Directions for Completing the Annual Verification Package
(1) Annual Health Screening Questionnaire
Please make sure all information is accurate to the best of your ability. When submitting your package, be sure to include copies of all medical documentation and HIV testing (and results) as applicable, then fax to the Systems Section at 301-295-5954. 
(2) Dependency Application/Record of Emergency Data – Also known as the PAGE 2

This two-page document identifies and designates beneficiaries. It also serves as the means by which your Primary Next of Kin (PNOK), Secondary Next of Kin (SNOK) and Person Authorized Direct Disposition (PADD) are designated. Please complete the document and fax to the Systems Section at 301-295-5954.
Things to include:

· If married, be sure to include spouse’s maiden name (if applicable).

· Current address of birth/adopted mother and father (no P.O. Boxes). If either parent is deceased or the current address is unknown, please be sure to indicate. Do not include step-parents in this section. 
· Under the REMARKS section, please be sure to designate individual after PNOK, SNOK and PADD. The PADD is the individual that will be designated to make burial decisions on your behalf. For each of these individuals it is important to include the full address, telephone number and relationship to you.
· Please write in your religious preference. 
(3) Servicemembers’ Group Life Insurance (SGLI)
Included is a blank copy of the SGLI form. Please fill out and fax to the Systems Section at 301-295-5954. Directions are included for your convenience.

You only pay the SGLI premium and receive SGLI benefits while you are on annual training orders. If you have questions, please contact us at OH@med.navy.mil. 
(4) Academic Year Statement (AYS)
This form is to be signed by the school’s registrar then faxed to the Systems Section at 301-295-5954. Please ensure that the graduation date is accurate. If it is not, you will not receive all the stipend for which you are 
    authorized. 
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   Annual Health Screening Form for HPSP, NCP, FAP and NADDS Participants
Medical Questionnaire: Please remember to submit appropriate documentation along with any “YES” answers.

1. Have you had any injury, illness or disease within the past 12 months which required hospitalization or caused you to be absent from school or training?                                                                 (   ) YES   (   ) NO

If yes, explain: ​​​​​______________________________________________________________ ______________________________________________________________________________

2. Are you now, or have you been in the care of a Health Professional during the past 12 months? 








              (   ) YES   (   ) NO

If yes, explain: ​​​​______________________________________________________________ ______________________________________________________________________________

3. Have you taken any medications in the past 12 months?
                              (   ) YES   (   ) NO 

If yes, please list medications/over the counter preparations/supplements and reasons for their use: ____________________________________________________________________________________________________________________________________________________________

4. Do you have any physical or psychological concerns which might restrict your performance on active duty or prevent your ability to come on active duty?                                                             (   ) YES   (   ) NO

If yes, explain: ______________________________________________________________ ______________________________________________________________________________

5. Date of your last HIV test: ____________________________________________________________________

  HIV testing is required every two years. Please remember to submit proof of testing and results.

6.  Current Height:  __________   Current Weight: _________   Age: _________   Sex: _________
Personal Information  (Please Print):
Name: _____________________________________   Rank: _____________ Phone: _______________________

E-Mail: ______________________________________ Last four of Social Security Number: __________________    
Grad Year: ___________________________________ Program:   ___HPSP     ____NCP    ____ NADDS    ____ FAP 
I certify that the information contained in this form is true and complete to the best of my knowledge. I understand that I may be asked to provide documentation  for substantiation of any “YES” answer(s). 
Member Signature: ______________________________________   Date: ________________________

PRIVACY ACT STATEMENT: Authority 44 USC 3101 and EQ 9397. Principal Purpose: College information. The SSN is used to positively identify student. Routine Use: Information used to manage HPSP/FAP/NCP/NADDS program students. Disclosure: Voluntary, however, failure to supply this information could result in suspension/termination of benefits.


Please return to the Medical Records Department.

Email: OH@med.navy.mil Attn: Medical Records or FAX: 301-295-5954

REV 02/2010
DEPENDENCY APPLICATION/RECORD OF EMERGENCY DATA

	
	1.  UNIT I.D.  8806N
	2.  SHIP OR STATION
HPSP
NROTC UNIT, UNIVERSITY OF FLORIDA, GAINESVILLE
	3.        4.

	
	5. NAME OF SPOUSE     

     
	6. DATE OF BIRTH OF SPOUSE

     
	7. RELATIONSHIP


	
	8.  PLACE OF MARRIAGE (CITY & STATE IF COUNTRY)

  MERGEFIELD PlaceofMarriage 
	9 DATE MARRIED


	10.  CITIZENSHIP OF SPOUSE



	
	11. ADDRESS OF SPOUSE

     
	12. DEP

     

	
	13. NAME OF CHILD OR DEPENDENT


	14. DATE OF BIRTH


	15. RELATIONSHIP

     

	
	16. ADDRESS (INCLUDE NAME OF CUSTODIAN IF OTHER THAN CLAIMANT)


	17. DEP



	
	18. NAME OR CHILD OR DEPENDENT

     
	19.  DATE OF BIRTH

     
	20. RELATIONSHIP

     

	
	21. ADDRESS (INCLUDE NAME OF CUSTODIAN IF OTHER THAN CLAIMANT)

     
	22. DEP

     

	
	23. NAME OR CHILD OR DEPENDENT

     
	24. DATE OF BIRTH

     
	25. RELATIONSHIP

     

	
	26. ADDRESS (INCLUDE NAME OF CUSTODIAN IF OTHER THAN CLAIMANT)

     
	27. DEP

     

	
	28. NAME OR CHILD OR DEPENDENT

     
	29. DATE OF BIRTH

     
	30. RELATIONSHIP

     

	
	31. ADDRESS (INCLUDE NAME OF CUSTODIAN IF OTHER THAN CLAIMANT)

     
	32. DEP



	
	33. NAME OF FATHER



	
	34. ADDRESS OF FATHER(SEE SPECIAL INSTRUCTIONS BEFORE COMPLETING BLOCK 35)


	35. DEP

NO

	
	36. NAME OF MOTHER



	
	37. ADDRESS OF MOTHER(SEE SPECIAL INSTRUCTIONS BEFORE COMPLETING BLOCK 38)


	38. DEP

NO

	
	39. WERE YOU PREVIOUSLY

MARRIED?  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO
	40. PRIOR MARRIAGE DISSOLVED BY

 FORMCHECKBOX 
DEATH  FORMCHECKBOX 
ANNULMENT  FORMCHECKBOX 
DIVORCE
	41. DATE


	42. PLACE (CITY & STATE OR COUNTRY)



	
	43. WAS SPOUSE PREVIOUSLY

MARRIED?  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO
	44. PRIOR MARRIAGE DISSOLVED BY

 FORMCHECKBOX 
DEATH  FORMCHECKBOX 
ANNULMENT  FORMCHECKBOX 
DIVORCE
	45. DATE

     
	46. PLACE (CITY & STATE OR COUNTRY) 

     

	47. OTHER


	48. ADDRESS

     
	49. RELATIONSHIP

     

	50. NEXT OF KIN OF SPOUSE (NOT HUSBAND, WIFE OR MINOR CHILD)     
	51. ADDRESS

     
	52. RELATIONSHIP

     

	53. BENEFICIARY(S) FOR UNPAID PAY AND ALLOWANCES


	54. ADDRESS


	55. RELATIONSHIP


	56. %

100

	57. PERSON TO RECEIVE ALLOTMENT IF IN A MISSING STATUS. SUBJECT TO SECNAV DETERMINATION


	58. ADDRESS


	59. %

80
100

	60. BENEFICIARY(S) FOR GRATUITY PAY (NO SPOUSE OR CHILD SURVIVING)

	61.ADDRESS


	62. RELATIONSHIP


	63. %

100
100

	64. LIFE INSRUANCE DATA (NAME OF CO) (DO NOT INCLUDE SGLI)

     
	65 ADDRESS

     
	66.  POLICY NUMBER

     


	
	67. REGLION


	68.
	69.
	70. RANK/RATE

     MIDN
	71.  PAGE

1
	72.  OF PAGES

       1

	
	73.  NAME OF DESIGNATOR (LAST, FIRST, MIDDLE)


	74.  SSN


	75. USN       76. USNR

 FORMCHECKBOX 
                  FORMCHECKBOX 



                                                                                                                                                                                             PART II
NAVPERS 1070/602(5C)(Rev.7.72)S/N0106-018-6022                                              BUREAU OF NAVAL PERSONNEL 
*U.S. GOVERNMENT PRINTING OFFICE: 1986-491-648/T-40024 

NAVPERS 1070/602 (Rev. 7-72) (PART II) (BACK)

	77. LOCATION OF WILL OR OTHER VALUABLE  PAPERS




78.   REMARKS

Name, address and phone of:

Primary Next of Kin (PNOK):

Secondary Next of Kin (SNOK):

Person Authorized Direct Disposition (PADD):
	                                       Is beneficiary designation of S.G.L.I. on file?                        FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
	DATE (IF YES)

24 AUG 09


NOTE: THIS FORM DOES NOT DESIGNATE OR CHANGE BENEFICIARIES OF GOV’T LIFE INSURANCE.

	79.  SIGNATURE OF DESIGNATOR


	80. SIGNATURE OF APPROVING OFFICER, TITLE, AND DATE



	
	R. CROWERS, CDR, USN,  XO        24 AUG 09


     
	                                                                                                  CERTIFICATION OF DESIGNATOR
I have reviewed the data entered on this form and certify that it is correct.

Execute a new NAVPERS 1070/602 if data is not correct.



	    DATE
	      SIGNATURE OF DESIGNATOR
	
	    DATE
	            SIGNATURE OF DESIGNATOR

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Please read the instructions before completing this form. 
Servicemembers’ Group Life Insurance Election and Certificate

	Use this form to:  (check all that apply)

· Name or update your beneficiary

· Reduce the amount of your insurance coverage

· Decline insurance coverage
	Important:  This form is for use by Active Duty and Reserve members.  This form does not apply to and cannot be used for any other Government Life Insurance.

	Last name
First name
 Middle name


	Rank, title or grade 
	Social Security Number

	Branch of Service (Do not abbreviate)  


	Current Duty Location

	Amount of Insurance

By law, you are automatically insured for $400,000.  If you want $400,000 of insurance, skip to Beneficiary(ies) and Payment Options.  If you want less than $400,000 of insurance, please check the appropriate block below and write the amount desired and your initials.  Coverage is available in increments of $50,000.  If you do not want any insurance*, check the appropriate block below and write (in your own handwriting), “I do not want insurance at this time.”  

Declining SGLI coverage also cancels all family coverage and traumatic injury protection under the SGLI program.
· I want coverage in the amount of $_______________________
Your initials________________

	· _______________________________________________________________________________

(Write “I do not want Insurance at this time.”)

*Note: Reduced or refused insurance can only be restored by completing form SGLV 8285 with proof of good health and compliance with other requirements.  Reduced or refused insurance will also affect the amount of Veterans’ Group Life Insurance you can convert to upon separation from service.

	Beneficiary(ies) and Payment Options

	I designate the following beneficiary(ies) to receive payment of my insurance proceeds.  I understand that the principal beneficiary(ies) will receive payment upon my death.  If all principal beneficiaries predecease me, the insurance will be paid to the contingent beneficiary(ies).

	Complete Name (first, middle, last) and Address of each beneficiary
	Social Security Number

(if known)
	Relationship

to you
	Share to each

beneficiary

(Use %, $ amounts or  fractions)
	Payment Option

(Lump sum or 36 equal monthly 

payments)

	Principal
	
	
	
	

	1.
	
	
	
	

	2. 
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	( Additional Principals on page 4 (check if applicable)
	
	
	
	

	Contingent
	
	
	
	

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	( Additional Contingents on page 4 (check if applicable)
	
	
	
	

	I HAVE READ AND UNDERSTAND the instructions on pages 2 and 3 of this form.  I ALSO UNDERSTAND that:

· This form cancels any prior beneficiary or payment instructions.
· The proceeds will be paid to beneficiaries as stated in #6 on page 3 of this form, unless otherwise stated above.

· If I have legal questions about this form, I may consult with a military attorney at no expense to me.

· I cannot have combined SGLI and VGLI coverages at the same time for more than $400,000.

· If I am married or If I get married after completing this form, my spouse is automatically covered under Family SGLI  for which premiums will be deducted from my pay, unless I decline Family SGLI coverage by completing SGLV 8286A.  For Family SGLI premium deductions, my spouse MUST be registered in DEERS.  Failure to do so will result in debts owed for unpaid premiums.
SIGN HERE IN INK  symbol 216 \f "Wingdings" \s 18 \h_______________________________________________
Date:  ______________






(Your signature.  Do not print.)

	Do not write in space below.  For official use only.

	RECEIVED BY:


	RANK, TITLE OR GRADE
	ORGANIZATION
	DATE RECEIVED

	SGLV  8286, May 2009


 





Copy 1 = Member’s Official Personnel File 
 p. 2

	










Copy 2  - To Member

	









 
      Copy 3 - To Active or Reserve Component of Uniformed Service


Directions To Service Member
What You Should Know

This insurance is granted under the Servicemembers' Group Life Insurance provisions of title 38, United States Code, and is subject to the provisions of that title and its amendments, and title 38 Code of Federal Regulations.

This form must be correctly completed, signed and received by your Uniformed Service before your death in order for this designation to be valid.  

Marriage and SGLI Coverage

If you are married or you get married after completing this form, your spouse is automatically covered under Family SGLI and premiums will be deducted from your pay, unless you decline Family SGLI coverage by completing SGLV 8286A.  You must register your spouse in DEERS for Family SGLI premiums to be deducted from your pay.  If you do not register your spouse in DEERS, premiums cannot be deducted.  This will result you owing a debt for back premiums.
Periods of Coverage

SGLI is in effect throughout the period of full-time active duty or active duty for training.  Coverage is also in effect on a full-time basis for reservists who are assigned to a unit or position in which they may be required to perform active duty or active duty for training and each year will be scheduled to perform at least 12 periods of inactive duty training that is creditable for retirement purposes under Chapter 1223 of title 10, United States Code. SGLI coverage continues for 120 days following separation or release.  You may convert your SGLI to Veterans’ Group Life Insurance within 120 days of separation without proof of good health, or within one year and 120 days of separation with proof of good health by contacting the Office of Servicemembers’ Group Life Insurance (see below).

Instructions On Completing This Form (Type or print in ink all items except where otherwise noted.)

1. Naming Beneficiaries

a. A new SGLV-8286 must be completed to change your beneficiary.  You may name anyone as beneficiary without his/her consent.  However, your spouse will be notified if you reduce coverage or name a beneficiary other than your spouse.

b. If the beneficiary is a married woman, use her given first and middle names.  For example, use Mary Lisa Smith, instead of Mrs. John Smith.  

c. A named beneficiary will NOT be changed automatically by any event occurring after you complete this form (e.g. marriage, divorce, etc.).  Your beneficiary cannot be changed by, and is not affected by, any other documents such as a divorce decree or will.

d. If you want to name more than four principal or contingent beneficiaries, list the additional beneficiaries on the Beneficiary Continuation Form (page 5) and check the block under the principal or contingent blocks on page 2, indicating that you have done so.  The Beneficiary Continuation Form (page 5) should then be attached to page 2 of the 8286.

e. If you name minor children as beneficiaries, the insurance will be paid to the court-appointed guardian of the children's estate.

f. You can establish a trust for the benefit of the children and name the trust as beneficiary.  A trust names a trustee of your choice to be legally responsible for administering the insurance proceeds for the children.  Naming a trust as a beneficiary on this form does NOT create a trust.  Before naming a trust as beneficiary, you should consult a military attorney for assistance.

2. Social Security Number - Do not delay completing this form if you do not have a beneficiary's Social Security Number.  The Social Security Number helps us to locate the beneficiary, but is not required.

3. Shares to each Beneficiary - If you name more than one beneficiary, the sum of the shares must equal 100% or the full dollar amount of your insurance.  

	Example:
	mother
	$200,000
	 50%
	1/2

	
	father
	     $200,000
or
	             50%
r
	1/2

	
	Total
	$400,000
	100%
	1


4. Payment Option - You may choose whether you want the beneficiary to receive payment in one lump sum or in 36 equal monthly payments by writing "lump sum" or "36" in the column labeled Payment Option.  If you choose 36 payments, the beneficiary cannot choose to receive a lump sum payment.  If you want the beneficiary to have a choice at the time of payment, write "lump sum" or leave the block blank.

5. Provisions For Payment Of Insurance 
a. If you name more than one principal beneficiary and one or more predeceases you, the share(s) will be divided equally among the remaining principal beneficiaries, unless otherwise stated.  If there are no surviving principal beneficiaries, the proceeds will be divided among the contingent beneficiaries.

b. If you do not name a beneficiary, or if there are no surviving beneficiaries, or if you indicate that payment should be made by law, the proceeds will be paid in the following order:


1.  Widow or widower


2.  Children in equal shares (the share of any deceased child will be distributed equally among the descendants of that child)


3.  Parent(s) in equal shares or all to surviving parent


4.  A duly appointed executor or administrator of your estate


5.  Other next of kin

What Your Beneficiaries Should Know

Upon your death, the Casualty Assistance Office for your branch of service will assist your beneficiary in filing a claim for the insurance proceeds.  These claims are submitted to the Office of Servicemembers' Group Life Insurance, 80 Livingston Avenue, Roseland, NJ 07068-1733.  Your beneficiary may also call 1-800-419-1473 for claim information.

SGLV 8286, May 2009
 



To Member p. 3
ACADEMIC YEAR STATEMENT 

In order to establish an exact benefit start date, the student and the school registrar must complete the information below carefully. This form will be returned to the HPSP recipient if received without proper school endorsement, recipient’s signature or incomplete fields, which may affect tuition and/or benefit payments.  Fax completed and endorsed form to 301-295-5954.  Please address all questions to: OH@med.navy.mil.
	Full Name of Student
	Last Four of Social Security Number
	E-mail Address

	
	
	


 School Information:        
Program (circle one): Medical / Dental / Optometry / PA / Podiatry / NADDS / FAP
School Name: __________________________________________________________________________________________ 

School Address: _______________________________________________________________________________________

                   

   (Street)



(City)


(State)

(Zip)



               

School Registrar Information

NOTE:  Please be precise when entering the below dates.  An error could result in loss of pay and/or benefits for this student. Please do not include periods of orientation.

	Exact beginning date of current academic year:         ____________________________       
                                                                   

             (MM/DD/YY)

	Exact graduation date for this student:       
           ________________________​​____
                                                    

                                 (MM/DD/YY)

	1.  Is this student considered a state resident for tuition purposes?  (circle one)          YES   /   NO

	2.  Tuition/mandatory fees in the amount of $ ______________________ is paid (circle one):   
per year / per semester / per trimester / per quarter

	3.  If a dental student, what is the cost of the mandatory dental kit?   $ ________________

	4.  Registrar Printed Name:                                                        


	 Registrar Signature:                                                                                                Date:

	 Phone:                                                                                                                  Fax:

	 Email:


As a recipient of the Armed Forces Health Professions Scholarship Program, Nurse Candidate Program, Financial Assistance Program, Navy Active Duty Delay for Specialists, I hereby authorized my university permission to release all information concerning my academic performance and/or enrollment status to Navy Medicine Manpower, Personnel, Training and Education Command if requested.      
STUDENT SIGNATURE: _________________________________________           Date:______________________________

Please return to the Navy MPTE Accessions Registrar at FAX: 301-295-5954

FOR OFFICIAL USE ONLY – PRIVACY SENSITIVE – Any misuse or unauthorized disclosure can result in both civil and criminal penalties.         
                            





      REV 08/2009






