
SAMPLE FORMAT                                                                                                                                                                                                                                                                                               
PATIENT INFORMATION SHEET

	Date:  _________________________ 

Case Manager: _______________________________________________
	MEDICAL EVALUATION BOARDS SERVICE

NAVAL MEDICAL CENTER/HOSPITAL_________________
ADDRESS ___________________________________________
CITY, ST ____________________________________________
TELEPHONE:  _______________________  DSN:  __________
FAX:  _______________________________ 

	
	


REVISED:  JANUARY 2004
	FOR MEDICAL EVALUATION BOARDS SERVICE OFFICE USE ONLY

	Select Military Service:

 FORMCHECKBOX 
 USN  FORMCHECKBOX 
 USA  FORMCHECKBOX 
 USAF  FORMCHECKBOX 
 USMC  FORMCHECKBOX 
USCG  FORMCHECKBOX 
 MILITARY ACADEMY____________________ 

 FORMCHECKBOX 
 OTHER: ________________________________________________________________________

RESERVIST:   FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

Required messages:

 FORMCHECKBOX 
 INITIATE NOTIFICATION MESSAGE

 FORMCHECKBOX 
 INITIATE A HOLD SEPARATION MESSAGE

 FORMCHECKBOX 
 RETIREMENT IN ABEYANCE MESSAGE  

 FORMCHECKBOX 
 LINE OF DUTY INVESTIGATION/DETERMINATION (LODI/LODD) MESSAGE

 FORMCHECKBOX 
 NON MEDICAL ASSESSMENT MESSAGE

Type of Medical Evaluation Board:

 FORMCHECKBOX 
 FIRST PERIOD OF LIMITED DUTY (FPLD):  <6 MONTHS

 FORMCHECKBOX 
 SECOND PERIOD OF LIMITED DUTY:  <6 MONTHS

          NOTE:  FIRST AND SECOND PERIODS OF TLD CANNOT EXCEED 12 TOTAL MONTHS FROM THE

          DATE OF THE START OF THE FIRST LIMITED DUTY  PERIOD

 FORMCHECKBOX 
 THIRD OR GREATER PERIOD OF LIMITED DUTY (=DEPARTMENTAL REVIEW TO SERVICE HQ)

 FORMCHECKBOX 
 PHYSICAL EVALUATION BOARD (PEB)

Additional requirements:

 FORMCHECKBOX 
 NON-MEDICAL ASSESSMENT 

 FORMCHECKBOX 
 SINGLE SIDED COPY OF HEALTH RECORD

 FORMCHECKBOX 
 PROFESSIONAL AFFAIRS LETTER                  

 FORMCHECKBOX 
 PHYSICAL EXAMINATION

 FORMCHECKBOX 
 NOTICE OF ELIGIBILITY (NOE)

 FORMCHECKBOX 
 COPY OF MOBILIZATION ORDERS

 FORMCHECKBOX 
 ALL PREVIOUS LIMDU AND PEB MEDICAL EVALUATION BOARD (S) (Enter date: dd/mmm/yyyy) 

 _________________________/__________________________/____________________________



	ADDENDUM / ADDENDA REQUIRED:

	 FORMCHECKBOX 
 ALLERGY 

 FORMCHECKBOX 
 GENERAL/PLASTIC SURGERY

 FORMCHECKBOX 
 ORTHOPEDICS

 FORMCHECKBOX 
 CARDIOTHORAIC/CARDIOLOGY  

 FORMCHECKBOX 
 HEMA/ONCOLOGY

 FORMCHECKBOX 
 PAIN CLINIC

 FORMCHECKBOX 
 CHIROPRACTIC 

 FORMCHECKBOX 
 INFECTIOUS DISEASE

 FORMCHECKBOX 
 PODIATRY

 FORMCHECKBOX 
 DERMATOLOGY

 FORMCHECKBOX 
 INTERNAL MEDICINE

 FORMCHECKBOX 
 PSYCHIATRY/PSYCHOLOGY

 FORMCHECKBOX 
 DENTAL SURGERY

 FORMCHECKBOX 
 NEPHROLOGY

 FORMCHECKBOX 
 PULMONARY

 FORMCHECKBOX 
 EENT

 FORMCHECKBOX 
 NEUROLOGY

 FORMCHECKBOX 
 RAD/ONCOLOGY 

 FORMCHECKBOX 
 ENDOCRINOLOGY

 FORMCHECKBOX 
 NEUROSURGERY

 FORMCHECKBOX 
 RHEUMATOLOGY

 FORMCHECKBOX 
 GASTROENTEROLOGY

 FORMCHECKBOX 
 OB/GYN

 FORMCHECKBOX 
 UROLOGY

 FORMCHECKBOX 
 GENERAL MEDICINE

 FORMCHECKBOX 
 OPTHALMOLOGY

 FORMCHECKBOX 
 VASCULAR SURGERY




Instructions:  The information requested below is vital in processing your Medical Evaluation Board.  Please answer all questions.  Please DO NOT use abbreviations.  All information requested on these pages is for use of the MEB Service Office and the Disability Evaluation System Counselors.  If you are uncertain of any question
or need assistance in completing the form, please ask for assistance.  The Privacy Act of 1974 protects this information.

	SECTION 1:  PATIENT INFORMATION

	NAME ________________________________________________________________________              SSN: __________/__________/__________      RACE: ______________________  


LAST                                                FIRST                                             MI

DESIG/MOS/AFSC/NEC: _________________________     JOB TITLE: ____________________________________________________     BRANCH OF SERVICE:_________________

                                                                                                                        (e.g., Infantry, Med Tech, Boatswain Mate)     

RANK/GRADE: _____________      RATE: ______________      DATE OF BIRTH: ________________                                            SEX:    FORMCHECKBOX 
 FEMALE     FORMCHECKBOX 
 MALE

                                                                                                                                              (dd/mmm/yyyy)

LOCAL MAILING ADDRESS:                                                                                                       PERMANENT HOME ADDRESS:
______________________________________________________________________              _________________________________________________________________________

LOCAL TELEPHONE NUMBER:                                                                                                  PERMANENT TELEPHONE NUMBER:

_____________________________________________________________________               _________________________________________________________________________

E-MAIL:  _______________________________________________________ 
                 (List only official military/.mil e-mail address)



	SECTION 2:  MILITARY SERVICE INFORMATION

	LENGTH OF SERVICE: _________YRS. _________MOS.                                                           HIGH YEAR TENURE DATE: _____________________________ 







                                                                                                                   (dd/mmm/yyyy)

EAOS/EAS: _______________________________________________________                         PEBD: _________________________________________________                                                                                             

                           END OF ACTIVE OBLIGATED SERVICE  (dd/mmm/yyyy)                                                        PAY ENTRY BASE DATE    (dd/mmm/yyyy)

DO YOU HAVE A VOLUNTARY RETIREMENT DATE?     FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO     PROVIDE DATE: _______________________________________(dd/mmm/yyyy)

DO YOU HAVE A MANDATORY RETIREMENT DATE?    FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO     PROVIDE DATE: _______________________________________(dd/mmm/yyyy)

ARE YOU AN ACTIVE RESERVIST?                                      FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO     ARE YOU A DRILLING RESERVIST?   FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

ARE YOU IN THE USNR/FTS(formerly TAR?)                       FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO     ARE YOU ON ADSW?                              FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO      

ARE YOU AN OFFICER CANDIDATE?                                  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO   

For Reserve Component Members:  HAS A NOTICE OF ELIGIBILITY (NOE) BEEN ISSUED/REQUESTED?    FORMCHECKBOX 
YES   FORMCHECKBOX 
 NO      NOE DATE:______________

                                                                                                                                                                                                                                                 (dd/mmm/yyyy)



	SECTION 3:  COMMAND INFORMATION

	YOUR PERMANENT COMMAND/SHIP/DUTY STATION (INCLUDE CITY/STATE/NAME OF BASE WHERE COMMAND IS LOCATED) and any command to which you are currently TAD/TEMDU/ADDU:  __________________________________________________________________________________________

DEPARTMENT NAME OR CODE IN WHICH YOU WORK:  ________________________________________________________________________________

IMMEDIATE SUPERVISOR’S NAME/TELEPHONE NUMBER:  _____________________________________________________________________________

DUTY TELEPHONE NUMBER:   (________)__________________________ DSN PREFIX: _______________ UIC/RUC_______________________________

COMMAND’S PLAIN LANGUAGE ADDRESS (PLAD):  ___________________________________________________________________________________

ARE YOU IN RECEIPT OF ORDERS? :  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO  IF YES, TO WHAT COMMAND?  ________________________________________________________

PERSUPPDET’S ADDRESS/ADMIN SHOP:  ________________________________________________ PSD UIC or S1 Shop:____________________________



	SECTION 4:  PATIENT RECORDS INFORMATION

	WHERE IS YOUR SERVICE RECORD/BOOK MAINTAINED? ______________________________________________________________________________

WHERE IS YOUR HEALTH RECORD MAINTAINED? _____________________________________________________________________________________

WHERE IS YOUR DENTAL RECORD MAINTAINED? _____________________________________________________________________________________



	SECTION 5:  MEDICAL CONDITION INFORMATION

	WHAT IS YOUR DIAGNOSIS? _________________________________________________________________________________________________________

WHAT IS THE CAUSE OF YOUR MEDICAL PROBLEM? (PLEASE SELECT ONE OF THE ITEMS LISTED BELOW):

 FORMCHECKBOX 
 BATTLE CASUALTY 

 FORMCHECKBOX 
 ACCIDENT   

 FORMCHECKBOX 
 MOTOR VEHICLE ACCIDENT

 FORMCHECKBOX 
 SPORT/PT INJURY

 FORMCHECKBOX 
 DISEASE    

 FORMCHECKBOX 
 ASSAULT BY ANOTHER 

 FORMCHECKBOX 
 FALL   

 FORMCHECKBOX 
 OTHER:  (Please explain below)

_____________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________

IF THE PROBLEM WAS DUE TO TRAUMA, INJURY OR AN ACCIDENT, PLEASE PROVIDE A BRIEF STATEMENT WITH DATE AND CIRCUMSTANCES BELOW: _____________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________

WHAT COMMAND WERE YOU ATTACHED TO AT THE TIME OF YOUR ACCIDENT/INJURY?  ________________________________________________

WAS A LINE OF DUTY INVESTIGATION (LODI) CONDUCTED?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO  

IF YES, WHAT COMMAND CONDUCTED THE LODI?  ____________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________



	SECTION 6:  MEDICAL BOARD INFORMATION AND HISTORY

	WHAT TYPE OF MEDICAL EVALUATION BOARD IS YOUR HEALTH CARE PROVIDER RECOMMENDING? (Please select one item below)

 FORMCHECKBOX 
 FIRST PERIOD OF LIMITED DUTY

 FORMCHECKBOX 
 PHYSICAL EVALUATION BOARD (PEB)

 FORMCHECKBOX 
 SECOND PERIOD OF LIMDU  

 FORMCHECKBOX 
 RETURN TO MEDICALLY UNRESTRICTED DUTY

 FORMCHECKBOX 
 THIRD OR SUBSEQUENT PERIOD OF LIMDU (=DEPARTMENTAL REVIEW)

 FORMCHECKBOX 
 OTHER: 

HAVE YOU EVER HAD A MEDICAL EVALUATION BOARD (PEB/LIMDU) BEFORE?   FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO   IF YES, PLEASE LIST THE DATE (S) AND LOCATION (MTF THAT CONVENED THE MEB) BELOW:           

(1)  _______________________________________________________________________________________________________________

                  (2)  _______________________________________________________________________________________________________________

                  (3)  _______________________________________________________________________________________________________________ 

IS THIS MEDICAL TREATMENT FACILITY (MTF) YOUR PRIMARY CARE MANAGER (PCM) MTF?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

IF NOT, WHICH MTF IS YOUR PCM PROVIDER?  _________________________________________________________________________________________

WHO IS YOUR PRIMARY CARE PROVIDER (PCP)? _______________________________________________________________________________________

WHO IS YOUR ATTENDING HEALTH CARE PROVIDER/SPECIALIST AT THIS MTF? _________________________________________________________

WHICH SPECIALTY CLINIC IS FOLLOWING YOUR CASE?  _______________________________________________________________________________

WHAT OTHER CLINICS/PHYSICIANS ARE TREATING YOU AND FOR WHAT CONDITION?

CLINIC: _______________________PHYSICIAN: __________________________ CONDITION:  ___________________________________________________

CLINIC: _______________________PHYSICIAN: __________________________ CONDITION:  ___________________________________________________

CLINIC: _______________________PHYSICIAN: __________________________ CONDIITON:  ___________________________________________________

DO YOU HAVE ANY PENDING SURGERY?  DATE: _______________   PROCEDURE:  ___________________________  MTF_________________________

                     FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO                                  DATE: _______________   PROCEDURE:  ___________________________  MTF_________________________



	SECTION 7:  DISCPLINARY ACTION INFORMATION

	ARE YOU CURRENTLY PENDING ANY DISCIPLINARY ACTION?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO  



	SECTION 8:  GENERAL INFORMATION

	DISABILITY TRANSITION ASSISTANCE PROGRAM:  I have been informed that if I am being referred to the Physical Evaluation Board I must call and reserve a seat in the Disability Transition Assistance Program (DTAP) Class.   @ xxx-xxx-xxxx.  I understand that I must be scheduled to attend the next class and it is to my advantage to attend this class.  I also understand that failure to attend may result in administrative action being taken.   Member’s Initials: _______

PHYSICAL EXAMINATION:  If I am being referred to the Physical Evaluation Board I must schedule a Physical Examination within 72 hours of completing this form. 
Member’s Initials: _______  

MEDICAL RECORD:  If I am undergoing a Physical Evaluation Board, I understand that I am to work with the Medical Evaluation Boards Service Office to ensure they receive a complete copy of my health record within 5 working days of completion of this form.  Medical record is due by _______________  (dd/mmm/yyyy).

Member’s Initials: _______ 
NON-MEDICAL ASSESSMENT AND NARRATIVE SUMMARY:  I am aware that my commanding officer or his/her designated representative has the responsibility to complete and submit a Non-Medical Assessment (NMA) and Narrative Summary within the time frame as specified by the Secretary of the Navy directive 1850.4 series.   (NOTE:  For PEB and Marine Departmental Review cases only.)   Member’s Initials: ______   

MEDICAL HOLDING COMPANY:  I understand that if I am currently stationed in some OCONUS location overseas or attached to a deployable unit that I may be required to check-in to the Medical Holding Company, Bldg. xxx.  In some rare instances, if I am required to receive frequent care at NAVHOSP______ on an ongoing/ weekly basis and I am at a shore facility located greater than 50 miles from NAVHOSP I may be required to check-into the Medical Holding Company IAW BUPERSINST1360.72 series   Member’s Initials: ______

REBUTTAL:  I understand that I am required to review and sign my Medical Evaluation Board Report when it has been prepared.  If I desire I may submit a rebuttal to the MEBR; however, I understand that I have 5 working days to submit the rebuttal or my acceptance of the findings of the Medical Evaluation Board Report will be presumed and the MEBR and all accompanying documentation  will be forwarded to higher authority without my rebuttal.  Member’s Initials: _______

CONVALESCENT/REGULAR LEAVE:  I understand that if I am going on convalescent/ regular leave that I must provide the Medical Evaluation Boards Services Office with a leave address and telephone number where I may be  reached during the leave period.   Member’s Initials: _______

SURGICAL PROCEDURES:  I understand that I am to notify the MEBs Services Office prior to undergoing any planned (i.e., not emergency) surgical procedures as such procedure(s) may have a critical impact on my MEB process.  Member’s Initials:  _______

I hereby certify that the above information is accurate, correct, and complete to the best of my knowledge.   

PATIENT’S SIGNATURE: __________________________________________________________________________________ DATE: __________________________

MEDICAL EVALUATION BOARDS SERVICE ACCEPTING OFFICIAL’S SIGNATURE:_____________________________ DATE: __________________________

PRINTED LAST NAME OF ACCEPTING OFFICIAL:_______________________________________________________________________________________
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