Exceptionai Service

Excebtibnal Families

Highlights for the Completion of

DD Form 2792

“Family Member Medical Summary”

¢ MANDATORY for all EFMP enrollees

* Also used when updating paperwork every 3 years, when needs change, or dis-enrollment is

appropriate.

* Note: CAT 6 needs annual updates, & not all dis-enrollment types require DD 2792. See

your EFMP team for more information.

e Turn completed package into EFMP Coordinator

DD Form 2792
Instructions
Pagesi &ii

Exceptionai Service

Excebtibnal Families

Addendums 1 — 3 are necessary
ONLY if applicable to the patient

Addendum 1 (pg. 8)
Asthma/Reactive Airway/Disease
Summary

Addendum 2 (pg. 9 — 10)
Mental Health Summary

Addendum 3 (pg. 11)
Autism Spectrum Disorders &
Significant Developmental Delays

The entire 11-page packet MUST be
provided to the medical professional
filling out the DD 2792 packet.

INSTRUCTIONS FOR COMPLETING DD FORM 2792,
FAMILY MEMBER MEDICAL SUMMARY

GENERAL.

ltems 10.3. - ¢. To be compieted by the adminisirator m consultation with
tha family, Mark (X) 3ll services being provided 1o th family membsr,
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INSTRUCTIONS FOR COMPLETING DD FORM 2792 (Gontinusd)

ADDENDUM 1 - ASTHMA/REACTIVE AIRWAY DISEASE SUMMARY
(p. ). To be completed by 3 qualified medical professional. This
addendum is completed only i applicable to the patient described.

Item 1. Diagnostic Deseription Code. Enter the diagnostic description
code (ICD-E-CM or, when approved, ICD-10-CM) for patients evakiated
or treated for asthma within the past 5 years and continue the
completion of the addendum and sign. Signature of Qualified Medical
Provider is REQUIRED in ltem 5.b.

Items 2. - 4. Sef-explanatory.

tem 5.3, - 1. Provides Information. Official stamp or printed name and
signature of the provider completing this addendum, the date the
summary was signed, the telephons number(s) for the provider, email,
and medical speciatty.

ADDENDUM 2 - MENTAL HEALTH SUMMARY ip. 8 - 10). To be
completed and signed by a qualified medical professional. This
addendum is completed only if applicable to the patient described.

Items 1.a. - . Diagnosis{es) Complete as accurately as possible
using ICD-8-CM or, when approved, IGD-10-CM 7 the patient has
current or past {within the last 5 years) history of mental health
disorders).

two digits igentify
first nine digts da
be found above B
the chid has not b
parents DEM,

ftems 2h. -] Set

ltems 3.3, h. AN
Item 3.0. Anmotas
the sponsor. it

Item 4.a. Answer
enrofling spoase 1
complete lterrs 4

ftem5a. - o ¥
Miitary only.

ltem 6.3, 1 Yes, ¢

tem 7. Identfy ot
special medical &
and model of the |

Item 8. Requrss

ltem 9. Reqursd
Coordinator comg
note; Each adder
# applicable o th
Medical Provide

DD FORM 2738
|

diagnosis (to includs

Items 2.a - . Medication History. Provide current medications,
dosage, and frequency for diagnoses listed in ltem 1.2

Items 2.0. - e Include any discontinued medication(s) related to the
diagnosis(es). with reasons for discontinuing. and the frequency taken

tems 3.2, - b. Therapy Received or Recommended. Include past
compliance with Ireatment programs. frequency and expectzd length of
traatment, required partcipation of family members, and if reatment is
ongoing

ltems 4.a. - ¢. Treatment. Insert the number of outpatient visits in the
LAST YEAR, the number of hospitalizations in the LAST FIVE YEARS,
and the number of residential reatment admissions in the LAST FIVE
YEARS (include the date of last admission).

Items 5.3. - h. History. Answer Yes or No, and include additonal
details as directzd on the patients mental health history for the last five
years.

Items 8. - 8. Sef-explanatory.

Items 1D.3. -f. Provider Information. Offcial stamp or printed name
and signature of the provider complating this addendum, the date the.
summary was signed, the telephone number(s) for the provider, email
and medical speciaty.

ADDENDUM 3 - AUTISM SPECTRUM DISORDERS AND
SIGNIFICANT DEVELOPMENTAL DELAYS (2.11). To be
completed by a qualified medical professional. This addendum
i completed only if applicable o the patient described.

tem 1.3, - c. Indicate the diagnosis(es) using an X. Insent the date
and select the appropriate speciakty provider(s) or
school-based team that diagnosed the patient

tems 2. - 3. Seff-explanatory.
ltems 4.2, -d. Current Medications. List al curent medications
used to treat the diagnosis(es} listed in ltems 1 and 3, the desage,

the frequency taken. and the reason prescribed

ltems 5.3 - e Current Interventions/Therapies. Providing a list of

current therapies s for the
family travel determination for this patient. The information should
b lsted by 3 qualifed meds ional in consultation

with the family. Seff-expianatory.

Item 6. Communication. Using an X. indicate f the patient is verbal
or non-verbal. If non-verbal, indicate the appropriate
communication methods used

Item 7. Seff-explanatory
Item 8 Behavior. Answer yes if the child exhibits high risk or
dangerous behaviars. Additional information may be included in

item 13 if more space is required

Item 9. Cognitive Ability. Indicate appropriate intelligence quatient
(1),  known_

ltems 10 11. Seff-explanatory.
ltem 12. Respite Cars Received. Provide the number of hours per
month. and the source. e.g.. EFMP Respite Care Program, ECHO
or Medicaid.

ltem 12, General Comments. Sef-explanatory.

Item 14. Provider Information. Gfficial Stamp or printed name.

signature, date signed. teiephone number(s). offcial email and
medical specialty. Seif-explanatory.

DD FORM 2792 INSTRUCTIONS (BACK), AUG 2014
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DD Form 2792
Page 1

Exceptionai Service

Exceptional Families

To authorize the release
of the patient’s medical
information, please enter
the name of the Military
Treatment Facility or
Provider here.

If the EFM/patient is

at Age of Majority,

he/she must sign the

medical summary.

EFMP paperwork can =~ =———
be signed by sponsor’s

spouse if the patient is

a child under the Age

of Majority.

FAMILY MEMBER MEDICAL SUMMARY OME No. 0704-0411
(To be completed by service member, adult family member, or civiian empioyee | OMB approval expires
(Read instructions before completing this form.} Jui 31, 2017

T Bl epang ren e Corecn of sk = eraled b verage 0 s g, MEWAT) 2 < o E/ng P, searing e s soures gabernd sod
and revewing any olher aspect of thi colecson of cidng
s ot i B e e Bporars o Beee, W gon s ervies Evch e Saniecs Dreckuste, Dvechves Dion, 4800 Hon Geris Dive, Aleraira /A 223813150
mouum FRespondentsshouk e auare e kuthssecing ry S Brovon f . o BEran shll b Sulec . oy i g 1 coly w3 callecion o i 3t deiar &
cumery vald VS
PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION

PRIVACY ACT STATEMENT

2: and E.0. 9307 (S5N) 35 amended.
iste and document the special medical needs of family members. This

AUTHORITY: 10U.5.C. 136: 20 U.5.C. 827;
PRINCIPAL PURPOSELS)

information will enable: (1
services, and (2} aien g
their family members.
Offcial Miftary Persg

y @ number of system of records netices pertaining to
s, CMIIaH Personnel Files, and DeD Education Activity files. The SORNs

may be found at by

ROUTINE USE #hd at htip:lidpcio defense. gov/Privacy/SORNSI ineUses asp
may apply.

DISCLOSURES civiian employment. Mandatory for military personnel: faure or refusal to provide the
information or prd rative sanctions or punishment under ether Aricle 22 {dersliction of duty) or Article 107
(false official state: £=. The Social Security Number of the sponsor (and sponsor’s spouse if dual miitary) allows the

Military Healthcare Systs Tnnel offices to work together to ensure any special medical needs of your dependent can be met at your next
duty assignment. Dependent special needs are annctated n the offical miltary personne fles which are retreved by name and Socal Security Numbsr.

AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFORMATION

By signing this authorization, you confim you understand your sponsor will have access to the health information contained herein and in addenda. The
sponsor may be held accountable for the aceuracy and completeness of the DD 2792 and addenda and should review all pages prior o signing on page 2.

‘ | authorize {MTF/DTF/Civilian Provider) (Name of Provider)

to release my patient information to the Relozation or Suitabilty Screening Office and/or the Exceptional Family Member/Special Needs Program to be used
in the family travel review process andlor registration in the Exceptional Family Member Program. The information on this form and addenda may be used
for DoD and Senvica-specific programs to determine whether there are adequate medical, housing and community resources fo mest your medical needs at
the sponsor's propesed duty locations.

a. The mitary medical will use the i ion to detemmine on the avalabiity of eare in communities where the spansar may
be assigned or emgloyed.

b. Information that you have a special need (not the nature or scope of the need) may be included in the spanser’s persannel record or be maintained in the
community office respensible for supperting families with special needs, if EFMP enroliment criteria are met

¢ The authorization apglies to the summary data included on the medical summary form, its addenda and subsequent updates to information on this form.
These data may be stored in elecironic databases used for medical management or dedicated to the assignment process. Access to the mformation is
limited to from the medical . the offices for . and at your request other military agents
responsible for care or senvices. Summary data may be transmitted (2.g.. faxing or emailing) using autharized secure media rans

Start Date: The authorization start date is the date that you sign this form authorizing release of information.

Expiration Date: The authorization shall continue until enroliment in the Exceptonal Family Member Program is no longer necessary according to crteria
specified in DoD Instruction 1315.18. or if family member no longer meets the criteria to qualify as  dependent, or the sponsor is no longer in active military
service or employment of the U.S. Govemment overseas, or completion of or eligiblity for: services f that
is the sole purpose for the completion of the form.

| understand that:

a. | have the right fo revoke this autherization at any time. My revocation must be in writing and provided to the faciity where my or my child's medical
records are kept. | am aware that if | later revoke this authorization, the person(s) | herein name will have used andior disclosed protected information on
the basis of this authorization. My revecation wil have no impact on disclosures made prior to the revocation.

b. I | autharize my or my child's protected health information to be disciosed to someone who is not required to comply with federal privacy protection
reguiations, then such information may be re-gisclosed and would no longer be protected.

. I have a right to inspect and receive 3 copy of my own or my child's protected health information to be used or dissiosed. n accordance with the
requirements of the federal privacy protection reguiations found i the Privacy Act and 45 CFR 184.524. | request and authorize the named provider/
treatment facility to release the information described above for the stated purposes.

d. The Military Health System (which includes the TRICARE Heslth Plan] may not condition treatment in MTFs/DTFs, payment by the TRICARE Health
Plan, enraliment in the TRICARE Health Plan or eligibity for TRICARE Health Plan benefits on failure to obtain this authorization. However, failure to
coordinate accompanied assignments prior to OCONUS travel may result in ineligibility for TRICARE Prime status (does not pertain fo civiian employees).
&. Failure to release this information or any subsequent revocation may result in ineligibility for accompanied family travel at government expense.

. Refusal to sign does not preclude the provision of medical and dental information autherized by other regulations and those noted in this document.

NAME OF PATIENT SIGNATURE OF PATIENT/PARENT/GUARDIAN :nyLAP(;E;SHIP TOPATIENT [ DATE (rvyvaioD)
appiical
DD FORM 2792, AUG 2014 FREVIOUS EDITION IS OBSOLETE Page 1of 11 Fages
Ackte Desirer 30

Check the
appropriate box for

xceptional Service

purpose: Enrollment,
Exceptional Families 23 change in status, etc.

DD Form 2792
Page 2

Family, sponsor,
& command
information.

DEMOGRAPHICS/CERTIFICATION: To be completed by the Sponsor, Parent or Guardian, or Patient
1. PURPOSE OF THIS FORM (x one)

EFMP RegistrationEnrolimsnt Updsts Request Changa In EFMP Status-

Request for Governmsnt Sponeorea Travel No Longer Have Previously Ioeniified Conaton Family Member Deceasag”
No Longer Qualtfies 3 3 Dependent” Divorce/Changs In Custody”
{Provide 0 VErmy CRaNgE In SEENS - 30 NGE UPOSTE MEdICal Nfarmazon.)

23 FAMILY MEMBER/PATIENT NAME (Last, First, Mddle intta) | b. SPONSOR NAME (Last, First, Miodle Inttii] . SPONSOR 33N

0. FAMILY MEMEER GENDER () | 8. FAMILY MEMBER DATE OF BIRTH FAMILY MEMBER PREFIX (FMP) | §. DOD BENEFITS NUMBER (DBN}
AUDID) (o back of ID Can)

Male Female

n c'UIIIIENI rmnjr IIEHB)ER MAILING ADDRESS (SIree!, ADITment Number, Gy, I. HOME TELEPHOME NUMBER (incluge Arza Cooe/'Country Code)

e, ZIF Code

|- FAMILY HOME E-MAIL ADDRESS

3.3 SPOMSOR RANK OR GRADE | b. DESIGNATION/NECMOSIAFSC {Litary oniy) c. INSTALLATION OF SPONSOR'S CURRENT A33IGHMENT

. BRANCH OF SERVICE (MiTary aniy) 8. STATUS (X one)

Amy Mavy [ anrore Reguiar Active Sanvios Member Active Guand
Marinz Corps. Coast Guard Resarves Civikan
T. SPONSOR'S OFFICIAL E-MAIL ADDRESS g- DUTY TELEPHONE NUMEBER h. MOBILE NUMBER

(Inchuge ArES Gode/CounTy Coge) (NGiuge Area CoOE/COUNTY Coge)

1. DOES CHILD RESIDE WITH SPONSOR? (X one. If Mo, explai.)

YES HO

43 ARE YOU DUAL MILITARY OR IS YOUR SPOUSE FORMER MILITARY? (Wiltsry only] (X one. I Ye3, compiete 45 - & below)
¥ES [b. SPOUSE'S NAME (Last, First Middle fnitia)) . BRANCH OF SERVICE | d. RANKIRATE 5. SPOUSE 55N
HO

5.a.15 FAMILY MEMBER ENROLLED IN DEERS OR EVER BEEN ENROLLED IN DEERS UNDER A DIFFERENT SPONSOR'S NAME OR SSN? (MWtEry only) (X ang)

b_ IF YES_ UNDER WHAT S5N7 ©. NAME OF SPONSOR (Lasf, Firs!, ddle Infial) d. BRANCH OF SERVICE
No
6.3 DOES THIS FAMILY MEMBER RECEIVE CASE MANAGEMENT SERVICES? (¥ cne)
YES WO (If Yes, complete 9.5. and c.) | . LOCATION OF CASE MANAGER () ‘ ‘ MTF | ‘ TRICARE ‘ | Chvillan

Reside with sponsor?
Dual military?
Enrolled in DEERS?
Case management
services?

Medical equipment?

\ 4

. CASE MANAGER CONTACT INFORMATION

(1) NAME (Last, First, Liddle initisi) {2) EMAIL ADDRESS (K avalabie) (3) TELEPHONE NUMBER (Include
Are3 Coge/Country Code,

7. MEDICALLY NECESSARY EQUIPMENT x anc compiete a5 apoicanie)
Ir applicabie: (1) MAKE

a COCHLEAR IMPLANT

W applicable: (1) MAKE

b. HEARING AIDS

I applicable: (1) MAKE

. INSULIN PUMP

Wapplicable: (1) MAKE

d. PACEMAKER

5. OTHER EQUIPMENT (Spectly and Include make snd model ss spproprate )

DD FORM 2792, AUG 2014 Page 2 of 11 Pages




Exceptional Service

Excebtlnal Families

DD Form 2792
Page 3

The header section
(names & SSN) will
auto-populate on
each page when
completed using the
PDF

Signed by the family
AFTER medical provider
completes the form.

FAMILY MEMEER/PATIENT HAME [Las!, First \Nadis inial ZFONBOR NAME SFONIOR BTN (Last four)

FOR ADMINISTRATIVE USE ONLY

8. REQUIRED ACTIONS (x one)
First Riavisw of Medical Hisiory for the Family Member Qualifes for Changs In EFMF Eatus:

Family Memier No Lorger Has Previcusly H Family Wember Daceasad

¥ Travel Igentfied Camciton

Update to a Previcus Evalization far the Family Member Eimiy Meier o Lorger Guaftes as 2 DhareiChange in Custody”™

othar {23, Exfended Cars Heath Opfion ERABIRYS:

["Msintain docummniafion fo verTy change in Si8ius - &6 Nt update medical informanon. |

8. REQUIRED ADDEMDA.
Werlly raquired agdendum s Jliached and has been Signed [ sach that apees). D0 not SUbMIT @ Blank adgengum far EFMP review.

Astama Addendum 1 s required ang I:‘ Attacned
Mantal Heah Summary Addendum 2 Is rquirsd and l:‘ Attachad.

Auticen Spevtrum DisanseriDevslopmental Dulay (4.8/00) Addsndum 3 |6 raquired and Aftachac

10. SPECIAL ASSIGNMENT CONSIDERATIONS (x a0 mat acol)
2. Possible Ipecial EducalicnEariy Intsrventlon (¥ ciecied, GO Fomm 27621 must be completd)

b Racshing TRICARE Extanded Care Health Option [ECHO) Banefis

. Reosiving ais Mecloald'Mecloars Waiver Sarvioes

CERTIFICATION

11. CERTIFICATION. DO HOT CERTIFY BEFORE THE MEDICAL PROVIDER COMPLETES THE ENTIRE FORM AND ADDENDA
By signing belaw, we certfy (hat the Infamaticn submFted on inls OO Form 2782 Is complete and aceurate.,

EFMP Coordinator
reviews package &
signs certifying it is

PARENTIGUARDIAN OR PERSON OF MAJORITY AGE:
a. PRINTED NAME b. SIGNATURE 0. DATE [V D]
)
rd
|72 ADMINIETRETIVE CERTIFICATION
&. PRINTED NAME (Lag, Frst, Lcdle intisd | b. SIGNATURE

. DATE (¥Y¥¥¥UINDD) |1 OFFICIAL STAMF

OFFICE | #. TELEFHONE NUMBESR
iingiude area consTouny Code)

d. LOCATION OF MILITARY FACILITY OR

complete.
DD FORM 2792, AUG 2013 Fage 301 11Pages

=5
S
= T S
= Have a qualified medical MEDICAL SUMMARY: To be completed by a Gualified Medical Professional
g provider WhO knOWS the PART A - PATIENT STATUS | jon by patient ar included on Page 1 of this form)
: . . Please complets as accurately as possible using ICD-8-CM or, when approved, IGD-1 10 CM. If the Mbn[ has an asmma mental health, or autism
= fami |y member best fill spesium dsorer Ceveopmenialdelay cagness,ener ONLY e dagnosi n

EX(ebtlnal Families 5 out the Medical ‘ m:ummnn mcmzmﬁunuﬂuuu W a [ e Dstay 2510D) (scsencum 3

Summary. It may be a 2 PRIMARY DIAGNOSS
DD Form 2792 PCM,  Specialist, or OO O-0o0r
Pages 4 &5 combination. e o e

Pages 4 & 5 have four identical sections for
diagnoses information: a primary diagnosis
& three secondary diagnosis.

ICD9 codes are

mandatory!!

Addendums

(Asthma, Mental health, Autism/Developmental Delay)

are necessary
ONLY IF APPLICABLE
to the patient!

do NOT submit blank addendums!

2. HOSPITAL SUPPORT FOR THE LAST 12 MONTHS [Associated with primary diagnssis)

3. NUMBER OF ER WISITSIURGENT | b HUMBER OF HOSPITALIZATIONS | ¢. NUMBER OF ICU ADMI
CARE VISITS

—~

Completed
Y Provige,

5. PROGNOSIS (x ane)

E TREATMENT PLAN FOR PRIMARY DIAGNOSIS (edical, menial heath, surgical procedures or 7
For cancer patients, ICAIG dfe of QI3gnass, [yDes of reatment, reSponses (o Ieament, ¥ Teatment s a

7. SECONDARY DIAGNOSIS 1
3. DIAGHOSIS

Hoo-oDooo

b DOSAGE

8. MEDICATION HISTORY (A3Sociated wit secongary diagnas)
. CURRENT MEDIGATION(S]

©. FREGUENCY.

5. HOSPITAL SUPPORT FOR THE LAST 12 MONTHS (A350i8teq with secondary aiagnoais)

3. NUMBER OF ER VISITSIURGENT | b. HUMBER OF HOSPITALIZATIONS | c. NUMBER OF ICU ADMISSIONS

0. HUMBER OF OUTPATIENT.
CARE VISITS VISITS

10. PROGNOSIS (x one)

EXCELLENT ) FuIR UNSTZBLE NON-COMPLIANT

POOR GUARDED
TREATMENT PLAN FOR SECONDARY Gr erapiEs pian e nex tree
yearS. Far cancer paNents, INCIUOE Gte OF diagnos/s, PSS Of IRAIMEN, FES0ONSES 10 MESIMENt, M restment is scive o peament’s compieted.)

DD FORM 2792, AUG 2014 Page 4 of 11 Pages.

Fagetof 11 Fages




FAMILY MEMBERIPATIENT NAME (L%, First, MO0 M) SPONSOR NAME

SPONSOR SSH (L3 fo07)

MEDICAL SUMMARY (Continved): To be completed by a Qualified Medical Professional

PART B - REQUIRED MEDICAL SPECIALTIES

22. MINIMUM HEALTH ~a8E SEnaussn

FAMILY MEMBERIPATIENT NAME (La3t, FIra, Maaie ) | SPONSOR NAME

'SPONSOR S8 (Last our)

23_ ARTIFICIAL OFENINGSIPROSTHETICS (X all that apply)

=

22 MEDICALLY INDICATED (a5 ingicated In diegnostic iformation) ENVIRONMENTAL/ARCHITEC TURAL CONSIDERATIONS

RO1 - LIMITED STEPS {If ¥es, pease explain) R03 - AIR CONDITIONING
RO2 - COMPLETE WHEELCHAIR ACCESSIBILITY Ro3a - TEMPERATURE CONTROL Ri3c - POLLEN CONTROL
RO4 - SINGLE STORVILEVEL HOUSE RO3b -HEPA FILTER Ri3d - AIR FILTERING
ROS - CARPET PROHIBITED R99 - OTHER (Speciy beiow)

(Specty and,

MEDICAL SUMMARY - PART B (Continued): To be completed by a Qualified Medical Professional

YES IFYES: FO1-GASTROSTOMY Fo5 - COLOSTOMY
FOg-ILEDSTOMY

Fo7 - OTHER UNSPECIFIED PROSTHETICS (Speciy)

I:l F93 - OTHER UNSPECIFIED OPENING
F02- TRACHEOSTOMY (specty)
F03 - CSF SHUNT
F04 - CYSTOSTOMY

3

25. MEDICALLY NECESSARY ADAPTIVE EQUIFMENT/SPECIAL MEDICAL EQUIPMENT (lgentifed in alagnosiic nformaton). (It marked, describe )

a_TYPE OF EQUIPMENT ()

b DESCRIPTION a_ TYPE OF EQUIPMENT (X | b_ DESCRIPTION

[=F]
2
= DD Form 2792

=]
el Pages 6 & 7 e

[3~]
= caf
‘E e
2 e
. g 8 cs2 - BEMAWIOR
Exceptional Families 23 T T oo
Based on the patient’s = g p—
diagnosis(es), what is the os | | coman
required minimum care? o | By owivem
Diagnoses must apply / be 2: :L:::
relevant to diagnoses! G| | ruen
(ex: Dx of Asthma, but seen by Py = PR
neurology & oncology) oo | | cemena
Do NOT list specialist(s) used to | [t emeca
determine a diagnosis but is not R
necessary for ongoing care. e | [ meeeno
(=] Y. NEPHROU
This section is NOT a wish list, but ez [ |z Wemou
should reflect the providers that i
are absolutely NECESSARY to cur | [ ee wevmons
meet the needs of the patient. i e
OOFORMZTZ L

L03 - APNEA HOME MONITOR L14 - HOME VENTILATOR

L51 - COCHLEAR IMPLANT L22 - INSULIN PUMP.

L32 - INTERNAL

L21 - CONTINUOUS POSITIVE
& DEFIBRILLATOR

AIRWAY PRES SURE
(CP&P) THERAPY

L33 - FEEDING PUMP L23 - PACEMAKER

LO7 - SPLINTS, BRACES,
L04 - HEARING AIDS o

L20 - HOME DIALYSIS

MACHINE L08 - WHEELCHAR

135 - OTHER (Speciy)

L13 - HOME NEBULIZER

26. IDENTIFY ANY LIMITATIONS FOR ACTIVITIES OF DAILY LIVING AND AN;

L12 - HOME OXYGEN
THERAPY

27.a. PROVIDER PRINTED NAME OR STAMP

el ROUIDERINEQRMATION,

b. SIGNATURE

. DATE (YYYYMMDD]

Medical provider’s

0. TELEPHONE NUMBERS (INcild Ares Code/County Code)

5. OFFICIAL E-MAIL ADDRESS T. MEDICAL SPECIALTY

information here

ﬁ (1) COMMERCIAL [

Z) DSN (uawmary oniy)

L3

ceptional Service

Exceptional Families 25

DD Form 2792
Pages 8, 9-10,
11

Addendums 1 — 3 are necessary
ONLY IF APPLICABLE
to the patient

DO NOT SUBMIT BLANK DOCUMENTS!

Addendum 1 (pg. 8)
Asthma/Reactive Airway/Disease Summary

Addendum 2 (pg. 9 — 10)
Mental Health Summary

Addendum 3 (pg. 11)
Autism Spectrum Disorders & Significant
Developmental Delays




Exceptionai Service

Excebtibnal Families

Highlights for the Completion of

DD Form 2792-1

“Special Education /
Early Intervention Summary”

ceptional Service

Exceptional Families 25

DD Form 2792-1
Page 1
Instructions

* DD Form 2792 must be completed
for all EFMP enrollees.

* DD Form 2792-1 is required for ALL
dependents under 18:

* Required for dependents
under 21 if still enrolled in
school systems

e Evenifan IFSP/IEP is NOT
required, DD Form 2792-1
must still be completed

e Turn completed package into EFMP
Coordinator

SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY

PRIVACY ACT STATEMENT
AUTHORITY: 10U.S.C. 138; 20 U.5.C. 027; DoDI 1315.10: DeDI 1342.1Z; and E.O. 9307 (as amended).

PRINCIPAL PURPOSE(S): Information will be used by DoD personnel to evaluate and document the special education needs of family members.
This information wil enable: (1) Miftary assignment personnel to match the special education needs of family members against the availabiity of
educational services, and (2} Civilian personnel officers to aduise civilian employees about the availability of education services to mest the special
education needs of thex family members. The personaly identiiable information colected on this form is covered by a number of system of records
notices pertaining to Official Miltary Personnel Fies, Exceptional Famiy Member or Special Needs files, Civilian Personnel Fies, and DoD
Education Activity files. The SORNs may be found at defense ; DOD: i

ROUTINE USE(S): DoD Blanket Routine Uses 1,4, 8,8, 9, 12, and 15 found at defense. ivacy
BlanketRoutineUses aspx may apply.
DISCLOSURE: Vokintary for civilian employees and applicants for civilian employment; however, the information must be provided f you intend to
enroll your chid with special education needs in a school funded by the Department of Defense or a school in which DoD) is respensible for paying
the tuition for a space-required family member. Mandatory for military personnel. Fadure or refusal to provide the information or providing false

may resultin sanctions or under sither Article 92 (derefiction of duty) or Articie 107 (false official statement],
Uniform Cede of Military Justice. The Secial Security Number of the sponsor {and sponsar’s spouse if Gual military) allows the DoD Education
Activity and Service personnel offices to work together to ensure any special education needs of your dependent can be met at your next duty
assignment. Dependent special education nesds are annotated in the official miitary personne! files which are retrieved by name and Social
Security Number.

INSTRUCTIONS

The DD Form 2792-1 is completed to identify a family SPECIAL EDUCATIONW/EARLY INTERVENTION SUMMARY
member with special educationaliearly intervention needs.
DD Form 2792-1 is completed by the parents and school or
DEMOGRAPHICS. early intervention staff. Only this form should be provided to
school or early intervention staff. Do not include medical

ttems 1 - 7. Completed by sponsor or spouse. information forms that may be used for EFMP screening or

Item 1. Request (X one): enroliment.
- EFMP Registrati Iment Update - first
application for the family member or to update a previous ltems 1.a. - d. Sponsor Information. Signature of sponsor,
evaluation for the family memiber. ‘spouse, legal guardian, or student who has reached the age of
- Govemment Sponsored Travel. majority is REQUIRED to authorize the school to release
- Change in EFMP Status. information.
ltems 2.a. - h. Child/Student Information. Self-explanatory. Items 2.a. - d. ChildiStudent Information. Completed by

‘sponsor, spouse, or legal guardian.  Self-explanatory_
Items 3.a. - h. Sponsor Information. Self-explanatory. P eaala P tory.
Items 3.a. -d. EIS Information. Completed by EIS or school
personnel. Mark (X) Yes or No for each item. Include
additional information as noted.

tem 3.i. Child/student enrolled in DEERS under another
sponsor. Self-explanatory.

Items 4.a. - d. Self-explanatory.
Items 4.a. - f. School Information. Completed by school
Item 5. Completed for children age birth to 3 who have or personnel at the public school the child attends or would attend.
require an IFSP. Mark (X) Yes or No for each item. Include additional
information as noted.
Item 6.a. - . Completed for children ages 3 to 21 only who
;::vesor hr:qll;w;n LE‘EP Dgg?gﬂ“ have \Elis h“and ::.r;' agts: Item 5. Completed by school personnel. Mark () eligibility

to 5 shoul e -1 completed at the scl i

cat . Mark onil Cods for Amay codi )

child would nomally attend for kindergarten. High Sehool egen. only ene. (Codes are for ing only.}
graduates, students who have passed the G.E.D. and college

students are not required fo com the DD 2792-1 Item 6. Completed by school personnel. Mark (X) all related

senvices provided and indicate total time services are provided.
ltems 7.a. - ¢. Signature of sponsor or spouse who completed
the form. Self-explanatory Item 7. Completed by EIS and school personnel. Seff-
explanatory.

Items 8.a. - f. Administrative Review. Completed by EFMP
responsible for sereening or enroliment in the MTF_ Item 8. Completed by EIS provider/school official information
completing form.  Self-explanatory.
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SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY
(Page 1, ltems 1 - 7 o be compieted by sponsar, parent or legs! gusrdian )
{Read Privacy ACt SIatement and INSITUCHENS DETOre Completng mis fom.)

“The pubikc reporing burden for i calection of Rdormation = estmated ko average 25 minutes per response, ncidng the
3 MAEIING M 333 neaced, 33 COMPIESNG 31T FeViewng e CCHSCTON Of INTOFMATR. SENd CImMents rEgaring
cludng for reduEing the barden, o Ehe Depariment of Deterse, Washhgton Headquarers Services,

Check th T e e Co mpj,
ec e
DEMOGRAPHICS  \_ b VFf eted

(I

ceptional Service
X
;
i

appropriate box for [T REGUEST (one) am l
x T peort EFMP Unaatz Changs In EFMP State: I y
Exceptional Families 5 purpose: Enrollment, Govammen Spmncre e o onge equree 1517 sences
. Mo longer quames 3& a depengent
Change n Status, etc. {"Provide documentation for change in statuss) Divorcelchange In custady”
D D Form 2792- 1 2. CHILD/STUDENT INFORMATION (7o bf completed by sponsor, spouse or fega) guardian]
a. CHILD/STUDENT NAME (Lasl, Frsl, Wagke infial) b. SPONSORMNAME (Last, FiIrst, Made innal) € CHILD/STUDENT CURRENT MAILING
ADDRESS {Strest, Apartment Number, Ciy,
Page 2 o R
T FEWILY MEMEER DENTDATE |1 CHILD/STUDENT GENDER (X one]
PREFIX * OFBIRTH (rvyvMDD)
MaLE FEMALE
3 FAMILY HOME E-MAIL ADDRESS TS L
B clude Area ountry
Family, sponsor,
& command > 3.5, SPONSOR RANK OR GRADE b. INSTALLATION OF CURRENT ASSIGHMENT (lnciude C1y, State, County)
information. o SPONSORS OFFICIAL EMAIL ADDRESS & BUTY TELEFRONE RUMEER 5 WOBILENUWBER
Code/Courtry Code) (inciuis Area Codeiounty Code)
T.STATUS (x ane) §. BRANGH OF SERVIGE (Minary Gniy)
Requiar Active Sanvics Member Active Reserve Actva Guard Amy Nay [ | awForce
Resanes National Guard Crilan Marinz Carps Coast Ciarg
: H el N DOES CHILD RESIDE WITH SPONSOR? (X 0ne.  No, expiain
Reside with sponsor? e[ e
Enrolled in DEERS? 1_ 15 THE CHILDISTUDENT ENROLLED IN DEERS UNDER A SPONSOR OTHER THAN THE ONE LISTED ABOVE? (X one I Y25, provids name of ponsar)
Dual mili ) Yes no
ual milita ry: 42, ARE BOTH SPOUSES ON ACTIVE DUTY? (Mitary oniy) (X ane. I Yes, anawer b d_beiow]
—| ves o | b, AGTIVE DUTY SPOUSE'S NAME (Last, FIrst, MG0E in7a] | 6. BRANCH OF SERVIGE 0. RANKIRATE

EN FROM BIRTH TO AGE THREE ONL)
wo  IEYoUrchid being evaluated for, of reseving, e

Under 3: if NOT receiving services, do not complete pg3

Intervention services on an Indivduzized Family Servics Plan (IFS

6. FOR STUDENTS AGES 'HO ARE ELIGIBLE FOR ELEMENTARY AND SECONDARY EDUCATION (incudes prescheol-aged cangven):
yES |:| Wo 3 15 YoUr ehId u2ing NOmE-EchcdledT (X ane. IfNG, SIgN REM 7 and tKe Page 3 10 your RIS SEhIl I YEs, COmEiele the falgwing and
sign tem 7)
5. I your chkd being hame-schodisd part-tme o hiktme? (Xone) [ | Pandme [ | Fulime
. WNEN I YO S3M ROME-Eangrann? Ay
4. Namettie nome schaol progn

be si ib f < ety gmemeansiness |T NOMeschooled, check “no” box & do not complete pg3
Can be signed by spouse for All other students 3-21, have pg3 completed by school.
Chlld Under Age Of Majo”ty |72 sisnaTuRE b. PRINTED NAME (Las!, First, Migdle initial) €. DATE [YYYYMUDD)
L
3 ADMINISTRATIVE REVIEW (Completed after review of enfire fom by local miktary WTF or office recaiving farm) T STAMP
EFMP COOrd"’]ator reviews 3. SPONSOR SSH b SPOUSE SSN (¥ 0ual milary) . SSN USED INDEERS (I OWrent from Sponsors)
package & signs certifying itis ™ [cummvwrororcs e e o <o D)
complete DD FORM 2792-1, AUG 2014 Page 2 of 3 Pages
SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY
NOTE TO EDUCATIONAL AUTHORITY COMPLETING THIS FORM: Famil
y
Sponsor/spouse ‘gﬁgarpm””"‘“’ e (I sypele, S & Sy S he ShRts e rScentseive I Hatoed Py Seede Pian JESF) e Completes
H T 3 it th th iS H
must sign & date ey st et At om0 s e ey st v oy e €ction
With Stu d ent’s ‘evaluate and document my childistudent’s needs for educational services for the purpose of assignment coondination, EFMP registration or
related banefis
. . 4. SIGNATURE b. PRINTED NAME €. RELATIONSHIP TO CHILD/ | d. DATE
information to ey e,
authorize the % 2. CHILDISTUDENT INFORMATION (To be compieted by spansar, spouse, or legal guardian)
3. NAME OF CHILDISTUDENT (Last, First, Migdle initia [ b. ;;‘IL?::D?HE'GFABE LEVEL . DATE OF BIRTH (¥¥YYMMDD) |d. GENDER X one)
release of e e

. . 3. EARLY INTERVENTION (EI} SERVICES - FOR CHILDREN UNDER 3 YEARS OF AGE (To be compieted by El representaiive)
information.
|| 15 e chiig currentty being evausted for sany ntervention senvices? (f ¥es, po directly to fem &)
b. Does is Gl recelve earty Interveniion services under  current Indvidualized Famiy Service Plan (IF5R)7
{f Vs, plsase attach cument IFSP}  Date of next annual review (¥YYYAMMDD)
© Basisforeighity: | | Developments Delay || Diagnosed physical or mental condition that has a high probaallty of resuiting In a Developmentsl Delay
4. 15 Mere an igentm=0 GEaBITY? (ITANWN, PIEASE SPECT)
4_ SCHOOL INFORMATION - FOR STUDENTS AGES 3 - 21 (7 be campleted by schodl representaiive)
[ves] mo

H3E {1V oNid Ever Deen evaluated T, of Deen oflared. special £0UCITION GEIVIOEE T YOUF SN0 (ITND, SKIP 0 fi2m 5.)
I tls siudent cumently being evaluatad for special education services? ¥ Yes, what disabiity category? (Skip to Item &)

‘5ehoo Gelemined the siudent SIgile To Special S0ucSicn services WA ihe past 3 years, o
rwas.wmwreengmwm matlon I ftem 5 and proceed {0 fiem 8.)

If the child has an
0 Does tis clIG/SOEN receve Specil Saucalon Senvices UNGEr 3 CUTent INGwidLaIzed £0u
IEP OI’ IFSP current [EP, and compiefe ftems 5 and folowing.) Dale of next annual review (YYY YL Ea r‘ly

’ e Were [EP services larminated by the IEP team wihin e [ast 2 years? (i Yes, skipfo
it MUST be included in the i ‘*W Intervention

5. ELIGBILITY CATEGORY FI}R CH\LDREN 3TO 21 YEARS OF AGE rxcrny ane)
Dison [n
or school

complete

=

n

n serices T

package.

DearBiing voke

WVisualy Impalred Language/Phonology

Traumatic Brain Injury Developmental Delay
Heanng mparza ‘Specnc Leaming Disanuty

IEP: Individualized Education Plan

Impaked Emotionally Impalred t is Section
. HYH H H H 6. RELATED SERVICES ON IEP (X doxes next 1o reiafed SEMvices and inaicare tol NUmOer of ming h
IFSP: Individualized Family Service Plan Piitiau v s g el oo e

RO1] Counseing e RD5]| Special Transporaten (De:

FDZ | Occupational Therapy T

RO3 | Physical Therapy per

Ri2| speeon Therapy oer [ Tro7] otner pessmvey:

Intznsive Behavioral Intervention

RES| (cuen as ABA) =
7. BEHAVIORICOMMUNICATION (X i thaf appiy and expiain In COmMMEnts SE6Han)
[YES| MO 9. COMMENTS,

Gl XIS NIgh MK or GINGRCUG DEnavicr.
Chlld Is veral (i No, answer ¢ The student uses:)
Signing (Specy language or system)

PICture EXCRange COMMUNICIon System PECS)
Communication Dewice {Speciy)

freREwm

8. PROVIDER/SCHOOL INFORMATION
3. WAME OF EARLY INT PROGRAM OR §CHOOL

B. SCHOOL DISTRIGT

School/Program
representative —>
information here

©. CITY, STATE, COUNTRY 0. TELEPHONE NUMBER (inciuge Area Coge/ | 8. FAX NUMBER (Viciuge Aa Coge/
Code) Country Code)

Counny

T E-MAIL ADDRESS INDIVIDUAL COMPLETING THIS SECTION

T SIGHATURE T ILE |- DATE SIGHED
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