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We know this process is lengthy.  Please utilize this checklist to guide you step-by-step along the 
way to alleviate any delays from start to finish.  Incomplete documents may cause a delay in 
processing time, and we know how valuable time is when it comes to your family.  Submit your 
completed package (all required forms and documents) to the EFMP-M Org Box: 
(usaf.andersen.36-mdg.mbx.fmts@health.mil) 

Step 1 - Sponsor Verification – Collect/Complete the Following: 

o A copy of sponsor orders to Guam

o DD Form 1172-2, “Application for Identification Card/DEERS Enrollment” from the MPF.
 Under Section II, ensure there is an approved signed seal under the heading “Notary Signature

and Seal”.  If there is not an approved seal, stop by the Customer Service section in MPF to
request a printed copy of the DD Form 1172-2

 If you have been to the MPF section, you can follow the instructions in the PDF to review/save
your e-copy of the DD Form 1172-2

If you gained your dependents AFTER arrived at this duty station, you may proceed to step 2. 

**If your situation does not meet the requirements above to initiate the process, please reach out to 
the EFMP-M office for assistance via e-mail:  usaf.andersen.36-mdg.mbx.fmts@health.mil

Step 2 - Military Health System Registration 

o Stop by the Tricare Enrollment office at the Andersen Clinic to mini-register your dependent(s) the
Military Health System (MHS) GENESIS for future medical appointments
 Make sure to wait at least 24 hours from enrolling dependents into DEERS before going to

Tricare
 Make sure your dependent's medical records have been received by Andersen Clinic

prior to scheduling future appointments

If you do not current medical records, start to collect documents from the PAST 5 YEARS for 
each dependent requesting command sponsorship to provide prior to the completion of the DD 
Form 2792: 

 Medical records (from family doctor, specialist seen for more than 6 months, and from any
surgeries, hospitalizations, and serious/life threatening procedures)

 Medication records
 Immunization records

**NOTE:  Medical records are the preferred source of medical history and will only be waived for 
extenuating circumstances.  Dependents must make all efforts to obtain records from the past 5 years.**

 DD 2870 "Authorization for Disclosure of Medical or Dental Information" included to request off
base records be sent to Andersen Clinic.

mailto:usaf.ramstein.86-mdg.mbx.efmpm@health.mil
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Step 3 - Complete Required Forms Below: 

o AF Form 4380: "Air Force Special Needs Screener"
 1 per Family
 Complete the “Sponsor’s Information” and “Sponsor’s Family Information” sections
 Sponsor sign and date on bottom of form

o AF Form 1466: "Request for Family Member Medical and Educational Clearance for Travel"
 1 per Family
 Current orders to Guam information in section I
 Answer all questions on pages 1-3
 DO NOT FORGET: indicate in section II: Not Traveling Dependents, "0" and sign
 Please have a medical provider complete page 4, section VI
 Ensure sponsor information is at the top of each page.

o DD Form 2792: "Family Member Medical Summary”
 1 form per dependent requesting command sponsorship
 Bring this form to your command sponsorship medical appointment for the provider to complete
 Page 2 – The patient (18 years of age or older), sponsor, parent, or guardian is required to sign
 Page 3 – Complete “Demographics / Certification: To be completed by the Sponsor, Parent or

Guardian, or Patient”
• Complete top line of page
• Complete blocks 1. Thru 6c(3).
• Page 3 – Under “Certification” section, the sponsor, parent, guardian or patient 18 years of

age or older, must complete boxes 9a. thru 9c. after seeing the provider and certifying
information provided is complete and accurate

 Pages 4 thru 8 – Complete the top line of pages ONLY
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Step 3 continued - Complete Required Forms Below: 

o DD Form 2792-1: "Early Intervention / Special Education Summary”
 1 form required for each child you are requesting command sponsorship for
 Answer all sections on the two pages

 Page 2 – Complete blocks 1 thru 7d
 Page 3 – Complete blocks 9a thru 10d

 Page 3 – Blocks 11 thru 16: This is to be completed by the child’s school or early intervention
service (if child attends school of any kind)

 If dependent(s) are receiving education services through an individual education plan
(IEP) or Individualized Family Support Plan (IFSP) with a school, school district, or
early prevention program the IEP/IFSP must be included

 If your child is not in school (e.g., children younger than preschool age and
homeschooled children) and does not have identified educational needs, page 3 is not
required

 Only completed DD 2792-1 if you are Command Sponsoring children school age (4-18)

o AF 1466D: "Dental Health Summary"
 1 form per dependent over the age of 2 requesting command sponsorship
 Must be filled out and signed by a dentist
 If dependent(s) do not have an established dentist please be advised, there is NO dental

coverage for dependents in the military treatment facility (MTF)
 You will need to enroll your dependent(s) to United Concordia to receive dental care. For more

information, please visit the TRICARE office at Andersen Clinic or contact United Concordia:
https://www.uccitdp.com/ 844-653-4060

 If dependent(s) have an established dentist at a previous location and were seen within the last 6
months please contact that office to have 1466D filled out and returned
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Step 4 – Submit Your Completed Package (all required forms and documents) to the EFMP-M 
Org Box: (usaf.andersen.36-mdg.mbx.fmts@health.mil)  

o Send an e-mail to the EFMP-M organization box with all completed forms and medical
documentation
 Subject line of e-mail (“Command Sponsorship Request – Sponsor Last Name”)
 The office does not accept partial packages

o Please allow up to 90 days for thorough review/processing
o Monitor your e-mail for any corrections required to your package submission

 If corrections are required or documents are missing, the 90 days will restart when a
complete package is received

Command Sponsorship Review Team: 

 Should your dependent(s) not be medically and/or educationally recommended for command
sponsorship, please contact our team to set up a counseling session with a Special Needs
Coordinator (SNC) to review your options

Step 5 – Open AF Form 1466 Once Received from the EFMP-M Office 

o Page 5 – Under heading “Family Member(s) travel is recommended” – the name(s) will be listed on
the left side of the page for confirmation of approved dependent(s) for command sponsorship
 If they are NOT listed under here, dependent(s) will be listed on the right side of the page under

“Family Member(s) travel is not recommended” stating that they are not approved
 If dependent(s) approved take AF Form 1466 to MPF to receive your Command Sponsorship

Memo and amendment to orders
 For further assistance, request an appointment with the SNC by sending an e-mail to

usaf.andersen.36-mdg.mbx.fmts@health.mil

Step 6 – Enroll into TRICARE Prime with TRICARE enrollment office

o Visit the TRICARE Enrollment office within 90 days and bring the following items with you:
 Identification for Sponsor and all involved dependents
 Copy of signed AF Form 1466
 Copy of your MPF command sponsorship memo
 A copy of the sponsor’s orders to Guam

CONGRATULATIONS!  You are now completed with the Command Sponsorship Process!

mailto:usaf.ramstein.86-mdg.mbx.efmpm@health.mil
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Email: usaf.ramstein.86-mdg.mbx.efmpm@mail.mil 
Phone +49-6371462375 or DSN 314-479-2375 


Exceptional Family Member Program Medical Office Ramstein AB, Germany 


Updated 21 September 2022 


Initiating the AF Form 1466 Interview 
How to complete the interview portion of the AF Form 1466: 


*The sponsor and all dependents over the age of 18 should read through the following questions and 
annotate Yes or No in the blank space to the right of each number and list their name and phone number 


for any questions or concerns. 


INTERVIEW STARTING POINT: 


In order to complete the processing your FMTS Command Sponsorship or PCS package through our 
office, we need to conduct an interview with your family.  


Below you will find the mandatory questions that we need to ask all families requesting an AF Form 1466 
for family member travel clearance. 


Your responses will help us ensure that your next base is prepared to care for your family’s medical and 
educational needs as best as possible.  


Full name and rank of sponsor: 
____________________________________________________________________________________ 


1. _____ Do any of your dependents have a history of family advocacy involvement? More
specifically, is there an open case with ongoing treatment through a military family advocacy 
organization currently, or have your dependents been reviewed/or are in the process of being 
reviewed for potential family advocacy treatment?


2. _____ Do any of your dependents have a history of mental health needs? There are three parts to 
this question. First, is anyone currently engaged in talk therapy or medication
therapy/management with any medical provider on or off base? Second, has any dependent been
to the emergency room or been admitted to a hospital overnight for a mental health concern in the
last year? Third, has any dependent been in residential/inpatient mental health treatment or had a
period of 6 months or greater where they required mental health support or services in the last 5
years?


3. _____ Do any of your dependents have artificial openings/requires prosthetics?


4. _____ Do any of your dependents have a medical need which requires modified or handicapped 
housing?


5. _____ Do any of your dependents require adaptive equipment/special medical equipment? (for
example CPAP machines, wheelchairs, medically necessary/prescribed home nebulizers or
oxygen…)


6. _____ Do any of your dependents have individualized education plans for special education
services?


7. _____ Do any of your dependents have individualized family service plans or high probability for
developmental delays?
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1236966069A

Highlight







Exceptional Family Member Program Medical Office Ramstein AB, Germany 


Updated 17 August 2020 


8. _____ Has there been an update to your medical/educational/dental needs since you signed and
turned in this paperwork?


9. _____ Finally, is there anything else you would like to disclose to ensure that your next base can
care for your dependents?


If you answer yes to any of these questions, then we need to make sure we have the proper additional 
documentation. 
Please provide us with a good contact phone number and a time and day between 7:30 and 16:30 Monday 
through Friday that the Special Needs Coordinator can use to reach you and your dependents by phone. 


Name and phone number of individual to be called (if applicable): 
__________________________________________________________________________________ 


If you can answer no to all the questions above, then an in person/telephone interview is not necessary 
unless there are other issues that you would like to discuss privately with the Special Needs Coordinator. 


If you would like to discuss something privately with the Special Needs Coordinator, then please provide 
us with a good contact phone number and a time and day between 7:30 and 16:30 Monday through Friday 
that the Special Needs Coordinator can use to reach you or your spouse by phone. 


Name and phone number of individual to be called (if applicable): 
__________________________________________________________________________________ 


If you do not understand any of the questions, please let us know. 


Finally, if anything should occur from now until the date you receive command sponsorship for your 
dependents, please contact our office so we can update your clearance requirements and help you secure care 
for any new needs. 


We look forward to your answers and assisting you with any further questions! 


Thank you in advance! 


Email: usaf.ramstein.86-mdg.mbx.efmpm@health.mil 
Phone +49-6371462375 or DSN 314-479-2375 
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Exceptional Family Member Program Medical Office Ramstein AB, Germany 
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8. _____ Has there been an update to your medical/educational/dental needs since you signed and
turned in this paperwork?


9. _____ Finally, is there anything else you would like to disclose to ensure that your next base can
care for your dependents?


If you answer yes to any of these questions, then we need to make sure we have the proper additional 
documentation. 
Please provide us with a good contact phone number and a time and day between 7:30 and 16:30 Monday 
through Friday that the Special Needs Coordinator can use to reach you and your dependents by phone. 


Name and phone number of individual to be called (if applicable): 
__________________________________________________________________________________ 


If you can answer no to all the questions above, then an in person/telephone interview is not necessary 
unless there are other issues that you would like to discuss privately with the Special Needs Coordinator. 


If you would like to discuss something privately with the Special Needs Coordinator, then please provide 
us with a good contact phone number and a time and day between 7:30 and 16:30 Monday through Friday 
that the Special Needs Coordinator can use to reach you or your spouse by phone. 


Name and phone number of individual to be called (if applicable): 
__________________________________________________________________________________ 


If you do not understand any of the questions, please let us know. 


Finally, if anything should occur from now until the date you receive command sponsorship for your 
dependents, please contact our office so we can update your clearance requirements and help you secure care 
for any new needs. 


We look forward to your answers and assisting you with any further questions! 


Thank you in advance! 


Email: usaf.ramstein.86-mdg.mbx.efmpm@health.mil 
Phone +49-6371462375 or DSN 314-479-2375 
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Page 1


REQUEST FOR FAMILY MEMBER'S MEDICAL AND EDUCATION CLEARANCE FOR TRAVEL


Authority - Public 104-191, "Health Insurance Portability and Accountability Act (HIPAA)", August 21, 1996.
This form will not be used for authorization to disclose psychotherapy notes, alcohol or drug abuse patient information from medical records or
for authorization to disclose information from records of an alcohol or drug abuse treatment program.


PRIVACY ACT STATEMENT


I understand that:


AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFORMATION


AUTHORITY:  10 USC 3013, 5013, and 8013; 20 USC 921 - 932; and EO 9397.


PRINCIPAL PURPOSE(S):  Information will only be used by personnel of the Military Departments to evaluate and document the medical and
educational needs of family members.  This information will enable: (1) Military assignment personnel to authorize family member travel at
government expense based on availability of needed services at the gaining installation; and (2) Civilian personnel offices to determine the
availability of medical/educational services to meet the medical needs of family members of DoD and Military Department civilian employees.


ROUTINE USE(S): None.


DISCLOSURE: Voluntary for civilian employees and applicants for civilian employment; failure to respond will preclude the successful
processing of an application for family travel/command sponsorship.  Mandatory for military personnel; failure or refusal to provide the
information or providing false information may result in administrative sanctions or punishment under either Article 92 (dereliction of duty) or
Article 107 (false official statement), Uniform Code of Military Justice.


I authorize (MTF/DTF) to release my patient information to the


Exceptional Family Member/Special Needs Program to be used in the assignment coordination process.  The information on this form and
addenda will be used to determine whether there are adequate medical, housing and community resources to meet your special medical
needs at the sponsor's proposed duty locations.


a.  The military medical department will use the information to make recommendations on the availability of care in communities where the
sponsor may be assigned or employed.


b.  Information that you have a special need (not the nature or scope of the need) may be included in the sponsor's personnel record or be
maintained in the community office responsible for supporting families with special needs.


c.  The authorization applies to the summary data included on the medical summary form, its addenda and subsequent updates to information 
on this form.  These data may be stored in electronic databases used for medical management or dedicated to the assignment coordination
process.  Only representatives from the medical department and the offices responsible for EFMP assignment coordination will have access
to the information. 


Start Date:  The authorization start date is the date that you sign this form authorizing the release of information.


Expiration Date:  The authorization shall continue until you no longer meet the criteria to qualify as a dependent (active duty family members) or
no longer desire to travel overseas at government expense (civilian employee family members), or the sponsor is no longer in active military
service or employment of the U.S. Government overseas.


a.  I have the right to revoke this authorization at any time.  My revocation must be in writing and provided to the facility where my medical
records are kept.  I am aware that if I later revoke this authorization, the person(s) I herein name will have used and/or disclosed my protected
information on the basis of this authorization.


b.  If I authorize my protected health information to be disclosed to someone who is not required to comply with federal privacy protection
regulations, then such information may be re-disclosed and would no longer be protected.


c.  I have a right to inspect and receive a copy of my own protected health information to be used or disclosed, in accordance with the
requirements of the federal privacy protection regulations found in the Privacy Act and 45 CFR § 164.524.  I request and authorize the named
provider/treatment facility to release the information described above to the named individual/organization indicated.


d.  The Military Health System (which includes the TRICARE Health Plan) may not condition treatment in MTFs/DTFs, payment by the
TRICARE Health Plan, enrollment in the TRICARE Health Plan or eligibility for TRICARE Health Plan benefits on failure to obtain this
authorization.


SIGNATURE OF PATIENT/PARENT/GUARDIAN (If applicable) (YYYYMMDD)DATERELATIONSHIP TO PATIENT(S)


AF FORM 1466  20111011 PREVIOUS EDITION IS OBSOLETE
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SECTION I - SPONSOR'S DATA


E.  Location of medical records:  For each family member listed in Section IV, indicate the location of stored medical records.  Check "Copies
Provided" if the sponsor and/or family member has provided copies of medical records not normally available through the MTF to support
consideration of travel. 
F.  Month and Year of projected travel to Projected Location:  Submit dates of travel of family members if different than travel date of sponsor shown
in Section 1.G. above.


L. PREVIOUSLY
    Q-CODED


Sponsors are required to list all family members requesting command sponsorship for the purpose of accompanying the military sponsor in the projected duty
location.  Page 3 of this form must be completed in its entirety for each family member listed to avoid delays in travel recommendation processing.


/ 


REQUEST FOR FAMILY MEMBER'S MEDICAL AND EDUCATION CLEARANCE FOR TRAVEL
(This Form is Subject to the Privacy Act of 1974 - USE BLANKET PAS - DD FORM 2005.)


A. NAME (Last, First, Middle Initial) B. GRADE C. SSN


D. DUTY / HOME PHONE E. PRESENT UNIT/LOCATION F. CURRENT MPF LOCATION OF SPONSOR G.  MO/YR OF SPONSOR
TRAVEL:


H. PROJECTED UNIT / LOCATION/PAS CODE J. GAINING MAJCOM


I hereby certify the following family members will NOT accompany me as command-sponsored dependents at any time during
this assignment.  I understand that if these plans change, I must reaccomplish this form to include the following family members


and notify the Special Needs Coordinator at my current base of assignment..


The above listed family members will NOT accompany me at the gaining location. (number)


N. IS THE MEMBER BEING ASSIGNED TO STATE DEPARTMENT DUTIES OR OTHER GEOGRAPHICALLY REMOTE LOCATIONS?


If family destination is other than a catchment area for an AF MTF, the sending installation must refer to EFMP-M guidance on areas of responsibility for
remote clearances and embassy/attache' clearance processing.


NOYES


NOYES


SSN:


K.  PROJECTED AFSC


M.  If Spouse is Active Duty:                     Name:


SECTION II - FAMILY MEMBERS NOT TRAVELING


FAMILY MEMBER'S NAME (Last, First, Middle Initial) RELATIONSHIP


Sponsor's Signature 


AGE


SECTION III - FAMILY MEMBERS REQUESTING COMMAND SPONSORSHIP TO TRAVEL


INSTRUCTIONS


Additionally:   
A.  ALL sponsors with school-aged children, including those who are home-schooled, and those enrolled in Early Intervention who intend to travel
OCONUS must complete DD Form 2792-1, Family Member Special Education/Early Intervention Summary.  Attach copies of Individualized
Education Plan (IEP) and/or Individualized Family Service Plan (IFSP), where applicable.
B. Sponsors must submit completed DD Form 2792, Family Member Medical Summary with Addendum 1, Asthma/Reactive Airway Disease
Summary, Addendum 2, Mental Health Summary Addendum 3, Autism, for each family member with a special medical need who is requesting
travel.  If no special need is known for a family member, sponsor must check "None".  OCONUS locations may require the use of these forms for
travel considerations for ALL family members requesting OCONUS travel.
C.  Sponsors must complete AF Form 1466D,                                          for all EFMP family members over the age of 2 traveling to any location
and all members over the age of two traveling OCONUS. OCONUS locations may require the use of these forms for travel considerations for ALL
family members requesting OCONUS travel.
D. Definitions:


1.  Medical - Potentially life-threatening conditions and/or chronic medical/physical conditions within the last five years, requiring follow-up 
support more than once a year, or specialty care.
     Emotional/Behavioral - Any of the following:  current or chronic mental health conditions; inpatient or intensive outpatient mental health
services within the last 5 years; greater than one visit monthly for more than 6 months required at the present time.  This includes medical care
from any mental health provider, a primary care manager, other health care provider, or legal social service involvement.
2.  Dental - Care beyond routine annual dental exam or cleaning.
3.  Educational - Any child using or intending to use special education services, including any child with an IEP or an IFSP, or a child (aged birth 
- 3 years) with a high probability of having a developmental delay.
4.  Early Intervention or Related Services - Occupational Therapy, Physical Therapy, Speech Therapy, Mental Health, Audiological, or other
related services recommended on an IEP or IFSP for the support of appropriate education, as would be covered by State Part B or Part C
Services under IDEA.  Mark if ever received.
5.  Modified Housing/Environmental modifications - Special housing requirements for documented needs, such as wheelchair accessibility.
6.  None - No known medical conditions AND no specialized educational services needed.  Requires only annual/semi-annual routine visits to
primary care manager.


I. JOIN SPOUSE ASSIGNMENT


NOYES


Branch:


Page 2


Dental Health Summary,
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Page 3


SECTION IV - FAMILY MEMBERS REQUESTING COMMAND SPONSORSHIP TO TRAVEL (Continued)


DATE  


SECTION V - CERTIFICATION OF APPLICANT


 I understand that a knowing and willful false statement on this form can be punishable by fine or imprisonment.  (See U.S. Code, Title 18, Section 1001; Title 10, Section 907;
Article 107 UCMJ, Article 92 UCMJ).


I have disclosed to the SNC all known medical or special educational conditions for all family members planning travel.


I certify that I have read and understand the previous instructions and that those entries made by me are true, complete, and correct to the best of my knowledge and belief.  


PRINTED NAME AND GRADE OF SPONSOR SIGNATURE


/


  FAMILY MEMBERS ACCOMPANYING SPONSOR CHECK ALL CONDITIONS THAT APPLY
FAMILY MEMBER'S NAME


(Last, First, Middle Initial)
RELATIONSHIP AGE


GRADE 
IN 


SCHOOL 


LOCATION OF
MEDICAL RECORDS


MONTH / YEAR
OF TRAVEL


COPIES
PROVIDED


MEDICAL / 
EMOTIONAL /
BEHAVIORAL


DENTAL EDUCA - 
TIONAL


MODIFIED 
HOUSING


EI or RS
SERVICES NONE


SPONSOR SSN:(Last, First  MI):


/


/


/


/


/


/


/


/


/


/


/


I understand that I must inform the Special Needs Coordinator (SNC) of any changes to health/educational conditions prior to travel of family member listed in Section IV.


I understand that insufficient and/or inaccurate information may affect family member travel. 


I understand that failure to report these conditions may result in disciplinary action as a false official statement.  Attempts to obtain a benefit, to include medical care or 
government sponsored travel by withholding information regarding my family member care histories may be reported to my commander.


I understand that choosing to take family members  who are not recommended for government sponsored travel, at my own expense, may result in disciplinary 
action, significant personal expense, and may place family member in a location where necessary care or services are not available to them.


AF FORM 1466  20111011 PREVIOUS EDITION IS OBSOLETE


Initials


I understand I may request EFMP Reassignment via vMPF if one or more of my family members are not recommend for travel, or elect OCONUS travel unaccompanied.
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AF FORM 1466  20111011 Page 4


SPONSOR NAME SSN:(Last, First MI):


SECTION VII - SPECIAL NEEDS COORDINATOR ENDORSEMENT


COMMENTS REQUIRED


DATE  


NOYESINQUIRY


Comments Required:


SIGNATURE


A.  History of Family Advocacy Involvement? (If YES, complete DD Form 2792, Addendum 2)


(If YES, complete DD Form 2792.  Ensure Part B, Section 8, is completed.)


(If YES, complete DD Form 2792.  Ensure Part B, Section 9, is completed.)


C. Has artificial openings / requires prosthetics?


......................................................................................


...........................................


B.  History of Mental Health Needs? (If YES, complete DD Form 2792, Addendum 2) ................................................................................................


D. Requires Modified Housing? ..................................................................


(If YES, complete DD Form 2792.  Ensure Part B, Section 10, is completed.)E.  Requires Adaptive Equipment / Special Medical Equipment? .....................


(If YES, complete DD Form 2792-1)F.  Has Individualized Education Plan for Special Education? ..............................................................................


(If YES, complete DD Form 2792-1)G.  Has Individualized Family Service Plan or high probability for development delay. ................................................


SECTION VIII - CERTIFICATION BY LOSING BASE MDG / SGH


NAME & GRADE OF LOSING SGH


(If YES,  complete DD Form 2792).


COMMENTS:


DATE  


SECTION VI - MEDICAL PROVIDER EVALUATION


NOYES


A. All Family Members' Medical Records Reviewed? (If NO, comments required below).


(If NO, comments required below).B. All Family Members in Section IV Interviewed?


C.  Special Medical Conditions Identified?


D.  All Family Members' AF Form 1466D reviewed?


Inquiry


TYPE/PRINT NAME AND GRADE OF MEDICAL PROVIDER SIGNATURE


DATE  TYPE/PRINT NAME AND GRADE OF SPECIAL NEEDS COORDINATOR SIGNATURE


Any YES response in Sections VI C or VII require forwarding this AF FORM 1466 to the gaining base for review via Facility Determination Inquiry.


I have confirmed the following presence or absence of specialty consultations and of pharmacy data indicating further review
or potential special needs may be warranted.  Comments required.


 Number of DD Form 2792s attached.


I have seen and interviewed all family members requesting travel and determined that FDI is is not required.


 Number of  DD Form 2792-1s attached.


PREVIOUS EDITION IS OBSOLETE


Number of AF Form 1466Ds attached


I have reviewed all information collected and find it sufficient for medical decision making.


Comments reviewed and determined that FDI is is not required.


Number of DD Form 2792s attached.


Number of AF Form 1466Ds attached.


Number of DD Form 2792-1s attached.


 (If NO, comments required below).


E. Any unresolved dental care needs/problems identified on the AF Form 1466D?
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DATE  TYPE / PRINT NAME AND GRADE OF GAINING BASE SGH


Name of  Gaining Installation (PRINT LEGIBLY)


  Family member(s) travel is recommended. Family member(s) require(s) FDI. 


  Family member(s) travel is recommended.


SIGNATURE


SECTION IX - FACILITY DETERMINATION INQUIRY, DISPOSITION BY MDG / SGH


SPONSOR NAME SSN:(Last, First MI):


ADDITIONAL COMMMENTS


PREVIOUS EDITION IS OBSOLETE


Note: Orders may not be issued until FDI


 completed by Gaining SGH.


DATE  TYPE / PRINT NAME AND GRADE OF LOSING BASE SGH


Name of Losing Installation (PRINT LEGIBLY)


SIGNATURE


  Family member(s) travel is not recommended.


Family Member Name


Check all that apply:


Care
available in
MTF


Care
available in
local area


Care/Services 
not available


Recommend
Care
Coordination
through PCS


Other
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 EARLY INTERVENTION / SPECIAL EDUCATION SUMMARY   
OMB No. 0704-0411 
OMB approval expires 
12/31/2026


The public reporting burden for this collection of information, 0704-0411, is estimated to average 25 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and 
maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding the burden estimate or burden reduction suggestions to the Department of Defense, Washington 
Headquarters Services, at whs.mc-alex.esd.mbx.dd-dod-informationcollections@mail.mil. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for 
failing to comply with a collection of information if it does not display a currently valid OMB control number. PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION


PRIVACY ACT STATEMENT 
AUTHORITY: 10 U.S.C. 136; 20 U.S.C. 927; DoDI 1315.19: DoDI 1342.12 


PRINCIPAL PURPOSE(S): Information will be used by DoD personnel to evaluate and document the early intervention/special education needs of family members. This information will enable: (1) sponsors 
to enroll into the Exceptional Family Member Program (EFMP), (2) military assignment personnel to match the early intervention/special education needs of family members against the availability of early 
intervention/special education services through the Family Member Travel Screening (FMTS) process, (3) EFMP Family Support staff to offer information on community support services, and (4) civilian 
personnel offices to advise civilian employees about the availability of education services to meet the early intervention/special education needs of their family members. The personally identifiable 
information collected on this form is covered by a number of system of records notices pertaining to Official Military Personnel Files, Exceptional Family Member or Special Needs files, Civilian Personnel 
Files, and DoD Education Activity files.   


The applicable SORNs and routine uses that apply can be found at: Air Force: F036 AF PC C: Military Personnel Records System at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-
Article-View/Article/569821/f036-af-pc-c/; F044 AF SG U: Special Needs and Educational and Developmental Intervention Services at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-
Article-View/Article/569875/f044-af-sg-u/; Army: A0600-8-104b AHRC - Official Military Personnel Record at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570054/
a0600-8-104-ahrc/; A0608b CFSC, Personnel Affairs: Army Community Service Assistance Files at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570084/a0608b-
cfsc/" 
DHA: EDHA 07: Military Health Information System at: http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570672/edha-07/ 
OSD/JS: DMDC 02 DoD: Defense Enrollment Eligibility Reporting Systems (DEERS) at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/627618/dmdc-02-dod/ 
DPR 34 DoD: Defense Civilian Personnel Data System at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570697/dpr-34-dod/ 
EDHA 16 DoD: Special Needs Program Management Information System (SNPMIS) Records at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570679/edha-16-dod/ 
DoDEA 29: DoDEA Non-DoD Schools Program at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570576/dodea-29/ 
DoDEA 26: Department of Defense Education Activity Educational Records at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570573/dodea-26/ 
Navy and Marine Corps: "M01070-6: Marine Corps Official Military Personnel Files at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570626/m01070-6/ 
M01754-6: Exceptional Family Member Program Records at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570631/m01754-6/ 
N01070-3: Navy Military Personnel Records System at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570310/n01070-3/ 
N01301-2: On-Line Distribution Information System (ODIS) at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570320/n01301-2/ 


DISCLOSURE: Voluntary for civilian employees and applicants for civilian employment. Mandatory for military personnel: failure or refusal to provide the information or providing false information may result 
in administrative sanctions or punishment under either Article 92 (dereliction of duty) or Article 107 (false official statement), Uniform Code of Military Justice. The DoD Identification (DoD ID) number of the 
sponsor (and sponsor's spouse if dual military) allows the Military Healthcare System and Service personnel offices to work together to ensure any early intervention/special education needs of your 
dependent can be met at your next duty assignment. Dependent early intervention/special education needs are annotated in the official military personnel files which are retrieved by name and DoD ID 
number.


INSTRUCTIONS FOR COMPLETING DD FORM 2792-1, EARLY INTERVENTION / SPECIAL EDUCATION SUMMARY


The DD Form 2792-1 is completed to identify a family 
member with early intervention / special education needs. 


DEMOGRAPHICS. 


Items 1 - 7. To be completed by sponsor, spouse, legal guardian, or student who has 
reached the age of majority. 


Item 1  Request (X one): 


 • Exceptional Family Member Program (EFMP) Enrollment or Update - first 
enrollment application for the family member or to update a previous 
evaluation for the family member. 


 • Government Sponsored Travel. 


 • Change in EFMP Status. 


Items 2.a. - h. Child / Student Information. Self-explanatory. 


Items 3.a. - h. Sponsor Information. Self-explanatory. 


Item 3.i. Child / student enrolled in Defense Enrollment Eligibility Reporting System 
(DEERS) under another sponsor. Self-Explanatory. 


Items 4a. - d. Self-explanatory. 


Item 5. Completed for children age birth to 3. 


Items 6.a. - c. Completed for children ages 3 to 21 only. Children who are ages 3 to 
5 should have the DD Form 2792-1 completed at the school the child would normally 
attend for kindergarten. High school graduates, students who have passed the 
G.E.D., and college students are not required to complete the DD Form 2792-1. 
NOTE: For 6.c., students that are home-schooled are eligible to receive some form of 
special education services in the public school setting. Therefore they may have a 
private school service plan.  Include a copy of the service plan as applicable. 


Items 7.a. - d. Signature of sponsor, spouse, legal guardian, or student 
who has reached the age of majority and completed the form. Self-explanatory. 


Items 8.a. - f. Administrative Review. Completed by EFMP Office or Family Member 
Travel Screening (FMTS) Office responsible for enrollment or screening. NOTE: For 
8.c., if child is entered into DEERS under a DoD ID number other than what is 
provided in 8.a. and 8.b., list the additional ID in 8.c. 
 


EARLY INTERVENTION / SPECIAL EDUCATION SUMMARY. 


DD Form 2792-1 is completed by the parents and school or early intervention 
staff. Only this form should be provided to school or early intervention 
staff. Do not include medical information forms that may be used for 
family member travel screening or EFMP enrollment. 


  
Items 9.a. - d. Sponsor Information. Signature of sponsor, spouse, legal 
guardian, or student who has reached the age of majority is REQUIRED to 
authorize the school to release information. 


Items 10.a. - d. Child / Student Information. Completed by sponsor, spouse, or 
legal guardian. Self-explanatory.  


Items 11.a. - e. Early Intervention Summary (EIS) Information. Completed 
by EIS or school personnel. Mark (X) Yes or No for each item. Include 
additional information as noted. 


Items 12.a. - f. School Information. Completed by school personnel at the 
school the child attends. Mark (X) Yes or No for each item. Include additional 
information as noted. 


Item 13. Completed by school personnel. Mark (X) eligibility category. Mark 
only one.  


Item 14. Completed by school personnel. Mark (X) all related services provided 
and indicate total time services are provided.  


Items 15.a - c. Completed by EIS and school personnel. Self-explanatory.  


Items 16.a - j. Completed by EIS provider / school official information 
completing the form. Self-explanatory.  


NOTE: If child is under 5 years of age, is not enrolled in school, a home school 
program, or engaged with an Early Intervention Services program, and does not 
have any identified needs, the parents or guardians can fill out and sign page 2 
of the DD Form 2792-1 and return it to the requesting office. The completion of 
Page 3 is not required in this case. 
 



https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/569821/f036-af-pc-c/
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https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570697/dpr-34-dod/

https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570679/edha-16-dod/

https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570576/dodea-29/

https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570573/dodea-26/

https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570626/m01070-6/

https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570631/m01754-6/
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EARLY INTERVENTION / SPECIAL EDUCATION SUMMARY 
(Page 2, Items 1 - 7 to be completed by sponsor, parent, or legal guardian. Read Privacy Act Statement and Instructions before completing the form.) 


DEMOGRAPHICS
1. REQUEST (Select One)


EFMP Enrollment or Update


Request for Government Sponsored Travel


Request Change in EFMP Status:


No longer requires IEP / IFSP
No longer qualifies as a dependent  
(*Provide documentation to change status)


Divorce / change in custody*


Family member deceased


2. CHILD / STUDENT INFORMATION (To be completed by sponsor, spouse, legal guardian, or student who has reached the age of majority.)
2a. CHILD / STUDENT NAME (Last, First, Middle Initial) 2b. SPONSOR NAME (Last, First, Middle Initial)


2d. FAMILY MEMBER PREFIX 2e. CHILD / STUDENT DATE OF 
BIRTH (YYYYMMDD)


2f. CHILD / STUDENT GENDER 
(Select one)


Male Female
2g. FAMILY HOME E-MAIL ADDRESS 2h. HOME TELEPHONE NUMBER (Include Country 


Code / Area Code)


2c. CHILD / STUDENT CURRENT 
MAILING ADDRESS (Street, 
Apartment Number, City,State, ZIP 
Code, APO / FPO)


3a. SPONSOR RANK OR GRADE 3b. INSTALLATION OF SPONSOR'S CURRENT ASSIGNMENT (Include City, State, Country)


3c. SPONSOR'S OFFICIAL E-MAIL ADDRESS 3d. DUTY TELEPHONE NUMBER (Include Country 
Code / Area Code)


3e. MOBILE NUMBER (Include Country Code / 
Area Code)


3f. STATUS (Select One)


Regular Active Service Member


Reserves


Active Reserve


National Guard


Active Guard


Civilian


3g. BRANCH OF SERVICE (Military Only)


Army


Marine Corps


Navy


Coast Guard


Air Force


3h. DOES CHILD RESIDE WITH SPONSOR? (Select One. If No, Explain.)


Yes No


3i. IS THE CHILD / STUDENT ENROLLED IN DEERS UNDER A SPONSOR OTHER THAN THE ONE LISTED ABOVE? (Select One. If Yes, provide 
name of sponsor)


Yes No


4a. ARE BOTH SPOUSES ON ACTIVE DUTY? (Military Only. Select One. If Yes, Complete 4b.- 4d. below) Yes No
4b. ACTIVE DUTY SPOUSE'S NAME (Last, First, Middle Initial) 4c. BRANCH OF SERVICE 4d. RANK / RATE


5. FOR CHILDREN FROM BIRTH TO AGE THREE ONLY:


Yes No Is your child being evaluated for, or eligible for early intervention services on an Individualized Family Service Plan (IFSP)? 
(Select one. If No, sign Item 7 and return to the requesting office. If Yes, have early intervention professional complete page 3.)


6. EDUCATION SERVICES FOR DEPENDENTS 3 YEARS AND OLDER:


6a. Is your child being home-schooled full-time or part-time? (Select one) Yes, Part-Time Yes, Full-Time No (If Yes, complete 6a(1) and 6a(2))


6a(1). When did you start home-schooling? (YYYYMMDD)


6a(2). Name of home school program/title of courses:


6b. Is your child being evaluated for, or receiving, special education services on an IEP? 
If Yes, have the child's school (or primary care provider if school is not in session) complete page 3. Yes No


6c. List any special education-related services received in the last 3 years: (include a copy of the service plan as applicable) 


7. RELEASE OF INFORMATION (To be completed by sponsor, spouse, legal guardian, or student who has reached the age of majority) I hereby authorize the 
release of information on the DD Form 2792-1, and the attached reports to appropriate personnel of the Department of Defense. This information will be used 
to evaluate and document my child / student's needs for educational services for the purpose of assignment coordination, EFMP enrollment, or eligibility for 
other educationally related benefits.


7a. SIGNATURE 7b. PRINTED NAME 7c. RELATIONSHIP TO CHILD / STUDENT 7d. DATE (YYYYMMDD)


8. ADMINISTRATIVE REVIEW (Completed after review of entire form by local MTF or office receiving form.)


8a. SPONSOR DoD ID # 8b. SPOUSE DoD ID # (If dual military) 8c. DoD ID # USED IN DEERS (If different from sponsor's)


8d. MTF OR OFFICE RECEIVING COMPLETED FORM 8e. DATE (YYYYMMDD)


8f. STAMP
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EARLY INTERVENTION / SPECIAL EDUCATION SUMMARY
NOTE TO EDUCATIONAL AUTHORITY COMPLETING THIS FORM: It is important to the military and to the family that the service member be assigned to a location that can meet the child's educational needs. Your support in 
completing this form is appreciated. (If applicable, attach a copy of the child's most recent active Individualized Family Service Plan (IFSP) or Individualized Education Program (IEP) to this page.)


9. RELEASE OF INFORMATION (To be completed by sponsor, spouse, legal guardian, or student who has reached the age of majority) I hereby authorize the release of information on the DD Form 2792-1, and 
the attached reports to personnel of the Military Departments. This information will be used to evaluate and document my child / student's needs for educational services for the purpose of assignment coordination, 
EFMP enrollment or eligibility for other educationally related benefits.


9a. PRINTED NAME 9b. SIGNATURE 9c. RELATIONSHIP TO CHILD / STUDENT 9d. DATE (YYYYMMDD)


10. CHILD / STUDENT INFORMATION (To be completed by sponsor, spouse, or legal guardian)
10a. NAME OF CHILD / STUDENT (Last, First, Middle Initial) 10b. CURRENT GRADE LEVEL (if school age) 10c. DATE OF BIRTH (YYYYMMDD) 10d. GENDER (Select one)


Male Female


11. EARLY INTERVENTION SERVICES (EIS) - FOR CHILDREN UNDER 3 YEARS OF AGE (To be completed by EIS representative)
YES NO


11a. Is the child currently being evaluated for early intervention services?
11b. Does this child receive early intervention services under a current Individualized Family Service Plan (IFSP)? (If Yes, please attach current IFSP).
Date of next annual review (YYYYMMDD)
11c. Has the child been found eligible but the family declined IFSP services? 


11d. Basis for eligibility: Developmental Delay Diagnosed physical or mental condition that has a high probability of resulting in a Developmental Delay
11e. Is there an identified disability? (If known, please specify)
12. SCHOOL INFORMATION - FOR STUDENTS AGES 3 - 21 (To be completed by school representative - answer all questions)
YES NO


12a. Is this student currently being evaluated for special education services?
12b. Has the child been found eligible for special education services? (If Yes, complete Item 13.)
12c. If your school determined the student eligible for special education services within the past 3 years, did the parent decline special 
education services? (If Yes, complete eligibility information in Item 13 and proceed to Item 16)
12d. Does this child / student receive special education services under a current Individualized Education Program (IEP)? 
Date of next annual review (YYYYMMDD) (If Yes, complete Items 13 and following and attach a copy of the current IEP.)
12e. Were IEP services terminated by the IEP team due to ineligibility within the last 2 years? Date of IEP termination (YYYYMMDD)
12f. Was the IEP terminated at the request of the parents within the last year (parents withdrew student from special education)? (If Yes, complete 
Items 13 and following). Date of IEP termination (YYYYMMDD)


13. ELIGIBILITY CATEGORY FOR CHILDREN 3 TO 21 YEARS OF AGE (Select only one) N/A
Autism Spectrum Disorder
Deaf
Blind 
Deaf / Blind
Visually Impaired
Traumatic Brain Injury
Hearing Impaired
Orthopedically Impaired


Communication Impaired


Articulation
Dysfluency
Voice
Language / Phonology


Developmental Delay
Specific Learning Disability
Emotionally Impaired


Behavioral / Conduct Disorder
Intellectual Disability


Mild
Moderate
Severe / Profound


Other Health Impaired (Specify)


14. RELATED SERVICES ON IEP (Select boxes next to related services and indicate total number of minutes or hours that services are provided.) N/A
SERVICE: M = Minutes, H = Hours per W = Week, M = Month (Example: 20 M per W)


Counseling
Occupational Therapy
Physical Therapy
Speech Therapy
Intensive Behavioral Intervention (such as ABA)


per
per
per
per
per


Special Transportation (Describe)


Other (Describe)


15. BEHAVIOR / COMMUNICATION (Select all that apply and specify in comments section)
YES NO


15a. Child exhibits high risk or dangerous behavior
15b. Child is verbal (If No, answer 15b(1)-15b(4) The student uses:)


15b(1). Signing
15b(2). Picture Exchange Communication System (PECS)
15b(3). Communication Device
15b(4). Other


15c. COMMENTS


16. PROVIDER / SCHOOL INFORMATION
16a. NAME OF EARLY INTERVENTION PROGRAM OR SCHOOL 16b. SCHOOL DISTRICT


16c. CITY, STATE, COUNTRY 16d. TELEPHONE NUMBER (Include Country Code / Area code) 16e. FAX NUMBER (Include Country Code / Area Code)


16f. E-MAIL ADDRESS 16g. NAME OF INDIVIDUAL COMPLETING THIS SECTION


16h. SIGNATURE 16i. TITLE 16j. DATE (YYYYMMDD)








Ramstein 86 MDG EFMP Medical Office Command 


Sponsorship Request Worksheet 


 This worksheet is to be completed in its entirety and sent back to the Ramstein EFMP office 


via your original email chain with the rest of your command sponsorship documents. 


1. Sponsor Name & Rank:  __________________________________


2. Sponsor SSN:  _______________   3. Base Assigned: _________________________


4. Please Select:   Active Duty    Air National Guard     Reserves 


5. Name and Age of Dependent(s):


_______________________________________________________________________


_______________________________________________________________________ 


6. Date of SPONSOR’S PCS/Arrival to Ramstein or Ramstein Covered GSU: __________


7. How and when did SPONSOR acquire dependent(s)?


________________________________________________________________________


________________________________________________________________________ 


8. Was there an opportunity to initiate Command Sponsorship prior to PCS to Ramstein or


GSU?


YES     If so, answer question 9 in detail.    NO        If not, proceed to question 10. 
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 9. Please explain in detail why Command Sponsorship was not initiated in MyVector prior


to PCS:


_________________________________________________________________________ 


_________________________________________________________________________ 


_________________________________________________________________________ 


10. Are your dependents already here with you?  YES    NO 


Sponsor’s Signature/Date: 


*Please submit this form to the EFMP Medical office along with a copy of your orders and


the DD 1172 DEERS Enrollment Application for the dependent that is requesting command


sponsorship.


*Please send this to our office by email by locating your original email traffic with our


office and responding to all within that original email chain.


*Once your dependent’s command sponsorship request qualification status has been


confirmed, our command sponsorship team will send you the remaining required forms


and instructions.
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		1 Sponsor Name  Rank: 

		2 Sponsor SSN: 

		3 Base Assigned: 

		5 Name and Age of Dependents: 

		undefined: 

		6 Date of SPONSORS PCSArrival to Ramstein or Ramstein Covered GSU: 

		7 How and when did SPONSOR acquire dependents: 

		undefined_2: 

		to PCS: 

		undefined_3: 

		undefined_4: 

		Check Box3: Off

		Check Box4: Off

		Check Box5: Off

		Check Box6: Off








MEDICAL AND EDUCATIONAL INFORMATION  
FAMILY MEMBER TRAVEL SCREENING WORKSHEET 


SPONSOR INFORMATION 


Name: 
(Last, First, Middle Initial) 
Rank/Grade: 
DoD ID Number/SSN: Email: 
Primary Phone Number: Alternate Phone: 


Current assignment location: 
Projected assignment location: 


FAMILY MEMBER TO BE SCREENED 


Name: 
(Last, First, Middle Initial) 
Relationship: Birthdate: 
(Spouse, child, etc.)  (MM/DD/YY) 


PATIENT NAME RELATIONSHIP 
(I.e. self, parent, etc.)


SIGNATURE DATE 
(MM/DD/YY)


(SEE NEXT PAGE) 


RELEASE OF INFORMATION NOTIFICATION: 
As part of the EFMP process, I hereby authorize the EFMP staff and the Medical Review 
Officers (MRO) full and complete access to my medical, mental health and/or educational 
records in whatever form they may exist, including but not limited to documents, electronic 
databases such as AHLTA, HAIMS, JLV, Tricare, or other databases, and/or 
correspondence from any and all military, private, Veterans Administration, or public 
health source(s) physicians, health care providers, and educational services providers as 
well as from all outpatient and in-patient treatment and rehabilitation facilities.  


As part of the EFMP process, in order to have a fair, complete, and accurate evaluation of 
your medical, dental, and educational needs, the consent to release all medical, dental, and 
education information is needed to determine whether travel with your family from your 
current assignment to your projected assignment can be recommended.  Failure to release 
this information, providing false or misleading information, knowingly and/or intentionally 
omitting information, or delaying or preventing the gathering of information may result in 
ineligibility or a non-travel recommendation for accompanied family travel at government 
expense; however, refusal to sign does not preclude the provision of medical and dental 
information authorized by other regulations. 
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FAMILY MEMBER NAME (Last, First, Middle Initial) SPONSOR NAME SPONSOR SSN (LAST 4) 


PAGE 2 
S 


1. Enrolled in EFMP?..............................................................................................YES  NO 


2. In the last five (5) years, have you been referred to Family Advocacy?.........YES  NO 


3. ANTICIPATED MEDICAL NEEDS


Does this family member currently have: Yes* No N/A 
Any cardiovascular conditions, e.g., chest pain/angina, arrhythmia, 
valve disease, infarction, etc., requiring ongoing care? 
Any neurologic conditions, e.g., seizure, migraine, neuropathy, etc., 
requiring ongoing care? 
Any respiratory conditions, e.g., asthma, Reactive Airway Disease 
(RAD), allergies requiring immunotherapy, etc.? 
Had an environmental asthma trigger that could limit relocation to 
specific geographic areas? 
A temporary condition, e.g., injury, recent illness, etc.? 
A condition that may require surgery in the next twelve (12) months? 
In primary or secondary school (grade Kinder through High School) 
and receiving psychological or counseling services not included on an 
IEP? 
Declining any vaccinations? 
Outstanding specialist referrals? 
Pregnancy? 


*For any “yes” answers, please provide additional details below or make sure to include on the “current medical
conditions” page.


In the last year (12 months) has this family member required: Yes* No N/A 
Any examinations with abnormal results, e.g., prostate, mammogram, 
pap smear, etc.? 
Oral steroids for more than seven (7) days in the past year to treat 
asthma or reactive airway disease? 
A visit to the emergency room? 
Hospitalization (excluding childbirth)? 
Medical services from any specialists (not general pediatrics, family 
practice, and general internal medicine)? 
Specialized equipment, e.g., a wheelchair, walker, apnea monitor, 
insulin pump, etc.? 
Special environmental considerations, e.g., limited steps, temperature 
control, air filtering, etc.? 
Speech, physical, or occupational therapy, or Applied Behavior 
Analysis (ABA) through TRICARE or private health insurance? 


*For any “yes” answers, please provide additional details below or make sure to include on the “current medical
conditions” page.


(SEE NEXT PAGE) 
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FAMILY MEMBER NAME (Last, First, Middle Initial) SPONSOR NAME SPONSOR SSN (LAST 4) 
   


 


PAGE 3 
S 


 
 


In the last five (5) years has this family member had: Yes No N/A 
A vision impairment not corrected by glasses?    
A hearing impairment?    
A diagnosis or treatment (to include medication) from any provider 
for a behavioral health problem, e.g., depression, eating disorders, 
self-harming behaviors, acting out behaviors, etc.? 


   


A referral or treatment in any of the following: inpatient psychiatric 
facility, residential treatment program, group home, day treatment 
center, or drug or alcohol treatment rehabilitation center? 


   


A referral or treatment for suicidal thoughts, gestures, or attempts?    
A referral or treatment alcohol/drug use or abuse?    
A condition that requires follow-up care from a primary care 
manager (to include pediatricians) more than once a year or 
specialty care.  For example, cancer, diabetes, TBI, seizure 
disorders, cerebral palsy, sickle cell, chronic pain, etc.? 


   


*For any “yes” answers, please provide additional details below or make sure to include on the “current medical 
conditions” page. 
 
 
4. SPECIAL EDUCATIONAL NEEDS/EARLY INTERVENTION (IF AGE 21 OR 
YOUNGER) 
Is this family member: Yes No N/A 
Currently receiving early intervention services?    
Currently receiving special education services to include physical, 
occupational, or speech therapy services from the school system? 


   


Currently being evaluated to determine eligibility for early 
intervention or special education services? 


   


Homeschooled or attending a private/charter school?    
Withdrawn from early intervention or special education services 
within the last twelve (12) months? 


   


Ever receive special education services?    
Ever receive physical, occupational, or speech therapy services?    


 
 
 
 
 
 
 
 
 


 
 


(SEE NEXT PAGE) 
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FAMILY MEMBER NAME (Last, First, Middle Initial) SPONSOR NAME SPONSOR SSN (LAST 4) 
   


 


PAGE 4 
S 


 
5. CURRENT MEDICAL CONDITIONS 


 
 
DIAGNOSIS #1: _______________________________ 
 
Date of original diagnosis: 
 
Medications: 
Name of Medicine How taken  


(by mouth, injection, etc.) 
How often  
(daily, every 8 hours, etc.) 


   
   
   


(Attach additional document/list, if necessary) 
 
Frequency of appointments: 
 
Primary provider/clinic that manages this diagnosis: 
 
Concerns about travel: 
 
 
 
 
DIAGNOSIS #2: _______________________________ 
 
Date of original diagnosis: 
 
Medications: 
Name of Medicine How taken  


(by mouth, injection, etc.) 
How often  
(daily, every 8 hours, etc.) 


   
   
   
(Attach additional document, if necessary) 


 
Frequency of appointments: 
 
Primary provider/clinic that manages this diagnosis: 
 
Concerns about travel: 
 
 
 


 
(SEE NEXT PAGE) 
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FAMILY MEMBER NAME (Last, First, Middle Initial) SPONSOR NAME SPONSOR SSN (LAST 4) 


PAGE 5 
S 


DIAGNOSIS #3: _______________________________ 


Date of original diagnosis: 


Medications: 
Name of Medicine How taken  


(by mouth, injection, etc.) 
How often  
(daily, every 8 hours, etc.) 


(Attach additional document, if necessary) 


Frequency of appointments: 


Primary provider/clinic that manages this diagnosis: 


Concerns about travel: 


DIAGNOSIS #4: _______________________________ 


Date of original diagnosis: 


Medications: 
Name of Medicine How taken  


(by mouth, injection, etc.) 
How often  
(daily, every 8 hours, etc.) 


(Attach additional document, if necessary) 


Frequency of appointments: 


Primary provider/clinic that manages this diagnosis: 


Concerns about travel: 


(END OF WORKSHEET) 
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		Rank/Grade: 

		DOD ID/SSN: 

		Email: 

		Primary Phone: 

		Alternate Phone: 

		Current Assignment Location: 

		Projected Assignment Location: 

		Relationship: 

		Birthdate: 

		PATIENT NAME: 

		RELATIONSHIP: 

		Date Signed: 

		Enrolled: Off

		FAP: Off

		Cardio: Off

		Neuro: Off

		Respiratory: Off

		Asthma Environmental: Off

		Temp/acute: Off

		Surgery12mos: Off

		child counseling not through IEP: Off

		Vac: Off

		spec ref: Off

		Preg: Off

		Comments1: 

		abnormal exam: Off

		Asthma steroids: Off

		ER: Off

		hospitalizations: Off

		specialists: Off

		equipment: Off

		environment: Off

		therapy: Off

		Comments2: 

		Vision: Off

		Hearing: Off

		MH diagnosis: Off

		MH intensive: Off

		SI: Off

		SUD: Off

		PCM chronic dx: Off

		EI current: Off

		Current Spec Ed: Off

		SpecEd/EI Eval: Off

		Homeschool/charter: Off

		Withdrawal from SpecEd or EI: Off

		Special Ed History: Off

		Past therapies: Off

		Comments3: 

		Comments4: 

		DIAGNOSIS 1: 

		DiagnosisDate1: 

		Name of MedicineRow1: 

		How taken by mouth injection etcRow1: 

		How often daily every 8 hours etcRow1: 

		Name of MedicineRow2: 

		How taken by mouth injection etcRow2: 

		How often daily every 8 hours etcRow2: 

		Name of MedicineRow3: 

		How taken by mouth injection etcRow3: 

		How often daily every 8 hours etcRow3: 

		Frequency1: 

		Provider1: 

		Travel Concern1: 

		DIAGNOSIS 2: 

		DiagnosisDate2: 

		Name of MedicineRow1_2: 

		How taken by mouth injection etcRow1_2: 

		How often daily every 8 hours etcRow1_2: 

		Name of MedicineRow2_2: 

		How taken by mouth injection etcRow2_2: 

		How often daily every 8 hours etcRow2_2: 

		Name of MedicineRow3_2: 

		How taken by mouth injection etcRow3_2: 

		How often daily every 8 hours etcRow3_2: 

		Frequency2: 

		Provider2: 

		Travel Concern2: 

		DIAGNOSIS 3: 

		Travel Concern3: 

		DiagnosisDate3: 

		Name of MedicineRow1_3: 

		How taken by mouth injection etcRow1_3: 

		How often daily every 8 hours etcRow1_3: 

		Name of MedicineRow2_3: 

		How taken by mouth injection etcRow2_3: 

		How often daily every 8 hours etcRow2_3: 

		Name of MedicineRow3_3: 

		How taken by mouth injection etcRow3_3: 

		How often daily every 8 hours etcRow3_3: 

		Frequency3: 

		Provider3: 

		Travel Concern4: 

		DIAGNOSIS 4: 

		DiagnosisDate4: 

		Name of MedicineRow1_4: 

		How taken by mouth injection etcRow1_4: 

		How often daily every 8 hours etcRow1_4: 

		Name of MedicineRow2_4: 

		How taken by mouth injection etcRow2_4: 

		How often daily every 8 hours etcRow2_4: 

		Name of MedicineRow3_4: 

		How taken by mouth injection etcRow3_4: 

		How often daily every 8 hours etcRow3_4: 

		Frequency4: 

		Provider4: 

		Family Member Name: 

		Sponsor Name: 

		Last 4 SSN: 








Instructions for Printing 1172-2 on MilConnect for Dependent(s) Verification 


 


1) Sign into MilConnect website: https://idco.dmdc.osd.mil/idco/  


2) Under “Family ID Cards”, select Continue 


3) Login with your CAC or DS Logon 


4) After all the authenticative prompts, the screen displayed should show the 
sponsor and family members (“Family ID Cards Page”) 


5) Select “Print Family Roster” 


6) Select your dependent(s) and then select Next 


7) Check the “I agree” box and then select Next 


8) Select “Confirm” 


9) Select “Display Form” 


10) Ensure there is a seal under the heading “Notary Signature and Seal”; if 
there is no approved seal, stop by the Customer Service section in the MPF 
to request a printed copy of the DD Form 1172-2 


11) If there is an approved seal, print as a PDF and Sponsor will add digital 
signature to Block 22 and date to Block 23 


**NOTE:  Your address must be a physical address – not a PSC address.** 



https://idco.dmdc.osd.mil/idco/





