FISCAL YEAR 2005 (FY05)
MEDICAL OFFICER SINGLE YEAR INCENTIVE SPECIAL PAY AGREEMENT
(1 October 2004)
 
 
 
NAME:                                   RANK:                SSN:                        ____________ DOS:                           ___  
 
AUTHORITY:  Title 37, U.S.C. 302, Special Pay:  Medical Officers of the Armed Forces and DoD/HA memo dated 9 Jul 2004, subject:  Fiscal Year 2005 Medical Officer Special Pay Plan.

 
Member Instructions:  Before you begin, PLEASE review the FY05 Medical Special Pay Plan/Instruction Guide thoroughly.  Place your INITIALS in each numbered bracket and fill in appropriate information.

 
1.  I hereby request Single Year Incentive Special Pay (ISP) under the provisions of the referenced policy memorandum above.  I hereby certify that:

 

    a.  [     ]  I possess a current, valid, unrestricted license to practice medicine as a physician in the State or jurisdiction of _________________________.   My license number is ____________________ and my license expiration date is ______________________.  If I have a restricted license it is not due to me not meeting clinical, professional and administrative requirements; AND furthermore I have obtained an approved licensure waiver from the Air Force, per AFI 44-119, for the unusual/substantial/inharmonious administrative actions required by the following state:____________.  I will maintain the waiver, or obtain and maintain an unrestricted state license, during the period of my ISP service obligation.
    b.  [     ]  I will keep my license current during the period of my ISP service obligation.
 
    c.  [     ]  I am currently credentialed and privileged in the specialty for which I am requesting this pay in accordance with applicable DoD and Air Force requirements. [Must Complete Option I on page 3]
     OR

    d.  [     ]  I am a credentialed and privileged Flight Surgeon that is also credentialed to the basic standards of ________ specialty, however because of the needs of the Air Force I am assigned to a position that precludes the ability to spend appropriate time in that specialty for which I am requesting pay.  [Must Complete Option II on page 4]
     OR
 
    e.      [     ]  I am credentialed to the basic standards of the specialty for which I am requesting this pay AND I am assigned to a position requiring a substantial portion of time performing military unique duties that preclude spending time in a clinical setting. [Must Complete Option III on page 5]
 

CONDITIONS OF AGREEMENT:
 
1.  [     ]  I am credentialed and have completed a residency, fellowship, or am board certified under a 

grandfather provision, and request Incentive Special Pay as a/n _____________________.
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2.  [     ]  I understand that in consideration of my entering into the foregoing agreement, the Air Force agrees to pay me $______________ (amount specified in FY05 Medical Officer Special Pay Plan for the specialty indicated in paragraph 1 above), subject to applicable State and Federal taxes.

3.  [     ]  I understand that the effective date of my entitlement to ISP is ____________________.
  

4.  [     ]    I understand that I am subject to being assigned duties in whole or in part in my primary specialty, regardless of whether my ISP is based upon my subspecialty or primary specialty.

5.  [     ]  I understand that I will incur a one-year active duty service obligation (ADO) beginning on the effective date of my entitlement as indicated in paragraph 3 above.
 
6.  [     ]  I understand that the appropriate Air Force officials must approve this agreement before payment will be authorized.
 

7.  [     ]  I understand that the ISP 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 5 above, even if that obligation will extend me beyond 20 years of active federal service.
 
8.  [     ]  I understand that my entitlement to ISP will terminate immediately, and my ISP ADO will be adjusted appropriately, in the event that I am promoted to the grade of brigadier general.

 

9.  [     ]  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 the eligibility requirements or when clear evidence exists that I should be denied further practice in the ISP specialty or further active duty.  It may also be terminated when in the best interest of the military.

 
10. [     ]  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 my Service.
 
11.  [     ]  I understand that in the event of termination under subparagraphs 8, 9, or 10 above, unearned ISP pay will be recouped by the government on a pro rata basis based on length of ISP active duty obligation 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.
 
12.  [     ]  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  30 September 1985.
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13.  [     ]  With my projected DOS of                                   , I authorize the Air Force (HQ AFPC/DPAMP) to use this agreement as authority to extend my DOS to match my ISP ADO.  I certify that this extension will not carry me past a mandatory release or retirement date.  I understand that submission of an ISP agreement does not guarantee extension of my DOS and I understand that payment will not be made until the DOS extension is approved and updated in MilPDS.   (NOTE:  This paragraph is to be marked N/A if the physician has sufficient retainability.)
14.  [     ]  In accordance with the Privacy Act, I understand that disclosure of my social security number is voluntary; however, failure to provide the number 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.
 
15.  [     ]  I understand that by signing below, I agree to the retention requirements in accordance with the rules outlined in this agreement.  I understand this agreement is binding as of the date of my signature.
MEMBER’S SIGNATURE:___________________________  DATE:__________________________
 
PRINTED NAME:____________________________ SSN:____________________ RANK:________  

EMAIL ADDRESS:_________________________ PHONE (Comm/DSN):______________________
   

Option I

1st Indorsement:
 
TO:  HQ AFPC/DPAMF1
 
 I have verified the information contained in this agreement.  I certify that ___________________

 possesses a current, valid, unrestricted license to practice medicine, is currently credentialed and privileged as a___________________________ (must be the specialty for which payment is requested.  I declare that if the physician has a restricted license it is not because he/she is not meeting clinical, professional and administrative requirements; AND furthermore, I declare that he/she has obtained an approved licensure waiver from the Air Force for the unusual/substantial/inharmonious administrative actions required by the following state: ____________.  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     

( Group Commander or equivalent; see FY05 AF Medical Officer Special Pay Plan)
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Option II

1st Indorsement:
 
TO:  HQ AFPC/DPAMF1
 
 I have verified the information contained in this agreement.  I certify that ___________________

 possesses a current, valid, unrestricted license to practice medicine.  I declare that if the physician has a restricted license it is not because he/she is not meeting clinical, professional and administrative requirements; AND furthermore, I declare that he/she has obtained an approved licensure waiver from the Air Force for the unusual/ substantial/inharmonious administrative actions required by the following state:____________.  I also certify that he/she is currently credentialed and privileged as a Flight Surgeon.  He/she  is credentialed as a____________ for which he/she is requesting pay.  However, because of the needs of the Air Force he/she is precluded from spending appropriate time in _____________specialty.  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     

( Group Commander or equivalent; see FY05 AF Medical Officer Special Pay Plan)
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Option III

1st Indorsement:
 
TO:  HQ AFPC/DPAMF1
 
 
I have verified the information contained in this agreement.  I certify ______________________ is a physician 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 also certify this member possesses a current, valid, unrestricted license to practice medicine.  I declare that if the physician has a restricted license it is not because he/she is not meeting clinical, professional and administrative requirements; AND furthermore, I declare that he/she has obtained an approved licensure waiver from the Air Force for the unusual/ substantial/inharmonious administrative actions required by the following state:____________.  I also certify that he/she is currently credentialed as a ___________________________ (must be the specialty for which payment is requested) and that 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     

( Group Commander or equivalent; see FY05 AF Medical Officer Special Pay Plan)
_________________________________________   

________________         

HQ USAF/SG Approving Authority                                           Date    
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