(See DD Form 2005 for Privacy Act Statement)

MEDICAL RECORD -- SUPPLEMENTAL MEDICAL DATA

For use of this form, see AR 40-400; the proponent agency is the Office of the Surgeon General.

REPORT TITLE OTSG APPROVED
EXCEPTIONAL FAMILY MEMBER PROGRAM PERIODIC ENCOUNTER (bate)

1. Date of contact 2. Type of contact
O Telephone Consult O Office Visit O Other:

3. Sponsor's name 4. Sponsor's branch of service 5. Sponsor's rank
O Army O Air Force O Navy O Marine Corps O USCG

6. Current address (Street and number, city or installation, state and zip code)

7. Home telephone 8. Work telephone 9. Projected PCS date 10. Projected PCS location

11. Primary care taker
O Child Development Center O Family Care Center O Other:

12. Date the Specialized Needs Resource Team last met | 13. Does the subject have an Advance Directive? | 14. Date of last PERNET check
concerning the subject: O Yes (Date: ) ONo

15. Have there been any changes to the family unit since the last encounter? O Yes O No (Ifyes, please complete the following for each.)

Family member's full name (First, Middle, Last) Prefix Date of birth Gender How this membe; changed the unit
a b. ¢ d. Born | Adopted | Died | Other (Specify)
16. Medical diagnosis 17. Medical equipment 18. Medical procedures

19. Have there been any housing modifications due to the subject's special needs? O Yes O No (If "Yes," please specify below.)

20. Is the subject on the inslallation's Priority Air Conditioning List? 21. Is the subject enrolled in Program for People with Disabilities?
O Yes (Date placed on list: ) ONo [OYes 0ONo

22. |s the subject enrolled in Women Infants and Children's Program? | 23. Is the subject receiving supplemental social security income?
OYes 0ONo OYes ONo

24. Subject is enrolled in Tricare Prime at: 25. Subject's primary care manager is:

(Continue on reverse)

PREPARED BY (Signature & Title) DEPARTMENT/SERVICE/CLINIC DATE

PATIENT'S IDENTIFICATION (For typed or written entries give: Name--last, first,

middle; grade; date; hospital or medical facility) HISTORY/PHYSICAL D FLOW CHART

OTHER EXAMINATION  [] OTHER (Specify)

O 0O O O

Name: DOB: OR EVALUATION
DIAGNOSTIC STUDIES
FMP/SSN: Gender:
TREATMENT
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26.

Community resources

27.

Support system

28.

New issues or concerns

29. Has the subject been hospitalized since the last update? O Yes 0O No (If "Yes,” explain below.)
Date(s) hospitalized Name of hospital Location Diagnosis
a. b. c. d.
30. Does the subject have any allergies? O Yes O No (If "Yes," please list them.)
31. Pain at this time (Circle one - 0 indicates no pain and 10 indicates the worst pain imaginable.) | 32. Pain location
0 1 2 3 4 5 6 7 8 9 10
33. Pain intervention
34. Current prescription medications 35. Current over-the-counter medications
Medication Doseage Medication Doseage
a. b. a. b.
36. Current herbals 37. Current vitamins
Herbal Doseage Vitamin Doseage
a. b. a. b.
38. Educational needs

a. Individualized Education Program? O Yes O No

b. Individualized Family Services Plan? O Yes 0O No

c. 504 Plan? O Yes 0O No
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