FISCAL YEAR 2004    
CERTIFIED REGISTERED NURSE ANESTHETIST 
INCENTIVE SPECIAL PAY AGREEMENT (CRNA ISP)
(As of 01 October 2003)
 
 
NAME:                              
               RANK:
   SSN:                               DOS:________________                                

AUTHORITY:  Title 37, U.S.C.302e, Special Pay:  Nurse Anesthetists
Member Instructions:  Before you begin, PLEASE review the FY04 CRNA Instruction Guide thoroughly.  Place your INITIALS in each numbered bracket and fill in appropriate information.

 
1.  I hereby request Certified Registered Nurse Anesthetist Incentive Special Pay (CRNA ISP) under the provisions of the referenced policy memorandum above.  I hereby certify that:

 

     a.  [     ]  I am a fully qualified 46MX, Certified Registered Nurse Anesthetist.

 
     b.  [     ]  I am currently practicing in AFSC 46MX OR I request approval from HQ USAF/SG through my commander and HQ AFPC/DPAMF1 to allow receipt of CRNA ISP because I am assigned to a position requiring a substantial portion of time performing military unique duties that preclude spending time in a clinical setting.
 
     c.  [     ]  I am certified by the _____________________________________.  My certification/
re-certification number is _________________ and the expiration date is _____________________.
 
    d.  [     ]  I have a current, valid, unrestricted license as a Registered Nurse/Advanced Practice Nurse in the 
State of _____________________.  My license number is _________________ and my license expiration date 
is ____________________.  I am fully qualified as a CRNA without prejudicial restrictions on the performance of such duties.
 
    e.  [     ]  I will keep my qualifications current during the period of my CRNA ISP obligation.
 
CONDITIONS OF AGREEMENT:
1.  [     ]  I understand that the effective date of my entitlement to CRNA ISP is ____________________.
2.  Choose ONE of the three FY04 CRNA ISP options (a, b, or c below) and initial in the appropriate bracket:
     a.  [     ]  I am currently under an active duty obligation (ADO) for initial CRNA training.  Subject to availability of funds, I request a one-year CRNA ISP lump sum payment of $6,000 (subject to applicable State and Federal taxes), for which I will incur a one-year ADO beginning on the effective date of my entitlement as indicated in CONDITIONS OF AGREEMENT, paragraph 1 above. 

Page 1 of 4, CRNA ISP Agreement                                          Member’s Initials:_______________
OR

 
     b.  [     ]   I do not have an, or have completed my, existing ADO for initial CRNA training.  Subject to availability of funds, I request a one-year CRNA ISP lump sum payment of $15,000 (subject to applicable State and Federal taxes), for which I will incur a one-year ADO beginning on the effective date of my entitlement as indicated in CONDITIONS OF AGREEMENT, paragraph 1 above.
OR

     c.  [     ]   I do not have an, or have completed my, existing ADO for initial CRNA training.  Subject to availability of funds, I request a two-year CRNA ISP payable to me in two annual lump sum payments of $20,000 each (subject to applicable State and Federal taxes).  The first annual payment is payable as soon as possible after approval of this agreement.  The second annual payment at the beginning of the second year of the agreement effective date.  I understand that for the two-year CRNA ISP I will incur a two-year ADO beginning on the effective date of my entitlement as indicated in CONDITIONS OF AGREEMENT, paragraph 1 above.  

3.  [     ]  I have sufficient retainability to complete my ADO under this agreement.

4.  [     ]  I understand that the appropriate Air Force officials must approve this agreement before payment will be authorized.
5.  [     ]  I understand that the Certified Registered Nurse Anesthetist Incentive Special Pay program constitutes a voluntary retention program and that unless a waiver approved by the Secretary of the Air Force or designee is obtained, I will not be released from active duty before fulfilling the term of continuous active duty agreed to in paragraph 3 above, even if that obligation will extend me beyond 20 years of active federal service.
 
6.  [     ]  I understand that this agreement will be terminated upon separation from active duty, including separation after declination for selective continuation, or upon my death.  This agreement may be terminated by the Surgeon General for failure to meet eligibility requirements or noncompliance with Air Force standards or when clear evidence exists that I should be denied further active duty service.  It may also be terminated when in the best interest of the Air Force.
 
7.  [     ]  I understand that requests for resignation, release from active duty or voluntary retirement to be effective during the period of this agreement will be disapproved except where considered to be in the best interest of the Air Force.
 
8.  [     ]  I understand that in the event of termination under paragraphs 6 or 7 above, unearned ISP pay will be recouped by the government on a pro rata basis based on length of ISP ADO actually served, unless the failure to complete the period of active duty specified in the agreement is due to:
 
(a)  Death or disability that is not the result of misconduct or willful neglect and not incurred during a period of unauthorized absence.
 
(b)  Separation from the military service by operation of law or regulation of DoD or the Air Force, when waiver for recoupment has been approved by the Service Secretary.
 
9.  [     ]  I understand that a discharge in bankruptcy under Title 11, USC, that is entered less than five years after the termination of this agreement does not discharge me from a debt arising from this agreement.  This paragraph applies to any case commenced under Title 11, USC after 01 October 2003.
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10.  [     ]  I understand that, in accordance with the Privacy Act, the disclosure of my social security number and other Privacy Act information is voluntary; however, failure to provide Privacy Act information may result in non-verification of my agreement and payment of ISP may be affected.  I also understand that information compiled from the agreement may be used for special pay program and budget analysis.
 
11.  [     ]  I understand that by signing below I agree to the retention requirements in accordance with the rules outlined in this agreement.
12.  [     ]  I understand this agreement is binding as of the date of my signature.
 
             
MEMBER’S SIGNATURE:___________________________  DATE:__________________________
PRINTED NAME:____________________________ SSN:____________________ RANK:________
E-MAIL ADDRESS:_________________________ PHONE (Comm/DSN):_______________________

Option I
 1st Indorsement:  ________________
 
TO:  HQ AFPC/DPAMF1
 
I have verified the information contained in this agreement.  I certify that ___________________ 
is currently licensed as a registered nurse/advanced practice nurse, certified as a CRNA, and is performing as a CRNA.  In addition, this member is in compliance with the conduct, competence, and standards expected by the Air Force.
  
_________________________________________   

________________         

Signature, Authorized Indorsing Authority                                                         Date    

_________________________________________                                               

Typed or Stamped Signature Block, 

Authorized Indorsing Authority            
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1st Indorsement:

 
TO:  HQ AFPC/DPAMF1
 
I have verified the information contained in this agreement.  I certify ______________________ is currently licensed as a registered nurse/advanced practice nurse and is certified as a CRNA.  This member is a fully qualified CRNA assigned to a position requiring a substantial portion of time performing military unique duties,
 
                         ______ (1)  Under adverse conditions, or
                         ______ (2)  In remote OCONUS locations, or
                         ______ (3)  That preclude the ability to spend appropriate time in a clinic setting.
 
I further certify this member is in compliance with the conduct, competence, and standards expected by the Air Force.

_________________________________________   

________________         

Signature, Authorized Indorsing Authority                               Date    

_________________________________________                                               

Typed or Stamped Signature Block , 

Authorized Indorsing Authority     

_________________________________________   

________________         

HQ USAF/SG Approving Authority                                           Date    
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