REQUEST FOR SPECIAL DUTY ASSIGNMENT

Authority:  10 U.S.C. 8013 Secretary of the Air Force, powers and duties and E.O. 9397.

Purpose:  To determine applicant’s eligibility for special  duty.

Routine Uses: As indicated in system notice F036 AF CIC a biographical data and automated personnel management system. Furnishing the information is voluntary.  Failure to provide requested information could prevent assignment to recruiting duty.


MEMORANDUM FOR HOST MEDICAL TREATMENT FACILITY

FROM: 
     
SUBJECT:  Medical/Dental Statement for the purpose of Special Duty Application Processing

Request you screen the medical and dental record of  (Rank/ Last Name, First Name, SSAN)

      

Provide the information below.  Please note any indication of physical/psychiatric problems (to include history of drug/alcohol abuse) in “Remarks”, below.  NOTE: If mental health/substance abuse history is noted, records must be referred to a mental health provider for review/comment as to potential impact on individual if selected for Special Duty Assignment

Medical records of the member listed above have been reviewed with the following results: 

P____ U____ L____ H____ E____ S____, HEIGHT: ______WEIGHT: ______ MAX: _______BFM: ________

* BFM IS REQUIRED ONLY IF WITHIN 10 POUNDS OF MAXIMUM WEIGHT

Member Dependents: Record(s) have been reviewed and reveal no history of physical and/or psychiatric problems (including drug/alcohol abuse) that require specialized treatment or hospitalization, or would adversely impact ability to perform recruiting duty.    If member’s family is enrolled in EFMP please specify reason for enrollment.  Use an attachment if necessary. 

Does member or dependents have a history of mental health treatment?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

________________________________                                                            
Medical Reviewer’s Signature


Mental Health Review: Only required if past mental health or substance abuse history is noted.  Please provide documentation of treatment.

________________________________

Mental Health Provider

Dental Records:  Of the member listed above have been screened and the current Dental Classification is:
I                        II                        III                          IV        (circle one)   

Please state reason for Dental Classification Codes III or IV.

________________________________

Reviewer’s Signature
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