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	entry_type: Reserve Incapacitation Benefits (RIB-3)
	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 Active Duty for Health Care (ADHC) orders issued          under authority of 10 U.S.C. 12322. ______   I understand I am authorized medical care for an injury/illnessInitial  (list ICD9 code(s)) incurred in the line of duty on (DDMMMYYYY)         while performing (Type of Duty, e.g. IDT, ADT-AT) at (unit).  ______   I understand that I will receive active duty pay & allowances for theInitial  duration of authorized ADHC orders.______   I understand that PSC-rpm, in its role as Benefits Issuing Authority, mayInitial  terminate my ADHC orders when I am found Available for Full Duty (AFFD) or         earlier if it is determined that appropriate medical care can be provided         via a Notice of Eligibility (NOE).  ______   I have been advised of the requirement to submit an updated physician'sInitial  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 benefits. ______   I have been advised that my medical care/treatment will be coordinatedInitial  through my servicing clinic.______   I understand that my orders will not be approved until this signedInitial  acknowledgement is received by PSC-rpm-3.Select one option below:______   I consent to being retained or ordered to active duty in an ADHC status andInitial  understand the requirements and provisions as set forth.______   I do not consent to being retained on or ordered to active duty in an ADHCInitial  status. I understand that by declining, I will 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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	remarks1: (DATE):  Counseled this date regarding authorization of reserve incapacitation         benefits in the form of Active Duty for Health Care (ADHC) orders issued          under authority of 10 U.S.C. 12322. ______   I understand I am authorized medical care for an injury/illnessInitial  (list ICD9 code(s)) incurred in the line of duty on (DDMMMYYYY)         while performing (Type of Duty, e.g. IDT, ADT-AT) at (unit).  ______   I understand that I will receive active duty pay & allowances for theInitial  duration of authorized ADHC orders.______   I understand that PSC-rpm, in its role as Benefits Issuing Authority, mayInitial  terminate my ADHC orders when I am found Available for Full Duty (AFFD) or         earlier if it is determined that appropriate medical care can be provided         via a Notice of Eligibility (NOE).  ______   I have been advised of the requirement to submit an updated physician'sInitial  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 benefits. ______   I have been advised that my medical care/treatment will be coordinatedInitial  through my servicing clinic.______   I understand that my orders will not be approved until this signedInitial  acknowledgement is received by PSC-rpm-3.Select one option below:______   I consent to being retained or ordered to active duty in an ADHC status andInitial  understand the requirements and provisions as set forth.______   I do not consent to being retained on or ordered to active duty in an ADHCInitial  status. I understand that by declining, I will 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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