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Periodic Health Update Reimbursement Letter for TRICARE Providers:  Instructions for TRICARE Providers | Updated December 5, 2023 


  U.S. PUBLIC HEALTH SERVICE COMMISSIONED CORPS     
 
 


COMMISSIONED CORPS HEADQUARTERS                                                                         Rockville, MD  20852  
 


 
 


Periodic Health Update (PHU) Reimbursement Letter for 
TRICARE Providers 2024-2025 


 
 
 


Greetings TRICARE Provider, 
 
This is written to inform you that your patient is an Active-duty service member in the United 
States Public Health Service (USPHS).  To meet service readiness requirements, TRICARE will 
cover this service member’s annual examination even if it occurs within one year of their prior 
exam.  
 
Public Health Service officers are required to complete their annual Periodic Health Update 
(PHU) during a three-month period, that starts the month prior to their birth month and ends on 
the last day of the month after their birth month. For example, a birthday of January 28th  
requires that a Public Health Service officer complete and submit their PHU between December 
1st and February 28th/ 29th.  
 
If you experience difficulties with reimbursement, please contact the officer and provide them 
with the billing information. Remind them to contact the Medical Affairs Branch at 
Commissioned Corps Headquarters.  We will contact the TRICARE regional contractor and 
inform them that the exam is a readiness requirement.  
 
In addition, below is the contact information for the TRICARE contractors: 


• Humana (TRICARE East) - 1-800-444-5445  
• Health Net (TRICARE West) - 1-844-866-9378 


 
Very respectfully,  
 
 
 
Michelle Braun 
CAPT, USPHS  
Chief, Medial Affairs Branch 
Commissioned Corps Headquarters 
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Previous Versions are Obsolete Version 10 ad 7/20/2018 


Required Disclosure Statement 
And 


Instructions Statement of Understanding 


I certify that I have reviewed the foregoing information and that it is true and complete to the best of my 
knowledge. I understand that falsification of information on the DD-2807-1 “Report of Medical History” 
and other Government forms is punishable by disqualification, separation, fine and/or imprisonment. My 
signature on this document also indicates that I have read and followed the instructions for 
completion of the Periodic Health Update (PHU). I understand that submission of an incomplete 
history or physical exam will result in the delay of the review of my physical exam and that the forms 
will be rejected. My medical history is required to be on the DD-2807-1 “Report of Medical History” and 
my physical exam is required to be on the DD-2808 “Report of Medical Examination”. Both should be 
completed according to the instructions on the following pages.  


Officer’s Signature ________________________________ PHS SERNO ______________ 


Printed Name ______ Date _____________________ ______________________________  


This form must be signed (electronic signature accepted), dated, and scanned with all other 
required forms and supporting documents into a single PDF. This form must accompany all PHU 
documents and uploaded through the appropriate medical section of eDOC-U. 


Mailed and faxed copies will NOT be accepted. 





		PHS SERNO: 

		Printed Name: 

		Date (mm/dd/yyy): 








DEPARTMENT OF HEALTH AND HUMAN SERVICES  
U.S. Public Health Service Commissioned Corps 


Division of Commissioned Corps Personnel and Readiness


VERIFIED WEIGHT REPORT


Instructions: If possible, officers should be evaluated by an active-duty commissioned officer from the United States Public Health 
Service or one of the other Uniformed Services. When unavailable, officers can be evaluated by an active-duty commissioned officer 
remotely (via live or recorded video) or by a federal employee non-officer adult in person. Officers may also be evaluated by their 
healthcare provider. The person evaluating the officer is referred to as the testing official. Enter whole numbers for height and body 
weight (round down for values 0.4 and lower and round up for values 0.5 or higher). 


This form should be uploaded through eDOC-U. 


Section A
1. Date Tested (mm/dd/yy) 2. Officer's Name (Print Last, First, Middle Initial) 3. Rank/Grade


4. PHS Serno 5. Height (in feet and inches no shoes)
(feet) 


6. Weight
(in pounds, light clothing)  


7. BMI
(kg/m2)


BMI = [body weight in lbs. x 703] ÷ [height in inches]2


If BMI Greater Than 27.5, Complete Section B, Otherwise Leave Blank
Section B 
Officers must use method described at https://dcp.psc.gov/ccmis/weightstandards_m.aspx to obtain measurements recorded below.


8. Waist (at narrowest)
(in)


9. Hip (at widest)
(in)


10. Neck (at narrowest)
(in)  


11. Gender
Female Male


12. Body Fat
%


Signatures
Testing Official (Print Last, First, Middle Initial) PHS Serno (Corps Officers Only)


Testing Official's Signature Testing Official's Email Address


Officer's Signature Officer's Email Address


NOTE: I understand that the falsification or other nondisclosure of material medical information may result in the immediate close out of 
my application or my separation from active duty without benefits at any time during my career. The determination of material non-
disclosure (a form of misconduct) is made by the Director, Division of Commissioned Corps Personnel and Readiness, and this 
decision is final, in accordance with CCPM 23.8 INSTR 6 “Disability Retirement” and CCPM Pamphlet No. 47 “Disability Evaluation 
Manual for the Commissioned Corps of the U.S. Public Health Service”.


PHS-7044-1 (07/18) PSC Publishing Services (30) 443-6740 EF


(inches)



https://dcp.psc.gov/ccmis/weightstandards_m.aspx



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
U.S. Public Health Service Commissioned Corps
Division of Commissioned Corps Personnel and Readiness

VERIFIED WEIGHT REPORT

Instructions: If possible, officers should be evaluated by an active-duty commissioned officer from the United States Public Health Service or one of the other Uniformed Services. When unavailable, officers can be evaluated by an active-duty commissioned officer remotely (via live or recorded video) or by a federal employee non-officer adult in person. Officers may also be evaluated by their healthcare provider. The person evaluating the officer is referred to as the testing official. Enter whole numbers for height and body weight (round down for values 0.4 and lower and round up for values 0.5 or higher). 

Instructions: If possible, officers should be evaluated by an active duty commissioned officer from the United States Public Health Service or one of the other Uniformed Services. When unavailable, officers can be evaluated by an active duty commissioned officer remotely (via live or recorded video) or by a federal employee non officer adult in person. Officers may also be evaluated by their health care provider. The person evaluating the officer is referred to as the testing official. Enter whole numbers for height and body weight (round down for values 0.4 and lower and round up for values 0.5 or higher). Once complete, officer uploads the form to e D O C - U. 

This form should be uploaded through eDOC-U. 

When an officer is using this form to report Estimated Percent Body Fat with an Annual Physical Fitness Test (A P F T), then she or he should upload both forms (P H S 7044 and P H S 7044 - 1) to e D O C - U under the applicable label. Officers must also enter the A P F T and height and weight information into the Readiness and Deployment Operations Group (Red DOG) Self Service Application in the Officer Secure Area. 

Section A

1. Date Tested (mm/dd/yy)

1. Date Tested (month/day/year).

2. Officer's Name (Print Last, First, Middle Initial)

3. Rank/Grade

4. PHS Serno

5. Height (in feet and inches no shoes) 

(feet) 

6. Weight

(in pounds, light clothing)  

7. BMI

7. B M I.

(kg/m2)

(k g/m superscript 2).

BMI = [body weight in lbs. x 703] ÷ [height in inches]2

B M I = [body weight in pounds times 703] divided by [height in inches]. superscript 2.

If BMI Greater Than 27.5, Complete Section B, Otherwise Leave Blank

If B M I greater than 27.5, complete Section B, otherwise leave blank.

Section B 

Officers must use method described at 

https://dcp.psc.gov/ccmis/weightstandards_m.aspx

h t t p s: // d c p dot p s c dot gov/c c m i s/weight standards under bar m dot a s p x.

to obtain measurements recorded below.

8. Waist (at narrowest)

(in)

inches.

9. Hip (at widest)

(in)

inches.

10. Neck (at narrowest)

(in)  

inches.

11. Gender

Female

Male

12. Body Fat

%

percent.

Signatures

Testing Official (Print Last, First, Middle Initial)

PHS Serno (Corps Officers Only)

Testing Official's Signature

Testing Official's Email Address

Testing Official's e mail Address

Testing Official's E mail Address.

Officer's Signature

Officer's Email Address

Testing Official's e mail Address

Officer's E mail Address.

NOTE: I understand that the falsification or other nondisclosure of material medical information may result in the immediate close out of my application or my separation from active duty without benefits at any time during my career. The determination of material non-disclosure (a form of misconduct) is made by the Director, Division of Commissioned Corps Personnel and Readiness, and this decision is final, in accordance with CCPM 23.8 INSTR 6 “Disability Retirement” and CCPM Pamphlet No. 47 “Disability Evaluation Manual for the Commissioned Corps of the U.S. Public Health Service”.

NOTE: I understand that the falsification or other nondisclosure of material medical information may result in the immediate close out of my application or my separation from active duty without benefits at any time during my career. The determination of material non disclosure (a form of misconduct) is made by the Director, Division of Commissioned Corps Personnel and Readiness, and this decision is final, in accordance with C C P M 23.8 I N S T R 6 “Disability Retirement” and C C P M Pamphlet Number 47 “Disability Evaluation Manual for the Commissioned Corps of the U. S. Public Health Service”.

PHS-7044-1 (07/18)

P H S - 7 0 4 4 - 1 (July 2018).

PSC Publishing Services (30) 443-6740

P S C Publishing Services (3 0 1) 4 4 3 - 67 40.

EF

E F.

(inches) 

HHS/PHS

Verified Weight Report

PSC Publishing Services

FORM PHS-7044-1

		date tested: 

		officer's name: 

		rank/grade: 

		PHS Serno: 

		height: 

		height: 

		weight: 

		BMI: 

		waist: 

		hip: 

		neck: 

		female: 

		male: 

		body fat: 

		OSB clearance: 

		PHS Serno: 

		Testing Official's Signature : 

		testing official's e mail address: 

		Officer's Signature : 

		officer's e mail address: 

		Femwaithipneck: 0.00000000

		FfirstTotal: 

		WaistMinusneck: 0.00000000

		MaleBodyFat: 










2023 Periodic Health Update (PHU Submission Checklist | Updated December 1, 2022 


U.S. PUBLIC HEALTH SERVICE COMMISSIONED CORPS


COMMISSIONED CORPS HEADQUARTERS  Rockville, MD  20852


Periodic Health Update (PHU) Submission Check List 
Updated January 26, 2024


Use this checklist to ensure that you are submitting the required documents in your PHU package: 


Disclosure Statement 


DD-2807-1, “Report of Medical History,” completed by me and verified, signed and dated by


my healthcare provider. (Mandatory)


PHS-7083, “Behavioral Health Survey,” completed by me after downloading, then signed and 


dated by my healthcare provider documenting that they reviewed the form. (Mandatory) 


DD-2808, “Report of Medical Examination,” dated in field #1, completed by my healthcare
provider containing the minimum requirements of a recorded pulse, blood pressure, weight,


height. If my Body Mass Index (BMI) is greater than 27.5 kg/m2, “taping” must be done by


your provider or their designee. (Mandatory)


PHS-7044-1, “Verified Weight Report,” if my BMI is greater than 27.5 kg/m2


DD-2813, “DoD Active Duty/Reserve/Guard/Civilian Forces Dental Examination,” based on


a dental examination I had within 12 months of my PHU submission date. (Mandatory)


Other laboratory tests or diagnostic examinations, as determined by my provider. 


I have an active pregnancy waiver I am submitting a retirement physical 


______________________________ _______________________ 
Officer’s Name SERNO 


________________________________________ _______________________ 


Officer’s Signature  Date 


Preferred order of documents: Submission Checklist, Disclosure statement, DD-2807-1, PHS, 7083,  
DD-2808, PHS-7044-1 (if needed), DD-2813, additional medical records


All forms and provider instructions are included in a single PDF file, “PHU Appointment Documents,” which 
can be found on the CCMIS website under Forms/Medical. 


You must scan all documents and test results into a SINGLE PDF and submit them using the medical section of 
eDOC-U with the document name, “Periodic Health Update.”  


Your PHU should be screened for completeness within two-three working days after your submission. Check 
your readiness dashboard 4-5 days after your upload to see if the date of your last PHU is updated. If it is not, 


check your emails and junk mail folders for an automated email stating that your PHU was rejected and why. 


The rejection emails are sent to the email addresses that you have listed on your RDB Self Service page. Be 
certain those email addresses are current. If after following these steps, you still have questions about the 


status of your PHU submission, contact PHSMACCHQ@hhs.gov.  



https://dcp.psc.gov/ccmis/PDF_docs/PHU%20appointment%20documents.pdf

mailto:PHSMACCHQ@hhs.gov



		Officers Name: 

		SERNO: 

		Date: 

		Check Box1: Off

		Check Box2: Off

		Check Box3: Off

		Check Box4: Off

		Check Box6: Off

		Check Box7: Off

		Check Box8: Off

		Check Box9: Off

		Check Box10: Off








Periodic Health Update (PHU):  Instructions for Healthcare Providers | Updated December 11, 2023 


 U.S. PUBLIC HEALTH SERVICE COMMISSIONED CORPS


COMMISSIONED CORPS HEADQUARTERS   Rockville, MD  20852


    Periodic Health Update (PHU) 2024 
 Instructions for Healthcare Providers:  Updated December 11, 2023


On January 1, 2020, the U.S. Public Health Service (USPHS)  Commissioned Corps adopted new 


requirements for annual health updates to better protect the health of Public Health Service officers 


and meet mission priorities. These requirements align with the annual requirement of the military 


services.  


1. Medical History


The  officer will complete a DD-2807-1, “Report of Medical History” or equivalent Department


of Defense form and a PHS-7083, “Behavioral Health Survey” prior to the PHU visit and give the


completed forms to you, the provider, either prior to, or at the time of the PHU visit.


a) DD-2807, “Report of Medical History” – Updated medical history from last


PHU only. Please review the affirmative answers, provide comments (if indicated), and


sign. 


b) PHS-7083, “Behavioral Health Survey”


i. This survey contains four basic validated screening surveys to detect the possible


presence of alcohol abuse, depression, anxiety, and post-traumatic stress disorder.


ii. Based on the literature, the threshold “positive” scores are as follows:


a. Audit-C Males ≥4, Females ≥3 


b. PHQ-2  ≥ 3 


c. GAD-2  ≥3 


d. PC-PTSD 5 ≥3 


If any of the screens are “positive”, we ask that you address it with the officer as you 


professionally deem appropriate. Sign the form acknowledging that you have reviewed it, 


then document your discussion with the officer on the DD-2807, and any recommended 


evaluations or treatments on the DD-2808. 


2. Physical Examination


a) The officer will provide to you a DD-2808, “Report of Medical Examination.” A full


physical examination and diagnostic testing is NOT required unless indicated based on


your individual assessment of the officer, or by screening recommendations of the United


States Preventive Services Task Force (USPSTF). Take into consideration, the officer’s


age, current medical conditions, past medical history, family history, deployment history,


and environmental and occupational risks when determining the extent of the physical


and laboratory examination. If laboratory studies are used to monitor an officer’s active


medical conditions, the last set of results within the last year should be provided to the


officer to be included in their PHU submission.


• Examples include


o Lipid panel


o Thyroid function tests


o Complete blood count


o Viral levels and CD4 counts


o Hemoglobin A1C level


o Viral levels and Liver function tests
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______________________________________________________________________________ 
Periodic Health Update (PHU):  Instructions for Primary Care Providers | Updated December 11, 2023


At a minimum, complete and record a set of vital signs that include blood pressure, 


heart rate, and weight/height [Body Mass Index (BMI)].  


If the officer’s BMI exceeds 27.5 kg/m2, complete (and sign) form PHS-7044-1, 


“Verified Weight Report” (see Page 3 instructions) to determine the officer’s estimated 


percent body fat. This is not a requirement for officers who have a current Pregnancy 


Waiver. If the officer’s BMI is below 19.0 kg/m2, you must provide the officer’s 


historical weights, if available, and a statement regarding any known medical or mental 


health issues contributing to the officer’s low weight. 


b) Based on USPSTF guidance and the officer’s health history, the following screening tests


should be performed, as well as other medical conditions screening receiving a USPSTF


A or B recommendation:


i. Hypertension


ii. Prediabetes and Type 2 Diabetes Mellitus


iii. Colorectal Cancer


iv. HIV


v. Breast Cancer (women only)


vi. Cervical Cancer (women only)


vii. Osteoporosis (women only)


viii. Abdominal Aortic Aneurysm (men only)


c) Document all active and significant past health conditions on the form DD-2808,


Questions 77-78.


d) Document all current treatments and follow-up plans on the form DD-2808, Question 79.


3. PHU signature:  Only providers who can practice independently based on their state licensure or


healthcare facility (e.g. Military Treatment Facility) rules are authorized to sign the PHU forms.


Nurse practitioners and Physician Assistants who cannot practice independently, must have the


PHU forms countersigned by their supervising provider.


4. Suggested billing codes:


a) If the PHU is being completed as part of a follow up related to current active medical


problems, use the appropriate office visit CPT codes, or


b) If the officer has no active medical problems that require follow up at the time of the


PHU visit, it can be considered as a Tricare covered annual Health Promotion & Disease


Prevention (HP & DP) examination with the use of the following CPT codes:


i. Ages 18-39 – 99385 (New patient) 99395 (Established patient) 


ii. Ages 40-64 – 99386 (New patient) 99396 (Established patient) 


iii. Ages > 65 – 99387 (New patient) 99397 (Established patient) 


USPSTF Recommended Screening (this list is not meant to include all screening guidance): 


Note that most USPSTF recommendations are based on data driven by the subjects’ biologic or anatomic 


sexes. It is recommended that if necessary, the provider discuss with the officer which recommendation 
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Periodic Health Update (PHU):  Instructions for Primary Care Providers | Updated December 11, 2023


best applies to them considering their sex at birth, current anatomy, or gender identity. 


1. Females and Males.


a. Hypertension. Adults 18 years or older.


b. Prediabetes and Type 2 Diabetes Mellitus. Women and men 35-70 years of age who are


overweight or obese (BMI > 25 kg/m2).


c. Colorectal Cancer. Begin at 45 years of age and continue until age 75 years.


d. Human Immunodeficiency Virus (HIV).


(1) Screen individuals 15 to 65 years-old and older adults at increased risk. Repeat


screening at intervals may be based on individual risk assessments.


(2) Screen all pregnant persons.


e. Hepatitis C Virus (HCV). Screen asymptomatic adults (including pregnant persons) aged


18 to 79 years without know liver disease at least once. Periodically screen persons with


continued risk for HCV.


2. Females only.


a. Breast Cancer.  Routine biennial (every two years) screening beginning at 50 years of age


with discontinuation at 74 years of age.


b. Cervical Cancer.


(1) Every three years with cytology alone for women 21 to 29 years of age.


(2) Every three years with cytology alone, every five years with high-risk HPV


testing alone, or every five years with combined cytology and high-risk HPV


testing in women 30 to 65 years of age.


(3) Discontinue after hysterectomy with removal of the cervix for benign indications


and no history of cervical intraepithelial neoplasia (CIN) 2 or CIN 3 or cervical


cancer; or 65 years of age with adequate prior screening (negative recommended


screening over previous 10 years, with the most recent test occurring within 5


years).


c. Osteoporosis.


(1) Begin at 65 years of age with no recommended screening interval.


(2) Postmenopausal women younger than 65 years who are at increased risk of


osteoporosis, as determined by a formal clinical risk assessment tool.


3. Males only.


a. Abdominal Aortic Aneurysm.


(1) Screen once with ultrasonography in men 65 to 75 years of age if they have ever
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Periodic Health Update (PHU):  Instructions for Primary Care Providers | Updated December 11, 2023


smoked. 


(2) Clinicians should selectively offer screening with ultrasonography in men aged


65 to 75 years old who have never smoked depending on individual


circumstances.


Determination of Percent Body Fat by “Taping” 


“Taping” is the only method accepted by the USPHS Commissioned Corps for estimating percent body 


fat (PBF). Results of the measurements must be entered on form PHS-7044-1, “Verified Weight Report” 


(https://dcp.psc.gov/ccmis/PDF_docs/PHS-7044-1.pdf) and can be performed by you or your designate 


(medical staff). Follow the directions below for proper taping techniques then sign the form when 


completed. 


1. Tape Measure Specifications.


a. Use a tape measure made of non-stretchable material, preferably fiberglass.  Do not use


cloth or steel tape measures. The preferred tape is one that is self-retracting, with locking


capability, which can accurately measure circumference in both 1/16 inch and millimeter


increments and should be 1/ 4 inch – 3/8 inch wide.


b. The tape measure should be calibrated by comparing it with a yardstick or metal ruler,


aligning the tape measure with the quarter inch markings on the ruler.


2. Measurement Guidelines.


a. Males must be measured at the neck and abdomen, and females must be measured at the


neck, waist, and hips.


b. All measurements for men and women must be taken on the right side of the body with


the tape parallel to the floor.


c. When measuring circumferences, apply the tape measure so that it makes contact with


the skin, conforms to the body surface being measured, and does not compress the


underlying soft tissues.


d. All circumference measurements must be taken two times, sequentially and recorded to


the nearest 1/2 inch. If one of the two measurements differ by more than one inch, take


an additional measurement and compute a mathematical average of the two closest


measurements to the nearest 1/2 inch and record this value.


e. Each set of measurements must be completed sequentially to discourage assumption of


repeated measurement readings.  Do not, for example, complete two neck


circumferences followed by two abdomen circumferences.  Continue the process until


both sets of measurements have been taken (e.g., for a woman measure the neck, then


the waist, then the hips, and then repeat the series of measurements: neck, waist, hips).


3. Procedures for Men.


a. Circumference measurements for men must be taken at the neck and abdomen. Neck


measurements must be taken on bare skin, at the point just below the larynx (Adam’s


Apple) and perpendicular to the long axis of the neck. Do not place the tape measure


over the larynx.  The officer should look straight ahead during measurement with


shoulders down and relaxed (not hunched).


b. The tape must be as close to horizontal as anatomically feasible (the tape line in the front


of the neck should be at the same height as the tape line in the back of the neck).



https://dcp.psc.gov/ccmis/PDF_docs/PHS-7044-1.pdf
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c. Care should be taken so as not to involve the shoulder/neck muscles (trapezius) in the


measurement.


d. Round the neck measurement up to the nearest 1/2 inch and record (e.g., round


16¼ inches to 16½ inches).


e. The abdominal measurement must be taken on bare skin, across the naval (belly button)


and with the officer’s arms down at the sides.  If redness and lines in the skin are


observed, turn the officer away for 72 hours. This is an indication that officer has


attempted to alter the PBF circumference measurement.


(1) Take measurements at the end of officer’s normal, relaxed exhalation.


Discourage the officer from holding his breath by taking the measurement after


several exhales.


(2) Round the abdominal measurement down to nearest 1/2 inch and record (e.g.,


round 34¾ inches to 34½ inches).


4. Procedures for Women


a. Circumference measurements for women must be taken at the neck, natural waist, and


hips. Neck measurements must be taken on bare skin, at a point just below the larynx


and perpendicular to the long axis of the neck.


b. The Officer should look straight ahead during measurement, with shoulders down and


relaxed (not hunched).


c. Round neck measurement up to the nearest 1/2 inch and record (e.g., round 13 3/8 inches


to 13½ inches).


d. Natural Waist measurements must be taken on bare skin, at point of minimal abdominal


circumference, usually located about halfway between the navel and the lower end of the


sternum (breastbone).


(1) When this site is not easily observed, take several measurements at probable


sites and use smallest value.


(2) Ensure the tape is level and parallel to the floor and make sure the officer’s arms


are at her sides. Take measurements at the end of officer’s normal, relaxed


exhalation. Round natural waist measurement down and record to nearest ½ inch


and record (e.g., round 28 5/8 inches to 28½ inches).


e. Hip measurements must be taken over the shorts only. Control-top panty hose, spandex


tights, and other "shaping" garments are not allowed to be worn during measurements.


The USPHS Commissioned Corps also prohibits tight-fitting rubberized foundation


garments or exercise belts at least 30 minutes prior to measurement.


(1) Measure hip circumference while facing officer’s right side by placing the tape


around the hips so that it passes over the greatest protrusion of the gluteus


muscles (buttocks) as viewed from the side.


(2) Make sure the tape is level and parallel to the floor. Apply sufficient tension on


the tape to minimize effect of clothing.


(3) Round hip measurement down to nearest 1/2 inch and record (e.g., round


44 3/8 inches to 44 inches).












  
COMMISSIONED CORPS OF THE U.S. PUBLIC HEALTH SERVICE     


 
COMMISSIONED CORPS HEADQUARTERS                                                                         Rockville, MD  20852  


 


Periodic Health Update 
General Instructions for Completing Periodic Health Update 


Forms DD-2807-1 “Report of Medical History,” DD-2808 “Report 
of Medical Examination,” and DD 2813, “Department of Defense 
Active Duty/Reserve/Guard/Civilian Forces Dental Examination” 


 
Forms for the Periodic Health Update (PHU) are intended for the purposes of Retention, Retirement/Separation, 
Long Term Training, and other medical information reporting purposes. Failure to complete the forms 
according to these instructions will delay your medical review.  The forms are available at 
https://dcp.psc.gov/ccmis/forms/FORMS_medical_m.aspx. 


A completed PHU is required annually by all officers.  The PHU must be completed and submitted between 
the first day of the month prior to your birth month through the last day of the month following your birth 
month. 
 
A complete PHU consists of: 


1. DD-2807-1, “Report of Medical History” 
2. DD-2808, “Report of Medical Examination” completed to the extent appropriate as determined by the 


provider. Minimum requirement is current vital signs and weight. (This form will not open in 
Chrome browser) 


3. PHS-7083, “Behavioral Health Survey” 
4. DD-2813, “Department of Defense Active Duty/Reserve/Guard/Civilian Forces Dental Examination” 
5. Disclosure Form 


 
All of these documents including the Disclosure Statement must be completed per the instructions below and 
scanned into one PDF file which must be uploaded through the medical eDOC-U portal located in the Officer 
Secure Area of the CCMIS website. 
 


1. Once in the Officer Secure Area, select eDOC-U (Document Upload) 
2. Select “Medical” from the Document Category dropdown 
3. Select “PERIODIC HEALTH UPDATE” for Document Type 
4. For the Document Date, use the date that the provider signed the DD-2808.  For those officers who 


got their physical at a Military Treatment Facility that splits the process into parts, enter the date when 
the first part was completed 


 
DO NOT UPLOAD ANY PHU FORMS OR ASSOCIATED REPORTS THROUGH ANY PORTAL 
OTHER THAN “PHYSICAL EXAM DOCUMENTS.” 


 
Current DD-2807-1, “Report of Medical History” no older than one year will be required for Long Term 
Training or to inform Medical Affairs of a new medical condition. A self-reported DD-2807-1 is no longer 
required for permanent promotion. 


 


 



https://dcp.psc.gov/ccmis/forms/FORMS_medical_m.aspx

https://www.esd.whs.mil/Portals/54/Documents/DD/forms/dd/dd2807-1.pdf

https://www.esd.whs.mil/Portals/54/Documents/DD/forms/dd/dd2808.pdf

https://www.hhs.gov/sites/default/files/phs-7083.pdf

https://www.esd.whs.mil/Portals/54/Documents/DD/forms/dd/dd2813.pdf

https://dcp.psc.gov/ccmis/PDF_docs/DD-2807-1%20Disclosure%20Statment.pdf

https://dcp.psc.gov/ccmis/





 


To submit an updated medical history which is not part of a PHU, upload the DD-2807-1 with a Disclosure 
Statement using Document Type, “REPORT OF MEDICAL HISTORY”. 
Always keep copies for your records. Make sure that all forms are dated and your Name and USPHS SERNO 
are on ALL documents uploaded through eDOC-U. 
 


Uploaded copies must be legible; illegible records will be rejected. 
MAILED COPIES AND FAXES WILL NOT BE 
ACCEPTED unless prior approval is given by the 


Medical Affairs Branch 
  







COMMISSIONED CORPS OF THE U.S. PUBLIC HEALTH SERVICE
COMMISSIONED CORPS HEADQUARTERS  Rockville, MD  20852 


Instructions for Completing DD-2807-1 “Report of Medical History” 


Items 1 through 5 on page 1 of the form MUST be completed including information on the top 
of page 2 and 3: 


Last Name, First Name, Middle Name and USPHS Service Number (SERNO) in place of Social 
Security Number (enter as 0000+SERNO: 000012345 if typing the form online). 


1. Last Name, First Name, Middle Name
2. Social Security Number-must be entered as SERNO (enter as 0000+SERNO if typing the


form online. Example: 000012345).
3. TODAY’S date-use YYYY-MM-DD numerical format. THE DOCUMENT IS CONSIDERED


INCOMPLETE UNLESS IT IS DATED.
4. a. Home addresses


b. Home telephone (include area code);
5. Examining Location and Address
6. a. Service-write in “USPHS”


b. Component-“Active Duty”
c. Purpose of Examination: you may check one or more of the choices listed in this section,


e.g.: Retention (a.k.a. PHU)
Separation
Retirement


OR check the box “Other” and write in: 
PHU, Training, or Fitness for Duty 


7. a. Position-your rank
b. Usual Occupation-category


8. Current Medications-list all medications you currently take and for what condition. Use section #29 if you
need more space


9. Allergies-medication and non-medication allergies
10. HAVE YOU EVER HAD OR DO YOU NOW HAVE


Answer YES or NO to items 10 through 28, (If your response to question 14c is “No”, please
provide explanation.) -REMEMBER the question asks, “Have You Ever Had or do You Now
Have”
If you are submitting the DD-2807-1 to update a specific medical condition, fill out only the relevant
sections and provide more information in Question 29.


29. Explanation of “YES” answer(s)
Describe in detail all yes answer(s); give date(s) of problem(s), name(s) of doctor(s) and/or 
hospital(s), treatment(s) given, current medical status, and limitations. Use this question to provide 
updates on specific medical conditions.


30. Examiner’s Summary and Elaboration of All Pertinent Data for PHU.
Complete as described in this section.
a. Comments-of examining provider
b. Typed or Printed Name of Examiner-Last, First, Middle Initial 
c. Signature-of provider +NPI number
d. DATE SIGNED-YYYY-MM-DD format







COMMISSIONED CORPS OF THE U.S. PUBLIC HEALTH SERVICE
COMMISSIONED CORPS HEADQUARTERS  Rockville, MD  20852


Instructions for Completing DD-2808 “Report of Medical Examination” 


Items 1 through 10a, 15 to 16, and information at the top of page 2 and 3 MUST be provided. 
Items 10b through 14c are optional. 


Last Name, First Name, Middle Name and USPHS Service Number (SERNO) in place of Social 
Security Number (enter as 0000+SERNO:  000012345 if typing the form online). 


1. Date of Examination-use YYYY-MM-DD numerical format
2. Social security number- must be entered as SERNO (enter as 0000


+SERNO if typing the form online. Example: 000012345).
3. Last name-First name-Middle name (suffix)
4. Home Address-required
5. Home Telephone Number (include area code)
6. Grade-rank
7. Date of Birth-use YYYY-MM-DD numerical format
8. Age
9. a. Birth Sex-check female or male


b. Preferred Gender-select female or male
10. a. Ethnic Category-optional


b. Racial Category-this is for medical purposes only-optional
11. a. and b. Total years government service-optional
12. Agency-IHS, CDC, BOP, NIH, etc.
13. Organization Unit and UIC/Code-leave blank
14. a. Rating or Specialty


b. Total Flying Time
c. Last six months-leave 14a-c blank, unless you are an Aviator


15. a. Service-write in “USPHS”
b. Component-“Active Duty”
c. Purpose of Examination: Check one or more of the choices listed in this section,


e.g.: Retention (a.k.a. PHU)
Separation
Retirement
OR check the box “Other” and write in:


Long-term Training 
Fitness for Duty 


16. Name of Examining Location, and Address (include ZIP Code)


Clinical Evaluation section 17 through 42 and number 35 [Feet (continued)] 
This section is to be completed by your provider(s). More than one provider may use this 
section. The comprehensiveness of the examination is determined by the provider taking 
into account the officers current symptoms, known medical conditions, and health risks 
based on personal and family history and occupational and environmental exposures. 


44. Notes-provider(s) should follow the instructions in this section.
The Clinical Evaluation must include additional testing appropriate for the needs of the individual officer.
All existing health conditions must be evaluated with appropriate testing and at appropriate intervals based
on community and specialty society standards. Health screening should be performed based on guidance







from the United States Preventive Services Task Force (USPSTF) 


43. Dental Defects and Disease- Dentists complete form DD-2813;
Medical providers- Acceptable or Not acceptable-check the correct response only if a completed dental
form is available for review;


Class-leave blank unless a completed DD-2813 is available for review. 


**Page 2 of Form DD-2808** Name and SERNO at top of page- must be completed 
Laboratory Findings section (45-52) 


• Laboratory Testing should be individualized to the needs of the officer, including suggested interval
screening per USPSTF. Laboratory and radiographic studies should be submitted using a copies of
the original laboratory or radiographic reports.


53. Height-without shoes- required
54. Weight-required
55. Min wgt-Max wgt/Max BF%-body fat test results as indicated for muscular individuals
56. Temperature-optional
57. Pulse-required
58. Blood Pressure-required


a. Upon arrival in providers office;
b. if indicated
c. if indicated


61-70. Vision testing and formal eye examination (if appropriate based providers’ recommendations) 


71-72. Audiometry (if appropriate based on providers’ recommendations)


73. Notes and Significant or Interval History-use as indicated


**Page 3 of Form DD-2808** Name and SERNO at top of page-must be completed 


74 a. & b. Examinee/Applicant-will be used by some Military Facilities. 
Civilian providers leave these blank. 


75. I have been advised of my disqualifying condition.
a. Signature of Examinee- leave blank
b. Date-leave blank


76. Physical Profile- leave blank
77. Significant or Disqualifying Defects-used in some MTFs, civilian


providers leave this blank.
78. Summary of Defects and Diagnoses-list diagnoses and associated treatments (medications).
79. Recommendations-Further Specialist Examinations Indicated-referrals to


other health care providers are written in this space.
80. MEPS Workload (for MEPS use only)-leave blank
81. Medical Inspection Date-leave blank
82. a. Typed or Printed Name of Physician or Examiner with NPI number


b. Signature-your providers must complete these items and include the date of the exam.
83. a. and b. Typed or Printed Name of Dentist or Physician (Indicate which) use as needed.


Signature + NPI number-your providers must complete these items and include the date of the exam.
84 a. & b. Through 86. Leave blank. 
87. Number of Attached Sheets-Optional


Physical Examinations must be submitted on the DD-2808.


Make sure your name and USPHS SERNO are on every page submitted to the Medical Affairs’
physical exam section.
Physical examinations must be complete according to these instructions when submitted to Medical
Affairs







  
COMMISSIONED CORPS OF THE U.S. PUBLIC HEALTH SERVICE     


 
COMMISSIONED CORPS HEADQUARTERS                                                                         Rockville, MD  20852  
 


 
Instructions for Completing DD-2813 “DoD Active Duty/Reserve/Guard/Civilian Forces Dental 


Examination” 
 
1. Service Member’s Name-Last name, First name, middle initial 
2. Social Security Number-Enter SERNO  
3. Branch of Service-USPHS 
4. Unit Assignment-Leave Blank 
5. Unit Address-Enter home address 
6. Examination Results-Dental Provider must mark only one of Boxes (1), (2), or (3). If Box (3) is marked, 


the dental provider must mark all boxes (a)-(f) that apply with further explanations in Box (4) and (5). 
7. Dentist’s Name-Last name, First name, middle initial 
8. Dentist’s Telephone Number-required 
9. Dentist’s Signature and License Number-required 
10. Date of Examination-required 


 
PLEASE DO NOT MAIL OR FAX ANY PHYSICAL EXAMINATION DOCUMENTS. 
ALL COMPONENT DOCUMENTS OF THE PHU MUST BE SCANNED INTO A SINGLE PDF AND 
UPLOADED USING THE MEDICAL SECTION OF eDOC-U, DOCUMENT NAME, “PERIODIC 
HEALTH UPDATE.” 


 
December 31, 2019 





		General Instructions for Completing Periodic Health Update Forms DD-2807-1 “Report of Medical History,” DD-2808 “Report of Medical Examination,” and DD 2813, “Department of Defense Active Duty/Reserve/Guard/Civilian Forces Dental Examination”

		MAILED COPIES AND FAXES WILL NOT BE ACCEPTED unless prior approval is given by the Medical Affairs Branch

		Instructions for Completing DD-2807-1 “Report of Medical History”

		Items 1 through 5 on page 1 of the form MUST be completed including information on the top of page 2 and 3:

		4. a. Home addresses

		5. Examining Location and Address

		c. Purpose of Examination: you may check one or more of the choices listed in this section, e.g.: Retention (a.k.a. PHU)

		9. Allergies-medication and non-medication allergies



		29. Explanation of “YES” answer(s)

		Describe in detail all yes answer(s); give date(s) of problem(s), name(s) of doctor(s) and/or hospital(s), treatment(s) given, current medical status, and limitations. Use this question to provide updates on specific medical conditions.





		Instructions for Completing DD-2808 “Report of Medical Examination”

		Items 1 through 10a, 15 to 16, and information at the top of page 2 and 3 MUST be provided.

		Items 10b through 14c are optional.

		+SERNO if typing the form online. Example: 000012345).



		8. Age

		9. a. Birth Sex-check female or male

		b. Preferred Gender-select female or male

		12. Agency-IHS, CDC, BOP, NIH, etc.



		14. a. Rating or Specialty

		Separation

		This section is to be completed by your provider(s). More than one provider may use this section. The comprehensiveness of the examination is determined by the provider taking into account the officers current symptoms, known medical conditions, and h...

		The Clinical Evaluation must include additional testing appropriate for the needs of the individual officer. All existing health conditions must be evaluated with appropriate testing and at appropriate intervals based on community and specialty societ...



		54. Weight-required

		a. Upon arrival in providers office;

		84 a. & b. Through 86. Leave blank.

		Physical Examinations must be submitted on the DD-2808.





		Instructions for Completing DD-2813 “DoD Active Duty/Reserve/Guard/Civilian Forces Dental Examination”

		1. Service Member’s Name-Last name, First name, middle initial

		2. Social Security Number-Enter SERNO

		3. Branch of Service-USPHS

		4. Unit Assignment-Leave Blank

		5. Unit Address-Enter home address

		6. Examination Results-Dental Provider must mark only one of Boxes (1), (2), or (3). If Box (3) is marked, the dental provider must mark all boxes (a)-(f) that apply with further explanations in Box (4) and (5).

		7. Dentist’s Name-Last name, First name, middle initial

		8. Dentist’s Telephone Number-required

		9. Dentist’s Signature and License Number-required

		10. Date of Examination-required
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CUI (when filled in)


CUI (when filled in)
PREVIOUS EDITION IS OBSOLETE.


Controlled by: OUSD(P&R) 
CUI Category: PRVCY, HLTH 
LDC: FEDCON 
POC: osd.pentagon.ousd-p-r.mbx.forms@mail.mil


DD FORM 2807-1, OCT 2018


REPORT OF MEDICAL HISTORY 
(This information is for official and medically confidential use only and will not be released to unauthorized persons.) 


OMB No. 0704-0413 
OMB approval expires 
20241031


The public reporting burden for this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining 
the data needed, and completing and reviewing the collection of information. Send comments regarding the burden estimate or burden reaction suggestions to the Department of Defense, Washington Headquarter 
Services, at whs.mc-alex.esd.mbx.dd-dod-information-collections@mail.mil. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to 
comply with a collection of information if it does not display a currently valid OMB control number. PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION. RETURN COMPLETED FORM AS 
INDICATED ON PAGE 2. 


PRIVACY ACT STATEMENT 
AUTHORITY: 10 U.S.C. 136, Under Secretary of Defense For Personnel and Readiness; DoD Directive 1145.2, United States Military Entrance Processing Command; DoD Instruction 6130.03, Medical Standards for 
Appointment, Enlistment, or Induction in the Military Services; and E.O. 9397 (SSN), as amended.  
PRINCIPAL PURPOSE(S): The primary collection of this information is from individuals seeking to join the Armed Forces. The information collected on this form is used to assist DoD physicians in making 
determinations as to acceptability of applicants for military service and verifies disqualifying medical condition(s) noted on the prescreening from (DD 2807-2)/. An additional collection of information using this form 
occurs when a Medical Evaluation Board is convened to determine the medical fitness of a current member and if separation is warranted. 
ROUTINE USE(S): The Routine Uses are listed in the applicable system of records notice found at: http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-
usmepcom-dod/ 
DISCLOSURE: Voluntary; however, failure by an applicant to provide the information may result in delay or possible rejection of the individual's application to enter the Armed Forces. An applicant's SSN is used 
during t he recruitment process to keep all records together and when requesting civilian medical records. For an Armed Forces member, failure to provide the information may result in the individual being placed in a 
non-deployable status. The SSN of an Armed Forces member is to ensure the collected information is filed in the proper individual's record. 


WARNING: The information you have given constitutes an official statement. Federal law provides severe penalties (up to 5 years confinement or a $10,000 fine or both), to anyone 
making a false statement. 


1. LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) 2.a SOCIAL SECURITY NO. b. DoD ID NO. (If applicable) 3. TODAY'S DATE 
(YYYYMMDD)


4.a. HOME ADDRESS (Stress, Apartment No., City, State, and ZIP Code)


b. HOME TELEPHONE (Include Area Code)


c. EMAIL ADDRESS


5. EXAMINING LOCATION AND ADDRESS (Include Zip Code)


X ALL APPLICABLE BOXES:


6.a. SERVICE
Army
Navy
Marine Corps
Air Force


Coast  
Guard


b. COMPONENT
Regular
Reserve
National Guard


c. PURPOSE OF EXAMINATION
Retention
Separation
Medical Board
Retirement


Other (Specify)


7.a. POSITION (Title, Grade, Component)


b. USUAL OCCUPATION


8. CURRENT MEDICATIONS (Prescription and Over-the-Counter) 9. ALLERGIES (Including insect bites/stings, foods, medicine, or other substance)


Mark each item "YES" or "NO". Every item marked "YES" must be fully explained in Item 29 on Page 2. 


HAVE YOU EVER HAD OR DO YOU NOW HAVE: YES NO
10.a. Tuberculosis


b. Lived with someone who had tuberculosis
c. Coughed up blood
d. Asthma or any breathing problems related to exercise, weather, pollens, 
etc.
e. Shortness of breath
f. Bronchitis
g. Wheezing or problems with wheezing
h. Been prescribed or used an inhaler
i. A chronic cough or cough at night
j. Sinusitis
k. Hay fever
l. Chronic or frequent colds


11.a. Severe tooth or gum trouble
b. Thyroid trouble or goiter
c. Eye disorder or trouble
d. Ear, nose, or throat trouble
e. Loss or vision in either eye
f. Worn contact lenses or glasses
g. A hearing loss or wear a hearing aid
h. Surgery to correct vision (RK, PRK, LASIK, etc.)


12.a. Painful shoulder, elbow or wrist (e.g. pain, dislocation, etc.)
b. Arthritis, rheumatism, or bursitis
c. Recurrent back pain or any back problem
d. Numbness or tingling
e. Loss of finger or toe


12. (Continued) YES NO
f. Foot trouble (e.g., pain, corns, bunions, etc.)
g. Impaired use of arms, legs, hands, or feet)
h. Swollen or painful joint(s)
i. Knee trouble (e.g., locking, giving out, pain or ligament injury, etc.)
j. Any knee or foot surgery including arthroscopy or the use of a scope to any bone or joint


k. Any need to use corrective devices such as prosthetic devices, knee brace(s), back 
support(s), lifts, or orthotics, etc.


l. Bone, joint, or other deformity
m. Plate(s), screw(s), rod(s), or pin(s) in any bone
n. Broken bone(s) (cracked of fractured)


13.a. Frequent indigestion or heartburn 
b. Stomach, liver, intestinal trouble, or ulcer
c. Gall bladder trouble or gallstones
d. Jaundice or hepatitis (liver disease)
e. Rupture/hernia
f. Rectal disease, hemorrhoids, or blood from the rectum
g. Skin diseases (e.g. acne, eczema, psoriasis, etc.)
h. Frequent or painful urination
i. High or low blood sugar
j. Kidney stone or blood in urine
k. Sugar or protein in urine
l. Sexually transmitted disease (syphilis, gonorrhea, chlamydia, genital warts, herpes, etc.)


14.a. Adverse reaction to serum, food, insect stings, or medicine
b. Recent unexplained gain or loss of weight
c. Currently in good health (If no, explain in Item 29 on Page 2.)
d. Tumor, growth, cyst, or cancer



http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-usmepcom-dod/

http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-usmepcom-dod/





CUI (when filled in)


PREVIOUS EDITION IS OBSOLETE.
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LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) SOCIAL SECURITY NUMBER DoD ID NUMBER (If applicable)


Mark each item "YES" or "NO". Every item marked "YES" must be fully explained in Item 29 below.
HAVE YOU EVER HAD OR DO YOU NOW HAVE: YES NO
15.a. Dizziness or fainting spells


b. Frequent or severe headache
c. A head injury, memory loss or amnesia
d. Paralysis
e. Seizures, convulsions,epilepsy, or fits
f. Car, train,sea,or air sickness
g. A period of unconsciousness or concussion
h. Meningitis, encephalitis, or other neurological problems


16.a. Rheumatic fever
b. Prolonged bleeding (as after an injury or tooth extraction, etc.)
c. Pain or pressure in the chest
d. Palpitation, pounding heart or abnormal heartbeat
e. Heart trouble or murmur
f. High or low blood pressure


17.a. Nervous trouble of any sort (anxiety or panic attacks)
b. Habitual stammering or stuttering
c. Loss of memory or amnesia, or neurological symptoms
d. Frequent trouble sleeping
e. Received counseling of any type
f. Depression or excessive worry
g. Been evaluated or treated for a mental condition
h. Attempted suicide
i. Used illegal drugs or abused prescription drugs


18. FEMALES ONLY. Have you ever had or do you now have:
a. Treatment for a gynecological (female) disorder
b. A change of menstrual pattern
c. Any abnormal PAP smears


d. First day of last menstrual period (YYYYMMDD)


e. Date of last PAP smear (YYYYMMDD)


YES NO
19. Have you been refused employment, or been unable to hold a job or stay 


in school because of: 
a. Sensitivity to chemicals, dust, sunlight, etc.
b. Inability to perform certain motions
c. Inability to stand, sit, kneel, lie down, etc.
d. Other medical reasons (If yes, give reasons.)


20. Have you ever been treated in an Emergency Room? (If yes, for what?)


21. Have you ever been a patient in any type of hospital? (If yes, specify 
when, where,why, and name of doctor and complete address of hospital. 


22. Have you ever had, or have you been advised to have any operations or 
surgery? (If yes, describe and give age at which occurred.)


23. Have you ever had any illness or injury other than those already noted? 
(If yes, specify when, where, and give details.)


24. Have you consulted or been treated by clinics, physicians, healers, or 
other practitioners within the past 5 years for other than minor illnesses? 
(If yes, give complete address of doctor, hospital, clinic, and details.)


25. Have you ever been rejected for military service for any reason? (If yes, 
give date and reason for rejection.)


26. Have you ever been discharged from military service for any reason? (If 
yes, give date, reason, and type of discharge; whether honorable, other 
than honorable, for unfitness or unsuitability.)


27. Have you ever received, is there pending, or have you ever applied for 
pension or compensation for any disability or injury? (If yes, specify what 
kind, granted by whom, and what amount, when , why.)


28. Have you ever been denied life insurance?


29. EXPLANATION OF "YES" ANSWER(S) (Describe answer(s), give date(s) of problem, name of doctor(s)and/or hospital(s), treatment given and current 
medical status.)


NOTE: HAND TO THE DOCTOR OR NUSE, OR IF MAILED MARK ENVELOPE "TO BE OPENED BY MEDICAL PERSONNEL ONLY.'







CUI (when filled in)


PREVIOUS EDITION IS OBSOLETE.
CUI (when filled in) Page 3 of 3DD FORM 2807-1, OCT 2018


LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) SOCIAL SECURITY NUMBER DoD ID NUMBER (If applicable)


30. EXAMINER'S SUMMARY AND ELABORATION OF ALL PERTINENT DATA (Physician/practitioner shall comment on all positive answers in questions  
10 - 29. Physician/practitioner may develop by interview any additional medical history deemed important, and record any significant findings here.)


a. COMMENTS


b. TYPED OR PRINTED NAME OF EXAMINER (Last, First, Middle Initial) c. SIGNATURE d. DATE SIGNED 
(YYYYMMDD)





DRAFT

SAMPLE

DD FORM 2807-1, OCT 2018
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CUI (when filled in)

Document classification when filled in is CUI

CUI (when filled in)

Document classification when filled in is CUI

PREVIOUS EDITION IS OBSOLETE.
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Document classification when filled in is CUI

PREVIOUS EDITION IS OBSOLETE.
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Document classification when filled in is CUI

Page  of 

REPORT OF MEDICAL HISTORY

(This information is for official and medically confidential use only and will not be released to unauthorized persons.) 

OMB No. 0704-0413 OMB approval expires 20241031

The public reporting burden for this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding the burden estimate or burden reaction suggestions to the Department of Defense, Washington Headquarter Services, at whs.mc-alex.esd.mbx.dd-dod-information-collections@mail.mil. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a collection of information if it does not display a currently valid OMB control number. PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION. RETURN COMPLETED FORM AS INDICATED ON PAGE 2. 

PRIVACY ACT STATEMENT

AUTHORITY: 10 U.S.C. 136, Under Secretary of Defense For Personnel and Readiness; DoD Directive 1145.2, United States Military Entrance Processing Command; DoD Instruction 6130.03, Medical Standards for Appointment, Enlistment, or Induction in the Military Services; and E.O. 9397 (SSN), as amended. 

PRINCIPAL PURPOSE(S): The primary collection of this information is from individuals seeking to join the Armed Forces. The information collected on this form is used to assist DoD physicians in making determinations as to acceptability of applicants for military service and verifies disqualifying medical condition(s) noted on the prescreening from (DD 2807-2)/. An additional collection of information using this form occurs when a Medical Evaluation Board is convened to determine the medical fitness of a current member and if separation is warranted.

ROUTINE USE(S): The Routine Uses are listed in the applicable system of records notice found at: http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-usmepcom-dod/

DISCLOSURE: Voluntary; however, failure by an applicant to provide the information may result in delay or possible rejection of the individual's application to enter the Armed Forces. An applicant's SSN is used during t he recruitment process to keep all records together and when requesting civilian medical records. For an Armed Forces member, failure to provide the information may result in the individual being placed in a non-deployable status. The SSN of an Armed Forces member is to ensure the collected information is filed in the proper individual's record. 

WARNING: The information you have given constitutes an official statement. Federal law provides severe penalties (up to 5 years confinement or a $10,000 fine or both), to anyone making a false statement. 

X ALL APPLICABLE BOXES:

6.a. SERVICE

b. COMPONENT

c. PURPOSE OF EXAMINATION

Mark each item "YES" or "NO". Every item marked "YES" must be fully explained in Item 29 on Page 2. 

HAVE YOU EVER HAD OR DO YOU NOW HAVE:

YES

NO

10.a. Tuberculosis

b. Lived with someone who had tuberculosis

c. Coughed up blood

d. Asthma or any breathing problems related to exercise, weather, pollens, etc.

e. Shortness of breath

f. Bronchitis

g. Wheezing or problems with wheezing

h. Been prescribed or used an inhaler

i. A chronic cough or cough at night

j. Sinusitis

k. Hay fever

l. Chronic or frequent colds

11.a. Severe tooth or gum trouble

b. Thyroid trouble or goiter

c. Eye disorder or trouble

d. Ear, nose, or throat trouble

e. Loss or vision in either eye

f. Worn contact lenses or glasses

g. A hearing loss or wear a hearing aid

h. Surgery to correct vision (RK, PRK, LASIK, etc.)

12.a. Painful shoulder, elbow or wrist (e.g. pain, dislocation, etc.)

b. Arthritis, rheumatism, or bursitis

c. Recurrent back pain or any back problem

d. Numbness or tingling

e. Loss of finger or toe

12. (Continued)

YES

NO

f. Foot trouble (e.g., pain, corns, bunions, etc.)

g. Impaired use of arms, legs, hands, or feet)

h. Swollen or painful joint(s)

i. Knee trouble (e.g., locking, giving out, pain or ligament injury, etc.)

j. Any knee or foot surgery including arthroscopy or the use of a scope to any bone or joint

k. Any need to use corrective devices such as prosthetic devices, knee brace(s), back support(s), lifts, or orthotics, etc.

l. Bone, joint, or other deformity

m. Plate(s), screw(s), rod(s), or pin(s) in any bone

n. Broken bone(s) (cracked of fractured)

13.a. Frequent indigestion or heartburn 

b. Stomach, liver, intestinal trouble, or ulcer

c. Gall bladder trouble or gallstones

d. Jaundice or hepatitis (liver disease)

e. Rupture/hernia

f. Rectal disease, hemorrhoids, or blood from the rectum

g. Skin diseases (e.g. acne, eczema, psoriasis, etc.)

h. Frequent or painful urination

i. High or low blood sugar

j. Kidney stone or blood in urine

k. Sugar or protein in urine

l. Sexually transmitted disease (syphilis, gonorrhea, chlamydia, genital warts, herpes, etc.)

14.a. Adverse reaction to serum, food, insect stings, or medicine

b. Recent unexplained gain or loss of weight

c. Currently in good health (If no, explain in Item 29 on Page 2.)

d. Tumor, growth, cyst, or cancer

Mark each item "YES" or "NO". Every item marked "YES" must be fully explained in Item 29 below.

HAVE YOU EVER HAD OR DO YOU NOW HAVE:

YES

NO

15.a. Dizziness or fainting spells

b. Frequent or severe headache

c. A head injury, memory loss or amnesia

d. Paralysis

e. Seizures, convulsions,epilepsy, or fits

f. Car, train,sea,or air sickness

g. A period of unconsciousness or concussion

h. Meningitis, encephalitis, or other neurological problems

16.a. Rheumatic fever

b. Prolonged bleeding (as after an injury or tooth extraction, etc.)

c. Pain or pressure in the chest

d. Palpitation, pounding heart or abnormal heartbeat

e. Heart trouble or murmur

f. High or low blood pressure

17.a. Nervous trouble of any sort (anxiety or panic attacks)

b. Habitual stammering or stuttering

c. Loss of memory or amnesia, or neurological symptoms

d. Frequent trouble sleeping

e. Received counseling of any type

f. Depression or excessive worry

g. Been evaluated or treated for a mental condition

h. Attempted suicide

i. Used illegal drugs or abused prescription drugs

18. FEMALES ONLY. Have you ever had or do you now have:

a. Treatment for a gynecological (female) disorder

b. A change of menstrual pattern

c. Any abnormal PAP smears

d. First day of last menstrual period (YYYYMMDD)

e. Date of last PAP smear (YYYYMMDD)

YES

NO

19. Have you been refused employment, or been unable to hold a job or stay in school because of: 

a. Sensitivity to chemicals, dust, sunlight, etc.

b. Inability to perform certain motions

c. Inability to stand, sit, kneel, lie down, etc.

d. Other medical reasons (If yes, give reasons.)

20. Have you ever been treated in an Emergency Room? (If yes, for what?)

21. Have you ever been a patient in any type of hospital? (If yes, specify when, where,why, and name of doctor and complete address of hospital. 

22. Have you ever had, or have you been advised to have any operations or surgery? (If yes, describe and give age at which occurred.)

23. Have you ever had any illness or injury other than those already noted? (If yes, specify when, where, and give details.)

24. Have you consulted or been treated by clinics, physicians, healers, or other practitioners within the past 5 years for other than minor illnesses? (If yes, give complete address of doctor, hospital, clinic, and details.)

25. Have you ever been rejected for military service for any reason? (If yes, give date and reason for rejection.)

26. Have you ever been discharged from military service for any reason? (If yes, give date, reason, and type of discharge; whether honorable, other than honorable, for unfitness or unsuitability.)

27. Have you ever received, is there pending, or have you ever applied for pension or compensation for any disability or injury? (If yes, specify what kind, granted by whom, and what amount, when , why.)

28. Have you ever been denied life insurance?

NOTE: HAND TO THE DOCTOR OR NUSE, OR IF MAILED MARK ENVELOPE "TO BE OPENED BY MEDICAL PERSONNEL ONLY.'

30. EXAMINER'S SUMMARY AND ELABORATION OF ALL PERTINENT DATA (Physician/practitioner shall comment on all positive answers in questions          10 - 29. Physician/practitioner may develop by interview any additional medical history deemed important, and record any significant findings here.)
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REPORT OF MEDICAL HISTORY
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		Regular: 0

		Reserve: 0

		National Guard: 0

		Retention: 0

		Separation: 0

		Medical Board: 0

		Retirement: 0

		Other (Specify): 0

		OtherField: 
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		b. USUAL OCCUPATION: 
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		9. ALLERGIES (Including insect bites/stings, foods, medicine, or other substance): 
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		No: 0
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DD Form 2808, "REPORT OF MEDICAL EXAMINATION"

REPORT OF MEDICAL EXAMINATION

PRIVACY ACT STATEMENT

AUTHORITY: 10 U.S.C. 504, Persons not qualified; 10 U.S.C. 505, Regular components: qualifications, term, grade; 10 U.S.C. 507, Extension of enlistment for members

needing medical care or hospitalization; 10 U.S.C. 532, Qualifications for original appointment as a commissioned officer; 10 U.S.C. 978, Drug and alcohol abuse and dependency: testing of new entrants; 10 U.S.C. 1201, Regulars and members on active duty for more than 30 days: retirement; 10 U.S.C. 1202, Regulars and members on active duty for more than 30 days: temporary disability retired list; 10 U.S.C. 4346, Cadets: requirements for admission; DoD Directive 1145.2, United States Military Entrance Processing Command; E.O. 9397 (SSN) and 10 U.S.C. 1204, Members on Active Duty for 30 Days or Less or on Inactive Duty Training: Retirement, as amended.

PRINCIPAL PURPOSE(S): To obtain medical data for determination of medical fitness for enlistment, induction, appointment and retention for applicants and members of the Armed Forces. The information will also be used for medical boards and separation of Service members from the Armed Forces. 

ROUTINE USE(S): The Routine Uses are listed in the applicable system of records notice found at: http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-usmepcom-dod/

DISCLOSURE: Voluntary; however, failure by an applicant to provide the information may result in delay or possible rejection of the individual's application to enter the Armed Forces.

For an Armed Forces member, failure to provide the information may result in the individual being placed in a non-deployable status.

9a. BIRTH SEX

9a. BIRTH SEX

9b. PREFERRED GENDER

9b. PREFERRED GENDER

10a. ETHNIC CATEGORY

10a. ETHNIC CATEGORY

10b. RACIAL CATEGORY (Select one)

10b. RACIAL CATEGORY (Select one)

11. TOTAL YEARS GOVERNMENT SERVICE

11. TOTAL YEARS GOVERNMENT SERVICE

15a. SERVICE

15a. SERVICE

15b. COMPONENT

15b. COMPONENT

15c. PURPOSE OF EXAMINATION

15c. PURPOSE OF EXAMINATION

MEDICAL EVALUATION (Check each item in appropriate column.  Enter "NE" if not evaluated.)

MEDICAL EVALUATION (Check each item in appropriate column.  Enter "NE" if not evaluated.)

Normal

Abnormal

NE

17. Head, face, neck and scalp

18. Nose

19. Sinuses

20. Mouth and throat

21. Ears - General (Int. and ext. canals/Auditory acuity under item 71)

22. Tympanic Membranes (Perforation)

23. Eyes - General

24. Ophthalmoscopic

25. Pupils (Equality and reaction)

26. Ocular motility (Associated parallel movements, nystagmus)

27. Heart (Thrust, size, rhythm, sounds)

28. Lungs and chest (Include breasts)

29. Vascular system (Varicosities, etc.)

30. Anus and rectum (Hemorrhoids, Fistulae) (Prostate if indicated)

31. Abdomen and viscera (Include hernia)

32. External genitalia (Genitourinary)

33. Upper extremities

34. Lower extremities (Except feet)

35. Feet (Check category)

        35a.

        35b.

        35c.

36. Spine, other musculoskeletal

37. Body marks, scars, tattoos

38. Skin, lymphatics

39. Neurologic

40. Psychiatric (Specify any personality disorder)

41. Pelvic (Females only)

42. Endocrine

43. DENTAL DEFECTS AND DISEASE (Please explain.  Use dental form if completed by dentist.  If abnormality noted, explain in item 44.)

43. DENTAL DEFECTS AND DISEASE(Please explain.  Use dental form if completed by dentist.  If abnormally noted, explain in Item 44.)

LABORATORY FINDINGS

TESTS

RESULTS

49. HIV

50. DRUGS

51. ALCOHOL

52. OTHER

a. PAP SMEAR

b. EKG

c. CXR

MEASUREMENTS AND OTHER FINDINGS

54. WEIGHT (lbs.)

58. BLOOD PRESSURE

58. BLOOD PRESSURE

a. 1ST

a. 1ST

b. 2ND

b. 2ND

c. 3RD

c. 3RD

61. DISTANCE VISION

61. DISTANCE VISION

62. REFRACTION

62. REFRACTION

63. NEAR VISION

63. NEAR VISION

64. HETEROPHORIA

64. HETEROPHORIA

65. ACCOMMODATION

65. ACCOMMODATION

66. COLOR VISION (Pass/Fail and Score) 

66. COLOR VISION (pass/Fail and score) 

67. DEPTH PERCEPTION (Pass/Fail and Score) 

67. DEPTH PERCEPTION (Pas/Fail and Score) 

67. DEPTH PERCEPTION (Pas/Fail and Score) 

70. INTRAOCULAR PRESSURE 

70. INTRAOCULAR PRESSURE 

HZ

500

1000

2000

3000

4000

6000

Left

Right

HZ

500

1000

2000

3000

4000

6000

Left

Right

72a. READING ALOUD TEST:

72a. READING ALOUD TEST:

72b. VALSALVA:

72b. VALSALVA:

72c. OTHER TESTING

74. EXAMINEE

75. I have been advised of my disqualifying condition(s).

76. PHYSICAL PROFILE

P

U

L

H

E

S

X

D

PROFILER INITIALS

DATE (YYYYMMDD)

77. SIGNIFICANT OR DISQUALIFYING MEDICAL DIAGNOSES

ITEM NO.

MEDICAL DIAGNOSIS

ICD CODE

PROFILE SERIAL

RBJ DATE 

(YYYYMMDD)

QUALIFIED

DISQUALIFIED

EXAMINER INITIALS

WAIVER RECEIVED

SERVICE

DATE (YYYYMMDD)

80. MEPS WORKLOAD (For MEPS use only)

WKID

ST

DATE (YYYYMMDD)

INITIALS

WKID

ST

DATE (YYYYMMDD)

INITIALS

81. MEDICAL INSPECTION DATE

HT

WT

%BF

MAX WT

HCG

QUAL

DISQ

EXAMINER'S NAME AND SIGNATURE

86. This examination has been administratively reviewed for completeness and accuracy.
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 DEPARTMENT OF DEFENSE ACTIVE DUTY/RESERVE/GUARD/CIVILIAN 
FORCES DENTAL EXAMINATION 


 OMB No. 0720-0022  
 OMB approval expires  
 20230131


The public reporting burden for this collection of information is estimated to average 3 minutes per response, including the time for reviewing instructions, searching existing data 
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of 
this collection of information, including suggestions for reducing the burden, to the Department of Defense, Washington Headquarters Services, at whs.mc-alex.esd.mbx.dd-dod-
informationcollections@mail.mil. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a 
collection of information if it does not display a currently valid OMB control number. 
PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION.   
AUTHORITIES: Public Law 104-191, Health Insurance Portability and Accountability Act of 1996; 10 U.S.C., Chapter Ch. 55, Medical and Dental Care; 10 U.S.C. 
1097a, TRICARE Prime: Automatic Enrollments; Payment Options; 10 U.S.C. 1097b, TRICARE Prime and TRICARE Program: Financial Management; 10 U.S.C. 
1079, Contracts for Medical Care for Spouses and Children: Plans; 10 U.S.C. 1079a, TRICARE Program: Treatment of Refunds and Other Amounts Collected 
Civilian Health and Medical Program of the Uniformed Services (CHAMPUS); 10 U.S.C. 1086, Contracts for Health Benefits for Certain Members, Former 
Members, and Their Dependents; 10 U.S.C. 1095, Health Care Services Incurred on behalf of Covered Beneficiaries: Collection From Third-party Payers; 42 
U.S.C. 290dd-2, Confidentiality Of Records; 42 U.S.C 42 U.S.C. Ch. 117, Sections 11131-11152, Reporting of Information; 45 CFR 164, Security and Privacy; 
Department of Defense (DoD) Instruction 6015.23, Foreign Military Personnel Care and Uniform Business Offices in Military Treatment Facilities (MTFS); DoD 
6025.18-R, DoD Health Information Privacy Regulation; and E.O. 9397 (SSN). 
PURPOSE: To collect patient information necessary to determine the patient’s readiness to participate in a military deployment. 
ROUTINE USES: Information in your records may be disclosed to other components within the Department of Defense to determine your readiness to participate 
in a military deployment. Information in your records may also be disclosed to private physicians and Federal agencies, including the Departments of Veterans 
Affairs, Health and Human Services, and Homeland Security in connection with your medical care; other federal, state, and local government agencies to 
determine your eligibility for benefits and entitlements and for compliance with laws governing public health matters; and government and non-government third 
parties to recover the cost of healthcare provided to you by the Military Health System. Any protected health information (PHI) in your records may be used and 
disclosed generally as permitted by the HIPAA Rules, as implemented within DoD.  Permitted uses and disclosures of PHI include, but are not limited to, 
treatment, payment, and healthcare operations. 
APPLICABLE SORN: EDHA 07, “Military Health Information System,” (June 15, 2020, 85 FR 36190) https://dpcld.defense.gov/Portals/49/Documents/Privacy/
SORNs/DHA/EDHA-07.pdf 
DISCLOSURE: Voluntary. However, failure to provide the information requested may result in delays in assessing your dental health needs for military service 
and/or for possible deployment. 


 1. SERVICE MEMBER'S NAME (Last, First, Middle Initial)  2. DoD ID Number  3. BRANCH OF SERVICE 


 4. UNIT OF ASSIGNMENT  5. UNIT ADDRESS 


 6. EXAMINATION RESULTS  
Dear Doctor,  


The individual you are examining is an Active Duty/Guard/Reserve/Civilian member of the United States Armed Forces. This member needs your assessment of 
his/her dental health for worldwide duty. Please mark (X) the block that best describes the condition of the member, using as a suggested minimum a clinical 
examination with mirror and probe, and bitewing radiographs. This form determines fitness for prolonged duty without ready access to dental care and is 
not intended to document comprehensive dental needs.


 (1) Patient has good oral health and is not expected to require dental treatment or reevaluation for 12 months     


 (2) Patient has some oral conditions, but you do not expect these conditions to result in dental emergencies within 12 months if not treated (i.e., requires 
prophylaxis, asymptomatic caries with minimal extension into dentin, edentulous areas not requiring immediate prosthetic treatment).     
 (3) Patient has oral conditions that you do expect to result in dental emergencies within 12 months if not treated.  
Examples of such conditions are: (X the applicable block or specify in the space provided)     


(a) Infections: Acute oral infections, pulpal or periapical pathology, chronic oral infections, or other pathologiclesions and lesions requiring biopsy 
or awaiting biopsy report.     
(b) Caries/Restorations: Dental caries or fractures with moderate or advanced extension into dentin; defective restorations or temporary 
restorations that patients cannot maintain for 12 months.     


(c) Missing Teeth: Edentulous areas requiring immediate prosthodontic treatment for adequate mastication, communication, or acceptable 
esthetics.     
(d) Periodontal Conditions: Acute gingivitis or pericoronitis, active moderate to advanced periodontitis, periodontal abscess, progressive  
mucogingival condition, moderate to heavy subgingival calculus, or periodontal manifestations of systemic disease or hormonal disturbances.    


(e) Oral Surgery: Unerupted, partially erupted, or malposed teeth with historical, clinical, or radiographic signs or symptoms of pathosis that are 
recommended for removal.     
(f) Other: Temporomandibular disorders or myofascial pain dysfunction requiring active treatment.     


 (4) If you selected Block (3) above, please indicate the condition(s) you identified in this patient if they appear above, or briefly describe the condition(s) below: 


 (5) Were X-rays consulted?  IF YES, DATE X-RAY WAS TAKEN (YYYYMMDD) 


7. DENTIST'S NAME (Last, First, Middle Initial)  8. DENTIST'S TELEPHONE NUMBER (Include Area Code) 


9. DENTIST'S SIGNATURE 9. DENTIST'S LICENSE NUMBER  10. DATE OF EXAMINATION (YYYYMMDD) 
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The public reporting burden for this collection of information is estimated to average 3 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing the burden, to the Department of Defense, Washington Headquarters Services, at whs.mc-alex.esd.mbx.dd-dod-informationcollections@mail.mil. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a collection of information if it does not display a currently valid OMB control number.

PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION.   

AUTHORITIES: Public Law 104-191, Health Insurance Portability and Accountability Act of 1996; 10 U.S.C., Chapter Ch. 55, Medical and Dental Care; 10 U.S.C. 1097a, TRICARE Prime: Automatic Enrollments; Payment Options; 10 U.S.C. 1097b, TRICARE Prime and TRICARE Program: Financial Management; 10 U.S.C. 1079, Contracts for Medical Care for Spouses and Children: Plans; 10 U.S.C. 1079a, TRICARE Program: Treatment of Refunds and Other Amounts Collected Civilian Health and Medical Program of the Uniformed Services (CHAMPUS); 10 U.S.C. 1086, Contracts for Health Benefits for Certain Members, Former Members, and Their Dependents; 10 U.S.C. 1095, Health Care Services Incurred on behalf of Covered Beneficiaries: Collection From Third-party Payers; 42 U.S.C. 290dd-2, Confidentiality Of Records; 42 U.S.C 42 U.S.C. Ch. 117, Sections 11131-11152, Reporting of Information; 45 CFR 164, Security and Privacy; Department of Defense (DoD) Instruction 6015.23, Foreign Military Personnel Care and Uniform Business Offices in Military Treatment Facilities (MTFS); DoD 6025.18-R, DoD Health Information Privacy Regulation; and E.O. 9397 (SSN).

PURPOSE: To collect patient information necessary to determine the patient’s readiness to participate in a military deployment.

ROUTINE USES: Information in your records may be disclosed to other components within the Department of Defense to determine your readiness to participate in a military deployment. Information in your records may also be disclosed to private physicians and Federal agencies, including the Departments of Veterans Affairs, Health and Human Services, and Homeland Security in connection with your medical care; other federal, state, and local government agencies to determine your eligibility for benefits and entitlements and for compliance with laws governing public health matters; and government and non-government third parties to recover the cost of healthcare provided to you by the Military Health System. Any protected health information (PHI) in your records may be used and disclosed generally as permitted by the HIPAA Rules, as implemented within DoD.  Permitted uses and disclosures of PHI include, but are not limited to, treatment, payment, and healthcare operations.

APPLICABLE SORN: EDHA 07, “Military Health Information System,” (June 15, 2020, 85 FR 36190) https://dpcld.defense.gov/Portals/49/Documents/Privacy/SORNs/DHA/EDHA-07.pdf

DISCLOSURE: Voluntary. However, failure to provide the information requested may result in delays in assessing your dental health needs for military service and/or for possible deployment.

 6. EXAMINATION RESULTS 

Dear Doctor, 

The individual you are examining is an Active Duty/Guard/Reserve/Civilian member of the United States Armed Forces. This member needs your assessment of his/her dental health for worldwide duty. Please mark (X) the block that best describes the condition of the member, using as a suggested minimum a clinical examination with mirror and probe, and bitewing radiographs. This form determines fitness for prolonged duty without ready access to dental care and is not intended to document comprehensive dental needs.

 (1) Patient has good oral health and is not expected to require dental treatment or reevaluation for 12 months     

 (1) Patient has good oral health and is not expected to require dental treatment or reevaluation for 12 months     

 (2) Patient has some oral conditions, but you do not expect these conditions to result in dental emergencies within 12 months if not treated (i.e., requires prophylaxis, asymptomatic caries with minimal extension into dentin, edentulous areas not requiring immediate prosthetic treatment).     

 (2) Patient has some oral conditions, but you do not expect these conditions to result in dental emergencies within 12 months if not treated (i.e., requires prophylaxis, asymptomatic caries with minimal extension into dentin, edentulous areas not requiring immediate prosthetic treatment).     

 (3) Patient has oral conditions that you do expect to result in dental emergencies within 12 months if not treated. 

Examples of such conditions are: (X the applicable block or specify in the space provided)     

(a) Infections: Acute oral infections, pulpal or periapical pathology, chronic oral infections, or other pathologiclesions and lesions requiring biopsy or awaiting biopsy report.     

(a) Infections: Acute oral infections, pulpal or periapical pathology, chronic oral infections, or other pathologiclesions and lesions requiring biopsy or awaiting biopsy report.     

(b) Caries/Restorations: Dental caries or fractures with moderate or advanced extension into dentin; defective restorations or temporary restorations that patients cannot maintain for 12 months.     

(b) Caries/Restorations: Dental caries or fractures with moderate or advanced extension into dentin; defective restorations or temporary restorations that patients cannot maintain for 12 months.     

(c) Missing Teeth: Edentulous areas requiring immediate prosthodontic treatment for adequate mastication, communication, or acceptable esthetics.     

(c) Missing Teeth: Edentulous areas requiring immediate prosthodontic treatment for adequate mastication, communication, or acceptable esthetics.     

(d) Periodontal Conditions: Acute gingivitis or pericoronitis, active moderate to advanced periodontitis, periodontal abscess, progressive  mucogingival condition, moderate to heavy subgingival calculus, or periodontal manifestations of systemic disease or hormonal disturbances.    

(d) Periodontal Conditions: Acute gingivitis or pericoronitis, active moderate to advanced periodontitis, periodontal abscess, progressive  mucogingival condition, moderate to heavy subgingival calculus, or periodontal manifestations of systemic disease or hormonal disturbances.    

(e) Oral Surgery: Unerupted, partially erupted, or malposed teeth with historical, clinical, or radiographic signs or symptoms of pathosis that are recommended for removal.     

(e) Oral Surgery: Unerupted, partially erupted, or malposed teeth with historical, clinical, or radiographic signs or symptoms of pathosis that are recommended for removal.     

(f) Other: Temporomandibular disorders or myofascial pain dysfunction requiring active treatment.     

(f) Other: Temporomandibular disorders or myofascial pain dysfunction requiring active treatment.     

 (5) Were X-rays consulted? 

 (5) Were X-rays consulted? 
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DD Form 2813, " Active Duty/Reserve/Guard/Civilian Forces Dental Examination"

		 1. SERVICE MEMBER'S NAME (Last, First, Middle Initial) : 

		 2. DoD ID Number: 

		 3. BRANCH OF SERVICE : 

		 4. UNIT OF ASSIGNMENT : 

		 5. UNIT ADDRESS : 

		Result1: 

		Result2: 

		Result3: 

		check1: 0

		check2: 0

		check3: 0

		check4: 0

		check5: 0

		check6: 0

		 (4) If you selected Block (3) above, please indicate the condition(s) you identified in this patient if they appear above, or briefly describe the condition(s) below: : 

		Select Yes or No: 

		 IF YES, DATE X-RAY WAS TAKEN (YYYYMMDD) : 

		7. DENTIST'S NAME (Last, First, Middle Initial): 

		 8. DENTIST'S TELEPHONE NUMBER (Include Area Code) : 

		9. DENTIST'S SIGNATURE: 

		9. DENTIST'S LICENSE NUMBER: 

		 10. DATE OF EXAMINATION (YYYYMMDD) : 










DEPARTMENT OF HEALTH AND HUMAN SERVICES


Behavioral Health Survey


Please answer the following and bring this completed form to your healthcare provider when you do your Periodic Health 
Update (PHU).


Name SERNO Date


AUDIT-C
1. How often did you have a drink containing alcohol in the past year?


2. How many drinks did you have on a typical day when you were drinking in the past year?


3. How often did you have six or more drinks on one occasion in the past year?


SCORE 


PHQ-2
Over the past two weeks, how often have you been bothered by any of the following problems?


1. Little interest or pleasure in doing things.


2. Feeling down, depressed, or hopeless.


SCORE 


GAD-2
Over the past two weeks, how often have you been bothered by the following problems?


1. Feeling nervous, anxious, or on edge. 


2. Not being able to stop or control worrying.


SCORE 
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PC-PTSD-5 


Sometimes things happen to people that are unusually or especially frightening, horrible, or traumatic. For example:


• a serious accident or fire  


• a physical or sexual assault or abuse  


• an earthquake or flood  


• a war  


• seeing someone be killed or seriously injured  


• having a loved one die through homicide or suicide.  


Have you ever experienced this kind of event?


Yes No


If no, screen total = 0. Please stop here. 


If yes, please answer the questions below. 


In the past month, have you… 


1.  had nightmares about the event(s) or thought about the event(s) when you did not want to?


2.  tried hard not to think about the event(s) or went out of your way to avoid situations that reminded you of the 
event(s)?


3.  been constantly on guard, watchful, or easily startled?


4.  felt numb or detached from people, activities, or your surroundings?


5.  felt guilty or unable to stop blaming yourself or others for the event(s) or any problems the event(s) may have 
caused?


SCORE 


Note to provider
The above questionnaire contains four validated basic screening surveys to detect the possible presence of alcohol 
abuse, depression, anxiety, and post-traumatic stress disorder. Based on the literature, the threshold “positive” scores 
are as follows: 


Audit-C 


Males ≥4, Females  ≥3  
GAD-2   
≥3 


PHQ-2   
≥ 3 


PC-PTSD 5 
≥3 


If you are examining a Commissioned Corps officer who has any of the screens “positive”, we ask that you address it in 
whichever way that you feel is professionally appropriate. Please document your discussion with the officer (DD-2807 or 
equivalent) and any further recommended evaluation or treatment (DD-2808 or equivalent). Please acknowledge that you 
have reviewed this form. 


Health Provider's Name Health Provider's Signature Date reviewed


PHS-7083 (1/20) Page 2 of 2





PSC Publishing Services

10.0.2.20120224.1.869952

HHS/PHS

Behavioral Health Survey

FORM PHS-7083

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Behavioral Health Survey

Please answer the following and bring this completed form to your healthcare provider when you do your Periodic Health Update (PHU).

Please answer the following and bring this completed form to your health care provider when you do your Periodic Health Update (P H U).

Name

SERNO

Date

AUDIT-C

1. How often did you have a drink containing alcohol in the past year?

2. How many drinks did you have on a typical day when you were drinking in the past year?

3. How often did you have six or more drinks on one occasion in the past year?

SCORE 

PHQ-2

P H Q - 2.

Over the past two weeks, how often have you been bothered by any of the following problems?

1. Little interest or pleasure in doing things.

2. Feeling down, depressed, or hopeless.

SCORE 

GAD-2

G A D - 2.

Over the past two weeks, how often have you been bothered by the following problems?

1. Feeling nervous, anxious, or on edge.         

2. Not being able to stop or control worrying.

SCORE 
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PC-PTSD-5 

P C - P T S D - 5. 

Sometimes things happen to people that are unusually or especially frightening, horrible, or traumatic. For example:

• 

bullet.

a serious accident or fire  

• 

bullet.

a physical or sexual assault or abuse  

• 

bullet.

an earthquake or flood  

• 

bullet.

a war  

• 

bullet.

seeing someone be killed or seriously injured  

• 

bullet.

having a loved one die through homicide or suicide.  

Have you ever experienced this kind of event?

Yes

No

If no, screen total = 0. Please stop here. 

If yes, please answer the questions below. 

In the past month, have you… 

1.  

had nightmares about the event(s) or thought about the event(s) when you did not want to?

had nightmares about the event or events or thought about the event or events when you did not want to?

2.  

tried hard not to think about the event(s) or went out of your way to avoid situations that reminded you of the event(s)?

tried hard not to think about the event or events or went out of your way to avoid situations that reminded you of the event or events?

3.  

been constantly on guard, watchful, or easily startled?

4.  

felt numb or detached from people, activities, or your surroundings?

5.  

felt guilty or unable to stop blaming yourself or others for the event(s) or any problems the event(s) may have caused?

felt guilty or unable to stop blaming yourself or others for the event or events or any problems the event or events may have caused?

SCORE 

Note to provider

The above questionnaire contains four validated basic screening surveys to detect the possible presence of alcohol abuse, depression, anxiety, and post-traumatic stress disorder. Based on the literature, the threshold “positive” scores are as follows: 

The above questionnaire contains four validated basic screening surveys to detect the possible presence  of alcohol abuse, depression, anxiety, and post traumatic stress disorder. Based on the literature, the threshold “positive” scores are as follows: 

Audit-C 

Audit - C.

Males ≥4, Females  ≥3  

Males greater than or equal to 4, Females greater than or equal to greater than or equal to 3. 

GAD-2   

G A D - 2.

≥3 

greater than or equal to 3.

PHQ-2   

P H Q - 2

≥ 3 

greater than or equal to 3.

PC-PTSD 5 

P C - P T S D 5.

≥3 

greater than or equal to 3.

If you are examining a Commissioned Corps officer who has any of the screens “positive”, we ask that you address it in whichever way that you feel is professionally appropriate. Please document your discussion with the officer (DD-2807 or equivalent) and any further recommended evaluation or treatment (DD-2808 or equivalent). Please acknowledge that you have reviewed this form. 

If you are examining a Commissioned Corps officer who has any of the screens “positive”, we ask that you address it in whichever way that you feel is professionally appropriate. Please document your discussion with the officer (D D - 2 8 0 7 or equivalent) and any further recommended evaluation or treatment (D D - 2 8 0 8 or equivalent). Please acknowledge that you have reviewed this form. 

Health Provider's Name 

Health Provider's Signature

Date reviewed
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		last name: 

		SERNO: 

		date: 

		AUDIT question 1: 

		AUDIT question 2: 

		AUDIT question 3: 

		score: 0

		PHQ question 1: 

		PHQ question 2: 

		score: 0

		GAD question 1: 

		GAD question 2: 

		score: 0

		experienced this kind of event: 

		experienced this kind of event: 

		had nightmares: 

		tried hard: 

		on guard: 

		felt numb: 

		felt guilty: 

		score: 0

		health provider's name: 

		health provider's signature: 

		date reviewed: 









