NAVY ACTIVE DUTY DELAY FOR SPECIALISTS (NADDS) & FINANCIAL ASSISTANCE PROGRAM (FAP) ANNUAL PERSONAL AND PROGRAM VERIFICATION

PART I – PERSONAL CONTACT INFORMATION (Please Print): 

___________________________________________________________________________________________

Your Name (PRINT:  Last, First, Middle Initial)         Rank

NADDS or FAP Program                    
___________________________________________________________________________________________

Current PG Year Level                                          Specialty

___________________________________________________________________________________________

Home Address (Street, City, State, Zip)                 

Telephone/Home (______)______________________ Office (______)______________________________

Cell Phone (______)___________________ E-Mail Address ______________________________________

I understand that I must contact Ms. Annette Flowers at the Bureau of Medicine and Surgery (BUMED) Medical Accessions Department by e-mail at OH@med.navy.mil prior to any changes in my contact information, specialty, training location, or consideration of residency/fellowship termination. I must request any extension of my specialty training in advance. If I am terminated from or choose to terminate my training, or if I am not given permission to change my specialty, I will be immediately assigned to active duty as a General Medical Officer.


As a participant in the Navy Active Duty Delay for Specialists Program (NADDS)/Financial Assistance Program (FAP), I hereby authorize my university/training program/medical facility permission to release all information concerning my academic performance and/or enrollment status to BUMED Medical Accessions Department upon request.   
_________________________________________          ___________________________

Your Signature


                    Date

PART II – TRAINING PROGRAM VERIFICATION (To be filled out by a Training Program Representative)
The above individual has been accepted for further training in _________________ (specialty).  
The trainee’s current training year began _____________.  The trainee’s projected graduation 
date is_____________. 
This training program understands that the active naval service of this trainee will be deferred for the purpose of completion of residency/fellowship training.  This in no way binds the training program to continue the trainee.  If the trainee is unsatisfactory or discontinues training in the above specialty (for any reason), the training program must notify the Bureau of Medicine and Surgery (BUMED) Medical Accessions Department, Ms. Annette Flowers at OH@med.navy.mil or (301) 319-4117. 
As a Naval Reserve Officer on inactive duty in the NADDS/FAP Program, a trainee is eligible to accept the normal stipend/pay and benefits paid to residents and fellows of this institution.

______________________________________________________________________________________________
Program Director (Print)         
   Telephone Number           Program Director’s E-mail
______________________________________________________________________________________________
Program Coordinator (print)
   Telephone Number           Program Coordinator’s E-mail
______________________________________________________________________________________________

Name of Training Program



          
   
______________________________________________________________________________________________

Facility Street Address            

 City 

        State     
      Zip 
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