Prescribed by: DaDY 1315.19

FAMILY MEMBER MEDICAL SUVMMARY
INSTRUCTIONS FOR COMPLETING DD FORM 2792 FAMILY MEMBER MEDICAL SUMMARY

OMB No. (704-0411
OMB APPROVAL EXPIRES
20230030

GENERAL
The DD Form 2792 is completed to identify a family member with special medical needs.

There is a Certification Section on page 3 that should be signed AFTER the emlre form is
completed by medical provider(s} and the form has been reviewed for completeness and
accuragy.

The Parent { Guardian or Person of Majority Age slgns block 9b, and the MTF case
caordinator / authorized reviewer signs block 10b.

A Qualified Medical Provider is responsible for assessing whether the services they are
eligible to prescribe are within the scopa of thelr practice and their state licensing
requirements,

AUTHORIZATION FOR DISCLOSURE {Page 2}
Health Insurarice Portability and Accountability Act (HIPAA) Requirement.

Each adult family member must sign for the release of his / her own medical information.
The sponsor or spouse cannot authorize the release of information for those dependent
family members who have reached the age of majority unless they are court-appointed
guardians. Please consult with your military frestment facility (MTF) or dental treatment
facility (DTF) privacy / FIPAA coordinator about quesuons regardmg authorizations for

| disclosure, - . S e .

DEMOGRAPHICS f CERTIFICATION (Page 3)
Item 1. Select the appropriate purpose for filling out the form and provide documentation.

 item 2.2, Family Member 7 Patient Name. Name of family member described in subsequent
pages.

Item 2.b. Sponsor Name. Name of the military member responsible for the family
member idenfified in [tem 2.2,

Item 2.c. - ¢, Seli-explanatary.

item 2.f. Family Member Prefix (FMF). Only applies to Military medical beneficfary. The
EMP is assigned when the family member is enrolled in the Dafense Entolliment
Eligibility Reporting System (DEERS).

ltem 2.g. Dol Benefits Number (DBN). This 11-digit number has two components. The
first nine digits are assigned to the sponsor; the last two digits identify the specific
person covered under that spensar. The first nine digits do not reflect the sponsor's
nine-digit SSN. The DBN can be found above the bar code on the back of the
beneficiary's ID card. If the child kas not been issued an ID card, enter the first 9 digits.
of the parent's DBN,

Item 2.h. - j. Self-explanatory.

item 3.a. - h. All items refer to the sponsor. Self-explanatory.
ltem 3.I. Annotate whether the family member resides with the sponsor, If the family
member does not, then provide an explanation.

ltem 4.a. Answer "Yes" if both spouses are on active duty or if the enrolling spouse was a
former member of the U.8. miltary. If "Yes,” complete Hems 4.b. - e.

ltem 6.a. - d. i "Yes," enter DoD 1D #, name of spensor and branch of Sesvice, Military
oaly.

Item 6.a. If "Yes," complete 6.b. - c. Ssif-explanatory,

Item 7. To be completed by the administrator in consultation with the family. Required
Aclions, Self-explanatory.

item 8.4, - ¢. To be completed by the administrator in consultation with the family. Mark
alf services balng provided to fhe family member,

Item 9.a. - ¢. Parent / Guardian or Person of Malority Age. Parent / Guardian or Person of
Majority Age certifies that the information contained in the DD Form 2792 is correct.
Individual must ensute that all applicable forms are completed and

attached before slgning.

item 10.a. - f. The MTF autharized case coordinator / administrator name, signature, date,
location of miitary treatment facility or certifying EFMP program, telephane numbesr,
and official stamp, Self-explanatory. Administrator must ensure that ali forms are
complete and attached before signing.

MEDICAL SUMMARY beginning on page 4 must he completed by a Qualified edical
Provider. Sponsor, spouse, or family member of majority age must sign release
authorization on page 2 before this summary is completed. Please complete as
accurafely as possible using the current Internationat Classification of Diseases (ICD)
Code(s).

ltemt 1.a, - by, Diagnosis 1. Enter the diagnosis and correspondlng dtagnOSuc code for the
family member,

Item 1.¢. Prognosis. Self-explanatory.

Item 1.d({1) - 1.d(4} Medical History for the Last 12 Months, Enter the rumber of outpatient
vislts, emergency soom visits / urgent care visits, hospitalizations, and ICU
atmissions,

ltem 1.e{1} - 1.¢{3) Medications. Enter all current medications associated with Diagnosis 1,
the dosage and frequency medication should be 1aken.

item -1.f. Treafment Plan for Diagnosis 1. Inciude medical and / or surgical procedures and
special therapies planned or recommended over the next three years, Also include
the expected length of treatment, required paricipation of family members and if
treatmend is ongoing.

Item 2.a.- f. Diagnosis 2. Follow pracedures for ltems 1.4, - 1.f. above.

Item 3.4, - {. Provider Information. Official stamp or printed name and signature of the
provider eomplefing this page, date the page was signed, felephone numbers for the
provider, email, and medical speciafy.

Item 4.a. - 5.f, Diagnoses 3 and 4. Follow procedures for ltems 1.a. - 1.f. above,

Hem 8.a. - f. Provider Information. Officiat starp or printed name and signature of the
provider completing this page, date the page was signed, felephone numbers for the
provider, emall, and medical specialty.

Item 7. History Assocfated with Asthma Gf applicabls). Answer "Yes” or "No”, and include
additional details as direcled on the patient's asthma history for the last & years, as .
directed.

item §. History Associated with Behavioral Health (i applicable), Answer "Yes™ or "No", and
Include additional detalls as directed on the patient's mental health history for
the last five years, as directed.

Itern 8. Current intervention Therapies for Autism Spectrum Disorders and / or
Significant Developmentaf Delays (if applicable).

ltem 10. Communlcaticn, indicate if the pallent Is verbal or non-verbal, if non-verbal,
Indicate the appropriate communication methods used.

Item 11. Other Interventions / Theraples Used by the Family. Self-explanatory.
Item 12. Behavior, Answer “Yes" if the chifd exhibits high risk or dangerous behaviors.

{tem 13.a, - ¢. Provider Information. Official stamp or prirted name and slgnature of
provider completing the page and date the page was signed.

Iter 14, Haaith Care Required, In column 1, mark any specialisis REQUIRED fo mest
the paflent's needs. If a specialist was used to determine a diagnosis and is not
necessary for angoing care, DO NOT place an X next fo that specialist, fa
devefopmental pediatrician is a child's primary care manager, but a pediatrician
meets the needs, DO NOT mark developmental pediatrician, This section shouid
reflect the providers that are necessary to meet the needs of the patient.

ltem 15. - 20. Self-explanatory.

DD FORM 2792, JAN 2021

Page 1 of 8

PREVICUS EDITION IS OBSOLETE.




' Prescribed by: DoDI 1315.19

FAMILY MEMBER MEDICAL SUMMARY OME No. 0704-0411
(To be completed by Service member, adult family member, or civifian employee. OMB APPROVAL EXPIRES
Read Instuctions before completing this form.) 20220930

‘The public reporting burden for this collection of infarmation, 0704-0411, ks estimated {o average 30 minutes per zesponss, inciuding the time for reviewing instructions, searching exlsting data
sources, gathering and malntaining the daia needed, and completing and reviewing the cellection of Information. Send comments regarding the burden estimate or burdsn reduction suggestions to
the Deparfment of Defense, Washington Headgquarters Senvces, at whs.mec-alex.esd.mbx.dd-ded-information-collections@mail.mil. Resporidents should be aware ihat netwithatanding any other
provision of law, ne person shafl be subject to any penalty for falling to cormply wilh a collection of information If It ¢oes not display a currently valid OMB contral number.

PRIVACY ACT STATEMENT :

AUTHDRITY: 10 U.8.C. 136; 20 U.8.C. 927; DoDI 1315.19: DoDi 134212,

PRINGIPAL PURPOSE(S}: information will be used by DaD personnel to evaluate and document the speclat medical needs of family members, This information will enable: (1) sponsors to envolt into
the Exceptional Family Member Program (EFMP), (2) military assignment personnel fo mateh the special madicat needs of family members against the avallability of medical sendces through the
Family Member Travel Screening (FMTS) process, (3} EFMP Family Support staff 1o offer information on community support services, and (4) clvilian personnel offices to advise civilian employses
about the availabifity of medical senvices to mest the special medical needs of their famlly members. The personally identiffable Information collected an this form is coverad by a number of system of
recozds nolices perlaining fa Official Military Personne! Files, Exceptional Family Member or Spacial Needs files, Givllan Personnel Fites, and Do Educalion Aclivity files, : : :

The applicable SORNs and routine uses that apply can be found at: Alr Foree: FO36 AF PG C: Military Pessennel Records System at: hitps:#dpeld defanse.qoviPrivi ORNsIndex/DOD-wide-
SORN-Adicle- MiawiArticle/56982 1/1036-af-pe-cf; F044 AF 56 U: Spacial Needs and Educational and Davelapmntal Intarventlon Services at: hitps:/idpceld.defense.qoviPrivacy/SORNslndex/DOD-
wide-BORN-Article View/Articia/5S987 5A044-af-a0-uf; Army: AGS00-8-104b AHRC - Officlal Mititary Personnol Record at: hiips:fdpcid.defense gow/Priva slndewDOD-wide 5 -Artlele-
View/Ariicle/570054/a0600-8-104-ahrc/; AOB08L CFSC, Personnel Affairs: Armay Communily Service Assistance Files at: htips:/dpeld defense.cov/Pdvacy/SORNsIndex/DOD-wide-SORN-Article-
Miew/Article/570084/a0608b-cisc/

BHA; EDHA 07: Military Health Information System at: hitp:#/dpcld.defense.qoviPrivacy/SORNsindsxD 0D wide-SORN-Aricle-View/Arllcle/STORT 2/ .
OSDAIS; DMDC 02 DaD: Defense Envoliment Eligibility Repesting Systems (DEERS) al: hlips://dpcld.defense gov/Privacy/SORNsInde: D-wide-SORN-Aricle-View/Aticle/627 648/dmde-02-dod/
DPR 34 Doby: Defense Civilian Personne] Data System at: htips:fdpcld. defense,gaviPrvacy/S sindex/DOD-wide- -Arflcle-\View/Adicle/57 0687 /dp(-34-dod/

EBHA 18 DoD: Speclal Needs Pregram Managerment Information System (SNPMIS) Records at: https:/#dpcld,defense.qow/Privacy/SORNsIndex/D0D-wide-SORN-Aticle-Visw/Adicle/570679/ *

edha-16-dod!

DoDEA 28: DeDEA Non-DoD Schools Program at: htips:#dpeld defense.qoviPrivacy/SORNsIndex’DOD-wide-SORN-Aricle- iclel570576/dodea-29,

DoDEA 28: Department of Defense Education Activity Fduoational Records at: hitps:#dpeld defense aov/Privacy/SORNsIndex/DOD-wide-SORN-Articte View!Article/570873/dodoa- 26/
Navy and Marine Corps: M0$070-8: Marine Gorps Official Military Pessonne! Files at: htips: Privacy/SOR dex ide-SORN-Article-\iew/Article/5708268/m01070-6/- -
MD1754-6: Exceptional Family Member Program Records at: hitpsJfdpeld defense.qoviPrvacy/SORNsIndexDOD-wide- N-Article-ViewiArticte/570831/m01754-6

NO1070-3: Navy Military Personnet Records System at: hitps:fidpcld defense. aov/Privacy/SORNsIndex/20N-wide-SORN-Arlicle-View/Arllcle/570310/m06 070-3

NO1301-2: On-Line Distribution Information System (QDIS) at: -ffdpeld defense qov/Priva DOD-wide-S -Article-\i /570320/n01301-;

DISCLOSURE: Voluntary for elvillan employees and applicants for civilian employment. Mandatory for military personnet: faifure or refusat to provide the information or providing false Information may
resuft In administralive sanctions or punishment under either Article 92 (dereliction of duty} or Arilcls 107 {false official statement), Uniform Code of Military Justice. The DoD ldentification (Dob 1)
number of the sponsar (and sponsers spouse If dual military} allows {he Military Healtheare System and Service personnel offices to wark together to ensure any special medical needs of your
dependant can be met at your next duly assignment. Dependant spectal needs are annotated In the official militaty personnel files which are retrieved by name and DoD ID number, -

" AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFORWATION

Per DeD Inslruction, Service members are required to enroll in the EFMP if they have a family member with a qualifying medical conditlon. Accordingly, the Sponsor will have access to
the health Informafion contained herein during the accomplishment and submission of this application. By signing ihe below authorization for disclosure of medical information you
acknowledge your sponsor may have access {o the health information contained hersin, The authorization for spensor access is terminated once the application is recelved by EFMP..
The sponsor may be held accountable for the accuracy and complefeness of the DD Form 2792 and should review alf pages prior to signing on page 2. :

| authorize (MTF /DTF / Civilian Provider} (Name of Provider)

to release my patient information to the Exceptionat Family Member Program (EFMP) medical  the Farnlly Member Travel Scresning (FIMT8} Office and EFMP Family Support Office,
This information may be used for enroliment into the EFMP, the family travel review process, and / or cotnminity support senvicas to delermine whether there are adequate medieal,
housing, and community resources to meet your needs at the sponsor's proposed duty location, and / or to asslst family members with community support at the current andfor projected
duty location, . ’

a. The military medical department or appropriate headquarters family support office will use the Information to determine whether you meet the criteria for enroliiment into the EFMP and
the military medical departments will provide reccmmendations on the avallability of care in commurities where the spaonsor may be assigned or smployed.

b. Information that yott have a special medical need (not the nature or scope of the need) may bs included In the sponsor's personne! record, if EFMP enrollment criferia are met.

¢. Information may be shared with EFMP Famlly Support staff who assist the family and / or spensar with appropriate community resources.

d. The authorization applies to the summary data included on the medical summary form, and subsequesnt updates fo information on this form. If additional clarification or information is
needed, | autherize review of my health record, which may be maintained in an electronic format. This information may be stored in electronic databases used for medical management
or dedicated fo the assignment process. Access 1o the Information is limited fo répresentatives of the medical depariments, the offices responsible for envolltment into the Exceptional
Family Member Pragram, the offices responsible for assignment coordination, the offices responsible for EFMP Family Support services, and, af your request, other agents responsibla
for care or sewvices. Surmmary data may be transmitied (e.g. encrypled slectronle mail or faxing) using authorized secure metlia transfer, '

Start Pate: The authorization start date Is the date that you sign this form authorizing release of infarmation,

Expiration Date: The authorization shall continue unfil enroiiment in the Exceptlonal Family Member Progeam is no longer necessary according to criteria specified in DoD
Instruction 1315.19, ot if family member no longer mests the criteria fo qualify as a dependent, or the sponsor is no longer in active militazy service or in the employment of the
U.B. Gavernment overseas, or completion of assignment coordination, or eligibility-determination for specislized services if that is the sole purpose for the completion of the form,

1 understand that: . .
a. Faflure fo release this informatien or any subsequent revocation may resulf in ineligibility for accompanied family iravel at government expense,

b. 1 hava the right to revoke this authorization at any ime. My.revocation must be in wriling and provided to the facility where my or my child's medical records are kept. | am aware that
if | later revoke this authorization, the person(s) | hereln name will have used and { or disclosed protected information on the basis of this authorization, My revacation will have no
impact on disclosures made prior to the revocation. .

c. [f authorize my or my child's protected hesith information 1o be disclosed to someone who Is not required fo cornply with federaf privacy protection regulations, then such information
may be re-disclosed and would no longer be protected.

d. [have a right {o inspect and recelve a copy of my own or my child's profected health information to be used or disclosed, in accordance with the requirements of the federat privacy
profection regulations found in the Privacy Act and 45 CFR 164.524. | request and autharize the narmed provider / treatrment facility to reléase the information described above for the
stated purposes. ' '

e. Refusal lo sign doas nof preciude the provision of medicat and dental information authorized by other regulations and those noted in this document.

NAME OF PATIENT SIGNATURE OF PATIENT / PARENT/ GUARDIAN RELATIONSHIP TO PATIENT (if appiicable)| DATE (YYYYMMDD)
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Prescribed by: DoDI 315,19

FAMILY MIEMBER / PATIENT NAME (Last, First, Middie initial) SPONSOR NAME (Last, Firsf, Middle iilial) SPONSOR Dol ID #

. - DEMOGRAPHICS / CERTIFICATION: To be completed by the Sponsor, Parent or Guardian, or Patient
1. PURPOSE OF THIS FORM (Sefect Ong}

[_] EFMP Enroliment or Update [] Request Ghenge in EFMP Status:
ID Request for Government Sponsored Travel D Ne Longer Have Previously Identified Condition D Family Member Deceased
D No Longer Qualifies as Dependent D Dlvorce / Changa i Gustody
{Provide documentation to verify change in status.)
2a. FAMILY MEMBER / PATIENT NAME (Last, First, Middle inftlaly | 2b. SPONSOR NAME (Last, First, Middle Initial) 26, SFONSOR_DOD D#

2d. FAMILY MEMBER GENDER {Sefoct Onej|2e. FANILY MEMBER DATE OF BIRTH| 2£ FAMILY MEMBER 2g. Dol BENEFITS NUMBER [DBN) (On Back of {D Card}
(YYYYMMDD) FREFIX (FMP)
[ ] ale [ ] Female

2h, CURRENT FAMILY MEMBER MAILING ADDRESS (Strest, Apariment Number, City, State, | 2i. HOME TEL.EPHONE NUMBER {Include Couniry Code / Area Cade)
ZIP Cods, AP /FFPQ)

2}, FANILY HOME E-MAIL-ADDRESS

Ja. SPONSOR RANK OR GRAD_E 3h, DESIGNATION ! NEC { MDSfAFéC fMiﬁtary Only} 3c. INSTALLATION OF SPONSOR'S CURRENT ASSIGNNENT

3d. BRANGH OF SERVICE (Wilifary Only} ) 3de. STATUS (Sefect Ona} -

[ Amy [ wawy [} Air Force [ ] Regutar Active Service Member [] Astive Reserve [ ] Active Guard

[ ] Marine Corps [] Goast Guerd [ ] Reserves |7 National Guard [ ] Givilian

3f. SPONSOR'S OFFICIAL E-MAIL ADDRESS 3g. DUTY TELEPHONE NUMBER 3h, MOBILE NUMBER (Inciude Country Code / Area Code)

3i. DOES FAMILY MEMBER RESIDE WITH SPONSOR? (Select One. If “No, " Explain.)

[]Yes []Mo
4a. ARE YOU DUAL MILITARY D OR IS YOUR SPOUSE FORMER M|L[TARY?D (Military Only. If sither is selected, complete 4b, - 4e. below.) .
4b. SPOUSE™S NAME (Lasf, Firsf, Middie Initial) 4c. BRANCH OF SERVICE 4d. RANK / RATE 4e, SPOLISE DoD ID #

5a, HAS THE FAMILY MEMBER EVER BEEN ENROLLED IN DEERS UNDER A DIFFERENT SPONSOR'S NAME OR DoD 1D #2 (Sefest One.)
[:] Yes &b, IF “YES,” UNDER WHAT DoD ID #? Sc, UNDER WHAT SPONSOR'S NAME 7 5d. BRANCH OF SERVICE
(Last, First Middle Inifial}

D No )
6a, DOES THIS FAMILY MEMBER RECEIVE CASE MANAGEMENT SERVICES? (Safect One)
[[[Yes [ ]Wofi ves"Complete 6b. andGe)  |gb. LOCATION OF CASE MANAGER (Select One) [ Jmre [ Jricare [ ] Giviian
Gc. CASE MANAGER CONTACT INFORMATION
6c{1). NAME (Last Firsk Middle iritiaf) 6e{2}. E-MAIL ADDRESS (If Available) Bc(3). TELEPHONE NUMBER (Include Country Code / Area Code)
- : _- FOR ADMINISTRATIVE USE ONLY -
7. REQUIRED AGTIONS (Select Onej '
I___l First Review of Medical Hisfery for the Family Member D QGuaiifies for Change in EFMP Status:
'D Request for Government Sponsorship / Family Travel _ |:| Family Member No Longer Has Previously identified Condifion
- E Update to a Previous Evatuafion for the Family Member D Family Member Deceased*
D Oiher {e.g., Exlendad Care Hsalth Oplion (ECHO) Eligibility): D Family Member No Longer Qualifies as a Depsndent*

D Divoree / Change in Custody*
{*Maintain documentation tc verify change in status - do nof update medical information.)

8. SPECIAL ASSIGNMENT CONSIDERATIONS (Mark all that apply}

I:I 8a, Possible Speciat Education / Early Intervention (If checked, DD Form 2792-1 must be completed.}
I} 8b. Reseiving TRICARE Extended Gare Health Option (ECHO) Benefits

D 8c. Recelving State Medicald / Medicare Waiver Servicas

CERTIFICATION

9, CERTIFICATION. DO NOT CERTIFY BEFORE THE MEDICAL PROVINER COMPLETES THE ENTIRE FORM.
By slgning below, we cerlify that the information submitted on this DD Form 2792 is complete and acourate.

PARENT { GUARDIAN OR PERSON OF MAJORITY AGE ‘ ]

9a. PRINTED NAME (Last, First, Middle Initial} 8b. SIGNATURE 9. DATE (YYYYMMDD) | 10f. OFFICIAL STAMP

1. ADMINISTRATIVE CERTIFICATION . .
10a. PRINTED NAME (Lasf, First, Middle Initial} . 10b. SIGNATURE 10e. DATE {YYYYMMDD)

16d. LOCATION OF MILITARY TREATMENT FACILITY OR CERTIFYING EFMP OFFICE{10e. TELEPHONE NUMBER (include Counlfry Code / Area
: Code)
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Prescribed by: DoDI 1315.19

FAMILY MEMBER / PATIENT NAWIE (Last, First, Middle Initial) SPONSOR NAME (Lasf, First, Middle Initial) SPONSCR DoD ID #

. MEDICAL SUMMARY To be cnmpleted by a Qualli' ed Medical Provider

PART A PATIENT STATUS {Authorization by patient or parent / guardian included on Page 2 of lhis form.)

Please complete as accurately as possible using the current ICD Code(s),

DIAGNOSES INFORMATION

1a. DIAGNOSIS 1 b
ICD CODE .
fc. PROGNOSIS (Sefect Ong) [ | EXCELLENT [jeoop [ JFAR  [JPooR [ ]GUARDED [ ] UNSTABLE
1d. MEDICAL HISTORY FOR THE LAST 12 MONTHS {Associafed with Diagriosis 1) '
1d{1). NUMBER OF OUTPATIENT VISITS 1d{2}. gxgg&gg ERVISITS {URGENT | (). NUMBER OF HosPrTALIzaTIONS | 1914)- ﬁgmfs'is'fo%fs[c”

1e. MEDICATIONS

1e(1). CURRENT MEDICATION(S) 1e(2). DOSAGE ' 1e(3), FREQUENCY

f. TREATMENT PLAN FOR DIAGNOSIS 1 (Medlcal; mental health; surgical procadures or therapies provided In the last 12 morniths, or planned or moommended over the nex{ fhree
years. For cancer palients, inciude dafe of diagnosis, {ypes of freatment, respanses to treatment, if freafment is active and if freatment /s complefed.)

2. DIAGNOSIS 2 ] 2h.
ICD CODE

26, PROGNOSIS (Sefect One) [ | EXCELLENT  [] goop [ FAR [Jroor [ ]euaroen [ ] UNSTABLE

2d. MEDICAL HISTORY FOR THE LAST 12 MONTHS (Assoclafed with Diagnosis 2)

2d(1). NUMBER OF OUTPATIENT WisiTs | 242> AR st ERVISITS TURGENT | 5yi5), NUMBER OF HOSPITALIZATIONS | 2d(4). NUMBER OF ICU ADMISSIONS

2e, MEDICATIONS

2e(1). CURRENT MEDICATION{S) 2e(2). DOSAGE . 20(3). FREQUENCY

2f. TREATMENT PLAN FOR DIAGNOSIS 2 (Medical, mentaf health, surgical procedures or therapies provided in the Jast 12 months, or planned or recommended over the nex! thiee
Yyears. For cancer patients, Include date of dlagnosis, ypes of ireafment, responses fo treattnent, if treatment is aclive and if freatment Is completed, )

PROVIDER INFORMATION

3a. PROVIDER PRINTED NAME OR STAMP 3b, SIGNATURE 3c. DATE (YYYYMMDD)

3d. TELEPHONE NUNBERS (fncfitie Cotnlry Code /Area Cods) 3e, OFFICIAL EMAIL ADDRESS 31, MEDIGAL SPECIALTY

3d{1), COMMERCIAL _ 3d(2). DSN (Mifitary Only) :

DD FORM 2792, JAN 2021 _ Page 4 of §
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Prescribed by: DoDI 1315.19

FAMILY MEMBER / PATIENT NAME (Last, First, Middle Initiaf) SPONSOR NANE (Last, Firs, Middle Inifial) SPONSOR DoDID #

MEDICAL SUNMARY (Confinied): To bé complsted by a Qualified Medical Providor

PART A -PATIENT STATUS (Continued)

Please con-iplale as accurately as possible using the current ICD Code(s).

DIAGNOSIS INFORMATION

| 4a. DIAGNGSIS 3 ‘ _ . . .
ICD CODE

4c. PROGNOSIS (Select One) | |EXGELLENT [] Goop || FAR [ ] POOR [ ] GUARDED [ | UNSTABLE

4d. MEDICAL HISTORY FOR THE LAST 12 MONTHS (Assoclated with Diagnosfs 3)

4{1). NUMBER OF ouTPATIENT visiTs | 4¢(2- HIUFBER OF ERVISITS TURGENT | 4405) \uMBER OF HOSPITALIZATIONS | 4dfd). NUMIBER OF IGU ADMISSIONS - -
4e. MEDICATIONS

de(1). CURRENT MEDICATION{S) 4e{2). DOSAGE 4e{3). FREQUENCY

Af. TREATMENT PLAN FOR DIAGNOSIS 3 (Medical, menlal health, surgical procedures or therapies p_rc;vided int the fast 12 months, or planned or recommended over the next three
years. For cancer palients, include date of dlagnosis, types of treatment, responses fo freatment if freafment is achive and if freatment is complsted.}

5a. DIAGNOSIS 4 gh.
ICP CODE

Bc. PROGNOSIS (Sefect One) [ JEXCELLENT [ | coop [ | FAIR [ | POOR [ | GUARDED [ ] UNSTABLE

5d. MEDICAL HISTORY FOR THE LAST 12 MONTHS (Associated with Diagnosls 4 N

6d(1). NUMBER OF OUTPATIENT isiTs | 90(2)- NUMBER g:ﬁg\x',j'fss ! 5t{3). NUMBER OF HOSPITALIZATIONS | 8d{4). NUMBER OF 1CU ADMISSIONS

5e, MEDICATIONS

5e{1}, CURRENT MEDICATION(S) 5e(2}. DOSAGE Se{3). FREQUENCY

Bf. TREATMENT PLAN FOR DIAGNOSIS 4 (Medical, mental health, surgical procedures or therapies provided In the last 12 months, or planned or recommended over the next three
years. For cancer palients, inciude date of diagriosis, types of treatment, responses to freatment, if freatment fs active and if treafment is completed.)

PROVIDER INFORMATION

6a, PROVIDER PRINTED NAME OR STAMP 6h. SIGNATURE ‘. 6c, DATE (YYYYMMDD}

6. TELEPHONE NUMBERS (include Country Code / Area Cods) 6e. OFFICIAL EMAIL ADDRESS §f. MEDICAL SPECIALTY
$d{t). COMMERCIAL &d(2). DSN (Milifary Only) '
DD FORM 2792, JAN 2021 Page 5 of 8
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+  Prescrived by: DoDl 1315.18

FARILY MEMBER / PATIENT NAME {Lasi, First, Middle fnifial) SPONSOR NAME (Last, First, Middle Inifial} SPONSOR DoDID #

. _MEDICAL SUMMARY (Confinted): To b completed by a Qualified Medical Pravider -

PART A - PATIENT STATUS (Continued)

. /ADDITIONAL INFORMATION FOR ASTHMA; BEHAVIORAL HEALTH, AND AUTISM SPECTRUM DISORDERS AND/ OR SIGNIFICANT DEVELOPRIENTAL DELAYS
{Complefe rf pafrenr has been evafuafed or treafed for asfhma (w:thm the past five years), & behavioral health condition (wﬂhfn the pasl ﬂva years) and/ or aufrsm specffum disorders
! T and/ or significant devefopmenta! deIa ys.)

ASTHMA INFORMATION . . [[ NIA. : : -

7. HISTORY ASSOCIATED WITH ASTHMA {Ses note above for addifional information) {Select as appiicable)
YES

7a. ARE THERE ANY TRIGGERS FOR THE PATIENT'S ASTHMA EXACERBATIONS? (I "Yes," specify exact rigger(s))

7b. HAS THE PATIENT EVER TAKEN ORAL STEROIDS DURING THE PAST YEAR FOR EXACERBATIONS? {prednisons, prednisolorie}
If*YES", NUMBER OF COURSES IN THE PAST YEAR:

7c, HAS THE PATIENT REQUIRED AN URGENT VISIT TO THE ER OR CLINIC FOR ACUTE ASTHMA
DURING THE PAST YEAR? IF "YES", INDICATE THE NUNIBER OF VISITS IN THE PAST YEAR:

7d. DOES THE PATIENT HAVE A HISTORY OF ONE OR MORE HOSPITALIZATIONS FOR ASTHMA RELATED CONDITIONS WITHIN THE PAST FIVE YEARS?
IF "YES," HOW MANY? INDICATE DATE OF LAST ADRISSION: {YYYYMMDD):

L1l O
O O |08

O
[]

7e. DOES THE PATIENT HAVE A HISTORY OF INTENSIVE CARE ADMISSIONS?

BEHAVIORAL HEALTH INFORMATION D A

8. HISTOQRY (Select and provide details for each “Yes” answer}

YES NO WITHIN THE LAST 5 YEARS, HAS THE PATIENT HAD A:
E D 8a, HISTORY OF SUICIDAL BEHAVIORS / ATTEMPTS?
{If "Yas," includs datas}
[1| [] | sb. HISTORY OF SUBSTANGCE MISUSE { ABUSE?
]| [ |ss. HISTORY OF ADDICTIVE BEHAVIORS?
[ 1| {] |8d. HISTORY OF EATING DISORDERS?
{1 | [ | #e. HISTORY OF OTHER COMPULSIVE BEHAVIORS?
D D 8f. HISTORY OF PROBLEMS WITH LEGAL AUTHORITY OR AUTHORITY FIGURES? (if *Yes," specify)
] | [77  8u. HISTORY OF PSYCHOTIC EFISODES?
i:l D 8h. HISTORY OF SERVICES RECEIVED FOR ALLEGATIONS OF FAMILY MALTREATMENT?
{If "Yes," and senvices are delivarsd by Family Advocacy, nofe case deferminafion)
CURRENT INTERVENTION THERAPIES FOR AUTISM SPECTRUM DISORDER AND { OR SIGNIFICANT DEVELOPMENTAL DELAYS D N/A
8a. TYPE 9b, SCHCOL OR EARLY | 8&c. TRICARE HOURS / 9d. OTHER SOURCE 5. OTHER
{To be completed by a Qualified Medical Professional in INTERVENTION HOURS | WEEK HOURS { WEEK (I‘d entify}
constultation with the family) WEEK (If known) {If known) (If knowry .
9a{1). Speech Therapy ’
%af2). Occupational Therapy
8a(3}. Physical Therapy
9a(4). Psychelogleal Counseling
9a{5). Intensive Behavioral intervention (Includes ABA)
9a{6). Other (Specify) .
10, COMMUNICATION (Sefect ong) +1. OTHER INTERVENTIONS / THERAPIES USED BY THE FAMILY
{Specify alfemate or complimentary therapies)
[] vereaL
-VERBAL {Uses:,
[} NONVERBAL Usas) 12. BEHAVIOR: CHILD EXHIEITS HIGH RISK OR DANGEROUS BEHAVIOR
. D Signing D Communication Davice (IF "Yes,” provide defails) D YES D NO
Picture Exchange Communication Combinadi
D Systernt.(PECS). - ] com ination ’
PROVIDER INFORMATION
13a. PROVIDER PRINTED NAME OR STAMP 13b. SIGNATURE 13c. DATE (YYYYMMDD)
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P

Prescribed by: DoD11315.19

FAMILY MEMBER / PATIENT NAWE (Last, First, Micdle nlfiaj | SPONSOR NAME (Last, First, Middle fnitial) SPONSOR DoD ID #
_I'JI'E'DJCAL SUMhﬁf\RY (CQn!ijgué&J: Tobe cd{ﬁpiet@d'by_ a Qﬁgii'ﬂ'gd I\_Q'lé_d[ca[ Provider
PART B - REQUIRED MEDICAL SPECIALTIES
14. HEALTH CARE REQUIRED {Edtucational services should be nofed on a DD Form 2792-1) b
INDICATE FREQUENGY OF CARE: A - ANNUALLY B - BIANNUALLY {Twice peryea) Q - QUARTERLY M - MONTHLY Bl - BIMONTHLY W - WEEKLY
CARE ;é}ovmaﬂ FREQ‘fI)éNCY GARE PROVIDER FREGUENGY
{Select as Appropiale) {Sea Abova} {Select as Appropriale) {See Above}

a | [] ALLERGIST/IMMUNOLOGIST ii | [[] OCCUPATIONAL THERAPIST - PEDIATRIC

b | [ ] APPLIED BEHAVIOR ANALYST li | ][] OPHTHALMOLOGIST - ADULT

¢ | [] AubioLoeisT i | ] OPHTHALMOLOGIST - PEDIATRIC

d | [T] BEHAVIOR ANALYST 1§ [7] ORAL SURGEON

e | [ ] CARDIAC THORAGIC SURGEON mm | [ ] ORTHOPEDIC SURGEON - ADULT

f.[-[[] cARDIOLOGIST - ADULT nn | [ ] ORTHOPEDIC SURGEON - PEDIATRIC .
g | [ ] CARDIOLOGIST-PEDIATRIC oo | [[] OTORHINOLARYNGOLOGIST

h | [ ] CLEFT PALATE TEAM - PEDIATRIC pp | [ ] PANCLINC

i § [[] COUNSELOR (Specify) qg | [ | PEDIATRIC NURSE PRACTITIONER

I | [] permaTOLOGIST } re | [] PEDIATRICIAN

k | [ DEVELOPMENTAL PEDIATRICIAN ss | [ ] PEDIATRIC SURGEON

| [ otaLysis ream tt | [} PHYSIATRIST (Physical Rehabiiitation)

m | [T] DIETARY/NUTRITION SPECIALIST uu | [] PHYSICAL THERAPIST

n | [] ENDOCRINOLOGIST - ADULT - wv' | [] PLASTIC SURGEON- ADULT

o | [ ] ENDOCRINOLOGIST - PEDIATRIC ww | [ ] PLASTIC'SURGEON - PEDIATRIC

P | [] FAMILY PRACTITIONER xx | [} poDIATRIST

9 | [[] GASTROENTEROLOGIST- ADULT vy | [_] PSYCHIATRIST - ADULT

r | [] GASTROENTEROLOGIST - PEDIATRIC zz | {7] PSYGHIATRIST - PEDIATRIC

s | [[] GENERAL SURGEON asa | [ ] PSYCHIATRIST NURSE PRACTITIONER

t | [] ceENevics bbb | [ ] PSYCHOLOGIST - ADULT

u | [] eYNECOLOGIST cec | [ ] PSYCHOLOGIST - PEDIATRIC

v | [[] GYNECOLOGIST7ONGOLOGIST ddd | [ ] PULMONOLOGIST - ADULT

w | [ ] HEMATOLOGIST /ONCOLOGIST - ADULT ese | [] PULMONOLOGIST - PEDIATRIC

x | [[] HEMATOLOGIST / ONCOLOGIST - PEDIATRIC | it | [ ] RADIATION ONCOLOGIST

y | [] INFECTIQUS DISEASE gog | [7] RESPIRATORY THERAPIST

z | [] INTERMIST hhh | [ ] RHEUMATOLOGIST - ADULT

aa | [ ] NEPHROLOGIST - ADULT ji | [ ] RHEUMATOLOGIST - PEDIATRIC

bb | [T] NEPHROLOGIST - PEDIATRIC W | [] SOCIAL WORKER

cc | [] NEUROLOGIST-ADULT kik | [ ] SPEECH AND LANGUAGE PATHOLOGIST

dd | [ ] NEUROLOGIST- PEDIATRIC i [ [ ] TRANSPLANT TEAM '

o | [ | NEUROPSYCHIATRIST mmm| [ | URCLOGIST - ADULT

# | [ ] NEUROPSYCHOLOGIST nn | [ ] UROLOGIST - PEDIATRIC

g9 | [] NEUROSURGEON oo | [ VASCULAR SURGEON

hh | [ ] OCCUPATIONAL THERAPIST - ADULT ppp | [ ] OTHER (Specisy)

PROVIDER INFORMATION

15a. PROVIDER PRINTED NAME OR STAMP 15h. SIGNATURE 15¢c. DATE (YYYYMMDD)
DD FORM 2792, JAN 2021 Page 7 of 8
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= Prescitbed by: DoDf 1315.19

FANILY MEMBER / PATIENT NAME {Last, First, Middle Initial} SPONSOR NAME (Last, First, Middle Initial) SPONSOR DoD 1D #

. 'MEDICAL SUMMARY (Confinised): To bie completed by a Qualified Wedical Provider

PARTB -REQUIRED MEDICAL SPECIALTIES (Contlnued)

16. ARTIFICIAL OPENINGS / PROSTHETICS (Sefect all that apply}

[] coLosTtomy [[] OTHER UNSPECIFIED OPENING (Specify)

[] Yes  (poygsn [] GASTROSTOMY
[T No [7] TacHEosTOMY ] 1EosToMY
[] csFsHunT OTHER UNSPECIFIED PROSTHETICS
(Specify)

17. MEDICALLY INDIGATED (As indficated in diagrastic information) ENVIRONMENTAL / ARCHITECTURAL CONSIDERATIONS
[] AIRCONDITIONING

[ ] TEMPERATURE CONTROL

[ ] HEea FiLyeR
[[]. OTHER (Specify below)

[[] LIMITED STEPS {if sefected, please explaln befow)
[[] COMPLETE WHEELCHAIR ACCESSIBILITY

[[] SINGLE STORY/LEVEL HOUSE

[[] GARPET PROHBITED

[ ] POLLEN CONTROL
[} AIR FILTERING

{Specify and provide justifications for environmental / architectural considerafions):

18. MEDICALLY NECESSARY ADAPTIVE EQUIPMENT { SPECIAL MEDICAL EQUIPMENT {idenfified in diagnostic information. If sefected, desciibe)

.| 18a. TYPE OF EQUIPMENT {Select as 18b. DESCRIPTION 18a. TYPE OF EQUIPMENT (Sefect as 18b. DESCRIPTION
appiicable) applicable}
HOME VENTILATOR (include
D APNEA HOME MONITOR D male and mode! under
*Descriplion”)
COCHLEAR IMPLANT {lnclud:

[ meke and mocky A fincluds [ INSULINFUMP (ncuc maks
"Description”) and model under "Desciiplion”)
GONTINUOUS ROSITIVE INTERNAL DEFIBRILLATOR

[ ] ARWAY PRESSURE (CPAP) [[] (nchade make and modef under
THERAPY ’ ‘Descriplicn”)

’ D FEEDING PUMP (Include make D PACEMAKER (Include make and -
and model undsr “Description”) model under “Description’)

D HEARING AIDS {Include make D SPLINTS, BRACES,
and model under ‘Descriplion”) ORTHOTICS

[[] HOME DIALYSIS MACHINE [} sucTion MACHINE

I:I HOME NEBULIZER [3 WHEELCHAIR

[] HOME OXYGEN THERAPY ‘[] OTHER (Specity)

T9. IDENTIFY ANY LIMITATIONS FOR ACTIVITIES OF DAILY LIVING AND ANY TRAVEL LIMITATIONS (Fiease explain}

PROVIDER INFORMATION

20a. PROVIDER PRINTED NAME OR STAMP

20h. SIGNATURE

20c. DATE {YYYYMMDD)

DD FORM 2792, JAN 2021
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