U.S. DEPARTMENT OF
HOMELAND SECURITY
U.S. COASTIGUARD
CG-3307 (Rev.10-08)

ADMINISTRATIVE REMARKS

Entry Type: Reserve Incapacitation Benefits  (RIB-1)

Reference: Reserve Policy Manual, COMDTINSTM1001.28 (series)

Responsible Level: Unit

Entry:

(DATE): Counseled this date regarding  authorization of reserve incapacitation
benefits in the form of a Notice of Eligibility (NOE) for authorized medical
care and treatment.
| understand | am authorized medical care for an injurylillness

Initial (list ICD9 code(s)) incurred in the line of duty on (DDMMMYYYY)
while  performing (Type of Duty, e.g., T10, ADOS, ADT-AT, IDT) at (unit).
| understand that | may be eligible for Incapacitation Pay IAW Chapter 6 of

Initial the Reserve Policy Manual.
| understand that | may request a TONOfor travel and transportation expenses

Initial associated  with this NOE.
| have been advised of the requirement to submit an updated physician's

Initial report form from my designated medical provider every 30 days to PSC-rpm-3
via my command. | understand that failure to do so may result in the
termination of my incapacitation benefits.
| have been advised that my medical care/treatment will  be coordinated

Initial through  my servicing clinic.
| understand that my NOEwill not be approved, and is not in effect, until

Initial this signed acknowledgement is received by PSC-rpm-3.

Select one option below:
| accept receipt of subject NOEand understand the requirements and

Initial provisions as set forth.
| decline receipt of subject NOEand understand that by declining, [ will

Initial not receive medical care/treatment or compensation.

My current  contact information is:

Home Phone: ( ) -

Work Phone: ( ) -

Email:

(Signature of Member/Date) (Signature of Counselor)
1. NAME OF PERMANENT UNIT 2. NAME OF UNIT PREPARING THIS FORM
3. NAME OF MEMBER (Last, First/MI) 4. EMPLOYEE IDNUMBER | 5. GRADE/RATE 6.
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	entry_type: Reserve Incapacitation Benefits (RIB-1)
	reference: Reserve Policy Manual, COMDTINST M1001.28 (series)
	responsible_level: Unit
	entry: 
	remarks: (DATE):  Counseled this date regarding authorization of reserve incapacitation
         benefits in the form of a Notice of Eligibility (NOE) for authorized medical
         care and treatment. 

______   I understand I am authorized medical care for an injury/illness
Initial  (list ICD9 code(s)) incurred in the line of duty on (DDMMMYYYY)
         while performing (Type of Duty, e.g., T10, ADOS, ADT-AT, IDT) at (unit).  

______   I understand that I may be eligible for Incapacitation Pay IAW Chapter 6 of
Initial  the Reserve Policy Manual. 

______   I understand that I may request a TONO for travel and transportation expenses
Initial  associated with this NOE.

______   I have been advised of the requirement to submit an updated physician's
Initial  report form from my designated medical provider every 30 days to PSC-rpm-3
         via my command. I understand that failure to do so may result in the
         termination of my incapacitation benefits. 

______   I have been advised that my medical care/treatment will be coordinated
Initial  through my servicing clinic.

______   I understand that my NOE will not be approved, and is not in effect, until
Initial  this signed acknowledgement is received by PSC-rpm-3.

Select one option below:

______   I accept receipt of subject NOE and understand the requirements and
Initial  provisions as set forth.

______   I decline receipt of subject NOE and understand that by declining, I will 
Initial  not receive medical care/treatment or compensation. 


My current contact information is: 

Home Phone: (     ) ________ - ______________

Work Phone: (     ) ________ - ______________ 

Email: ______________________________________

 


          _____________________________            __________________________
           (Signature of Member/Date)               (Signature of Counselor)  
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______   I have been advised that my medical care/treatment will be coordinated
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