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ARE YOU PCSING OCONUS?

This requires a scheduled appointment for an overseas screening with
EFMP. We need all required forms submitted and reviewed before we can
schedule the actual overseas screening. This screening is only for
dependents, not the sponsor.

We will need:

« 1 overseas packet per family (“OCONUS PRESCREEN INFORMATION SHEET” + DA
7246).

e 1 “AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFORMATION” per dependent
(this is page 2 only of the DD 2792).

¢ 1 signed “MEMORANDUM FOR Regional Health Command Europe EFMP, APO AE
09042” per family. *only for those PCSing to Europe

e Each dependent must have a current annual physical (done within the last 12 months).

e The last 5 years of medical records for each dependent (only records of medical care done
off-post must be submitted, to include the annual physical).

**Any dependent aged 6 or under will need a DENVER Prescreening
Developmental Questionnaire (to be completed by parent/guardian). For
pregnant travelers only we will need the pre-filled pregnancy DD 2792
(which must be signed by your provider). These are provided at the clinic
upon request.

Please drop off your paperwork to the EFMP clinic located on the 2" floor of the
Mendoza Soldier Family Care Clinic, 11335 SSG Sims St, Fort Bliss, TX 79918. We
are open 0700-1600 Monday-Thursday (closed on Fridays for administration),
with a lunch break from 1200-1300. Call us at (915)742-3715 or email
usarmy.bliss.medcom-wbamc.mbx.efmp@mail.mil with any questions! ©




OCONUS PRESCREEN INFORMATION SHEET

SPONSOR NAME:

PCSING TO
SPONSOR FULL SSN#:

REPORT DATE
SPONSOR DOD EMAIL:

DATE TODAY

SPONSOR CELL:

SPONSOR WORK PHONE:

SPOUSE EMAIL:

SPOUSE CELL:

LIST ALL FAMILY/ DEPENDANTS TRAVELING ON ORDERS (DO NOT INCLUDE SPONSOR)

LAST NAME, FIRST NAME AGE SEX DOB DODID # EFMP ENROLLED?
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

DOES ANY FAMILY MEMBER HAVE A MEDICAL CONDITION? YES NO
DOES ANY FAMILY MEMBER HAVE EDUCATIONAL NEEDS?  YES NO
ADDITIONAL COMMENTS:

EFMP STAFF REVIEW

CJ PHYSICALS COMPLETE WITHIN ONE YEAR?
[J DEVELOPMENTAL SCREEN RECEIVED FOR CHILDREN 6 & UNDER?

[] DA 7246 REVIEWED DATE: INITIALS:
] AHLTA/MED RECORDS REVIEWED DATE: INITIALS:
] bD 2792 REQUESTED DATE: INITIALS:
[ ReceIvED DATE: INITIALS:

[ pA FORM 5888 (HAS CORRECT NAMES & AUTHENICATED BY MPD/REASSIGNMENTS)
[ 0ss APPOINTMENT DATE:
[ pA 5888 SENT TO MPD DATE:




EXCEPTIONAL FAMILY MEi’ﬁBE_R PROGRAM {(EFMP)

For use of 1hfa form, see AR 608-78; the proponehl agency Is QACSIM

NAME OF MEDICAL TREATMENT FACILITY
SCREENING QUESTIONNAIRE

DATA REQUIRED BY THE PRIVACY ACT OF 1874 )

ROUTINE

AUTHORITY:

PRINGIPAL PURPOSE:

USES:

DISCLOSURE:

PL 24-142 (Fducation for all Hendioappad Children Actof 1978}, PL 95561 (Defense Dapandents’ Education Act

of 1976} DODI 134242 (Edeatlon o Ha!tdleaﬁggd Chikdran 71 DOBDS), 17 Devambsar 1964 DOD| 101043

‘Provision of Motically Relaled Ssivises fo Chifdren Reesiving or Eliilbl fo Racelve Speclal Fducalion [n DOR
enendents Suhools Oulside the Uniled Stales), 28 August 1986, 10 USC 3043; 20 USC 924032 and 1401 e sag.

To obiahn information needed to evaluate and document the a?edal educalion and medical needs of fumlly members.
ms?,q wil} pa{nﬂt conskieration of spaclal educalion and madical needs of farmlly members i the persobingl
asalgnment process,

information i ba used by personnet of the Millaty Deparimants lo evaluate and dectiment apecial education and
medlog] nestls of farely rsimbers for consldsralion in personiel assignimesds,

The provislop of tequested information I mandato% Fallure to respond wif prechide U.8, Tolal Personpel
Copmmand from enrcling soldiers In he EFMP, Soldiers who knowingly refuse to enroll axcepllonal famBy membels
villl recalve, at a minlmtim, a gensral offcer Jefter of repidmend, Rofusal fo provids Information may preciide
auceasaful processing of an apglication for famby (ravelfcomimund sponsership. .

SERVICE MEMBER'S NAME/RANK : DATE (YYVYMAMDD)

BRANGH ONIT DUTY PHONE
PROJEGTED PGS ASSIGNMENT DSN HOME PHONE
HOME ADDRESS PBUTY ADDRESS
PROJEGTED PGS DATE: .
o EANILY : CHECKIF
LIST ALL FAMILY MENBERS MEMBER | 8RX DATEOF BIRTH ENROLLED
, PREFIX (YYYiMDD) IN EFHP
' il
0
[
N
N

PLEASE ANSWER ALL QUESTIONS + FOR FAMILY MESIBERS ONLY

MEDICAL
1. Do any farmlly membera, axeluding setvice membsr, have any madica] vecords (oiviifan of miiitary) other than the records YES  NO
you hava provided us {o soresn? If yes, please st condlionsfservices retelved ant address of provider. . D L__]

FAME.Y MEMBER CONDITIONS/SERVICES NAMEIADDRESS OF PROVIDER

2. In the past fiva (6} years, have any membars of oty famlly, sxcuding service membar, hean hospiaized, excludlng YES NO

hospitallzallen for normal tncomplealed chiidblth? 1Eyes, please explaln, D D
) .
NAME REASON
12, Are any membars of your family, oxeluding servica member, curently recelving medleal flnchudes mentaf heallfy) or YES NO

educational setvices from any providers ofher{ian a general practiffonsr er famiy practice physlcan?
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[

+

4. Are any family members, excluding seivice member, laking any prascslbed medlcation other then bithconlrol pllsona YES  NO
regular basfs? ) D D

NAME PRESGRIBED MEDIGATION

5, In thzpast five (5) years, hiava any membess of your fandly, sxefuding service member, hean lreated for, or hisd any picblemns refaled to any
of the following? (Yol wilt have an opporlimlly to discirss all "YES® answvars vill o scrdaiar,)

a. E{::@s!gggs vilth slabt (clher thars correoled by | YES | NO g | Astima, elforglos or ofher rosplratoy problems YES | NO
b, | Problams withhsailng h. | Cerebral Palsy

6. | Heatt condltlon ) . 1. | Detayed Spaech

d. | Setzure disordsr | J. | Slekla Coli TraliDlsease

e, 1 Loss of moblily (requliing tise of a Wheslchali/ ¥ {Cancer i .

wallter or ald it mrgZJ'lf!y} I:] [:] .| High blood pressure i
. {Dlabelas i 1T T P Olhsr, i ves, explain
MENTAL HEALTH:

8, In the bast five (&) years, have any members of your family, axcuding service membar, baen [raated for, or had any problems relaled lo any
of tm followdug? {Your witl have an opporiunily lo dissuss alf “YES aliswers wilh  seraonor)

a. | Referral lo, diagnosed by, or therapy vith a YES | NO YES | 'No
Payohlatrst, Paychologlst, or Goclal Worker d. | Aleohol and drug Usea or abuse
In refarenve o & mental heallh problem D D
¢, | Emollonal problams
b, | Dapresslon I T Tt | Behaviore! provlemaacting out behavier
¢ | Suldldal thoughletideas, gesturas, atlompla | [ ] | [[] | ggﬁ"gﬁ‘sﬁ% mevitel, famlly. individual or | 1111

7. tlave any rembars of your family, excliding servioe mamber, hasn I any of the followlng? [opatient Psychialdo Fadllly, | YES  NO
Resldentia! Treatment Centor, Group Homes, Day Trealmant Centars, Drug and Aleohal Trealment Rehabilitalion Conter. If D D
Yes, please explain: ] .

EDUGATION -
8, Do any of your chlltren now havs, or have they ever had, any of the folloalng?
8, YES | NO YES § NO

Slow development finfants and preschoolers)
b, | Leaming prablams fschool}

d. CDUﬂSBH‘ngSENlCESforschﬂ?l-fdiii&d problsma E] [:]

Spealal servicas fl.a, OT, PT; Spessh, sfo,
fo];apeclal adiica on’ R / D D & | Mentel fslurdalion D [:]

9. Ars apy of yolir children racelvlng Specisl Eduoation help In sohoo! {not I regular olass placenient and on an individual YES  NO
Ecoation Plan (1EP))? I yes, who? . ]___I [:[

Agcording fo AR 608-75, Excaplional Fanty Member Pr'ogram, sokflars it provide acourate formallon as requitad vhen requested fo do so
hy Army officlals. Khowlngly providing false Information In this regard miay bo the basls for diselplinay or administralive aclion. For soldiars,
tefissel {o prowida tnformalion may preclude suceessful pracessing of an appleation for farmlly fravel or cormmand aponscrship, .

Commanders vill take approjitale aclion agalngt soldlers who knowingly provida fakse informatlon, orwho knowingly fefl or refuse to enoll
famlly members fhat meet tha erilerls for enroliment. (A fafse offiefe! slatorhent Is & Wolalion of Attlelo 107, Unlform Gode of Mlikary Jushes
(M)} These alions will Inclutto, af 4 minimum, a general officer fotter of reprimand,

All the abova Information s irts and worreot ta the best of my knovdadga, | understand that It i3 my respansiblity fo provide any Information
about changes in madical or diteational stalus for all mambsts of my famkly, after the dale Indleafed below, and pilot to PCS move,

PRINTED NAME OF MILITARY SPONSOR OR SIGNATURE OF MILITARY 8PONSOR OR SPOUSE | DATE {YYYYMMOD}

SPOUSE GOMPLETING THIS FORM COMPLETING THIS FORM

PRINTED NAME OF PHYSICIAN OR MEDICAL | SIGNATURE OF FHYSIGAN OR FEDIGAL b )
PRACYITIONER I UNDER THE SUPERVISION OF A | PRACTITIONER IF UNDER THE SURERVISION OF A | DT (YYY¥MMDD)
PHYSICIAN PHYSICIAN
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Prescibed by: DoDI 1315649

, FAMILY MEMBER MEDICAL SUMMARY OME No. 0704-0411
(To be completed by Service member, aduit family member, or civilian employee. OMB APPROVAL EXPIRES
Read Instructions before completing this form.) 20230930

| The pubtic reporting burden for this collection of information, 0704-0411, 15 estimated to average 30 minutes per responss, including the time for reviewing inslructions, searching exisling data
sources, gathering and malnlaining the data needed, and compleling and reviewing the collection of information. Send comments regarding the burden estimale or burden reductien suggestions to
the Department of Defense, Washington Headquarters Services, at whs.mc-alex.esd.mbx dd-dod-Information-collections@mail. mil. Respondenis should be aware that notwithstanding any other
provision of law, no person shall be subject to any penalty for falling to comply with a collection of information if it does not display a currently valid ChB contrel number. :

PRIVACY ACT STATEMENT

AUTHGRITY: 10 LL8.C. 136; 20 LL5.C, 927; DoDI 1315,19; DolH 134212,

PRINCIPAL PURPOSE(S): Informalion will be used by DoD persenne! ta evaluate and document the special medical needs of family members. This information wiii enable: (1) sponsors lo enroll into
the Exceplional Family Member Program (EFMP), (2) miitary assignment personnel to match the special medical needs of family members agafnst the avaitability of medical services through tha
Famity Member Travel Screening (FMTS) process, (3) EFMP Family Support staff to offer information on community suppost services, and (4) civilian personnel offices to advise civilian employges- -
about the avallability of medical services to meét the special medical needs of their famfy members. The personally entifiable information collected on this fom is covered by a number of system of
records notice’ pertalning to Official Military Personne! Flles, Exceplional Family Member or Special Neads files, Civilian Personnel Files, and DeD Education Activity files.

The applicable SCRNs and reutine uses that apply can be found at: Air Force: FO36 AF PC C: Military Personnel Records System al: hitps://dpcld.defense.goviPriva g[ﬁQBNS]ﬂdQ&DQD;}ﬂQE_
SORM-Adicle-ViewAricle/568821/1036-al-pe-c/; FO44 AF SG U: Special Needs and Educational and Developmental Intervention Services at: hitps-//dpcld defensa.goviPivacy/SORNsIndex/DOAD-
vide-SORN-Adicle-Viev/Aricle/560875/044-af-sg-1f; Army: ADG00-8-104b AHRG - Official Mifitary Personnel Record al: hilpsi/dpdd . defense.govPrivacy/SORNsIndex/DQ D-wide- SORN-Adicle-

. | Vievd/Anicte/57(054/a0600-8-104-shrel: AOG08b CFSC, Personnel Affairs: Army Community Service Assistance Files al: hilps:/fdpddd defense.gov/Privacy/SCRNsIndexMOD-vide-SORN-Ardicle-
View/Articlel/570084/a0608hb-cfsc/

CHA: EDHA 07: Mifitary Health Information System al: hitp-//dpcld defense.gow/Privacy/SORNsIndexDOD-vide- SORN-Articte-Viev//Article/5 7087 2fedha-G7/

08D/JS: PMDC 02 DoD: Defense Enrollment Eligibiiity Reporting Systems (DEERS) at: hitps:/idocld defense.qoviPrivacy/SORNsindex/DOD-vide-SORN-Aricle-View/Article/6276 18/drde-02-dod/
DPR 34 DoD: Defense Civilian Personnel Data System at: hitpsdpcld defense.goviPrivacy/SORNsIndex/iDOC-vide-SORN-Arlicle-VievWArticle/§ 70697 /dor-34-dod/

EDHA 16 DoD: Special Needs Program Management Information System (SNPLIS) Records at: hitps./id| defense.goviPriva slndex0D-wide-SORMN-Article-View/Article/5 70679/
edha-16-dod/

CoDEA 29: DaDEA Mon-CoD Schools Program at: hitps:/idpcid.defense. nnw'anaw.'SORNs?ndefoOD-\.nde-SORN Adticle: Vewa;hcleIﬁ?OS?B/dodea‘ZQ.'

DsDEA 26: Department of Defense Education Activity Educational Records at:
Navy and Marine Corps: M0O1070-8; Marine Corps Official Military Personnel Frles at: h_ﬂps_f.’dpdd defensa esovanvachORNs [Ld :UDOD \'ndg SORN Amcie V'emvf.t\mgggzoﬁzg{mgj 070
101754-6: Exceptional Family $1ember Program Records at: bilps:#/dogid.d i 08
MNO1070-3: Navy Miitary Personnel Records System at: https/fdecld defense.gov; sinde; D-wide- cie Vew 5 03 0/nG1070-
NG1301-2: On-Line Distribution Information System (ODIS) at; hitps://dpcid defense.gov/Privacy/SORNsIndexDOD-vide- SDRN Article Miew/Article/570320/m01301-2/

DISCLOSURE: Voluntary for civilian employaes and applicants for civilian employment, Xtandatory for military parsonnel: failure or refusal to provide the infermalion or providing false information may
resultin administrative sanctions or punishment under either Arficle 92 (derefiction of duty) or Article 107 {false official statement), Uniform Code of Mifitary Justice. The DoD identification (DD D)
number of the sponsor {and sponsos’s spouse if dual military) allows the Military Healthcare System and Service personne! offices to work together to ensure any special medical needs of your
dependent can be met at your next duty assignment. Dependent special needs are annotated In the official mifitary persennel fites which are retrieved by name and DoD 1D number.

AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFORMATION

Per DoD Instruction, Service members are required to enroll in the EFMP if they have a family member with a qualifying medical condition. Accordingly, the Sponsor will have access to
the health information contained herein during the accomplishment and submission of this application. By signing the below authorization for disclosure of medical information you
acknowledge your sponsor may have access to the health information contained herein. The autherization for sponsor access is terminated once the application is received by EFMP,
The sponsor may be held accountable for the accuracy and completeness of the DB Form 2792 and should review all pages prior to signing on page 2.

| authorize ' (MTF /DTF / Civilian Provider) {Name of Provider)

1o release my patient information to the Exceptional Family Member Program (£FMP) medical / the Family Member Travel Screening {FMTS) Office and EFMP Family Support Office,
This informalion may be used for enroflment into the EFMP, the family travel review process, and { or community sup port services to determine whether there are adequate medical,
housing, and community resources to mest your nesds at the sponsor's proposed duty location, and / or to assist family members with community support at the current andfor projected
duty location,

a, The military medical depariment or appropriate headguarters family support office will use the information to determine whether you meet the criteria for enrcllment into the EFMP and
the mititary medical departments will provide recommendations on the avallabllity of care In communities where the sponsor may be assigned or employed.

b. Information that you have a special medical need (not the nature or scope of the need) may be included in the sponsor's personnel record, if EFMP enrcliment criterda are met.

. Infornation may be shared with EFMP Farily Support staff who assist the family and / or spensor with appropriate community resources.

d. The authorization applies fo the summary data included on the medical summary form, and subsequent updates o information on this form, If additional clarification or information is
needed, | authosize review of my health record, which may be maintained in an electronic format  This information may be stored in elecironic databases used for medical management
or dedicated to the assignment process. Access to the information is limited o representatives of the medical depariments, the offices responsible for enroliment into the Exceptional
Family Member Program, the offices responsible for assignment coordination, the offices responsitle for EFMP Family Support services, and, al your request, gther agents responsible
for care or services. Summary data may be transmitted {e.g. encrypted electronic mail or faxing) using authorized secure media transfer. )

Start Date: The authorization start date is the date that you sign this form authonizing refease of information,

Expiration Date: The authorization shall continue until enrollment in the Exceptional Family Member Progtam is no longer necessary according to criteria specified in BoD
Instruction 1315.19, or if famity member no longer meets the criteria to qualify as a dependent, or the sponsor is no longer in active military service or in the employment of the
U.5. Government overseas, or completion of assignment coordination, or eligibility determination for specialized services if that is the sole purpose for the completion of the form.

1 understand that:

a. Failure to release this informaticn or any subsequant revocation may result in ineligibility for accompanied famiy travel at government expenss.

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

c. If 1 authorize my or my child’s protected health infermation to be disclosed to someane whe is not required to comply with federal privacy protection regulations, thea such information
may be re-disclosed and would no longer be protected.

d. Fhave a right to inspect and receive a copy of my own or my child’s protected healih information to be used or disclosed, in accordance with the requirements of the federal privacy
protection regulations found in the Privacy Act and 45 GFR 184.524. | request and authorize the named provider / treatmeant facflity to release the information described above for the
stated purposes.

e, Refusal fo sign does not preclude the prowswn of medical 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 applicable)| DATE (YYYYMMDD).
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