARE prime
and,

(c) educating Prime enrollees on access standards for Acute, Routine and
Specialty healthcare.

advise TRICARE beneficiaries on the relationship between TRICARE,
Department Veterans Affairs(DVA) programs, Social Security, Medicare,
insurance provided through employment, and the effect of employment and
private insurance on benefits available under TRICARE:

(a) stress availability of TRICARE and explain financial implications of
using non-participating providers,

(b) provide beneficiaries the names and addresses of participating providers
of the specific services the beneficiary requires, and

(c) caution beneficiaries to verify that the provider participates in TRICARE
at the time of service and they are accepting new patients;

coordinates TRICARE problem cases with MLC and TRICARE contractors;

assist all beneficiaries in properly completing TRICARE enrollment and claim
forms;

serve as a single point of contact for all health benefits programs available to
active duty and retired members and their dependents;
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(7

(8)

)

(10)

(1

2)

)

(4)

provide information and assistance based upon personal, written, or telephone
inquiries concerning healthcare benefits;

keep beneficiaries informed of changes within the various programs, e.g.,
legislative changes affecting benefits available or other policy/procedures
impacting upon the usage of civilian medical care. Provides for an ongoing
program of lecture services, informational seminars, and group counseling to
various beneficiary groups, service clubs, retirement briefings, etc.;

maintains liaison with local providers and encourages them to increase their
acceptance of the TRICARE program, and

maintains liaison with cognizant MLC, and unit collateral duty HBAs in local
area.

. Training.

Individuals designated as HBAs must be trained in TRICARE benefits,
exclusions, claims preparation, processing, cost sharing formulas, eligibility
criteria, and alternatives to TRICARE.

Training Schedule.

(a) Requests for attendance at the TRICARE course should be submitted via
the Chain of Command to the CG TRICARE Liaison Officer at TMA-
Aurora.

(b) TRICARE course registration form is available at
http://www.TRICARE.osd. mil. This form may be submitted
electronically or by mail.

TMA-Aurora Liaison Staff Seminars. The Liaison Office at TMA-Aurora
provides seminars for large beneficiary groups, e.g., recruiter, career
counselor, etc. Arrangements for seminars should be made directly with CG
Liaison.

Funding. Training requests for the TRICARE course will be funded by the
cognizant unit.

Sources of Reference Materials. HBAs shall acquire and become familiar with

specific reference materials on Federal and nonfederal health programs.
Specifically, as TRICARE policies change, the HBA shall maintain an updated
reference library through distribution channels as outlined below:

(1
2
3)

4

TRICARE Information: TRICARE Web Site: www.tricare.osd.mil
TRICARE Publications: TRICARE Smart Site: www.tricare.osd.mil/smart

Beneficiaries can check their own claim status and eligibility at
wWWww.mytricare.com

TRICARE Claim Forms (DD-2642, OCT93)
Now available at Website: http://www.TRICARE.OSD.MIL or by contacting:
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www.tricare.osd.mil
www.tricare.osd.mil/smart
http://www.mytricare.com/

Stock Point: Navy Publications and Forms Center
5801 Tabor Avenue

Philadelphia, PA 19120

U/I: PD

(5) Referral for Civilian Medical Care (DD-2161).
May be printed locally by accessing CG Standard Workstation III, Jetform
Filler Database or by contacting:
Stock Point: Navy Publications and Forms Center
5801 Tabor Avenue
Philadelphia, PA 19120
U/I: PD

(6) Fiscal Intermediary Distribution by Region. Fiscal Intermediary Newsletter

(7) Local Community. Local Publication - Social Services Directory

19. Dental Hygienists. Dental hygienists are licensed graduates of American Dental

Association accredited schools of dental hygiene. Whether contract or active duty
providers, they are authorized to treat beneficiaries in Coast Guard dental clinics under
the oversight of a dental officer. Restrictions on the degree of required oversight and the
scope of services vary from state to state.

a.

In the interests of standardization, quality assurance, and risk management, dental
hygienists in Coast Guard health care facilities shall, in most circumstances, treat
patients only when a dental officer is present for duty at the command. At the
discretion of the SDO, and in the interest of expediency, this guideline may be
overridden if each of the following conditions is met on each patient:

(1)  Only active duty members are treated;
(2) A medical officer is present in the building;
(3) Patients’ Periodontal Screening and Recording (PSR) scores are 10 or less; and

(4) The licenses of the SDO and dental hygienist are not jeopardized by this
action.

In every case, patients must receive a Type 2 examination by a dental officer no
more than six months prior to treatment by a dental hygienist.

The Senior Dental Officer (SDO), or a staff dental officer designated by the SDO,
shall review no fewer than 5% of the dental hygienist’s patients for completeness of
plaque/deposit removal and damage to hard/soft tissues. The responsible dental
officer shall document these reviews in the patients’ dental records.

The scope of the dental hygienist’s services shall be governed by either the state in
which the license is held or the state in which the clinic is located, whichever is more
restrictive, and shall be itemized in the clinic’s Standard Operating Procedures
(SOP).
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e. In some cases the state license may contain an addendum certificate which
“privileges” the dental hygienist to administer injections of local anesthesia under
the direct oversight of a licensed dentist. If the state in which the clinic is located
also allows this, then the dental hygienist may deliver local anesthesia under the
direct oversight of the dental officer. In all cases, the dental hygienist must possess
specific credentials from the state of licensure allowing him/her to administer local
anesthesia. “Direct oversight” shall mean that the dental officer personally has
authorized the dental hygienist to administer local anesthesia to the specific patient
being treated at the specific time (i.e., “blanket approvals” are not authorized). The
dental officer shall be physically present in the clinic while local anesthesia is
administered by the dental hygienist. While direct oversight does not require the
dental officer to be physically present in the dental hygienist’s operatory, the dental
officer must be in the clinic and be capable of responding to an emergency
immediately.

20. Red Cross Volunteers. Red Cross Volunteers (ARC) are persons who have completed a
formal training program offered by a Red Cross Chapter and have a certificate of
successful completion. Red Cross training is a screening and educational tool that
enables individuals with an interest in helping others to function as supervised medical
assistants in the clinic.

a. Responsibilities. Red Cross Volunteers are responsible for scheduling their time in
the clinic with clinic staff, accepting supervision, and carrying out activities mutually
agreed upon by themselves and the clinic. These duties must fall within the scope of
duties for which Red Cross training has prepared the volunteer. Duties may include:
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.

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

c. Orientation. Each volunteer must have an initial orientation to the clinic
documented. Orientation shall include at least the following topics:

(1) Fire Safety,

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

(3) Universal precautions and infection control,
(4) Proper handling of telephone emergency calls,
(5) Phone etiquette, paging, proper message taking,

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

a. Volunteer health care workers (HCW) who are not health care providers and who are

C.

d.

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.

Coast Guard non-rate, (active/reserve) who wish to learn more about the HS rating
by participating in clinical activities prior to applying/attending HS “A” school are
considered volunteers and must follow the same guidelines set forth in Chapter 1-B-
21-b. and g. of this Manual. Additionally, written documentation that the member
has received/understood instructions concerning items listed in 1-B-21-g.(1) through
(7), must be signed by the Clinical Supervisor/Administrator and counter signed by
the Senior Medical Officer. Additional requirements include:

(1) Priority should be given to the non-rate (active/reserve) who is on the HS
“A” school list. Other non-rate (active/reserve) personnel will be considered
by the Clinic Supervisor/Administrator on a case-by-case basis.

(2) All non-rates (active/reserve) must obtain written approval by their
department supervisor prior to being assigned to the medical department.

(3) The non-rate (active/reserve) must be supervised at all times within the clinic
by a senior HS1/HS2 and may not provide independent patient care.

(4) The non-rate (active/reserve) will not to be utilized as part of the HS clinical
duty rotation schedule, and must work during normal clinical hours Monday-
Friday while assigned to the clinic. This clinical participation will not
preclude non-clinical duties or assignments.

(5) Non-rates (active/reserve) aboard cutters must be directly supervised by the
ships “HS” and follow the same guidelines in Chapter 1-B-21-b. and g.
Written documentation as stated in 1-B-21-g. must be signed by the “X0O”
and “HS”.

TAD “none medical personnel” who are assigned to medical will follow the same

guidelines in Chapter 1-21-g., and will not be utilized in the delivery of patient care.

Health care providers who are members of the USPHS or DOD and 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.
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Volunteer providers can also submit a Credentials Transfer Brief in lieu of
their license and CPR card.

For all categories of volunteer health care providers, only one active,
unrestricted license from a state or U.S. Territory is required. Volunteers are
authorized to work in any Coast Guard clinic in any state or territory even if
they are not licensed in that jurisdiction.

The SMO/SDO will evaluate the clinical privileges requested and by signing
the request will authorize the provider to perform those health care services.

e. Health care providers who are members of the USPHS or DOD and 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.

f. Volunteer health care providers who are members of the Auxiliary, will be required

to apply for clinical privileges from G-WK, TAW with protocols described in the
Medical Manual, COMDTINST M6000.1(series), Chapter-13-B and C will be
required to satisfy the same standards for credentialing and privileging that are
required for active duty health care providers in the Coast Guard. Volunteer providers
will work under the direct or indirect supervision of Coast Guard clinic providers.

g. 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)
(7

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

Privacy Act and HIPAA
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CHAPTER 2. HEALTH CARE AND FACILITIES

Section A - Health Care for Active Duty Personnel.

1. Care at Uniformed Services Medical Treatment Facilities.

a. Authority for Health Care. Title 10 USC, 1074(a) provides that under joint
regulations to be prescribed by the Secretary of Defense and the Secretary of
Transportation, a member of a uniformed service who is on active duty is entitled to
health care in any facility of any uniformed service. Members of the reserve
components who are on active duty (including active duty for training) are entitled to
the same health care in any facility of the uniformed services as that provided for
active duty members of the regular services.

b. Use of Own Service Medical Treatment Facilities. Under ordinary circumstances,
members shall receive health care at the Uniformed Services Medical Treatment
Facility (USMTF) which serves the organization to which the member is assigned.
However, Commanding Officers may request assignment to another USMTF
through the cognizant MLC. Members away from their duty station or on duty where
there is no USMTF of their own service may receive care at the nearest USMTF.

c. Use of Other Services Medical Treatment Facilities and/or Civilian Facilities. The
closest USMTF having the appropriate capabilities shall be used for non-emergency
health care. Health care in civilian medical facilities for non-emergent conditions is
not authorized without prior approval of MLC (k). All health care received at other
than a CG Clinic shall be recorded in the Coast Guard health record.

d. Definitions.

(1) Uniformed Services are the Army, Navy, Air Force, Marine Corps, Coast
Guard, Commissioned Corps of the Public Health Service, and the
Commissioned Corps of the National Oceanic and Atmospheric
Administration.

(2) Active Duty means full-time duty in a Uniformed Service of the United States.
It includes: duty on the active list; full-time training duty; annual training duty;
and attendance, while in the service, at a school designated as a service school
by law or by the Secretary of the Uniformed Service concerned.

(3) Health Care means outpatient and inpatient professional care and treatment,
nursing care, diagnostic tests and procedures, physical examinations,
immunizations, prophylactic treatment, medicines, biologicals, other similar
medical services, and ambulance service. Prostheses, hearing aids, spectacles,
orthopedic footwear, and similar adjuncts to health care may be furnished only
where such adjuncts are medically indicated.

e. Application for Care. Members of the Coast Guard on active duty may be provided
health care at a USMTF when requested by appropriate Coast Guard authority, a
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Public Health Service medical officer detailed to the Coast Guard, or by application
of the member by presenting an Armed Forces Identification Card (DD-2-CG).

Subsistence Charges. All active duty members of the uniformed services are
required to pay subsistence in a USMTF at a rate prescribed by the Department of
Defense.

Loss of Entitlement. A member of the Coast Guard who is separated from active
duty, for any reason other than retirement, is not eligible for health care at a USMTF
by reason of that previous service unless otherwise noted on the Certificate of
Release or Discharge from Active Duty form DD-214.

2. Emergency Care at Other Than CG or DOD Facilities.

CH-19

a.

Definition of Emergency Condition.

(1) An emergency medical condition exists when the patient's condition is such
that, in a medical officer's opinion, failure to provide treatment or
hospitalization would result in undue suffering or endanger life or limb.

(2) Inan emergency, the patient's safety and welfare, as well as that of the
personnel around the patient, must be protected. When a USMTF cannot
render immediate care, other local medical facilities, Federal or civilian, may
be used. The decision to admit the patient to any of these facilities shall be
made by the command with regard for only the health and welfare of the
patient and the other personnel of the command.

Eligibility for Emergency Treatment. The following members of the Coast Guard
are eligible for emergency medical treatment:

(1) active duty personnel of the regular Coast Guard;

(2) reserve personnel on extended active duty or temporary active duty (ASWAC);
and

(3) reserve personnel who become ill, injured, or contract a disease in line of duty
while on active duty for training or inactive duty for training, including
authorized travel to or from such duty. [see Reserve Policy Manual,
COMDTINST M1001.28 (series)]

Responsibilities.

(1) Patient.

(a) The patient is responsible for notifying the civilian physician or dentist
that he or she is in the:

[—

Regular Coast Guard;

[\

Coast Guard Reserve on active duty or active duty for training; or



2

3)

4

(b)

(©)

3 Coast Guard Reserve in an inactive duty training drill or appropriate
duty status.

It is also the responsibility of the patient or someone acting in the
patient's behalf to request that the physician or dentist notify the
member's command or the closest Coast Guard organization that he or
she is undergoing emergency treatment at a civilian medical facility.

The patient shall provide to appropriate authority all information needed
to verify the course of treatment received and authorize release of all
records associated with the episode of care.

Commanding Officer. When notified that a member of the Coast Guard is
hospitalized, transferred to another facility, or discharged from inpatient status,
the commanding officer shall notify MLC (p) and (k) via message in
accordance with MLC directives.

Commander, Maintenance and Logistics Command. When notified that a
member of the Coast Guard is hospitalized, MLC (k) shall:

(a)

(b)

Be responsible for authorizing additional inpatient care at a civilian
medical facility prior to transferring the patient to a USMTF. It is
imperative, in the interest of good management, that the patient be
transferred as soon as medically feasible. However, nothing in the above
should be construed as precluding the necessary care for the patient
concerned. MLC (k) shall notify the member's unit of any authorization
action.

Assist in ascertaining all necessary background information about the
case, when the patient can be moved, and the location of the nearest
CGMTF or USMTF which can accept the case. Patients shall be
transferred in accordance with the provisions of Medical Regulating to
and Within the Continental United States, COMDTINST M6320.8
(series).

Commanding Officers with Reservists.

(a)

(b)

A Reservist needing emergency treatment while performing inactive
duty training shall be taken to a USMTF. If the nature of the case is so
emergent as to preclude such transportation, a civilian medical facility
may be used. If outpatient follow-up treatment is required, (i.e., office
visits, tests, etc.) such treatment must be preauthorized by MLC (k) after
issuance of a Notice of Eligibility by Commander, Integrated Support
Command (FOT).

The commanding officer of the reserve unit shall comply with Chapter

11 of the Reserve Policy Manual, COMDTINST M1001.28 (series) in
notifying the commander, MLC and ISC (FOT) when a Reservist
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engaged in inactive duty training is admitted to a civilian hospital or
USMTF, and subsequent follow-up.

(5) Government Responsibility. Non-adherence to these notification directives
cannot limit the Government's liability to pay bills for emergency medical and
dental treatment provided to authorized Coast Guard beneficiaries. However,
if prior approval is not obtained for NON-EMERGENT treatment in
nonfederal facilities, the member receiving the care will be liable for payment.

d. Elective Surgery or Medical Treatment. Elective surgery or medical treatment is
only authorized in USMTFs.

e. Emergency Care Outside the Continental United States. Coast Guard active duty
personnel outside the continental limits of the United States are entitled to health
care at USMTFs, where available. If such facilities are not available, emergency
health care may be obtained at Coast Guard expense, without prior authorization.

f.  Absentees or Deserters. Charges incurred by Coast Guard personnel for civilian
health care when absent without authority or in desertion are the sole responsibility
of the individual. However, charges for civilian health care after actual or
constructive return of the individual to Coast Guard or military control may be paid
from Coast Guard funds. Refer questions on payment of health care in regards to
constructive return to MLC (k).

3. Dental Care and Treatment.

a. Extent of Dental Services.

(1) Active duty Coast Guard personnel are entitled to emergency, routine, and
accessory dental treatment at all USMTFs. Dental care from contract dentists
is authorized only as prescribed in Chapter 11 of this Manual.

(2) Reserve Coast Guard personnel ordered to active duty with their consent for
less than thirty days are eligible for emergency dental treatment only, and are
also subject to the following modifications:

(a) Reserve personnel are responsible for all dental diseases and conditions
in existence prior to the initiation of or call to active duty. They must be
in a class 1 or 2 dental status. (see section 4-C-3.c.)

(b) Reserve personnel shall not be eligible for routine or accessory dental
treatment, which cannot be completed prior to termination of or release
from active duty status.

(c) Reserve personnel are responsible for maintaining their dental fitness for
duty while on inactive status or during periods of active duty less than 30
days.
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Coast Guard Reserve personnel ordered to active duty for 30 days or more, are
eligible for emergency, routine, and accessory dental treatment at all USMTFs,
and are also subject to the modifications listed above. Reservists with active
duty orders for 30 days or more are encouraged to obtain a dental exam as part
of their check-in process at their newly assigned unit.

b. Definitions of Types of Dental Treatment.

(1)

)

3)

Emergency Dental Treatment. Emergency dental treatment includes those
procedures directed toward the immediate relief of pain, uncontrolled
bleeding, orofacial trauma and/or swelling, the removal of oral infection
which endangers the health of the patient, and repair of prosthetic appliances
where the lack of such repair would cause the patient physical suffering.

Routine Dental Treatment. Routine dental treatment reflects those
procedures listed as required primary core privileges on CG-5575B,
(Request for Clinical Privileges — Dentist) which includes but is not limited
to: examinations, radiographs, diagnosis and treatment planning, amalgam and
resin restorations, prophylaxis, scaling and root planing, surgical
periodontal procedures, cast and ceramic restorations, removable partial
and complete dentures, extractions, non-surgical root canal therapy, vital
and non-vital bleaching, mouthguards, sealants, and removable and fixed
retainers.

Accessory Dental Treatment. Accessory dental treatment reflects those
procedures listed as supplemental privileges on CG-5575B which includes
but is not limited to: implant restorations, orthodontics, molar
uprighting, guided tissue regeneration, free soft tissue and connective
tissue grafts, mucogingival surgery, and surgical root canal therapy.

(a) Implant restorations placed by Coast Guard dental officers (DOs) shall
be performed only by:

1 those DOs specifically privileged to do so by DOD facilities, or

2 those DOs who have received implant training as part of a
residency program.

(b) Implant maintenance is the responsibility of all DOs. Each DO shall be
familiar with the techniques and armamentarium of implant
maintenance, as well as diagnosis of successful and unsuccessful
implants.

(c) Requests for implants from Nonfederal providers for active duty
members shall be forwarded to the cognizant MLC (k) prior to initiation
of treatment. Factors to be considered include:

1 oral hygiene;
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2 treatment alternatives;
3 feasibility and expectations for long-term success;
4  length of service and anticipated rotation date; and

Dental Care of Recruits. Only emergency dental treatment should be provided those

recruits who are to be separated from the Service prior to completing recruit training.
It is important that recruits in this category do not have teeth extracted in preparation
for prosthetic treatment and then be separated from the Service prior to the time
prosthetic appliances are provided.

Emergency Dental Treatment in Nonfederal and Non-contract Facilities.

(1

2)

If a contract dentist is not available, emergency dental treatment required for
the immediate relief of pain or infection may be obtained by active duty Coast
Guard personnel from any available dentist. Once the emergency has been
alleviated, all follow-up treatment must be from a USMTF or contract dentist
unless preauthorized by MLC (k).

Process all bills in accordance with Chapter 11 of this Manual.

Criteria To Be Followed When Requesting Orthodontic/Orthognathic Surgical Care.

(1

)
3)

4

Orthodontic/orthognathic surgical treatment can affect release from active
duty, rotation dates, and fitness for duty. Therefore, written authorization to
commence all orthodontic/orthognathic surgical treatment (whether elective or
not, and whether provided by Federal or Nonfederal practitioners) must be
requested from Commander (CGPC-epm) for enlisted and (CGPC-opm) for
officers via the cognizant MLC (k) prior to its initiation. Command
endorsement must include a copy of Administrative Remarks CG-3307
documentation described in article 2-A-3.e.(3)(b) below. Request nonfederal
care from appropriate MLC (k) following established guidelines. If authorized
by MLC (k), the request will be forwarded to Commander (CGPC-epm or
opm).

Preexisting conditions are the member's responsibility.

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 impair job function, the treatment shall be considered
elective.

Elective care may be obtained, if available, from USMTFs. 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
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(6)

(7)

®)

)

(10)

(11)

(12)

Guard, the member's command is responsible for Service Record
Administrative Remarks CG-3307 documentation detailing:

The personnel action to be taken by the command regarding the granting of
absence.

That the service member was instructed regarding the provisions contained
herein and other applicable directives; and

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

If elective treatment is approved, PDES processing shall be suspended pending
the outcome of the elective treatment. Aviation personnel and divers are
required to have a waiver request approved by CGPC - opm or epm. In
addition, members whose duties preclude regular visits to an orthodontist (e.g.,
icebreakers crews, isolated LORAN duty etc.) fall under this category.

If the condition is service-related, the Coast Guard shall be responsible to
acquire care sufficient to return the member to fit for full duty status (e.g., that
which existed at the time of the member's entry to the service), but not
necessarily to ideal conditions not impacting on performance of duties. If
treatment is not available at a local MTF, use of a nonfederal provider may be
authorized.

If orofacial pain is the only symptom causing the member to be not fit for full
duty, then it must be treated. Treatment may include, but is not limited to
physical therapy, stabilization splints, , stress management, and medications.
Since orthodontic treatment is of long duration, it is not an appropriate method
to relieve acute pain.

All treatment must be completed, inactivated, or terminated prior to transfer or
release from active duty. Personnel who are being transferred or released from
active duty, and who request inactivation of orthodontic appliances, shall sign
an entry in the SF-603/603-A stating their intention to seek orthodontic
therapy at their own expense.

Orthodontic treatment utilizing a series of clear removable aligners such
as Invisalign® do not require written authorization. These aligners are
removable so treatment ends by no longer wearing them.
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f.  Third Molar Extraction Criteria.

(D

)

The management of third molars is complicated by the age of CG
personnel and the seagoing and isolated nature of CG service. A growing
body of evidence suggests that prophylactic removal of all pathology-free
non-erupted third molars results in unnecessary morbidity and cost.
Nevertheless, there are several conditions associated with third molars,
which warrant prompt intervention.

Criteria for extraction of third molars include:
(a) Symptomology.

(b) Associated pathology including follicular cyst development, external
or internal resorption of third molar, recurrent episodes of
pericoronitis or single episode of pericoronitis that was unresponsive
to treatment, caries in second or third molar not amenable to
restorative measures, and third molar contributing to periodontal
disease.

(c) Communication with oral cavity including being able to be probed.

Consent to and Refusal of Treatment.

a. Regulatory Restrictions. Coast Guard Regulations, COMDTINST M5000.3 (series),

state in Section 8-2-1 that:

(1

)

"Persons in the Coast Guard shall not refuse to submit to necessary and proper
medical or dental treatment to render themselves fit for duty, or refuse to
submit to a necessary and proper operation not endangering life."

"Persons in the Coast Guard shall permit such action to be taken to immunize
them against disease as is prescribed by competent authority."

b. Policy Concerning Refusal of Treatment.

(D

Policy.

(a) It is the Commandant's policy that compulsion is not permissible at any
time to require Coast Guard personnel to submit to various types of
medical or dental treatment, diagnostic procedures, or examinations.

(b)  Surgery will not be performed on persons over their protest if they are
mentally competent.

(¢) Individuals who refuse to submit to measures considered by competent
medical or dental officers to be necessary to render them fit for duty,
may be processed for separation from the Coast Guard in accordance
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with applicable regulations. Individuals may be subjected to disciplinary
action for refusal of necessary treatment or surgery if the refusal is
determined to be unreasonable. Refusal of medical care by vegetative or
comatose individuals in accordance with a Living Will shall not be
considered unreasonable.

Non-Emergent Operations on Minors. A minor who enlists or otherwise enters
active duty with parental or guardian consent is considered emancipated during
the term of enlistment. There is, therefore, no legal requirement that the
consent of any person, other than the minor, be obtained prior to instituting
surgical procedures.

Refusal of Emergency or Lifesaving Treatment or Emergency Diagnostic
Procedures. The refusal of recommended emergency or lifesaving treatment or
emergency diagnostic procedure required to prevent increased level of
impairment or threat to life is ordinarily determined to be unreasonable.
However, refusal of medical care by vegetative or comatose patients under the
authorization of a Living Will is not considered unreasonable. A medical
board shall be convened in accordance with the Physical Disability Evaluation
System, COMDTINST M1850.2 (series) for unreasonable refusal of
emergency or lifesaving treatment or emergency diagnostic procedures.

Refusal of Non-Emergent Treatment. If a member of the Coast Guard refuses
non-emergent medical, surgical, dental, or diagnostic procedures that are
required to maintain a fit for full duty status, a determination of reasonable
basis for this refusal is required. A medical board shall be convened in
accordance with Physical Disability Evaluation System, COMDTINST
M1850.2 (series).

c. Advance Directives (Living Wills).

(D

)

©)

Federal law enacted in 1993 requires hospitals to ask about advance directives
at the time of admission and provide patients with information to create
advance directives. Advance directives, commonly known as living wills,
express a person's wishes regarding certain aspects of treatment and care,
including but not restricted to CPR, mechanical life support measures, etc.,
which may arise in the course of hospitalization.

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.

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.
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(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.

6. Elective Health Care.

a. 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) Elective care may be obtained, if available, from USMTF’s. Any expenses
incurred in obtaining elective care or follow-up care at USMTFs is the
responsibility of the member.

(2) 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.

CH-19 2-10



(3) Because complications could lead to subsequent action by the Physical

4

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)

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 areas 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,

(1) ALL 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.

(2) Because complications could lead to a loss of access to the Physical Disability

Evaluation System (PDES), and to protect the interests of both the service
member and the Coast Guard, the member’s Coast Guard 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 instructed 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
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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.

8. Procedures for Obtaining Non-Emergent Health Care from Nonfederal Sources.
(Guidance reflecting current TRICARE procedures for obtaining Non-Emergent Health
Care will be promulgated in future changes to this Manual).

CH-19

a.

Nonfederal sources for active duty care are intended to supplement and not substitute
for care that is available through the federal system. USMTF's or DVA facilities, if
located within a 40 mile radius of the member's unit (except a 30 mile radius for
maternity care), shall be used first for non-emergent, non-elective health care before
nonfederal sources are used. Each case must be evaluated for:

(1) appropriateness of care;
(2) wurgency of treatment;
(3) time and cost factors associated with obtaining such care from a USMTF;
(4) the member's anticipated length of stay at the given station; and,
(5) operational need of the unit for the member.
Before active duty personnel are treated in a nonfederal medical facility for non-

emergent conditions, prior approval must be obtained. Non-elective conditions are
those which, without repair or treatment, would render the member unfit for duty.

MLC (k) may approve requests for nonfederal health care (both medical and dental)
and may delegate, in writing, limited authority to qualified clinic administrators.

Requests for nonfederal health care beyond a clinic administrator's authority will be
submitted by following the cognizant MLC(k) policy. Telephone authorization will
not be provided without a hard copy of the request. As a minimum, the following
information must be provided, as applicable:

(6) name, grade/rate, social security number;
(7) anticipated rotation date and expiration of enlistment;
(8) whether care will be completed before transfer or separation;

(9) diagnosis reported by International Classification of Diseases, 9th Revision,
Clinical Modification (ICD-9-CM) code number and a brief explanation;

(10) history of patient's condition;
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(11) total amount of local/MLC approved nonfederal expenditures to date for this
condition;

(12) the necessity of treatment to maintain fitness to perform duty;

(13) treatment plan: length, type of therapy/treatment, and estimated cost (Cost
estimates must include total scope of care not just primary provider or hospital
costs.);

(14) name of facility where treatment will be done;

(15) attending physician's or dentist's prognosis with and without treatment,
including likelihood of medical board action;

(16) treatment plan and justification, radiographs and copy of dental records for all
dental requests (Study models will be submitted for all cases requiring crown
and bridge work and partial dentures;

(17) name of nearest USMTF capable of providing care:
(a) distance to facility (miles);
(b) earliest appointment available (not available is unacceptable);
(c) travel/per diem cost;
(d) estimated total lost time; and
(e) other factors for consideration, i.e., travel time, road conditions,

operational impact, etc; and

(18) indicate date of original submission and reason for resubmission, if previous
requests were submitted for this procedure.

If approval is granted, MLC (k) will provide the requester with an authorization
number. This authorization number must be noted on all bills submitted. Bills will
be submitted to MLC (k). If approval is denied, MLC(k) will outline the appropriate
appeals process to follow in their denial transmittal.

When personnel are transferred prior to completing the approved care, the request is
canceled. Personnel are required to submit another request after reporting for their
new assignment.

Amounts authorized shall not be exceeded without further authorization from MLC
(k) which requires additional justification.

Inpatient hospitalization in nonfederal facilities shall be monitored closely by the
MLC (k) responsible for the geographical area in which the facility is located.
Normally, an inpatient stay will not exceed seven days duration without
consideration of movement to a USMTF. Cases suspected to extend past the seven-
day limit shall not be placed in a civilian facility, but shall be initially referred to a
USMTF.
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J-

If prior approval is not obtained for non-emergent treatment in nonfederal facilities,
the member receiving the care will be liable for payment.

EMERGENCY health care does not require prior approval.

9. Obtaining Vasectomies and Tubal Ligations from Nonfederal Providers.

10.

CH-19

a.

f.

Preauthorization is required. Submit all request for vasectomies and tubal ligations
by nonfederal providers to cognizant MLC(kma) following the guidelines for
requesting above. Request must show the provider of care decided on the procedure
based upon applicable local and state guidelines.

Request must contain evidence that the patient has been counseled by a physician
and has given informed consent to the procedure.

The request must contain evidence that the patient has completed a SF-600 entry
acknowledging that the Coast Guard will not pay for reversal of this procedure in a
non-federal facility.

The request must contain current information concerning the availability of the
requested procedure from federal sources.

Request for tubal ligation to be performed at the time of delivery should be
submitted with the request for nonfederal maternity care.

Sick leave may be granted for this procedure.

Care at Department of Veterans Affairs (DVA) Medical Facilities.

a.

From time-to-time, acute medical, surgical, or psychiatric facilities are required for
Coast Guard personnel where transportation to the nearest USMTF will place the
individual's health or welfare in jeopardy. To preclude this and other similar
situations and to provide the best possible medical care for all active duty members,
a support agreement between the Coast Guard and the Department of Veterans
Affairs was completed in 1979 and remains in effect. FIGURE 2-1 is a copy of the
medical service agreement.

DVA care must be requested by the member's commanding officer. The agreement
is limited to active duty Coast Guard personnel and does not include dependents.

MLC commanders and commanding officers should establish local contact with
DVA facilities to determine mission and facility capabilities and patient admission
procedures.

Forward all bills received from DVA facilities to the service member's unit for
certification prior to forwarding to MLC (k) for payment.
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c.

When a USMTF and a DVA facility are collocated, the USMTF shall be used unless
it cannot provide the required services.

11. HIPAA and the Uses and Disclosures of Health Information of Active Duty Personnel

a.

The Health Insurance Portability and Accountability Act (HIPAA) contains a series
of regulations, developed by the Department of Health and Human Services, and
enacted into law, which are designed to provide patients with access to their medical
records and with more control over how their personal health information is used and
disclosed. The rule also contains a “military exception” which allows health care
entities, under certain circumstances, to disclose protected health information of
military members without prior approval.

The Coast Guard is subject to HIPAA regulations in its role as a health care program
for active duty military personnel. Accordingly, the Coast Guard has published the
required Federal Register notice detailing five intended uses or disclosures of
personal medical information.

(1) The first intended use and disclosure is “to determine the member’s fitness for
duty, including but not limited to the member’s compliance with standards and
all other activities carried out under the authority of Allowable Weight
Standards, COMDTINST M1020.8C, for the Health and Well-being of Coast
Guard Military Personnel; the Physical Disability Evaluation System,
COMDTINST M1850.2C, and similar requirements pertaining to fitness for
duty.”

(2) The second is “to determine the member’s fitness to perform any particular
mission, assignment, order, or duty, including any actions required as a
precondition in the performance of such a mission, assignment, order, or duty.”

(3) The third is “to carry out activities under the authority of the Medical Manual,
COMDTINST M6000.1B, chapter 12 (Occupational Medical Surveillance &
Evaluation Program).”

(4) The fourth is “to report on casualties in any military operation or activity
according to applicable Coast Guard regulations or procedures.”

(5) The final use is “to carry out any other activity necessary to the proper
execution of the mission of the Armed Forces.”

Note: The Coast Guard’s role as a first responder and MEDEVAC provider is not
considered part of the health care program. Therefore, those activities are not
subject to HIPAA limitations.

The first disclosure listed is designed to protect the Physical Disability Evaluation
System procedures for review of medical information. While health care
professionals are permitted to continue disclosing medical information to the PDES
without obtaining authorization from the member, 45 CFR 164.502b1 now requires
that only the “minimum necessary to accomplish the intended purpose of the
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[request]” may be disclosed. More specifically, while in the past, health care
professionals may have routinely disclosed a member’s entire medical record to the
PDES process, HIPAA regulations now require that they release the minimum
necessary to the medical board (which may be the entire medical record) and the
medical board may release only the information related to the injury or condition
which prompted the convening of a medical board.

The second disclosure listed is designed to protect a Commanding Officer’s ability to
access necessary medical information about crewmembers. Commanding Officers
need this ability because they are responsible under the United States Coast Guard
Regulations 1992, COMDTINST M5000.3B, for the well-being of the personnel in
the command. This includes a Commanding Officer’s responsibilities to “excuse
from duty any person in the command who is unable to perform because of illness or
disability,” “see that proper provision is made and that comforts are provided for the
sick and disabled in the command” and “safeguard the health of all personnel by
careful supervision of the sanitation of the unit by preventing unnecessary exposure
to disease or unhealthy conditions afloat or ashore.” The only constraint on a
Commander’s access to a military member’s private health information is the
language of 45 CFR 164.502(b)(1). This section of the HIPAA regulations requires
medical professionals to limit disclosures to the “minimum necessary to accomplish
the intended purpose of the [request].”

In an effort to balance the Commanding Officer’s legitimate need for medical
information with the medical provider’s duty to protect that information, the
following guidance is offered:

(1) Commanding Officers shall, at a minimum, be entitled to a fully completed
Status Profile form CG-5460A. Where the visible condition of the patient and
the information contained in the “Duty Status” block of form CG-5460A do
not provide sufficient information about a crewmember’s abilities, the
Commanding Officer may request, and a medical provider may provide,
amplifying information directly related to the condition or injury specified on
the form. Unrelated prior injuries or treatment and pre-existing health
conditions need not be disclosed; however, medical conditions that directly
aggravate the member’s current condition or prognosis for recovery may be
disclosed. In addition, a Commanding Officer is entitled to inquire about any
medication prescribed by a medical provider, including any known side effects
which may affect fitness for duty.

(2) Military commanders will be required to identify their designated
representatives in writing and the medical provider will have to establish
procedures to validate the identity of the person making the request. If a
service member presents for health care to a medical provider and their
supervisor, who is not their Commanding Officer or Commanding Officer's
designee, calls to find out the member's diagnosis or their duty status, they
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should not be told without the service member’s authorization. A Fitness for
Duty chit given directly to the member who then takes it to his/her supervisor
themselves is not considered disclosure of medical information.

(3) A medical provider may also disclose protected health information as required

4

by law. This includes court orders, subpoenas or summons (issued by a court,
governmental IG, or other authorized administrative body), authorized
investigative demand (e.g., CGIS), or other statute or regulatory demand. The
disclosure should be limited in scope to the purpose for which the information
is sought.

In addition, a medical provider may disclose protected health information for
administrative or judicial proceedings in relation to courts-martial procedures
(any order from a military judge in connection with any process under the
Uniform Code of Military Justice).
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FIGURE 2-A-1

IGA VIOL(134A)5-79039

MEDICAL SERVICE AGREEMENT
BETWEEN THE
U.S8. COAST GUARD
DEPARTMENT OF TRANSPORTATION
AND THE
VETERANS ADMINISTRATION

This agreement provides for medical services to be furnished the U.5, Coast Guard,
Department of Transportation (hereinafter referred to as "CG") by the Veterans
Administration (hereinafter referred to as "VA") snd establishes the terms and
conditions under which the services are to be furnished to active duty personnel,

L

Iv.

CH-19

BACKGROUND.

In February 1873, errangements were established whereby CG active duty
personnel utilized the VA hospital facilities [or medical services. This
sgreement provides {or the continuation of these services.

MEDICAL SERVICES TO BE FURNISHED BY THE VA.

A. Hospital care, medical services and emergency dental treatment may be
provided to the extent that such care, services, or treatment are
available at the VA medical facility from which requested,

B. To preclude the possibility of denying or delaying the care and treatment
of an eligible veteran, YA medical services will be furnished only to the
extent that there will be no reduction in the service te the veteran.

REFERRAL PROCEDURES.

VA medieal services will be provided CG active duty personnel upon receipt
of an authorizaticn documen! from Lhe responsible otficial atl the CG faeility.
The authorization document will include the billing eddress for services to be
rendered. Telephone autheorizations will be accepted in emergencies pending
receipt of a written authorization.

REIMBURSEMENT.

A. The CG will reimburse the VA for the services performed at the current
appropriate rates periodically approved by the Office of Management and
Budget (OMB), except that if a CG beneficiary requires transfer tc a
non-YA facility, reimbursement shall be at the actusl rates charged.

B. The VA medical center providing the medical services will prepare
Standard Form 108], Voucher and Schedule of Withdrawals and Credits,
covering the services. The executed form will be submitted to the CG at
the address shown on the authorization request. ’
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¥, TRANSPORTATION.
The CG will provide all necessary transportation and medicel attendants,
when applicable, for personnel scheduled for VA medical treatment. Travel
costs to and {rom the VA medical facility will not be paid by the YA,

vl LIABILITY.

Protection of the individuals furnishing services covered by this agreement
will be that which is provided under 28 USC 1348(b), and by 38 USC 4116.

vO. GENERAL PROVISIONS.

A. Amendments or Cancellations:

This agreement or any of its specific provisions may be revised or
amended only by the signature approval of the parties signatory to the
agreement or by their respective official successors. Cancellation may
be made upon 30 days written notice of either party, or their successors,
to the other.

B. Effective Date:
This sgreement, amendments to or cancellation thereof, shall become
effective upon the date when the Chief, Office of Health Services, CG,

and the Director, Supply Service, Department of Medicine and Surgery,
VA, both have signed scceptance thereof,

C. Authority:

Authority for this agreement is the Economy Aet of June 30, 1932, as
amended (31 USC 586).

D. Previous Agreements:

This agreement supersedes previous medical service -support arrange-

ments.
ACCEPTED: ACCEPTED:

VETERANS ADMINISTRATION DEPARTMENT OF TRANSPORTATION
- U.S. COAST GUARD

(1’5 % '

By: C a.«/(
CLYD . COOK
Direa Supply Service

Rear Admiral, U. S. Public Health Service
Chief, Office of Health Services

U. S§. Coast Guard
Date: g@ﬂj} .:.?4/‘ /éZé Date:
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Section B - Health Care for Reserve Personnel.

1. Care at Uniformed Services Medical Treatment Facilities.

a. Authority for Reserve Personnel. Section 2-A of this Manual contains the authority

for medical care. Information concerning Reserve incapacitation benefits and
reporting procedures is contained in the Reserve Policy Manual, COMDTINST
M1001.28(series).

b. Application for Care. A member of the Coast Guard Reserve may be admitted to
USMTFs upon written authorization from an appropriate Coast Guard authority
(e.g., Commanding Officer's letter, Notice of Eligibility, or appropriately endorsed
orders).

c. Definitions. The following definitions apply throughout this section:

(1

)

)

4

©)

(6)

Active duty means full-time duty in a Uniformed Service of the United States.
It includes duty on the active list, full-time training duty, annual training duty
and attendance, while in the service, at a school designated as a service school
by law or by the Secretary of the Uniformed Service concerned.

Active Duty for Training is defined as full-time duty in a uniformed service of
the United States for training purposes.

Inactive Duty Training.

(a) Duty prescribed for reservists by the Secretary concerned under 37 USC
206 or any other provision of law.

(b) Special additional duties authorized for reservists by an authority
designated by the Secretary concerned and performed by them on
voluntary basis in connection with the prescribed training or
maintenance activities of the units to which they are assigned.

Disability. A temporary or permanent physical impairment resulting in an
inability to perform full military duties or normal civilian pursuits.

Employed. Reservists are employed on duty during the actual performance of
duty, while engaged in authorized travel to or from active duty for training,
and while on authorized leave or liberty.

Line of Duty. An injury, illness, or disease shall be deemed to have been
incurred in line of duty, if a reservist at the time of debilitating incident is
performing active duty or active duty for training, or is on authorized leave or
liberty, provided the disability is not the result of misconduct.

d. Injury Incurred in Line of Duty. A member of the Coast Guard Reserve who is

ordered to active duty or to active duty for training, or to perform inactive duty

CH-19
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training, for any period of time, and is disabled in line of duty from injury while so
employed is entitled to the same hospital benefits as provided by law or required in
the case of a member of the regular Coast Guard. For the purpose of these benefits,
a member who is not in a pay status is treated as though receiving the pay and
allowances to which entitled if serving on active duty.

Disease Incurred in Line of Duty While on Active Duty. A member of the Coast
Guard Reserve who is ordered to active duty for training for a period of more than 30
days, and is disabled while so employed, is entitled to the hospital benefits as are
provided by law or regulation in the case of a member of the regular Coast Guard.
An exception is that a member of the Coast Guard Reserve ordered to perform
involuntary active duty for training under the provision of 10 USC 270 is only
eligible for the limited medical benefits described below, following termination of
the training duty period.

Illness or Disease Contracted in Line of Duty in Peacetime. A member of the Coast
Guard Reserve who, in time of peace, becomes ill or contracts a disease in line of
duty while on active duty for training or performing inactive duty training is entitled
to receive medical, hospital, and other treatment appropriate for that illness or
disease. The treatment shall be continued until the disability resulting from the
illness or disease cannot be materially improved by further treatment. Such a
member is also entitled to necessary transportation and subsistence incident to
treatment and return home upon discharge from treatment. The treatment may not
extend beyond ten weeks after the member is released from active duty, except:

(1) upon an approved recommendation of a medical board or

(2) upon authorization of the MLC (k), based on a physician's certification that the
problem is a continuation of that for which the member was initially treated,
and that benefit will result from further treatment. Refer to Section 11-B-3 of
the Reserve Administration Policy Manual, COMDTINST M1001.28(series),
for specific instructions regarding the extension of medical treatment beyond
10 weeks for those who are receiving treatment under a Notice of Eligibility
(NOE).

Injury or Disease En Route to or from Active Duty. A member of the Coast Guard
Reserve is authorized medical care for an injury or disease incurred while en route to
or from active duty, active duty for training, or inactive duty for training.

Injury or Disease Not in Line of Duty. A member of the Coast Guard Reserve is not
entitled to medical care for an injury or disease not incurred in the line of duty.

Pregnancy. Pregnancy in the Coast Guard, COMDTINST 1900.9, contains guidance
regarding pregnancy and reserve members. Use of reserve servicewomen who are
pregnant for ASWAC assignment is not encouraged. Reserve servicewomen may
accept Special Active Duty for Training (SADT) with the understanding that duty
must be completed by the 24th week of gestation.
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2.  Emergency Care at Other Than CG or DOD Facilities. Section 2-A-2 contains the
requirements for treating reserves in emergency situations.

3. Non-Emergent Care at Other Than CG or DOD Facilities. Any non-emergent,
nonfederal care must be authorized in advance by MLC (k) through contract, blanket
purchase agreement or pre-authorization.
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Section C - Health Care for Retired Personnel.

1.

Care at Uniformed Services Medical Treatment Facilities. As set forth in 10 USC,
1074(b), retired members of the uniformed services, as specified in that Act, are entitled
to required medical and dental care and adjuncts thereto to the same extent as provided
for active duty members in medical facilities of the uniformed services. However,
access to care is subject to mission requirements, the availability of space and facilities,
and the capabilities of the medical staff as determined by the cognizant medical
authority in charge. Patients enrolled in TRICARE Prime Options are not eligible for
non-emergent care in Coast Guard clinics. These patients shall be referred to their
TRICARE primary care manager (PCM). The PCM is responsible for appropriate care
and referral of such patients.

Care Under the TRICARE Extra and Standard Options (formerly CHAMPUS). Subject
to the cost sharing provisions set forth in 10 USC, 1086, retired members who are not
qualified for benefits under Title I of the Social Security Amendments of 1965
(Medicare) are entitled to receive inpatient and outpatient care from civilian sources.

Care at Veterans Administration Medical Facilities.

a. Eligibility for DVA Hospitalization. Coast Guard military personnel are eligible for
hospitalization in DVA facilities after separation from active duty or while in
retirement under one of the following circumstances:

(1) For injuries or diseases incurred or aggravated while on active duty during any
war, the Korean conflict period 27 June 1950 through 31 January 1955) or the
Vietnam conflict period (5 August 1964 through 7 March 1975).

(2) For service-connected or nonservice-connected disabilities, if receiving
disability compensation from the DVA, or if entitled to receive disability
compensation from the DV A, but has elected to receive retirement pay from
the Coast Guard instead of the compensation from the DVA.

b. Medical Care Benefits. Eligible veterans may receive hospitalization, outpatient

medical care, outpatient dental care, prosthetic appliances, etc., from the VA.
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Section D - Health Care for Dependents.

1.

CH-19

Care at Uniformed Services Medical Treatment Facilities.

a. Authority for Health Care. Title 10 USC, 1076 provides basic authority for medical

and dental care for:

(1

2)

dependents of active duty members and dependents of members who died
serving on active duty; and

dependents of retired members and the dependents of members who died while
in a retired status.

b. Availability of Care.

(1)

)

)

Medical and dental care for dependents in uniformed services medical
treatment facilities is subject to the availability of space and facilities and the
capabilities of the medical and dental staff. With the approval of the
commanding officer, the senior medical officer and senior dental officer are
responsible for determining the availability of space and capability of the
medical and dental staffs. These determinations are conclusive. Patients
found enrolled in TRICARE Prime Options are not eligible for non-emergent
care in Coast Guard clinics. These patients shall be referred to their TRICARE
primary care manager (PCM). The PCM is responsible for appropriate care
and referral of such patients.

Dependents entitled to medical and dental care under this section shall not be
denied equal opportunity for that care because the facility concerned is that of
a uniformed service other than that of the sponsor.

Types of Care Authorized. Subject to the provisions set forth in 10 USC, 1079
and 1086, dependents who are not qualified for benefits under Title 1 of the
Social Security amendments of 1965 (Medicare) are entitled to receive
inpatient and outpatient care from civilian sources. Refer to your cognizant
MLC (k) for details and instructions.

Care Under Coast Guard Civilian Contracts. Under certain circumstances, dependents

are entitled to medical and dental care provided through Coast Guard civilian contracts.
See Chapter 11 for guidance.

Rights of Minors to Health Care Services. Where not in conflict with applicable Federal
law or regulation, unit commanding officers shall follow State law defining the rights of
minors to health care services and counseling in contraception, sexually transmitted
disease prevention and treatment, and pregnancy. Any protection with regard to
confidentiality of care or records afforded by applicable law or regulation will be
extended to minors seeking care or counseling for the above mentioned services or
conditions in Coast Guard facilities.
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Section E - Care for Preadoptive Children and Wards of the Court.

1. General.

A child placed in a sponsors home as part of a pre-adoption procedure, or by court-
ordered guardianship, is not eligible for care under the Uniformed Services Health
Benefits Program unless specific authority has been granted. Such authority may
come from the final adoption decree, a court-ordered legal custody determination
(for a period of at least 12 consecutive months), or through a Secretary's Designation
authorization for limited health care in a USMTF.

Eligibility for TRICARE benefits, the Uniformed Services Family Health Benefits
Plan (USFHBP), or the Uniformed Services Active Duty Dependents Dental Plan is
established upon the issuance of a uniformed services dependent ID card and

DEERS enrollment. Authorization for these health care programs, or for direct care
(USMTF use), will be reflected on the ID card and through DEERS.

Prospective dependents must meet the following eligibility rules: be unmarried;
have not attained the age of 21 (or 23 if a full-time student); be dependent on the
sponsor for over one-half of their support; or be incapable of self-support due to
mental or physical incapacity and were otherwise eligible when incapacity occurred.

If legal custody or placement is for 12 months or more, a uniformed services
dependent ID care, DEERS enrollment, and health care eligibility may be authorized.
Personnel are encouraged to contact their servicing personnel office for assistance.

2. Secretary's Designation. The following procedures apply in situations where a pre-

adoptive or court ordered guardianship or placement is for less than 12 consecutive
months.

a.

Children under a prospective parent or guardians care may use a USMTF by
acquiring authority from the Secretary of the uniformed service to which the USMTF
belongs. This authority is normally called a Secretary's Designation. For example,
requests for care in a U. S. Navy facility must be authorized by the Secretary of the
Navy or their designee. The same holds true for U. S. Army and U. S. Air Force
facilities. When seeking care from a Department of Defense MTF, contact that
facilities Patient Affairs or Health Benefits Advisor staff for assistance.

In cases involving Coast Guard facilities, authority has been delegated to the
Commandant by the Secretary of Transportation to authorize treatment of pre-
adoptive children and wards of the court. Letter requests must be forwarded to
Commandant (G-WKH) and include the following information:

(1) member's name, grade/rate, SSN, and duty assignment or retired status if
applicable;

(2) address of residence;
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(3) name and age of the proposed adoptive child or court-ordered ward; and

(4) acopy of the court order, legal decree, or other applicable instrument issued by
a court or adoption agency which indicates the child has been placed in the
house for adoption or with the intent to adopt, or the court order granting
guardianship of the ward to the service member and any amounts of income to
which the ward 1is entitled.

Upon approval, the respective uniformed service will issue a letter of authority for
care in one or more of their USMTFs located in the United States. This letter is the
only authority for care (since designees are not DEERS-eligible) and must be
presented (or on file) when seeking authorized care. These letters have expiration
dates and may require the sponsor to request to reissue.

When there is a need for medical care outside the United States, the sponsor should
contact the nearest USMTF requesting humanitarian consideration. The Service
Secretaries have limited authority for designation of beneficiaries outside the United
States.
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Section F - Health Care for Other Persons.

1. Members of the Auxiliary.

a.

Authority for Care of Auxiliary Members. Basic authority for health care for
members of the Auxiliary injured while performing Coast Guard duty is contained in
14 USC 832. Section 5.59 of Chapter 1, Title 33, CFR, states: "When any member
of the Auxiliary is physically injured or dies as a result of physical injury incurred
while performing patrol duty or any other specific duty to which he has been
assigned, such member or his beneficiary shall be entitled to the same benefits as are
now or as may hereafter be provided for temporary members of the Coast Guard
Reserve who suffer physical injury incurred in the line of duty. Members of the
Auxiliary who contract sickness or disease while performing patrol duty or any other
specific duty to which they have been assigned shall be entitled to the same hospital
treatment as is afforded members of the regular Coast Guard." Claims for Auxillary
healthcare shall be submitted to:

U. S. Department of Labor

OWCP Special Claims Branch (District 25)
800 North Capitol Street, NW, Room 800
Washington, DC 20211

Compensation Under Federal Employee's Compensation Act (FECA) Program. See
the Detail of Civilian Employees, COMDTINST M12300.7 (series).

2. Temporary Members of the Reserve.

a.

Composition of the Reserve. The Coast Guard Reserve is a component part of the
United States Coast Guard and consists of two classes of reservists: Regular and
Temporary. Temporary members of the Reserve may be enrolled for duty under
such conditions as the Commandant prescribes, including but not limited to part-time
and intermittent active duty with or without pay, and without regard to age.

Members of the Auxiliary, officers and members of the crew of any motorboat or
yacht placed at the disposal of the Coast Guard, and persons (including government
employees without pay other than compensation of their civilian positions) who by
reason of their special training and experience are deemed by the Commandant
qualified for such duty. The Commandant is authorized to define the powers and
duties of temporary reserves, and to confer upon them, appropriate to their
qualifications and experience, the same grades and ratings as are provided for regular
members of the Reserve.

Authority for Care of Temporary Reservists. “14 U.S.C. 707(2002)”, contains
authority for health care and/or compensation of temporary reserves under conditions
set forth therein.
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3.

Care at Coast Guard Expense. 14 U.S.C. 707(d) states: "A temporary member of the
Reserve, who incurs a physical disability or contracts sickness or disease while
performing a duty to which the member has been assigned by competent authority, is
entitled to the same hospital treatment afforded a member of the Regular Coast

Guard."

Compensation Under Federal Employee Compensation Act (FECA) Program. See
Detail of Civilian Employees, COMDTINST M12300.7(series)

Members of Foreign Military Services.

a.

General. Members and dependents of foreign services assigned or attached to a
Coast Guard unit for duty or training (such as Canadian Exchange Officers) or who
are on active duty with a foreign military unit within the United States (such as the
crew of a vessel being taken over at the Coast Guard Yard under the Military
Assistance Program) are eligible for inpatient health care at DoD MTF's provided by
US Code: Title 10, Section 2559. As there are several categories of foreign service
members for whom medical care benefits vary, both for themselves and their
dependents, if any doubt exists as to eligibility for health care and the authorized
sources from which it can be obtained, contact Commandant (G-WKH) for advice.

Care at Uniformed Services Medical Treatment Facilities. Members of foreign
military services and their dependents who are eligible, therefore, shall be provided
inpatient health care at DoD MTFs upon request of the member's commanding
officer or consular official, or by application of the member or dependent upon
presentation of proper identification.

4. Federal Employees.

CH-19

a.

Benefits Under Federal Employees Compensation Act (FECA) Program. All Federal
Employees assigned to Coast Guard vessels, e.g., National Marine Fishery Service
(NMFS), Drug Enforcement Agents, etc., are civilian employees of the United States
Government, and as such, are entitled to health care and compensation under FECA.
See Detail of Civilian Employees, COMDTINST M12300.7 (series).

Care Aboard Ship and Outside CONUS. Federal Employees may be given medical
care while serving with the Coast Guard in a locality where civilian health care is not
obtainable, such as on board a Coast Guard vessel or outside the United States.
Outpatient and inpatient care may be provided at Navy medical facilities outside
CONUS, if reasonably accessible and appropriate nonfederal medical facilities are
not available.

Seamen. Sick and disabled seamen may receive emergency health care aboard Coast
Guard vessels.
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6. Nonfederally Employed Civilians Aboard Coast Guard Vessels.

a.

Authority for Care. There is no statute which either prohibits or authorizes the Coast
Guard to provide health care to civilians while aboard Coast Guard vessels. There is
no objection to furnishing emergency health care, but routine care should not be
furnished. When these civilians are aboard Coast Guard vessels for relatively
lengthy periods, the commanding officer must determine what treatment is to be
given.

Responsibility. Commanding officers of vessels deployed for extended periods shall
ensure that Nonfederally employed civilians who are carried aboard Coast Guard
vessels under their cognizance are physically capable of withstanding the trip
contemplated and that they are free from medical conditions which could cause an
interruption of the vessel's mission. Nonfederally employed civilians must furnish
such evidence from a physician at no expense to the Coast Guard or Federal
Government.
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Section G - Medical Regulating.

I.

2.

CH-19

Transfer of Patients at Coast Guard Expense.

a.

Details for the transfer of Coast Guard personnel to, from, or between hospitals and
the responsibility for the expenses involved are contained in Chapter 4 of the
Personnel Manual, COMDTINST M1000.6 (series).

Information and requirements for the transfer of patients to, from, or between
medical facilities is contained in COMDTINST M6320.8 (series), Medical
Regulating to and Within the Continental United States.

Travel Via Ambulance of Patients to Obtain Care.

a.

Active Duty Personnel. The Coast Guard is responsible for providing ambulance
service (Government or civilian), for active duty members when medically
necessary. Bills related to ambulance service provided to active duty personnel,
shall be processed as outlined in Chapter 11 of this Manual.

Retired and Dependent Personnel. Retired personnel and dependents are not
provided ambulance service for initial admission, except that a Government
ambulance may be used in an emergency situation as determined by the cognizant
medical authority. If an ambulance is ordered by a military hospital, TRICARE
Standard can not pay for it; the military hospital must pay. TRICARE Standard cost
—shares ambulances only when medically necessary; that is, the patient’s condition
does not allow use of regular, private transportation or taxis, “medicabs” or
“ambicabs.” Ambulance transportation must be needed for a medical condition that
is covered by TRICARE Standard. Should either the provider or patient have
additional questions regarding this issue check with the cognizant MLC(k), HBA or
TRICARE Service Center.

Aeromedical Evacuation of Patients. When the condition of the patient requires

aeromedical evacuation, the transfer shall be arranged in accordance with Medical
Regulating To and Within The Continental U.S. (Joint Pub), COMDTINST M6320.8
(series). If there is no USMTF in the area, a message prepared in accordance with the
above instruction shall be forwarded to MLC (k).
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Section H - Defense Enrollment Eligibility Reporting System (DEERS) in Coast Guard Health

1.

Care Facilities.

Defense Eligibility Reporting System. This Section provides guidance for Coast Guard

health care facilities on the use of the Defense Enrollment Eligibility Reporting System
(DEERS) to verify patient eligibility to receive care.

a.

DEERS was established in 1979 by the Department of Defense to comply with a
Congressional mandate. The two initial objectives of DEERS were to collect and
provide demographic and sociographic data on the beneficiary population entitled to
DOD health benefits, and to reduce the fraud and misuse of those benefits. The
original scope of DEERS has since been broadened to include the maintenance and
verification of eligibility status for all uniformed services beneficiaries. Worldwide
implementation of DEERS and its registration were completed in 1985.

2. Responsibilities.

3.

a.

Commandant (G-WKH) provides overall functional management of the Coast Guard
DEERS program for health services facilities. In this role, Commandant (G-WKH)
provides guidance to field activities, represents the Coast Guard to the DEERS
Central Systems Program Office (DCSPO), and on the DEERS Central Systems
Project Officers Committees.

Commanders, Maintenance and Logistics Commands (k) shall appoint an MLC
DEERS medical project officer and alternate, who shall ensure that facilities in their
respective areas participate in and comply with DEERS program requirements.

Commanding officers of units with health care facilities shall ensure that the Chief of
the Health Services Division appoints the following individuals in writing:

(1) DEERS Project Officer and alternate who are responsible for the overall
management of the DEERS system in the clinic;

(2) Site Security Manager (SSM) and alternate who are responsible for system
security as outlined in paragraph 3; and

(3) individuals authorized to deny care.

Security.

a.

The Site Security Manager (SSM) should be the health services division or unit
computer systems administrator. The security manager is responsible for
maintaining passwords, authorized user list, etc., and advising the DEERS contractor
when changes occur.

The SSM also requests site identification (site-ID) codes for the clinic. These codes
are requested through the MLC DEERS Project Officer to Commandant (G-WKH).
As arule, there is only one site ID required per clinic. The SSM also ensures
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information systems security awareness training/briefing is given to new DEERS
users prior to allowing them access to DEERS and to all DEERS users annually.

c. Ifthe clinic DEERS project officer is not the SSM, the security manager must

closely coordinate activities with the DEERS project officer. Immediately after
appointment, the SSM must telephone the DEERS Security Maintenance Office at
(703) 820-4850 to notify that office of the appointment. When making this
notification, include the following information:

(D
)
3)
4
)
(6)
(7
®)

©)

Site ID number;

Rank or grade of SSM;

Name (last, first, middle initial);
Social Security Number (SSN);
Duty location;

Duty title; and

Telephone number.

After telephone notification, submit a letter of appointment and a Request for
Data Base Additions, Deletions, or Changes (Figure 2-H-1) to:

Security Maintenance Office
DEERS East Coast Center
1600 North Beauregard St.
Alexandria, VA 22311

d. User Password Maintenance.

(1

2

)

(4)

)

The DEERS security system requires a six-character user-ID and a six to eight
character password. The user-ID is assigned by DEERS, and is permanent.

An initial password is assigned by the DEERS government contractor. The
password expires at 30 day intervals. At the end of each 30 day period, the
user is required to change the initial password to one of his or her own
choosing, so long as it meets the six- to eight-character requirement. Access to
the data base is granted by using a unique user-1D, password, and the
transaction identifier (TRAN-ID). The TRAN-ID for medical/dental is GIQD.

To add a new user, submit a Request for Data Base Additions, Deletions, or
Changes. Be sure to include the site-ID and SSN of any new personnel.

To delete a current user, submit a Request for Data Base Additions, Deletions,
or Changes requesting the deletion to the DEERS Security Maintenance
Office.

User IDs not used for 60 days are automatically deleted and access is not
possible. To regain access, the SSM must reapply for a new user-ID by
submitting a new Security Manager Update.

Authorized users must be kept to the absolute minimum, consistent with job
requirements.
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4. Performing DEERS Checks.

a. Whom to check: All beneficiaries of the military health care system are subject to

DEERS eligibility verification, with the following exceptions:

(D
)
3)

Coast Guard cadets, officer candidates, and recruits while undergoing training;
Active duty personnel receiving dental care at a military facility; and

Secretarial Designees, including pre-adoptive children and wards of the Court,
ARE NOT ELIGIBLE for care under the TRICARE programs. They are also
not enrolled in DEERS. Verification of the eligibility of Secretarial Designees
for care in a military facility is accomplished through the individual's actual
letter of designation. Refer to Section 2-E for further information.

b. When to check: Coast Guard health services facilities should verify the eligibility of

all beneficiaries prior to providing health care. The following minimum eligibility
checks shall be made:

(1
)
3)
4
)
(6)

(7

(8)

©)

(10)

(1)

(12)
(13)

100% of all outpatient medical visits:

25% of all dental visits;

10% of pharmacy visits to fill "in-house" prescriptions;

100% of pharmacy visits with prescriptions written by civilian providers;
100% of all inpatient admissions; and

100% of dental visits when the patient may be eligible for the TRICARE
Dental Program;

100% of retired members at the initial visit to a dental facility, and annually
thereafter at the time of treatment.

Upon initial presentation by dependents for evaluation or treatment. This
check will be valid for 30 days, if the period of eligibility (dates of treatment)
requested from DEERS is 30 days.

When a non-active duty patient is referred to a civilian provider for
supplemental care.

When active duty personnel are referred to a civilian provider under the Active
Duty Claims Program.

When any patient (active duty, retired, dependent, or survivor) is referred to a
Military Treatment Facility (MTF) or a Uniformed Services Treatment Facility
(USTF).

When in doubt verify enrollment and eligibility.

Coordinated/Managed Care: Verification of eligibility will be conducted
according to the policies and procedures of the sponsoring
hospital/organization. Coast Guard facilities participating in
coordinated/managed care programs are considered, by that participation, to be
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in compliance with the eligibility verification requirements of the DEERS
program for medical patients. Dental patients will still be subject to the above
checking requirements until a dental coordinated care program is established.

(14) Each clinic is required to perform a published number of checks each month.

These requirements are based on the outpatient visits of each clinic from the
previous year. Updated annual requirements will be published each January by
Commandant Notice.

c. How to check. DEERS checks for patient registration and eligibility can be done in
a number of ways. The following examples are the most common ways to verify
eligibility:

(1)

2

)

(4)

Telephone-Based System. Eligibility checks are done by contacting DEERS
direct by telephone. Procedures for performing DEERS checks by telephone
are found in Figure 2-H-2.

Computer Link Using the Coast Guard Standard Terminal. Procedures for
using the Standard Terminal are attached as Figure 2-H-3.

DEERS-owned Computer and Software (On-Line) System. Procedures for
using DEERS-owned equipment are contained in DOD DEERS Eligibility
Inquiry/Nonavailability Statement Users Guide [Pub # UG 0100EL (series)].

Use of PERSRU/Admin RAPIDS Terminals. Personnel in health care
facilities are discouraged from performing DEERS checks using the RAPIDS
terminal that may be available in their unit's Administration Office or
PERSRU. Using this resource places an unnecessary burden on the
PERSRU/Admin personnel, and using these terminals does not indicate that
the required medical checks are being accomplished.

d. How to request site-ID, data base access, or equipment.

(1

Site ID.

(a) Site ID numbers are assigned to a facility by the DOD DEERS Office.
These numbers are used to identify the origin of activity in the DEERS
system, and to generate reports of system activity. Site IDs are a
mandatory part of the initial request to access DEERS. The request form
is attached as Figure 2-H-4. Site IDs are permanent; they need not be
renewed.

(b) Health Care facilities requesting an initial Site ID, or changing the status
of their existing ID shall complete Section I of Figure 2-H-4 and
forward, via MLC (k), for further endorsement to:

(c) Commandant (G-WKH-3)
U. S. Coast Guard
2100 Second St., SW.
Washington, DC 20593-0001
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ATTN: DEERS MEDICAL PROJECT OFFICER
Telephone: (202) 267-0835

(2) Data Base Access.

(a)

(b)

(©)

Authorization for individual access to DEERS is done by written request
from the clinic/unit Site Security Manager to the DEERS Security
Maintenance Office using the "Request for Data Base Additions,
Deletions, or Changes" form.

Clinic personnel who should be considered for access to the DEERS
Data Base include those working in medical/ dental records,
appointments, pharmacy, patient affairs, and the health benefits advisor.

Information available from the DEERS data base is subject to the
provisions of the Privacy Act.

(3) Equipment Requests or Changes.

(a)

(b)

(©)

Telephone Access. Requests for access to DEERS via telephone is the
simplest and most user friendly means. This method is recommended for
facilities making fewer than 20 checks per day. Requests for initial
facility and personnel access is done by completing Figures 2-H-1 and 2-
H-4 and forwarding them to DEERS security via the MLC and
Commandant (G-WKH).

Computer link using the Coast Guard Standard Terminal. Use of the
Standard Terminal, with the proper software emulation package
installed, allows facilities with a greater number of required checks to
perform those checks without making repeated telephone calls.
Equipment required includes a Standard Terminal workstation, Bell
212A compatible modem, appropriate emulation software (VT 100), and
an outside commercial/FTS touch-tone telephone line. Facility requests
for access using this equipment is done by completing Figure 2-H-4 with
an attached statement that the facility has the appropriate hardware and
software as listed above. The facility must also state that it will be
responsible for any telephone charges incurred using this means of
access. Figure 2-H-5 lists complete equipment requirements.

DEERS-owned computer hardware and software system. This top of
the line system features a direct, on-line, computerized link with the
DEERS data base. The minimum justification for requesting this
equipment is performing more than 100 DEERS checks per day. A
limited number of Coast Guard health care facilities have this equipment.
For further information on this system, contact the Medical Project
Officer at Commandant (G-WKH-1).
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5.

6.

CH-19

Reports. No reports from field units documenting DEERS activity are required. Two
commonly generated reports concerning DEERS activity are described below:

a.

Monthly Statistical Reports. Upon receipt from DEERS, Commandant (G-WKH)
will forward the Monthly Statistical Reports to each MLC (k). These reports list
DEERS activity for each clinic during the preceding month. Clinics may also use
the on-line statistical report screen to monitor its activity.

Field Representative Visit Report. These report the findings of each training visit by
the DEERS Field Representative to a clinic. These reports reflect the compliance of
the facility to DEERS requirements, and whether or not further training for facility
personnel is needed. Copies are provided to each MLC (k) and

Commandant (G-WKH).

Eligibility/Enrollment Questions, Fraud and Abuse.

a.

Eligibility/Enrollment Questions: Beneficiaries of the military health care system,
including active duty and retired personnel, their dependents, and survivors must
provide positive proof of eligibility before being provided health care. Eligibility is
determined by (a) presenting a valid ID Card and (b) verifying enrollment and
eligibility in DEERS.

(1) If an individual presents an ID card that is no longer valid (expired), the
individual should be refused care and the ID card confiscated.

(2) [If the individual has a valid ID card, but is not enrolled in DEERS, they should
be refused routine care, and referred to their sponsor and/or service ID card
activity to be enrolled in DEERS. Following enrollment into DEERS, the
patient may prove temporary eligibility (pending their enrollment showing up
in the DEERS computer) by presenting a certified copy of Application for
Uniformed Services Identification Card DD Form 1172 from the ID card
activity. Upon presenting of this DEERS enrollment verification, the
individual should be considered as fully eligible, and treatment provided.

Fraud and Abuse: If, in the process of verifying eligibility through DEERS, clinic
personnel have reason to believe the person requesting care is doing so even though
that person is no longer eligible (e.g. a divorced spouse with a valid ID card, but
DEERS shows NOT ELIGIBLE), care should be refused, and the details of the
situation should be reported to the appropriate personnel activity and investigation
office. Clinic personnel reporting suspected fraud should document as much
information about the individual as possible (name, former sponsor's name, SSN,
service and status, as well as the individual's current address and telephone number if
known). Do not attempt to confiscate the ID card, or in any way restrict the
individual. Recovery of invalid or no-longer-appropriate ID cards is the
responsibility of the parent service's investigation/law enforcement personnel.
Reports of possible fraud should be reported to the command of the clinic, and to the
DEERS Support Office (DSO) in Monterey, CA at (408) 646-1010.
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7. Denial of Nonemergency Health Care Benefits for Individuals Not Enrolled in Defense

Enrollment Eligibility Reporting System (DEERS).

a.

Policy.

(1)

)

)

4

©)

(6)

(7

All CONUS USMTFs will deny nonemergency health care to dependent
beneficiaries not enrolled in DEERS. The DOD considers USMTFs located in
Alaska, Hawaii, and Puerto Rico as being in CONUS. Patients presenting for
care are required to have a valid ID card in their possession and meet DEERS
enrollment requirements.

This policy effects only the delivery of nonemergency health care. Under no
circumstances are Coast Guard health service personnel to deny emergency
medical care or attention because a patient is not enrolled in DEERS.

Health service personnel in CGMTF's are to conduct the minimum eligibility
checks for their facility as set annually by Commandant (G-WKH-1).
Whenever possible, prospective checking should be accomplished soon
enough to allow for notifying the patient and correcting enrollment problems
before a scheduled appointment.

Patients with valid ID cards, but not enrolled in DEERS, presenting for
nonemergency medical care at CGMTFs will be denied care and instructed to
seek proper enrollment through their cognizant personnel office.

Patients who present for nonemergency treatment without a valid ID card and
are in the DEERS data base, will not be provided health care without first
providing a statement, signed by a verifying personnel officer indicating that
they are eligible and providing a reason why a valid ID card is not in their
possession. A copy of this statement will be maintained in the clinical record
until the individual's eligibility is determined.

If the beneficiary presenting with or without an ID card is suspected of fraud,
refer the case to the district (ole) branch for appropriate investigation.

Denial of health care benefits represents a serious application of new and
complex regulations. Under no circumstances will a person be denied care by
the clerk performing the initial eligibility check. The decision to deny care
will be made only by clinic administrative officers or by a responsible person
so designated in writing by the command.

&. DEERS Eligibility Overrides. The below listed situations will override DEERS data

which indicates that a patient is not enrolled or eligible. Unless otherwise stated, all
situations assume that the beneficiary possesses a valid ID card:

a.

Dependents Recently Becoming FEligible for Benefits. Patients who have become

eligible for benefits within the previous 120 days may be treated upon presentation
of a valid ID card. In the case of children under age 10, the parent's ID card may be

used. Examples of patients expected to fall under this provision are: spouses
recently married to sponsors, newly eligible step children, family members of
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sponsors recently entering active duty status for a period over 30 days,
parents/parents-in-law, or divorced spouses (not remarried) recently determined to
be eligible. After 120 days, these beneficiaries will no longer be considered recent.

DD-1172. Application for Uniformed Services Identification Card form. The
patient presents an original or a copy of the DD-1172 used for DEERS enrollment
and possesses a valid ID card over 120 days old, but is not enrolled in DEERS. This
copy of the DD-1172 should be Certified to be a True Copy by the ID Card issuing
authority which prepared it. It should also contain a telephone number where the
certifying individual can be contacted for verification. The person conducting the
DEERS check shall contact the issuing personnel office to verify enrollment.

Sponsors Entering Active Duty Status for a Period of Greater than 30 days. If the
sponsor is a reservist or guardsman recently ordered to active duty for a period of
greater than 30 days, a copy of the active duty orders may be accepted as proof of
eligibility for up to 120 days after the beginning of the active duty period.

Newborns. Newborns will not be denied care for a period of one year after birth
provided the sponsor is DEERS enrolled and the parent accompanying the infant
presents with a valid ID card.

Ineligible due to ID Card Expiration. When the data base shows a patient to be
ineligible due to ID card expiration, care may be rendered as long as the patient has a
new ID card issued within the previous 120 days.

Sponsor's Duty Station is Outside the 50 United States with an FPO or APO address.
Dependents whose sponsors are assigned outside the 50 United States or to a duty
station with an APO or FPO address will not be denied care as long the sponsor is
enrolled in DEERS.

Survivors. In a small percentage of cases, deceased sponsors may not be enrolled in
DEERS. This situation will be evidenced when the MTF does an eligibility check on
the surviving beneficiary and does not find the sponsor enrolled or the survivor
appears as the sponsor. In either of these situations, if the survivor has a valid ID
card, he/she should be treated and referred to the local personnel support activity to
correct the DEERS data base. In some situations, surviving beneficiaries who are
receiving SBP annuities will be listed in DEERS as sponsor and will be found under
their own social security number. These are eligible beneficiaries and should be
treated.

Foreign Military Personnel. Foreign military personnel assigned via the personnel
exchange program are eligible through public law or other current directives, though
not enrolled in DEERS they will be treated upon presentation of a valid ID card.
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Figure 2-H-2
TO: Security Maintenance Office
DEERS East Coast Center SITE ID: (DEERS)Date:

1600 N. Beauregard St.(Fill in six digits)
Alexandria, VA 22311

SUBJECT: Request for Data Base Additions, Deletions, or Changes
FROM: Site Security Manager:

Rank Name (Last, First MI) SSAN Title
Phone #: AV: COM: ( )

Request the indicated actions be taken for the following individuals:
Action

SSAN Name (Last, First, MI)Duty Location

(MTF Records, HBA, Etc.)

Action | SSN name duty location
Add Delete Change
Unit OPFAC Code: (Signature)

Base/Installation/Facility
Site Security Manager
e All Site Security Manager's mailing address changes should be entered in this space.

o f&ll items must be completed. Omission of any items may prevent or delay the processing of this
orm.

2-39 CH-19



Figure 2-H-2 (con’d)
INSTRUCTIONS FOR DEERS TELEPHONE USERS

A. Telephone Users.

1.

Provide your LOGON-ID and Password to the Eligibility Telephone Center operator at:
(800) 336-0289 or (800) 368-4416. The hours of operation are 0400-1700 (Pacific Time),
Mon-Fri.

. Approximately every 30 days the Telephone Center operator will ask you to establish a

new password. At that time, you will provide the operator a new Password of 5 to 8
characters. It is very important that you remember the new Password you have chosen.

. If you forget your password, the operator in the Telephone Center will refer you to the

Security Maintenance office at (703) 578-5306, or AUTOVON 289-1953. At this time,
you will be provided a Temporary Password, which you will then provide to the
Eligibility Telephone Center operator on your next inquiry call.

. The Eligibility Telephone Center operator will enter this Temporary Password into the

operator's terminal and then ask for your new password (as in [2] above).

B. Telephone-Based System.

1. Telephone type. The telephone line used for eligibility checks is a rotary In-WATS

telephone system. A rotary system means that when one of the lines at the eligibility
center is not being used, the incoming call will automatically be transferred to that line. If
a busy signal on the rotary line is received, all lines at the eligibility center are being used.
If this happens, hang up and try again later.

a. Eligibility Check Procedure. When an eligibility center operator answers the
telephone, the following procedures to perform a patient's eligibility check will be
used:

b. Note: When calling, greet the operator and identify the center from where you are
calling.
(1) You will supply the following information to the operator:

(a) Site name and site security code, UCA code (from medical, dental, or
pharmacy)

(b) DEERS ID (an optional family member prefix and sponsor's Social
Security Number)

(c) Date of birth of beneficiary if known. If not known, then 999999
(d) FROM date (YYMMDD) of medical treatment
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(e) TO date (YYMMDD) of medical treatment
(2) The operator will then perform an eligibility inquiry.

(3) If'the patient is found to be on file, the operator will indicate that the patient is
enrolled in DEERS and is/is not eligible. When checking eligibility for more
than one member of a family, each of the family members must be identified
individually.

(4) If the patient is not found on file, the operator will indicate that the patient
does not appear as enrolled in DEERS.

(5) The procedure is repeated until all patients have been checked, and then the
call 1s ended.

SAMPLE ELIGIBILITY CHECK CALL

The following is an example of DEERS Eligibility Center Telephone Inquiry format:
Operator: Good Morning - DEERS Eligibility Center - May I help you?

Inquirer: Good mornin%, this is Support Center Alameda, Security Code AC, UCA Code BA,
Site Code 10123, inquiring the eligibility of 123 45 6789. The date of birth is 560324.
This is a single beneficiary request.

Operator: (enitlerskSqSN, DOB, SC, UC, and SITE CODE) What period of eligibility do you wish
to check?

Inquirer: 801201 through 801215 (December 1 - 15, 1980)

Operator: The beneficiary is Jane Smith, and she is enrolled and eligible for the period
requested. Any more inquiries?

Inquirer: Not at this time. Thank you, good-bye.
Operator: Thank you for calling the DEERS Eligibility Center.
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Figure 2-H-3

PERFORMING DEERS CHECKS USING THE COAST GUARD STANDARD TERMINAL

Ref: (a) DEERS Users Guide (UGO100ELRS) of Oct 1987

1.

A

10.

11

13.
14.

15.

At the Standard Terminal "Command Bar", Type VT100, (Go). If you don't have a
"Command Bar", see your computer System Manager.

To dial-up the DEERS microcomputer access, enter ATDT8,7033795860, then press
(Return). This command tells the modem to dial the DEERS access number, and should

result in a message reading "connect 1200" on your screen. This means your computer and
the one at DEERS are talking to on another.

Upon "handshake" with the DEERS computer, enter M (for Menu), then VT100 (return).
At Security Protection Screen, enter DEERS (Return). See also page 2-2 of reference (a).
At Transaction Code Screen, enter LOGN (Return). Also see page 2-3 of reference (a).

At Security Screen, enter your User ID in the "LOGON-ID" space, then press TAB. See
page  2-4 of reference é).

Enter your personal password in the designated area, then press TAB. See page 2-4, Step 5
of reference (a).

Enter GIQD in the "TRAN ID" space, then press Return. See pages 2-4 and 5, steps 6 & 7
of reference (a).

At the Main Menu, select the desired activity. For Eligibility checks, see pages 4-1
through 4-19 of reference (a), or as follows:

In Activity Code (AC) space, no entry is necessary if you wish to make an eligibility
check. See page 4-11 oflzeference (a). Press "Ta{)y' to continue.

. Enter your 6 character Site ID, then press "Tab".
12.

In "UC" block, enter BA for AmbulatorﬁMedical Care checks, CA for Dental checks, DA
for Pharmacy checks, or FN for TRICARE/HBA checks, then press "Tab". See page 4-12
of reference (a) for other codes.

Enter Sponsor's SSN, then press "Tab".

E%lt%r PATIENT's Date of Birth (DOB) in the following format: YYYYMMDD, then press
n a H‘

In "DDS" block, enter DEERS Dependent Suffix as follows:
01-19 Eligible Dependent Children

20 Sponsor

30-39 Spouse of Sponsor

40-44 Mother of Sponsor

45-49 Father of Sponsor

50-54 Mother-in-Law of Sponsor
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55-59 Father-in-Law of Sponsor

60-69 Other Eligible Dependents

70-74 Unknown by DEERS

75 DDS is unknown by Inquirer

98 Service Secretary Designee
NOTE

If the DDS code for sgonsor (20) is used, only sponsor data will be displayed on the
Eligibility Inquiry and Family Display Screens.

In the Treatment Date block, if the treatment dates are not the current date, enter the correct
dates in YYYYMMDD format, then press Tab.

16. After completing the SITE, UC, SPON SSN, PAT DOB, and DDS fields, press the )
ENTER/RETURN key. If there is a record on the data base with the same SSN and patient
DOB or a multiple DOB match and a single DDS match, the DEERS Eligibility Screen will
be redisplayed, showing the pertinent data on the patient in the lower portion of the screen.

17. Once patient eligibility has been verified, that patient's data can be cleared from the screen
by pressing Return.

18. To exit from the DEERS Eligibility Inquiry System:
a. Select the appropriate two-character code and enter it into the AC field. The codes are:

MM - DEERS Inquiry System Main Menu Screen
SO - Sign Off

(1) If the MM code is used to return to the Main Menu, enter 10 in the activity field to
Sign Off, then press Return.

b. Press, Enter (Return) when prompted by the sign-off screen.

c. When at the Original screen, enter +++ (return), then AT H %eturng. (Steps band ¢
"hang up" the modem link/telephone connection with the DEERS computer)

d. Press, Finish to return to the Command Bar.
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Figure 2-H-4

SITE-ID INITIAL REQUEST (DEERS)

SECTION 1. (To be completed by the base/installation/facility Site Security Manager).

A new Site-ID is requested (base name).
SERVICE/ORGANIZATION (Check X One)
Air Force=F = DOD=D ~ NOAA=O
Army = A __Marine Corps=M _ TRICARE=C
Coast Guard =P__ Navy =N ____ Public Health=W
Other = X
TYPE OF FACILITY (CHECK X One) FACILITY SECTION (Check X One)
Dental Clinic=D  AAFES=S __ FINCTR W/Title Il =FT
Health Clinic=M _ AQCESS=G ___Med/Dent Rec =R _
Hospital = H Ay FinOff=F _ Tumor Registry =T
Personnel Office =P Civ Pers Office=C __ Other=Z o
OPFAC code is
Sample: Full Mailing Address:
Commander Point of Contact (Title not person’s name)

Integrated Support Command New Orleans

Attn: Medical Records

4640 Urquhart St.

New Orleans, LA 70017-1010

** This line of address must include a location identifier. For example, "USCG Clinic"
is not acceptable; USCG Clinic New Orleans is acceptable.

Requested by (Rank/Name Signature) DATE:

(Telephone) Comm () , FTS .
SECTIONS II/III. (To be completed by Service Project Officer)

Recommended by: (Rank/Name/Signature) Date:
APPLICATIONS: (Check X One)
ACTUR _ ARED  DOLI _  OLGR _ RAPIDS
AQUESS  DMRIS  GIQD  OLPU __ Other
EQUIPMENT (Check X One) *Note: Justification must be attached if equipment is required.
CRT ~__  RAPIDS Telephone Center
Facility Equipment Timeshare o
III. 12-Month Workload: (A) Avg Admissions: _ , (B) Avg Outpat Visits: __; (C) Dental:

CH-19 2-44



Figure 2-H-4 (con’d)

SECTIONS IV/V. (To be completed by DCSPO representative V.
Director, Benefits Policy Division Inpatient
DEERS and Central Systems Program Office Outpatient
Six Skyline Place Dental

5109 Leesburg Pike, Suite 502
Falls Church, VA 22041-3201

The .api).lications.above are correct (or changed as indicated), and the equipment is confirmed.
Eligibility checking requirements are in Section V. Issue Site-ID.

Director, Benefits Policy Division Date:

SECTION VL. (To be completed by Security Maintenance, DEERS East Coast Center)

Entered on DEERS Site-ID File by (initials) DATE
Site-ID:
Field Service Region State or Country (OCONUS).
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Figure 2-H-5
DEFENSE ENROLLMENT ELIGIBILITY REPORTING SYSTEM (DEERS)
DIAL-UP ACCESS POLICY

MICROCOMPUTER ACCESS

DEERS can be accessed by telephone by using an IBM PC or AT compatible microcomputer, or
the Coast Guard Standard Terminal with the proper software emulation package installed. There
are four criteria for microcomputer access to DEERS:

1. Site must have access to an outside commercial touch-tone telephone line.
2. The modem connected to the computer must be Bell 212A compatible.
3. Individuals must have DEERS assigned user-IDs and passwords,

4. An asynchronous communication software package must be installed in the computer. The
most common software for the Standard Terminal is the VT-100 emulator.

An asynchronous dial-up environment is used to allow existing asynchronous terminals at
military installations to interface with DMSSCNET through a modem. The required modem
must be compatible with a Bell 212A capable for 300 or 1200 baud. This equipment will be
communicating with a Renex Converter at the DEERS offices. The display terminal should be
set up as follows:

1. Line width of 80 characters
2. 24 line screen height.

The asynchronous communications program should be configured as follows:

. Baud rate of 300 or 1200.

Parity of EVEN or MARK

Stop bits of one (1)

. Terminal emulation selections are listed on the Renex menu

Word length of seven (7)

S

The following telephone number is used to dial into the Renex converter box at DEERS. This
number has 16 trunk lines, and should normally be available:

(703) 379-5860
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Figure 2-H-5 (con’d)
ENSURING HANDSHAKE

The following criteria must be met during the interface test to ensure the handshake
(communication between your computer/modem and the DEERS system) is successful:

1. Verify correct hardware and software configuration
2. Conduct a dial-up test using the above telephone number
3. Perform system access procedures to display the DEERS sign-on screen

4. If any problems or questions arise during the initial setup and testing of equipment, call the
DMSSC Technical Support Group at (703) 578-5021, -22, or -23.
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Section I - Health Care Facility Definitions.

I.

Coast Guard Facilities.

Clinic. A health care facility primarily intended to provide outpatient medical
service for ambulatory patients. A clinic must perform certain non-therapeutic
activities related to the health of the personnel which are necessary to support the
operational mission of the unit, such as physical examinations, immunizations,
medical administration, and preventive medical and sanitary measures. A clinic staff
consists of at least one permanently assigned medical officer and health services
technician. The staff may include dentists, nurses, pharmacists, physician assistants
and other specialists as required. A clinic may be equipped with beds for
observation of patients awaiting transfer to a hospital, and for overnight care of
patients who do not require complete hospital services (e.g., isolation of patients
with communicable diseases) if accredited for that purpose by an external
accreditation agency (JCAHO/AAAHC).

Satellite Facility. A health care facility which is administered by a Coast Guard
clinic but is located off-site from the clinic.

Dental Clinic. A facility at a Coast Guard unit for the dental care and treatment of
active duty personnel. Dental clinics are staffed with one or more dental officers and
health services technicians.

Sick Bay. A small medical treatment facility (afloat or ashore) normally staffed only
by health services technicians for the care and treatment of active duty personnel.
Civilian health care providers contracted to provide in-house services at these
facilities, like any facility, may provide care only within the scope of their contracts.
The fact that these civilian health care providers are on board will not change the
status of the medical facility.

Super Sickbay. An intermediate size medical care facility (ashore) intended to
provide outpatient medical care for active duty personnel. A super sickbay will
perform activities related to the health of the personnel, which are necessary to
support the operational missions of all units within AOR, such as physical
examinations, immunizations, medical administration, and preventive medical and
sanitary measures. A super sickbay staff will normally be staffed with one medical
officer and three or more health service technicians.

2. Department of Defense Medical Facilities.

CH-19

a.

Nomenclature and Definitions. There are three types of DOD fixed medical
treatment facilities medical centers, hospitals, and clinics. The nomenclature and
definitions applicable to the classification of these facilities, as set forth below, are
used by the Army, Navy, Air Force, and Marine Corps.

2-48



b.

(1) Medical Center. A medical center is a large hospital which has been designed,
staffed and equipped to provide health care for authorized personnel, including
a wide range of specialized and consultative support for all medical facilities
within the geographic area of responsibility and post graduate education in the
health professions.

(2) Hospital. A medical treatment facility capable of providing definitive inpatient
care. It is staffed and equipped to provide diagnostic and therapeutic services
in the field of general medicine and surgery, preventive medicine services, and
has the supporting facilities to perform its assigned mission and functions. A
hospital may, in addition, discharge the functions of a clinic.

(3) Clinic. A medical treatment facility primarily intended and appropriately
staffed and equipped to provide emergency treatment and outpatient services.
A clinic is also intended to perform certain non-therapeutic activities related to
the health of the personnel served, such as physical examinations and
preventive medicine services necessary to support a primary military mission.
A clinic may be equipped with beds for observation of patients awaiting
transfer to a hospital, and for care of cases which cannot be cared for on an
outpatient status, but which do not require hospitalization.

Primary Mission. The primary mission of Department of Defense medical facilities
is to provide adequate medical care for members of the uniformed services on active
duty.

3. Uniformed Services Treatment Facilities (USTFs).

a.

Public Law 97-99 (1981) authorized several former USPHS hospitals (sometimes
called Jackson Amendment facilities) to provide health care to active duty and
retired members and their dependents. The law was modified in 1991 and the USTF
program was mandated to implement a managed care delivery and reimbursement
model in order to continue as part of the Military Health Services System (MHSS).
This managed care plan went into effect on October 1, 1993 and is called the
Uniformed Services Family Health Plan (USFHBP).

USFHBP is a health maintenance organization-type of plan exclusively for the
dependents of active duty, retirees and their dependents. Where available, the
USFHBP serves a defined population, through voluntary enrollment, and offers a
comprehensive benefit package. The capacity at USFHBP sites varies and is limited.
Beneficiaries enroll in the USFHBP during a yearly open season, and may disenroll
after one year. Enrollment is confirmed by each USFHP site. Those not accepted
during the open season may be enrolled as openings occur on a first come-first
served basis. USFHBP enrollees are not authorized to use the TRICARE
Program or the direct care system (DOD and Coast Guard health care/dental
facilities included) while enrolled in the USFHP.

Dependents and retirees who do not enroll in the USFHBP or who are denied
enrollment because the USFHBP is at capacity can only be treated at USTFs on a
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space-available and fee-for-service basis. All USTFs are required to be TRICARE
preferred providers.

Active duty personnel are not eligible to enroll in the USFHBP, however, they can
still be treated at USTFs under the following conditions:

(1) for emergency care,

(2) when referred by a military treatment facility, or

(3) when authorized by the cognizant MLC for non-emergent care.

When active duty care is rendered, the USTFs are not authorized to bill or collect
payment from active duty members, they must bill the Coast Guard instead.
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Section J - Policies and Procedures Required at Coast Guard Health Care Facilities.

1. Administrative Policies and Procedures. All facilities shall develop and maintain the
following written administrative policies and procedures which shall be reviewed
annually and updated as needed.

a. Standard Operating Procedure (SOP) defining objectives and policies for the facility.

b. Organizational Chart if there is a Health Services Division or Branch. The Health
Services Division/Branch or Medical Department should also be shown on the
command's organizational chart.

c. Clinic protocols, posted in the respective department, for pharmacy, medical
laboratory, and medical and dental radiology.

d. Notices posted in pharmacy and radiology advising female patients to notify
department personnel if they are or might be pregnant or breast feeding (pharmacy
only).

e. Written guidelines advising patients how to obtain after-hours emergency medical
and dental advice or care. These must be readily available and widely publicized
within the command and the local eligible beneficiary community.

f.  Quality Assurance (QA) program guidelines including assignment of a QA
coordinator and QA focus group members in writing. The QA focus group shall
meet at least quarterly and maintain written minutes.

g.  Guidelines for a patient advisory committee (PAC) comprised of representatives of
the health care facility and each major, identifiable, patient interest group. The PAC
shall meet periodically and maintain written minutes.

h. Persons authorized to deny care shall be so designated in writing by the command.

2. Operational Policies and Procedures. Facilities shall also develop and maintain the
following written operational policies and procedures. These require annual review and
signature by all health services personnel.

a. Emergency Situation Bill including Health Services Division response to fire,
earthquake, bomb threat, heavy weather, etc.

b. Health Services Emergency Response Protocols for suicide attempt/threat,
rape/sexual assault, family violence and medical emergencies in the dental clinic.

c. Protocol for managing after-hours emergencies. Clinics at accession points and at
Coast Guard units with on-base family housing shall maintain a 24-hour live watch
schedule.

2-51 CH-19



3.

CH-19

Patient Rights. Health care shall be delivered in a manner that protects the rights,
privacy and dignity of the patient. Sensitivity to patient needs and concerns will always
be a priority.

a.

Clinics shall post the Patient Bill of Rights and Responsibilities poster in clear view
in all patient waiting and urgent care areas (see Figure 2-J-1). Copies are available
from Commandant (G-WKH-1).

Chaperones shall provide comfort and support to patients during exams or treatment.
All patients shall be informed of the availability of chaperones.

(1) Chaperones are defined as persons who attend patients during medical exams
or treatment. Chaperones shall be of the same gender as the patient being
examined. Any nursing staff member, HS or volunteer may serve as a
chaperone as part of their duties. The Chief, Health Services Division shall
ensure that chaperones have appropriate training or experience (such as Red
Cross Orientation/Training) to enable them to carry out their duties properly.
Although a patient's request for a family member or friend to be present during
examination may be honored, that person is not a substitute for a chaperone.

(2) Patients who request the presence of a chaperone shall have their request
honored unless, in the opinion of the medical officer, the risk to the chaperone
outweighs the benefit to the patient (e.g., during x-ray exposures).

(3) Female patients undergoing breast examination or genital/rectal examination
or treatment must have a chaperone present during the examination. Male
patients may have a chaperone present at the patient's request.

(4) Ifaprovider thinks a chaperone is necessary, and the patient refuses to permit
the services of a chaperone, the provider must consider whether to perform the
examination or treatment or to refer the patient to another source of care.

(5) Clinics shall have a written policy for reporting any episode of alleged
misconduct during medical/dental examinations to the unit commanding
officer. Unit commanding officers shall investigate such complaints in
accordance with regulations.

Chief, health services division shall enforce the patient chaperone policy and ensure
chaperones are qualified to perform their duties.

Chief, health services division shall ensure that allegations of misconduct are
forwarded to the command in a timely manner.

Clinics shall ensure that patient educational materials concerning gender-related
health issues (PAP smears, cervical cancer, mammography and breast disease,
testicular and prostate cancer, etc.) are readily available.
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4. Health Care Provider Identification.

a.

In accordance with the Patient Bill of Rights and Responsibilities, all patients have
the right to know the identity and the professional qualifications of any person
providing medical or dental care. The recent addition of Nurse Practitioners and
commissioned Physician Assistants to our health care staffs has increased the
chances of misidentification. Accordingly, health care providers shall introduce
themselves and state their professional qualifications (level of provider) at each
patient encounter.

The standard Coast Guard name tag does not reflect any information concerning the
professional qualifications of the health care provider. Additionally, the standard
Coast Guard name tag is often not visible to patients with poor eyesight, or it may be
hidden by the provider's smock or lab coat. In lieu of the standard Coast Guard
name tag, all health care providers, civilian and military, shall wear a specific health
care provider identification tag on their outer smock or lab coat when engaged in
direct patient care in Coast Guard Clinics and Dental Clinics. The health care
provider identification tag shall be worn above the right breast pocket (or
equivalent). The following criteria shall be used by local commands and clinics in
manufacturing the health care provider identification tags:

(1) Size. The identification tag shall be 1" high by 3" wide.

(2) Materials. Standard plastic name tag blanks which may be purchased locally
or from Government sources.

(3) Color. Standard Coast Guard blue or black with white lettering.
(4) Contents. The identification tag shall contain the following information:

(a) The rank, first initial, and last name shall be centered on the
identification name tag and placed on the top line.

(b)  One of the following professional titles, or any other commonly
recognized professional name, centered below the name line.
Abbreviations shall not be used.

1 Physician

2 Dentist

3 Physician Assistant
4  Nurse Practitioner
5 Pharmacist
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[ee) (RN [o)

[N

Physical Therapist
Optometrist
Registered Nurse

Health Services Technician
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Figure 2-J-1

PATIENT BILL OF RIGHTS
AND RESPONSIBILITIES

Patient Rights

You have a right to:

Considerate, appropriate care with qualified providers,
consistent with the accepted standards of quality health care.

Impartial access to treatment regardless of race, gender,
religion, national origin, or physical disability.

Reasonable safety, comfort, and privacy within the clinic.

The identity and professional status of the health care
providers responsible for your care.

Full disclosure from the provider of care about your
condition, treatment, prognosis, significant complications,
risks, benefits, alternative treatments available, and any
additional information required to give informed consent
prior to procedures.

Personal and information privacy within the limits of the law.
You have the right to:

a.  refuse to talk with or see anyone not directly
involved in your care;

b.  be interviewed and examined in surroundings that
assure reasonable privacy;

c.  expect that any discussion or consultation involving
your care will be conducted confidentially; and

d.  have your health records read only by individuals
who are directly involved in your treatment or the
monitoring of its quality or have other legal
authority to review your record.

The presence of a chaperone during examination and
treatment, if you so desire.

Expect reasonable continuity of care.

Be advised if the facility proposes to engage in, or perform,
research associated with your care or treatment. You have a
right to refuse to participate in any research project.

Refuse treatment to the extent permitted by law and
government regulations, and to be informed of the
consequences of your refusal.

Expect prompt response to reports of pain.

Receive information concerning the medical or dental
treatment facility policies and procedures to initiate, review,
and resolve potential complaints.

Be informed of facility rules and regulations, which relate to
your conduct.

Patient Responsibilities

You have the responsibility:

To provide complete information about your present
complaints, past illnesses, hospitalizations, medications, and
other matters relating to your health. (Active duty members
cannot be required to sign a statement relating to the origin,
incurrence, or aggravation of a disease or injury.)

To report any unexpected changes in your condition.

To understand your treatment plan, and to ask questions
about what is not clear to you.

To follow the treatment plan.

To keep appointments, and to notify the clinic when you are
unable to do so.

For your actions if you refuse treatment or do not follow the
orders of health care providers.

To inform the facility if you believe your rights have been
violated.

To be considerate of the health services personnel and to act
in a mature and polite manner.

To be considerate of other patients. In particular, smoking,
loud noise, unruly behavior, profanity, and improper attire
are not permitted in the clinic.

To promptly return records to the clinic where they are
maintained. All health records documenting care provided
by any medical or dental treatment facility are the property of
the U. S. Government.

THOMAS H. COLLINS
Admiral, U.S. Coast Guard
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Section K - General Standards of Care. Patients at Coast Guard clinics and sickbays shall be

1.
2.

3.

5.

6.

CH-19

treated in accordance with the following general standards of care:

Diagnosis and therapy shall be performed by a provider with appropriate credentials.

Diagnoses shall be based upon clinical findings and appropriate tests and procedures.

Treatment shall be consistent with the working diagnosis, and shall be based upon a
current treatment plan.

Treatment shall be rendered in a timely manner. Providers should use their professional
judgement in accounting for the specific needs of patients and military readiness
obligations while attempting to meet the following goals for timeliness:

a. Sick call — If provided, the patient should be triaged immediately and be seen based
on urgency of the condition. The patient should be advised of the wait time to be
seen and offered a later appointment if the condition does not warrant immediate
attention.

b. Acute Illness (medical) - The wait time should not exceed 1 day. The condition
must be addressed, not necessarily resolved, within this time frame.

c. Routine Visit (medical) - The wait time should not exceed 1 week.

d. Specialty Care (medical) - To be determined by the primary care manager making
the referral based on the nature of the care required and the acuteness of the injury,
condition, or illness, but should not exceed a wait time of 4 weeks to obtain the
necessary care.

e. Well Visit - The wait time should not exceed 4 weeks.

f.  Urgent Care (dental) - The wait time should not exceed 1 day. The condition must
be addressed, not necessarily resolved, within this time frame.

g. Routine Visit (dental) - The wait time should not exceed 4 weeks.

h.  Scheduled Appointment (medical or dental) - The wait time should not exceed 30
minutes of appointed time. This may sometimes be delayed by the need to address
prior scheduled patients, emergency care, or unforeseen military obligations.

i.  Pharmacy - Prescription available within 30 minutes.

Treatment shall be provided using currently accepted clinical techniques.

Patients shall participate in deciding among treatment alternatives available to them.
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All diagnosis and treatment shall be appropriately documented, including subjective
complaints, pertinent positive and negative history, objective findings, clinical

assessment, plan for treatment, prescriptions, post-treatment instructions, and disposition
of patient.

Unusual circumstances, including complications of treatment, shall be fully documented.
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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-cm) 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) if 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

2 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.

(d)  Applicants for service academies, ROTC scholarship programs, and the
Uniformed Services University School of Health Sciences (USUHS) are
authorized to utilize MTFs for their initial physical examination and
additional testing if necessary. (Office of Assistant Secretary of Defense
Health Affairs, OASD (HA) policy memo 9900003/Physical
Examinations for ROTC Applicants (notal)).

1 Applicants for entry into these program and prospective flight
personnel should be treated as mission related priorities with
scheduling precedence associated with priority group 1.

2 Scheduling of physical examinations, additional tests and
evaluations are to be conducted in a timely manner.

(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.
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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.

. 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
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 and selected

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

(1) 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).

(2) 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.)

(3) 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.

(4) 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
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(6)

Table-3-A-1

Number of months for which a biennial exam is valid

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.

Personnel designated as aircrew are expected to maintain a biennial exam
schedule regardless of current aviation duty status.

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.
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L.

Quinquennial/Quinquennial Diving. A physical examination is required every five
(5) years on all active duty and selected reserve personnel, within 30 days of their
birth dates starting at age 20 through age 50, and for all personnel maintaining a
current diving qualification (also note "Other” in item #15.c. of DD-2808).
Quinquennial physical examinations are also required for:

(1) Reserve officers assigned to the Individual Ready Reserve (IRR) who are on a
promotion list.

(2) 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).

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.
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(6) Medical Boards. Medical Boards are convened to evaluate the present state of
health and fitness for duty of any active duty/selected reserve member.
Chapter 1-16-b.(3)(c) of this Manual outlines required forms for this process.

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
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 (k) for review. The MLC (k) will approve or disapprove the
screening using section 3-F (retention standards) as the guiding directive. Ifa
question arises as to the fitness of the individual, the MLC (k) may request additional
information from the examining unit. If the MLC (k) 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 assigned to commands collocated with dental examiners (i.e., Coast Guard DOs,
DOD DOs, or civilian contract dentists).

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

(1

)
3)
4

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.

A waiver can be terminated if there is appropriate medical justification.

c. 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.

(D

2

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
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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.

e. 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.
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.

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.

2 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 (opm or epm) 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-cm) is the reviewing
authority for aviator candidate, flight officer candidate, aircrew candidate, and
diving candidate physical examinations. Commander, CGRC shall review
disapproved MEPS physicals to ensure proper application of physical
standards.
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(6)

(7)

(8)

)

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 #84.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 PERSRUS 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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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-2

Physical Exam Note: Original Reviewing
Purpose to: Authority:
Aviator Candidate (1,2) CGPC-opm CGPC-cm
Aircrew Candidate (1,2) CGPC-epm CGPC-cm
Diving Candidate (1,2) CGPC CGPC-cm
Physician Assistant (1,5) CGPC-opm CGPC-cm
Candidate
Flight Surgeon (FS) MLC (k) MLC (k)
FS Candidate (DH(3) 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 (D) " "
Retirement (1,4) " "
Involuntary
Separation (1,4) " "
RELAD (1,4) " "
Precom/Appts (1) " "
Direct Commission (1,5) CGRC CGRC
OCS (1,5) CGRC CGRC
Enlistment ) CGRC CGRC
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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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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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.
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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.

8. 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.

(D
)
3)

(4)

©)

(6)

(7)

Only the sitting blood pressure is required.
Other positions required only if sitting blood pressure exceeds 159/90.

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 140/90, the disqualifying blood pressures will be
rechecked for 3 consecutive days in the morning and afternoon of each day and
averaged. 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, an electrocardiogram will be 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) They are always systolic in time.

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

(c) 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.

(d) They are transient in character, frequently disappearing after exercise.

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

(f) There is no evidence of heart disease or cardiac enlargement.

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

(a) 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.

(b) 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.

(c) 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,
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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

(1

)

)

(4)

©)

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.)
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(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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Following the completion of the general examination:
study carefully the examinee's family history; and

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

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.

Dental (Item 43 of DD-2808).

a. Who May Conduct Dental Examinations.

(1

)

3)

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

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

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)

2)

©)

Applicants for Original Entry. When ever practical, applicants for original
entry into the Service shall be given a Type II dental examination. Otherwise,
the dental officer shall determine the type of examination that is appropriate
for each examinee.

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 II dental examination.

Reserve Personnel.

(a) Type II dental examination is required for Quinquennial Physical
Examinations, and

(b) Type II dental examination is required annually for all SELRES.

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.

(1) All Labs must be performed within 180 days of the physical exam or they
will be considered out of date.

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- 27-3 Dicograms
MCHC - 30-36%

(6) Serological Test for Syphilis (RPR/STS).

(a)

(b)

(c)

Required for all aviation and diving candidate physicals.

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
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.
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(d)

(e)

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.

New diagnosis of syphilis requires disease reporting per local
governmental requirements and IAW Chapter 7-B-3 of this Manual.

(7) 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.

(8) Lipid testing.

(@

(b)
(©)

(d)

Routine Screening every S years for all members over age 35 with
total cholesterol, LDL and HDL as a minimum.

Framingham risk assessment documented every 5 years after age 40.

Screening for all members under age 35 with any of the following
cardiac risks:

1 Diabetes mellitus

2 Tobacco use

3 Hypertension

4 Family history of familial hyperlipidemia

S Family History of Cardiovascular disease before age 50 in males

and age 60 in female relatives

Decision on intervention for elevated lipids should be made on at
least 2 measurements.

(9) HIV Antibody.

(a)

The most recent HIV antibody test date will be recorded in item #49 of
the DD-2808 (Report of Medical Examination), on the DD Form 2766,
Item 10.h. (Adult Preventive and Chronic Care Flow Sheet), 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.
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(b)

(©)

(d)

HIV antibody testing is required as follows:

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

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

8  Cadets at the Coast Guard Academy as part of the physical
examination prior to commissioning;

9 All Coast Guard members who have not had at least one

documented HIV antibody test in the last five years;

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

11 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

12 Patients being referred to Level II/I1I alcohol/drug treatment
programs must be tested for HIV immediately prior to entering such
a program,;

13 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.
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(e)

®

(2

(h)

G

(k)

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,
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.

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.

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.

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.

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).

(D

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.
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(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:

(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

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

(3) 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.

e. 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
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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.

(2) 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
glucose. If glycosuria persists or if the fasting blood glucose exceeds 125
mg/100 ml, evaluate the individual for diabetes.

(3) 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).

(4) 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;

CH-19 3-48



)

)

(b) every two years, if on extended active duty; and
(c) with quinquennial examinations, for reserves.

(d) Pap tests are no longer required for women who have had a
hysterectomy.

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

©)

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
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(6)

(7

(8)

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.

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%.

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-1or FVC is less than 80% of predicted;
(b) FEV-1/FVC% is less than 69%;
(c) 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
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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
original entry in the Service will be required to obtain such tests at their own
expense, if they desire further consideration.

i. 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.

j.  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.

k. 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. Height. Measure the examinee's height in both meters and to the nearest inch,
without shoes.

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

(2) Weigh the examinee on a standard set of scales calibrated and accurate.
Record the weight both kilograms and pounds. Do not record fractions of
pounds, such as ounces.

c. 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 and
inches including fraction of inches.

d. Body Fat Percentage. Determined by MEPS.
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22. Distant Visual Acuity and Other Eve Tests.

CH-19

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
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)

2)

)

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 exa