3

V.

For the best experience, open this PDF portfolio in
Acrobat X or Adobe Reader X, or later.

Get Adobe Reader Now!



http://www.adobe.com/go/reader


DEPARTMENT OF HEALTH AND HUMAN SERVICES
Behavorial Health Survey

SERVI(,
N 5.y,

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 _ 0
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 0
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 0
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PC-PTSD-5

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

e aserious accident or fire

e a physical or sexual assault or abuse

e an earthquake or flood

e awar

e 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 0

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 GAD-2 PHQ-2 PC-PTSD 5
Males 24, Females =3 >3 >3 >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 (4/19) Page 2 of 2






Required Disclosure Statement
And
Instructions Statement of Understanding

I certify that | have reviewed the foregoing information and that it is true and complete to the best of my
knowledge. | 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 | have read and followed the instructions for
completion of the Periodic Health Update (PHU). | 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.

Previous Versions are Obsolete Version 10 ad 7/20/2018





		PHS SERNO: 

		Printed Name: 

		Date (mm/dd/yyy): 






Periodic Health Update (PHU) Appointment Documents
The following documents are included in this file:

e DD-2807-1 “Report of Medical History”

e DD-2808 “Report of Medical Examination”

e PHS-7083 “Behavioral Health Survey”

e DD-2813 “DoD Active Duty/Reserve/Guard/Civilian Forces Dental Examination”
e Disclosure Form

e PHU Instructions for Healthcare Providers

e PHU Instructions for Completing the DD-2807-1, 2808, 2813

1. No earlier than one week before your PHU appointment complete the DD-2807-1and the
PHU-7083. Complete the field numbers 1-16 on the DD-2808 and field numbers 1-5 of
the DD-2813. Complete the Disclosure Form.

2. Print (one-sided) the entire file. With the exception of the Disclosure Form, bring all of
the printed documents except for the DD-2813 to your medical provider at the time of
you appointment. Bring the DD-2813 to your dental provider at the time of that
appointment

3. After your appointments, when the forms are complete, scan all of your documents into a
single PDF for upload through eDOC-U, remembering to include the completed
Disclosure Form.

December 9, 2019






REPORT OF MEDICAL HISTORY 8,\";,’3 No. 0704-0413
approval expires

(This information is for official and medically confidential use only and will not be released to unauthorized persons.) | september, 30 2021

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 reduction suggestions to the Department of

Defense, Washington Headquarters 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 form (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 the 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 (Street, Apartment No., City, State, and ZIP Code) 5. EXAMINING LOCATION AND ADDRESS (include ZIP Code)

b. HOME TELEPHONE (Include Area Code)

c. EMAIL ADDRESS

X ALL APPLICABLE BOXES: 7.a. POSITION (Title, Grade, Component)
6.a. SERVICE b. COMPONENT c. PURPOSE OF EXAMINATION
Army | gﬁg% Regular Retention :I Other (Specify)
Navy Reserve Separation b. USUAL OCCUPATION
Marine Corps National Guard Medical Board
Air Force Retirement
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 12. (Continued) YES NO
10.a. Tuberculosis O O f. Foot trouble (e.g., pain, corns, bunions, etc.) O O
b. Lived with someone who had tuberculosis O O g. Impaired use of arms, legs, hands, or feet O O
c. Coughed up blood O O h. Swollen or painful joint(s) O O
d. &s"tgrrga Sany breathing problems related to exercise, weather, O O i. Knee trouble (e.g., locking, giving out, pain or ligament injury, etc.) O O
e. Shortness of breath O O j- éngnl;nggngrg?%iﬁ?rgery including arthroscopy or the use of a scope O O
f. Bronis O O | ¥ bonsesesyss coneotie deviees such as prosinetic devices knee O O
g. Wheezing or problems with wheezing O O I. Bone, joint, or other deformity O O
h. Been prescribed or used an inhaler O O m. Plate(s), screw(s), rod(s) or pin(s) in any bone O O
i. A chronic cough or cough at night O O n. Broken bone(s) (cracked or fractured) O O
j. Sinusitis O O 13.a. Frequent indigestion or heartburn o O
k. Hay fever O O b. Stomach, liver, intestinal trouble, or ulcer O O
I Chronic or frequent colds O O c. Gall bladder trouble or gallstones O O
11.a. Severe tooth or gum trouble O O d. Jaundice or hepatitis (liver disease) O O
b. Thyroid trouble or goiter O O e. Rupture/hernia O O
c. Eye disorder or trouble O O f. Rectal disease, hemorrhoids or blood from the rectum O O
d. Ear, nose, or throat trouble O O g. Skin diseases (e.g. acne, eczema, psoriasis, etc.) O O
e. Loss of vision in either eye O O h. Frequent or painful urination O O
f. Worn contact lenses or glasses O O i. High or low blood sugar O O
g. A hearing loss or wear a hearing aid O O j- Kidney stone or blood in urine O O
h. Surgery to correct vision (RK, PRK, LASIK, etc.) O O k. Sugar or protein in urine O O
12.a. Painful shoulder, elbow or wrist (e.g. pain, dislocation, etc.) O O L 22’#;‘:"%}.;%‘52;23‘1 diseasel(Syphilisigonomneaichiamydiagenttal O O
b. Arthritis, rheumatism, or bursitis O O 14.a. Adverse reaction to serum, food, insect stings or medicine O O
c. Recurrent back pain or any back problem O O b. Recent unexplained gain or loss of weight O O
d. Numbness or tingling O O c. Currently in good health (If no, explain in Item 29 on Page 2.) O O
e. Loss of finger or toe O O d. Tumor, growth, cyst, or cancer O O
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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 ltem 29 below.

HAVE YOU EVER HAD OR DO YOU NOW HAVE:

<
m
(/2]
4
(¢]

YES NO

15.a. Dizziness or fainting spells o O 19. Have you been refused employment or been unable to hold a job
b. Frequent or severe headache O O or stay in school because of:
c. A head injury, memory loss or amnesia O O a. Sensitivity to chemicals, dust, sunlight, etc. O O
d. Paralysis O O b. Inability to perform certain motions O O
e. Seizures, convulsions, epilepsy or fits O O c. Inability to stand, sit, kneel, lie down, etc. O O
f. Car, train, sea, or air sickness O O d. Other medical reasons (If yes, give reasons.) O O
g. A period of unconsciousness or concussion o O 20. Have you ever been treated in an Emergency Room? O O
h. Meningitis, encephalitis, or other neurological problems O O (If yes, for what?)
16:aRheumaticlievor o O 21. Have you ever been a patient in any type of hospital? (If yes,
b. Prolonged bleeding (as after an injury or tooth extraction, etc.) O O specify when, where, why, and name of doctor and complete O O
c. Pain or pressure in the chest O O address of hospital.)
d. Palpitation, pounding heart or abnormal heartbeat o O 22. Have you ever had, or have you been advised to have any
e. Heart trouble or murmur O O operations or surgery? (If yes, describe and give age at which O O
f. High or low blood pressure O O L)
17.a. Nervous trouble of any sort (anxiety or panic attacks) o O 23. Have you ever had any illness or injury other than those O O
b. Habitual stammering or stuttering O O already noted? (If yes, specify when, where, and give details.)
¢. Loss of memory or amnesia, or neurological symptoms o O 24. Have you consulted or been treated by clinics, physicians,
f healers, or other practitioners within the past 5 years for
d. Frequent trouble sleeping o O other than minor ilinesses? (If yes, give complete address o O
e. Received counseling of any type O O of doctor, hospital, clinic, and details.)
f. Depression or excessive worry O O
o 25. Have you ever been rejected for military service for any
g. Been evaluated or treated for a mental condition O O reason? (If yes, give date and reason for rejection.) O O
h. Attempted suicide O O
i. Used illegal drugs or abused prescription drugs O O 26. Have you ever been discharged from military service for any
- reason? (If yes, give date, reason, and type of discharge;
18. FEMALES ONLY. Have you ever had or do you now have: whether hororable, other than honorable, for unfitness or o O
a. Treatment for a gynecological (female) disorder O O unsuitability.)
b. A change of menstrual pattern O O 27. Have you ever received, is there pending, or have you ever
applied for pension or compensation for any disability
G (A7 ELAelE (AP E LTS o O or injury? (If yes, specify what kind, granted by whom, O
d. First day of last menstrual period (YYYYMMDD) and what amount, when, why.)
e. Date of last PAP smear (YYYYMMDD) 28. Have you ever been denied life insurance? O

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 NURSE, OR IF MAILED MARK ENVELOPE "TO BE OPENED BY MEDICAL PERSONNEL ONLY."

DD FORM 2807-1 OCT 2018 Page 2 of 3 Pages






LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) SOCIAL SECURITY NUMBER

DoD ID NUMBER (If applicable)

significant findings here.)

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

a. COMMENTS

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

d. DATE SIGNED
(YYYYMMDD)

DD FORM 2807-1 OCT 2018
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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.

Once in the Officer Secure Area, select eDOC-U (Document Upload)

Select “Medical” from the Document Category dropdown

Select “PERIODIC HEALTH UPDATE” for Document Type

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

Mo E

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);
Examining Location and Address
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-medicationand 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 (if self-reported, officer’s name)
c. Signature-of provider (if self-reported, officer’s signature)+NPI number
d. DATE SIGNED-YYYY-MM-DD format

oo





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
Social security number- must be entered as SERNO (enter as 0000
+SERNO if typing the form online. Example: 000012345).
Last name-First name-Middle name (suffix)
Home Address-required
Home Telephone Number (include area code)
Grade-rank
Date of Birth-use YYYY-MM-DD numerical format
Age
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:

o

©ooN AW

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)

e 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. ifindicated
c. ifindicated

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. 1 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 NP1 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 + NP1 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





ook wnh e

7.
8.
9.

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”

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

Social Security Number-Enter SERNO

Branch of Service-USPHS

Unit Assignment-Leave Blank

Unit Address-Enter home address

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

Dentist’s Telephone Number-required

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
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		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




COMMISSIONED CORPS OF THE U.S. PUBLIC HEALTH SERVICE

COMMISSIONED CORPS HEADQUARTERS Rockville, MD 20852

Periodic Health Update (PHU)

Instructions for Primary Care Providers: Updated December 31, 2019

In order to better monitor the health status of officers and meet mission priorities, the Commissioned
Corps of the U.S. Public Health Service (Corps) is adopting new requirements for annual health
updates. The requirements better aligns with the annual requirement of the military services.

1. Medical History
The Corps officer has been instructed to complete a DD-2807-1, “Report of Medical History” or
equivalent Department of Defense form and a PHS-7083, “Behavioral Health Survey” and give
the completed forms to his/her provider at the time of the PHU visit.
a) DD-2807, “Report of Medical History” — Please review, provide comments (if

indicated), and sign.
b) PHS-7083, “Behavioral Health Survey”
i.  This survey contains 4 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-PTSDS >3

If the officer has any of the screens “positive”, we ask that you address it in whichever
way that you feel is professionally appropriate. Sign the form acknowledging that you
have reviewed it, document your discussion with the officer (DD-2807), and document
any recommended further evaluation or treatment (DD-2808).

2. Physical Examination
a) The officer should provide to you a DD-2808, “Report of Medical Examination.” A full
physical examination and diagnostic tests are 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). At a minimum, please complete and
record a set of vital signs that include blood pressure, heart rate and weight/height.
Please 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. The reasons for
obtaining all laboratory or other diagnostic testing must be documented on the DD-2808.
b) Officers should receive screening tests based on USPSTF guidance for the following
conditions and for any medical conditions receiving a USPSTF A or B recommendation:
i. Hypertension
ii. Type 2 Diabetes Mellitus
iii. Colorectal Cancer
iv. HIV
v. Breast Cancer (women only)
vi. Cervical Cancer (women only)
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vii. Osteoporosis (women only)
viii. Abdominal Aortic Aneurysm (men only)
c) Document all active and significant past health conditions on form DD-2808, Questions
77-78.
d) Document all current treatments and follow-up plans on form DD-2808, Question 79.

3. PHU signature: Only providers who can practice independently are authorized to sign the PHU
forms.

4. Suggested billing codes:
a) If the PHU is being completed as part of a follow up of current active medical problems,
use the appropriate office visit CPT codes, or
b) If the officer has no current active medical problems that require follow up at the time of
the PHU, 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):

All Adults:
Hypertension:
e  Age 18-39 with no risk factor, every 3-5 years
e Age >40 or with risk factors, annually. Risk factors include high-normal BPs, obese, and
African-Americans

Type 2 Diabetes Mellitus:

e Adults 40-70 years of age who are overweight or obese, but do not have obvious symptoms
of diabetes.

e Persons who have a family history of diabetes, have a history of gestational diabetes or
polycystic ovarian syndrome, or are members of certain racial/ethnic groups (that is, African
Americans, American Indians or Alaskan Natives, Asian Americans, Hispanics or Latinos, or
Native Hawaiians or Pacific Islanders) may be at increased risk for diabetes at a younger age
or at a lower body mass index. Clinicians should consider screening earlier in persons with 1
or more of these characteristics.

Colorectal Cancer:
e  Begin 50 years of age, Fetal Occult Blood Testing (FOBT), Fecal immunochemical test (FIT)
annually, or Sigmoidoscopy every five years, or
Sigmoidoscopy every 10 years plus FIT annually, or
Colonoscopy every 10 years
In general, discontinue at 75 years of age.
Insufficient evidence to recommend for or against CT colonography or fecal DNA testing
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Human Immunodeficiency Virus (HIV):

e  One time screen in adolescents and adults, age 15-65 years of age with the interval for
additional testing determined by individual risk

Women only:
Breast Cancer:

¢  Routine biennial (every two years) screening beginning at 50 years of age with
discontinuation at 75 years of age.

Cervical Cancer:
e Women 21 to 29 years of age: Every three years with cytology alone

o  Women 30 to 65 years of age: Every three years with cytology alone or every five years with

Human Papilloma Virus (HPV) testing alone or every five years with combined cytology and
HPV testing

e Discontinue after hysterectomy with removal of the cervix for benign indications and no
history of Cervical Intraepithelial Neoplasia 2 or 3 or cervical cancer; or 65 years of age with
adequate prior screening (negative recommended screening over previous 10 years)

Osteoporosis:
e  Begin at 65 years of age with no recommended screening interval

o  Postmenopausal women younger than 65 years with increased fracture risk as determined by
a formal clinical risk assessment tool

Men only:
Abdominal Aortic Aneurysm:

e  One-time screening for abdominal aortic aneurysm with ultrasonography in men ages 65 to
75 years who have ever smoked
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