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CUI when filled


Controlled by: DHA 
CUI Category: PRVCY 
LDC: FEDCON 
POC: dha.ncr.bus-ops.mbx.dha-formsmanagement@mail.mil


 DEPARTMENT OF DEFENSE ACTIVE DUTY/RESERVE/GUARD/CIVILIAN 
FORCES DENTAL EXAMINATION 


 OMB No. 0720-0022  
 OMB approval expires  
 20230131


The public reporting burden for this collection of information is estimated to average 3 minutes per response, including the 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 this burden estimate or any other aspect of 
this collection of information, including suggestions for reducing the burden, 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.   
AUTHORITIES: Public Law 104-191, Health Insurance Portability and Accountability Act of 1996; 10 U.S.C., Chapter Ch. 55, Medical and Dental Care; 10 U.S.C. 
1097a, TRICARE Prime: Automatic Enrollments; Payment Options; 10 U.S.C. 1097b, TRICARE Prime and TRICARE Program: Financial Management; 10 U.S.C. 
1079, Contracts for Medical Care for Spouses and Children: Plans; 10 U.S.C. 1079a, TRICARE Program: Treatment of Refunds and Other Amounts Collected 
Civilian Health and Medical Program of the Uniformed Services (CHAMPUS); 10 U.S.C. 1086, Contracts for Health Benefits for Certain Members, Former 
Members, and Their Dependents; 10 U.S.C. 1095, Health Care Services Incurred on behalf of Covered Beneficiaries: Collection From Third-party Payers; 42 
U.S.C. 290dd-2, Confidentiality Of Records; 42 U.S.C 42 U.S.C. Ch. 117, Sections 11131-11152, Reporting of Information; 45 CFR 164, Security and Privacy; 
Department of Defense (DoD) Instruction 6015.23, Foreign Military Personnel Care and Uniform Business Offices in Military Treatment Facilities (MTFS); DoD 
6025.18-R, DoD Health Information Privacy Regulation; and E.O. 9397 (SSN). 
PURPOSE: To collect patient information necessary to determine the patient’s readiness to participate in a military deployment. 
ROUTINE USES: Information in your records may be disclosed to other components within the Department of Defense to determine your readiness to participate 
in a military deployment. Information in your records may also be disclosed to private physicians and Federal agencies, including the Departments of Veterans 
Affairs, Health and Human Services, and Homeland Security in connection with your medical care; other federal, state, and local government agencies to 
determine your eligibility for benefits and entitlements and for compliance with laws governing public health matters; and government and non-government third 
parties to recover the cost of healthcare provided to you by the Military Health System. Any protected health information (PHI) in your records may be used and 
disclosed generally as permitted by the HIPAA Rules, as implemented within DoD.  Permitted uses and disclosures of PHI include, but are not limited to, 
treatment, payment, and healthcare operations. 
APPLICABLE SORN: EDHA 07, “Military Health Information System,” (June 15, 2020, 85 FR 36190) https://dpcld.defense.gov/Portals/49/Documents/Privacy/
SORNs/DHA/EDHA-07.pdf 
DISCLOSURE: Voluntary. However, failure to provide the information requested may result in delays in assessing your dental health needs for military service 
and/or for possible deployment. 


 1. SERVICE MEMBER'S NAME (Last, First, Middle Initial)  2. DoD ID Number  3. BRANCH OF SERVICE 


 4. UNIT OF ASSIGNMENT  5. UNIT ADDRESS 


 6. EXAMINATION RESULTS  
Dear Doctor,  


The individual you are examining is an Active Duty/Guard/Reserve/Civilian member of the United States Armed Forces. This member needs your assessment of 
his/her dental health for worldwide duty. Please mark (X) the block that best describes the condition of the member, using as a suggested minimum a clinical 
examination with mirror and probe, and bitewing radiographs. This form determines fitness for prolonged duty without ready access to dental care and is 
not intended to document comprehensive dental needs.


 (1) Patient has good oral health and is not expected to require dental treatment or reevaluation for 12 months     


 (2) Patient has some oral conditions, but you do not expect these conditions to result in dental emergencies within 12 months if not treated (i.e., requires 
prophylaxis, asymptomatic caries with minimal extension into dentin, edentulous areas not requiring immediate prosthetic treatment).     
 (3) Patient has oral conditions that you do expect to result in dental emergencies within 12 months if not treated.  
Examples of such conditions are: (X the applicable block or specify in the space provided)     


(a) Infections: Acute oral infections, pulpal or periapical pathology, chronic oral infections, or other pathologiclesions and lesions requiring biopsy 
or awaiting biopsy report.     
(b) Caries/Restorations: Dental caries or fractures with moderate or advanced extension into dentin; defective restorations or temporary 
restorations that patients cannot maintain for 12 months.     


(c) Missing Teeth: Edentulous areas requiring immediate prosthodontic treatment for adequate mastication, communication, or acceptable 
esthetics.     
(d) Periodontal Conditions: Acute gingivitis or pericoronitis, active moderate to advanced periodontitis, periodontal abscess, progressive  
mucogingival condition, moderate to heavy subgingival calculus, or periodontal manifestations of systemic disease or hormonal disturbances.    


(e) Oral Surgery: Unerupted, partially erupted, or malposed teeth with historical, clinical, or radiographic signs or symptoms of pathosis that are 
recommended for removal.     
(f) Other: Temporomandibular disorders or myofascial pain dysfunction requiring active treatment.     


 (4) If you selected Block (3) above, please indicate the condition(s) you identified in this patient if they appear above, or briefly describe the condition(s) below: 


 (5) Were X-rays consulted?  IF YES, DATE X-RAY WAS TAKEN (YYYYMMDD) 


7. DENTIST'S NAME (Last, First, Middle Initial)  8. DENTIST'S TELEPHONE NUMBER (Include Area Code) 


9. DENTIST'S SIGNATURE 9. DENTIST'S LICENSE NUMBER  10. DATE OF EXAMINATION (YYYYMMDD) 








NOAA Form 57-10-02 National Oceanographic and Atmospheric Administration
(1-22) Office of Marine and Aviation Operations


Annual Tuberculosis Screening Document


NAME: DOB: DATE:


EMAIL ADDRESS: PHONE: EMPLOYMENT TYPE:


DUTY STATION/SHIP:


This form must be used to document the annual tuberculosis screening required by NOAA Policy 1008 of all persons seeking medical
clearance by NOAA Health Services. This form has three sections to include Section A: Tuberculosis History Screening, Section B:
Tuberculosis Testing, and Section C: Latent Tuberculosis Screening and Recommendations. Section A is required to be filled out by
any individual seeking clearance. Section B and Section C are only required if the healthcare professional performing the screening
deems them necessary. (If sections B and C have been completed and submitted to NOAA previously, no need to resend this
documentation unless new risk is disclosed).


Section A: Tuberculosis History Screening
To be completed by the individual


Yes No


1 Do you have a history of a positive TB test, or a history of having TB?


2 Have you ever taken medication for the treatment of TB?
If so, when did you complete treatment?   ___________


3 Were you born in a country with an elevated risk of TB? (listed below)


4 Have you recently traveled to a country with an elevated risk for TB?


5 At any time have you been exposed to someone diagnosed or suspected of having active TB?


6 Do you have a medical condition or undergoing treatment that affects the immune system?


7 Have you ever received an immunization for tuberculosis, commonly known as BCG?


8 Have you had any of the following in the past year? Yes No


a. Unexplained Cough?


b. Coughing up Blood?


c. Unexplained Weight Loss?


d. Unexplained Fatigue?


e. Unexplained Fever?


f. Unexplained Night Sweats?


1







NOAA Form 57-10-02 National Oceanographic and Atmospheric Administration
(1-22) Office of Marine and Aviation Operations


Countries with an Elevated Risk of Tuberculosis
As per World Health Organization’s list of high burden countries 2019-2025


Angola, Bangladesh, Brazil, China, Democratic People’s Republic of Korea, Democratic Republic of the Congo, Ethiopia, India,
Indonesia, Kenya, Mozambique, Myanmar, Nigeria, Pakistan, Philippines, South Africa, Thailand, Uganda, United Republic of Tanzania,
Vietnam, Republic of the Congo, Gabon, Lesotho, Liberia, Mongolia, Namibia, Papua, New Guinea, Sierra Leone, Zambia


I certify that I have reviewed the foregoing information supplied by me and that it is true and complete to the best of my knowledge. I
authorize my primary care doctor, treating hospital, or prior clinics to furnish the Government a complete transcript of my medical record
for purposes of processing my application for this employment or service. I understand that falsification of information on Government
forms is punishable by fine and/or imprisonment.18 U.S. Code § 1001


SIGNATURE: DATE:


Provider’s recommendation following tuberculosis screening
If the individual is found to be of minimal risk, no further action is needed. If further testing is recommended by the
healthcare professional, continue on to section B.


PROVIDER’S COMMENTS:


Tuberculosis risk assessment, based on above responses MINIMAL INCREASED


Recommend Latent Tuberculosis Infection (LTBI) Testing NO YES


PROVIDER’S CONTACT INFORMATION PROVIDER’S PHONE:


PROVIDER’S NAME AND SIGNATURE DATE:


STOP. Providers, if answers were ‘increased’ or ‘yes’ in the providers recommendation section above, continue on to section B
and C (or continue regardless of these answers if this is part of a new hire physical exam).
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NOAA Form 57-10-02 National Oceanographic and Atmospheric Administration
(1-22) Office of Marine and Aviation Operations


Section B: Tuberculosis Testing
To be completed by the healthcare professional performing the tuberculosis testing if indicated.


TST TEST RESULTS QUANTIFERON GOLD OR T-SPOT RESULTS
DATE GIVEN


Lot #:                                 Expiration:


Manufacturer:


DATE READ DATE TEST OBTAINED TEST TYPE


____ QFT-G                     ____ T-SPOT


RESULT


____ MM INDURATION


INTERPRETATION


___ POSITIVE         _____ NEGATIVE


TEST RESULT


____ POSITIVE      ____ NEGATIVE      ____ INTERMEDIATE/BORDERLINE


PROVIDER SIGNATURE AND DATE PROVIDER SIGNATURE AND DATE


Section C: Latent Tuberculosis Screening and Recommendation
To be completed by a healthcare provider.


NOAA policy requires that all persons with a recent or remote positive test for exposure to the tuberculosis
bacteria must obtain an annual physical examination by a licensed medical provider (physician, nurse
practitioner, or physician assistant) to determine if latent TB infection or active disease is present, and if persons
with latent infection are at high risk for developing active disease.


I have read the TST/Quant-G test or examined this patient and made the following determination:


Negative TST or Quant-G test no examination required.


Latent TB infection with low risk of developing active disease. No treatment intervention
recommended at this time.


Latent TB infection with high risk of developing active disease.


Prophylactic Medication(s) Prescribed: ______________________________________________________


Date Prophylactic Medication began ________ Date Prophylactic Medication will be completed _________


Active Tuberculosis.


PROVIDER COMMENTS:


PROVIDER CONTACT INFORMATION: PROVIDER PHONE:


EXAMINATION DATE:


PROVIDER NAME AND TITLE: PROVIDER SIGNATURE:
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CUI (when filled in)


CUI (when filled in)
PREVIOUS EDITION IS OBSOLETE.


Controlled by: OUSD(P&R) 
CUI Category: PRVCY, HLTH 
LDC: FEDCON 
POC: osd.pentagon.ousd-p-r.mbx.forms@mail.mil


DD FORM 2807-1, OCT 2018


REPORT OF MEDICAL HISTORY 
(This information is for official and medically confidential use only and will not be released to unauthorized persons.) 


OMB No. 0704-0413 
OMB approval expires 
20241031


The public reporting burden for this collection of information is estimated to average 10 minutes per response, including the 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 reaction suggestions to the Department of Defense, Washington Headquarter 
Services, at whs.mc-alex.esd.mbx.dd-dod-information-collections@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. RETURN COMPLETED FORM AS 
INDICATED ON PAGE 2. 


PRIVACY ACT STATEMENT 
AUTHORITY: 10 U.S.C. 136, Under Secretary of Defense For Personnel and Readiness; DoD Directive 1145.2, United States Military Entrance Processing Command; DoD Instruction 6130.03, Medical Standards for 
Appointment, Enlistment, or Induction in the Military Services; and E.O. 9397 (SSN), as amended.  
PRINCIPAL PURPOSE(S): The primary collection of this information is from individuals seeking to join the Armed Forces. The information collected on this form is used to assist DoD physicians in making 
determinations as to acceptability of applicants for military service and verifies disqualifying medical condition(s) noted on the prescreening from (DD 2807-2)/. An additional collection of information using this form 
occurs when a Medical Evaluation Board is convened to determine the medical fitness of a current member and if separation is warranted. 
ROUTINE USE(S): The Routine Uses are listed in the applicable system of records notice found at: http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-
usmepcom-dod/ 
DISCLOSURE: Voluntary; however, failure by an applicant to provide the information may result in delay or possible rejection of the individual's application to enter the Armed Forces. An applicant's SSN is used 
during t he recruitment process to keep all records together and when requesting civilian medical records. For an Armed Forces member, failure to provide the information may result in the individual being placed in a 
non-deployable status. The SSN of an Armed Forces member is to ensure the collected information is filed in the proper individual's record. 


WARNING: The information you have given constitutes an official statement. Federal law provides severe penalties (up to 5 years confinement or a $10,000 fine or both), to anyone 
making a false statement. 


1. LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) 2.a SOCIAL SECURITY NO. b. DoD ID NO. (If applicable) 3. TODAY'S DATE 
(YYYYMMDD)


4.a. HOME ADDRESS (Stress, Apartment No., City, State, and ZIP Code)


b. HOME TELEPHONE (Include Area Code)


c. EMAIL ADDRESS


5. EXAMINING LOCATION AND ADDRESS (Include Zip Code)


X ALL APPLICABLE BOXES:


6.a. SERVICE
Army
Navy
Marine Corps
Air Force


Coast  
Guard


b. COMPONENT
Regular
Reserve
National Guard


c. PURPOSE OF EXAMINATION
Retention
Separation
Medical Board
Retirement


Other (Specify)


7.a. POSITION (Title, Grade, Component)


b. USUAL OCCUPATION


8. CURRENT MEDICATIONS (Prescription and Over-the-Counter) 9. ALLERGIES (Including insect bites/stings, foods, medicine, or other substance)


Mark each item "YES" or "NO". Every item marked "YES" must be fully explained in Item 29 on Page 2. 


HAVE YOU EVER HAD OR DO YOU NOW HAVE: YES NO
10.a. Tuberculosis


b. Lived with someone who had tuberculosis
c. Coughed up blood
d. Asthma or any breathing problems related to exercise, weather, pollens, 
etc.
e. Shortness of breath
f. Bronchitis
g. Wheezing or problems with wheezing
h. Been prescribed or used an inhaler
i. A chronic cough or cough at night
j. Sinusitis
k. Hay fever
l. Chronic or frequent colds


11.a. Severe tooth or gum trouble
b. Thyroid trouble or goiter
c. Eye disorder or trouble
d. Ear, nose, or throat trouble
e. Loss or vision in either eye
f. Worn contact lenses or glasses
g. A hearing loss or wear a hearing aid
h. Surgery to correct vision (RK, PRK, LASIK, etc.)


12.a. Painful shoulder, elbow or wrist (e.g. pain, dislocation, etc.)
b. Arthritis, rheumatism, or bursitis
c. Recurrent back pain or any back problem
d. Numbness or tingling
e. Loss of finger or toe


12. (Continued) YES NO
f. Foot trouble (e.g., pain, corns, bunions, etc.)
g. Impaired use of arms, legs, hands, or feet)
h. Swollen or painful joint(s)
i. Knee trouble (e.g., locking, giving out, pain or ligament injury, etc.)
j. Any knee or foot surgery including arthroscopy or the use of a scope to any bone or joint


k. Any need to use corrective devices such as prosthetic devices, knee brace(s), back 
support(s), lifts, or orthotics, etc.


l. Bone, joint, or other deformity
m. Plate(s), screw(s), rod(s), or pin(s) in any bone
n. Broken bone(s) (cracked of fractured)


13.a. Frequent indigestion or heartburn 
b. Stomach, liver, intestinal trouble, or ulcer
c. Gall bladder trouble or gallstones
d. Jaundice or hepatitis (liver disease)
e. Rupture/hernia
f. Rectal disease, hemorrhoids, or blood from the rectum
g. Skin diseases (e.g. acne, eczema, psoriasis, etc.)
h. Frequent or painful urination
i. High or low blood sugar
j. Kidney stone or blood in urine
k. Sugar or protein in urine
l. Sexually transmitted disease (syphilis, gonorrhea, chlamydia, genital warts, herpes, etc.)


14.a. Adverse reaction to serum, food, insect stings, or medicine
b. Recent unexplained gain or loss of weight
c. Currently in good health (If no, explain in Item 29 on Page 2.)
d. Tumor, growth, cyst, or cancer



http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-usmepcom-dod/

http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570661/a0601-270-usmepcom-dod/
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PREVIOUS EDITION IS OBSOLETE.
CUI (when filled in) Page 2 of 3DD FORM 2807-1, OCT 2018


LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) SOCIAL SECURITY NUMBER DoD ID NUMBER (If applicable)


Mark each item "YES" or "NO". Every item marked "YES" must be fully explained in Item 29 below.
HAVE YOU EVER HAD OR DO YOU NOW HAVE: YES NO
15.a. Dizziness or fainting spells


b. Frequent or severe headache
c. A head injury, memory loss or amnesia
d. Paralysis
e. Seizures, convulsions,epilepsy, or fits
f. Car, train,sea,or air sickness
g. A period of unconsciousness or concussion
h. Meningitis, encephalitis, or other neurological problems


16.a. Rheumatic fever
b. Prolonged bleeding (as after an injury or tooth extraction, etc.)
c. Pain or pressure in the chest
d. Palpitation, pounding heart or abnormal heartbeat
e. Heart trouble or murmur
f. High or low blood pressure


17.a. Nervous trouble of any sort (anxiety or panic attacks)
b. Habitual stammering or stuttering
c. Loss of memory or amnesia, or neurological symptoms
d. Frequent trouble sleeping
e. Received counseling of any type
f. Depression or excessive worry
g. Been evaluated or treated for a mental condition
h. Attempted suicide
i. Used illegal drugs or abused prescription drugs


18. FEMALES ONLY. Have you ever had or do you now have:
a. Treatment for a gynecological (female) disorder
b. A change of menstrual pattern
c. Any abnormal PAP smears


d. First day of last menstrual period (YYYYMMDD)


e. Date of last PAP smear (YYYYMMDD)


YES NO
19. Have you been refused employment, or been unable to hold a job or stay 


in school because of: 
a. Sensitivity to chemicals, dust, sunlight, etc.
b. Inability to perform certain motions
c. Inability to stand, sit, kneel, lie down, etc.
d. Other medical reasons (If yes, give reasons.)


20. Have you ever been treated in an Emergency Room? (If yes, for what?)


21. Have you ever been a patient in any type of hospital? (If yes, specify 
when, where,why, and name of doctor and complete address of hospital. 


22. Have you ever had, or have you been advised to have any operations or 
surgery? (If yes, describe and give age at which occurred.)


23. Have you ever had any illness or injury other than those already noted? 
(If yes, specify when, where, and give details.)


24. Have you consulted or been treated by clinics, physicians, healers, or 
other practitioners within the past 5 years for other than minor illnesses? 
(If yes, give complete address of doctor, hospital, clinic, and details.)


25. Have you ever been rejected for military service for any reason? (If yes, 
give date and reason for rejection.)


26. Have you ever been discharged from military service for any reason? (If 
yes, give date, reason, and type of discharge; whether honorable, other 
than honorable, for unfitness or unsuitability.)


27. Have you ever received, is there pending, or have you ever applied for 
pension or compensation for any disability or injury? (If yes, specify what 
kind, granted by whom, and what amount, when , why.)


28. Have you ever been denied life insurance?


29. EXPLANATION OF "YES" ANSWER(S) (Describe answer(s), give date(s) of problem, name of doctor(s)and/or hospital(s), treatment given and current 
medical status.)


NOTE: HAND TO THE DOCTOR OR NURSE, OR IF MAILED MARK ENVELOPE "TO BE OPENED BY MEDICAL PERSONNEL ONLY.'







CUI (when filled in)
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LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) SOCIAL SECURITY NUMBER DoD ID NUMBER (If applicable)


30. EXAMINER'S SUMMARY AND ELABORATION OF ALL PERTINENT DATA (Physician/practitioner shall comment on all positive answers in questions  
10 - 29. Physician/practitioner may develop by interview any additional medical history deemed important, and record any significant findings here.)


a. COMMENTS


b. TYPED OR PRINTED NAME OF EXAMINER (Last, First, Middle Initial) c. SIGNATURE d. DATE SIGNED 
(YYYYMMDD)








Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
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NOAA Form 57-17-02 U.S. DEPARTMENT OF COMMERCE 
(9-12)       Page 1 of 4 NATIONAL OCEANIC AND ATMOSPHERIC ADMINISTRATION 


RESPIRATOR MEDICAL EVALUATION QUESTIONNAIRE 


INSTRUCTIONS 
EMPLOYEE:   Complete Part A and Part B, Section I.  Submit this form directly to the Medical Provider.   
MEDICAL PROVIDER:  Review the information provided by the employer (NOAA Form 57-17-01) and the employee
                                           (NOAA Form 57-17-02).  Complete Part B, Section II of this form.  Submit the completed                
                                            questionnaire to MOC Health Services for distribution as needed. 


PART A. SECTION I:  EMPLOYEE INFORMATION 
 EMPLOYEE FULL NAME DUTY STATION


JOB TITLE DEPARTMENT or BRANCH DATE


AGE GENDER HEIGHT WEIGHT
        ⃝ Male      ⃝ Female ft. in. lb. 
HOME or CELL PHONE NUMBER WORK PHONE NUMBER


IF “YES”, LIST TYPE(S)Have you worn a respirator?        ⃝ Yes         ⃝ No (Question 8 is applicable) 


PART A. SECTION II:  RELEVANT MEDICAL HISTORY 
Questions 1-9 are mandatory for all employees who have been selected to use any type of respirator.  A follow-up 
medical examination is required for any employee who gives a positive response to any question among questions 1-8.  
Questions 10-15 are mandatory for employees who have been selected to use a full mask respirator or a self-contained 
breathing apparatus (SCBA).  Questions 10-15 are voluntary for employees who have been selected to use only a half 
mask respirator. 


 
1. Do you currently smoke tobacco or have you smoked tobacco in the last month?  ⃝ Yes   ⃝ No 


 
2. Have you ever had any of the following conditions? 


a. Seizures (fits)          ⃝ Yes   ⃝ No 
b. Diabetes (sugar disease)         ⃝ Yes   ⃝ No 
c. Allergic reactions that interfere with your breathing      ⃝ Yes   ⃝ No 
d. Claustrophobia (fear of closed-in places)       ⃝ Yes   ⃝ No 
e. Trouble smelling odors         ⃝ Yes   ⃝ No 
 


3. Have you ever had any of the following pulmonary or lung problems? 
a. Asbestosis           ⃝ Yes   ⃝ No 
b. Asthma           ⃝ Yes   ⃝ No 
c. Chronic bronchitis          ⃝ Yes   ⃝ No 
d. Emphysema          ⃝ Yes   ⃝ No 
e. Pneumonia           ⃝ Yes   ⃝ No 
f. Tuberculosis          ⃝ Yes   ⃝ No 
g. Silicosis           ⃝ Yes   ⃝ No 
h. Pneumothorax (collapsed lung)        ⃝ Yes   ⃝ No 
i. Lung cancer           ⃝ Yes   ⃝ No 
j. Broken ribs           ⃝ Yes   ⃝ No 
k. Any chest injuries or surgeries        ⃝ Yes   ⃝ No 
l. Any other lung problem that you have been told about     ⃝ Yes   ⃝ No 







NOAA Form 57-17-02 U.S. DEPARTMENT OF COMMERCE 
(9-12)       Page 2 of 4 NATIONAL OCEANIC AND ATMOSPHERIC ADMINISTRATION 


RESPIRATOR MEDICAL EVALUATION QUESTIONNAIRE 


 
4. Do you currently have any of the following symptoms of pulmonary or lung illness? 


a. Shortness of breath          ⃝ Yes   ⃝ No 
b. Shortness of breath when walking fast on level ground or walkin  u


und  


g p a slight hill or incline ⃝ Yes   ⃝ No 
c. Shortness of breath when walking with other people at an ordinary pace on level ground ⃝ Yes   ⃝ No 
d. Have to stop for breath when walking at your own pace on level gro  ⃝ Yes   ⃝ No 
e. Shortness of breath when washing or dressing yourself     ⃝ Yes   ⃝ No 
f. Shortness of breath that interferes with your job      ⃝ Yes   ⃝ No 
g. Coughing that produces phlegm (thick sputum)      ⃝ Yes   ⃝ No 
h. Coughing that wakes you early in the morning      ⃝ Yes   ⃝ No 
i. Coughing that occurs mostly when you are lying down     ⃝ Yes    ⃝ No 
j. Coughing up blood in the last month       ⃝ Yes   ⃝ No 
k. Wheezing           ⃝ Yes   ⃝ No 
l. Wheezing that interferes with your job       ⃝ Yes   ⃝ No 
m. Chest pain when you breathe deeply       ⃝ Yes   ⃝ No 
n. Any other symptoms that you think may be related to lung problems   ⃝ Yes   ⃝ No 
 


5. Have you ever had any of the following cardiovascular or heart problems? 
a. Heart attack          ⃝ Yes   ⃝ No 
b. Stroke           ⃝ Yes    ⃝ No 
c. Angina           ⃝ Yes   ⃝ No 
d. Heart failure           ⃝ Yes   ⃝ No 
e. Swelling in your legs or feet (not caused by walking)      ⃝ Yes   ⃝ No 
f. Heart arrhythmia (heart beating irregularly)       ⃝ Yes   ⃝ No 
g. High blood pressure          ⃝ Yes   ⃝ No 
h. Any other heart problem that you have been told about     ⃝ Yes    ⃝ No 
 


6. Have you ever had any of the following cardiovascular or heart symptoms? 
a. Frequent pain or tightness in your chest       ⃝ Yes   ⃝ No 
b. Pain or tightness in your chest during physical activity     ⃝ Yes   ⃝ No 
c. Pain or tightness in your chest that interferes with your job     ⃝ Yes   ⃝ No 
d. In the past two years, have you noticed your heart skipping or missing a beat  ⃝ Yes   ⃝ No 
e. Heartburn or indigestion that is not related to eating     ⃝ Yes   ⃝ No 
f. Any other symptoms which may be related to heart or circulation problems   ⃝ Yes   ⃝ No 
 


7. Do you currently take medication for any of the following problems? 
a. Breathing or lung problems         ⃝ Yes   ⃝ No 
b. Heart trouble          ⃝ Yes   ⃝ No 
c. Blood pressure          ⃝ Yes   ⃝ No 
d. Seizures (fits)          ⃝ Yes   ⃝ No 


 
If you have never used a respirator, check the following box and go to question 9.     ⃝ 


 
8. Have you ever had any of the following problems during or after the use of a respirator?  


a. Eye irritation          ⃝ Yes   ⃝ No 
b. Skin allergies or rashes         ⃝ Yes   ⃝ No 
c. Anxiety           ⃝ Yes   ⃝ No 
d. General weakness or fatigue        ⃝ Yes   ⃝ No 
e. Any other problem that interferes with your use of a respirator    ⃝ Yes   ⃝ No 
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RESPIRATOR MEDICAL EVALUATION QUESTIONNAIRE 


 
9. Would you like to talk to the health care professional who will review  your responses to ⃝ Yes   ⃝ No 


this questionnaire? 
 
Questions 10-15 below must be answered by every employee who has been selected to use either a full-facepiece 
respirator or a self-contained breathing apparatus (SCBA).  For employees who have been selected to use other 
types of respirators, answering these questions is voluntary. 


 
10. Have you ever lost vision in either eye (temporarily or permanently)?   ⃝ Yes   ⃝ No 


 
11. Do you currently have any of the following vision problems? 


a. Wear contact lenses         ⃝ Yes   ⃝ No 
b. Wear glasses          ⃝ Yes   ⃝ No 
c. Color blind           ⃝ Yes   ⃝ No 
d. Any other eye or vision problem        ⃝ Yes   ⃝ No 
 


12. Have you ever had an injury to your ears, including a broken ear drum?   ⃝ Yes   ⃝ No 
 


13. Do you currently have any of the following hearing problems? 
a. Difficulty hearing           ⃝ Yes  ⃝ No 
b. Wear a hearing aid          ⃝ Yes   ⃝ No 
c. Any other hearing or ear problem        ⃝ Yes   ⃝ No 
 


14. Have you ever had a back injury?   ⃝ Yes   ⃝ No 
 


15. Do you currently have any of the following musculoskeletal problems? 
a. Weakness in any of your arms, hands, legs, or feet      ⃝ Yes   ⃝ No 
b. Back pain           ⃝ Yes   ⃝ No 
c. Difficulty fully moving your arms and legs       ⃝ Yes   ⃝ No 
d. Pain or stiffness when you lean forward or backward at the waist    ⃝ Yes   ⃝ No 
e. Difficulty fully moving your head up or down      ⃝    Yes ⃝ No 
f. Difficulty fully moving your head side to side      ⃝ Yes   ⃝ No 
g. Difficulty bending at your knees        ⃝ Yes   ⃝ No 
h. Difficulty squatting to the ground        ⃝ Yes   ⃝ No 
i. Difficulty climbing a flight of stairs or a ladder carrying more than 25 lbs   ⃝ Yes   ⃝ No 
j. Any other muscle or skeletal problem that interferes with using a respirator   ⃝ Yes   ⃝ No 
 


PART A. SECTION III:  To the best of my knowledge, the information I have provided is true and accurate. 


EMPLOYEE NAME


EMPLOYEE SIGNATURE DATE 







NOAA Form 57-17-02 U.S. DEPARTMENT OF COMMER E 
ION 


e


):


C
(9-12)       Page 4 of 4 NATIONAL OCEANIC AND ATMOSPHERIC ADMINISTRAT


RESPIRATOR MEDICAL EVALUATION QUESTIONNAIRE 


PART B. SECTION I:  EMPLOYEE INFORMATION 
EMPLOYEE FULL NAME  DUTY STATION


PART B. SECTION II:  RESPIRATOR CLEARANCE RECOMMENDATION 


 
    ⃝ The mandatory questionnaire has been reviewed and the employee has been found to be physically able to us


the following respirators: (check all that apply) 
 
 ⃝   Half mask filter, negative pressure,  air-purifying respirator 
 


 ⃝   Full mask filter, negative pressure, air-purifying respirator 
 


 ⃝   Full mask, positive pressure, self-contained breathing apparatus (SCBA) 
 
 When wearing a respirator, the employee has been informed to limit activity level to the following (check one
 
 ⃝ Mild exertion (2-3 METS):  negligible lifting, extended walking (flat surface), extended standing, writing
 


 ⃝ Moderate exertion (4-5 METS):  lifting 10 pounds (5 or more lifts per minute), pushing, pulling 
 


 ⃝ Heavy exertion (5-10 METS):  life-saving activities, firefighting  (no specified limitations) 
 
  Other  limitations when wearing a respirator  (if any): 


 
                 
 
                 
 
                 
 
This respirator clearance expires    ⃝  1,    ⃝  2,    ⃝  3,   years from the date below. 
(Unless otherwise indicated, this respirator clearance will be valid for only one year.) 
 


    ⃝ The employee has been found to be physically not able to use a respirator. 
 
    ⃝ There is insufficient information to make a determination at this time. 
                                
               The following additional tests, or medical information, will be required in order to make a 


determination regarding the safe use of a respirator by this employee. 
 


                 
 
                 
 
                 
 
                 


 


MEDICAL PROVIDER’S NAME (PRINT) MEDICAL PROVIDER’S SIGNATURE DATE 


MEDICAL PROVIDER’S PLACE OF EMPLOYMENT PHONE NUMBER 


 





		JOB TITLE: 

		DEPARTMENT or BRANCH: 

		DATE: 

		HOME or CELL PHONE NUMBER: 

		WORK PHONE NUMBER: 

		IF YES LIST TYPES: 

		GENDER: Off

		Worn a Respirator: Off

		2e: Off

		EMPLOYEE FULL NAME: 

		DUTY STATION: 

		HEIGHT In: 

		HEIGHT Ft: 

		WEIGHT: 

		AGE: 

		DATE A3: 

		BII CLEARANCE: Off

		EXPIRATION: Off

		FULL MASK: Off

		SCBA: Off

		LIMITATIONS 1: 

		LIMITATIONS 2: 

		LIMITATIONS 3: 

		MORE TESTS2: 

		MORE TESTS3: 

		MORE TESTS4: 

		MED PROV NAME: 

		MORE TESTS1: 

		MED PROV DATE: 

		MED PROV PHONE: 

		MED PROV EMPLOYMENT: 

		RESET: 

		Do you currently smoke tobacco or have you smoked tobacco in the last month?: Off

		Have you ever had any of the following Conditions? b: Off

		Have you ever had any of the following Conditions? a: Off

		Have you ever had any of the following Conditions? c: Off

		Have you ever had any of the following pulmanory or lung problems? a: Off

		Have you ever had any of the following pulmanory or lung problems?a: Off

		Have you ever had any of the following pulmanory or lung problems?b: Off

		Have you ever had any of the following pulmanory or lung problems?c: Off

		Have you ever had any of the following pulmanory or lung problems?d: Off

		Have you ever had any of the following pulmanory or lung problems?e: Off

		Have you ever had any of the following pulmanory or lung problems?f: Off

		Have you ever had any of the following pulmanory or lung problems?g: Off

		Have you ever had any of the following pulmanory or lung problems?h: Off

		Have you ever had any of the following pulmanory or lung problems?i: Off

		Have you ever had any of the following pulmanory or lung problems?j: Off

		Have you ever had any of the following pulmanory or lung problems?k: Off

		Have you ever had any of the following pulmanory or lung problems?l: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?a: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?b: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?c: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?d: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?e: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?f: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?g: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?h: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?i: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?j: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?k: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?l: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?m: Off

		Do you currently have any of the following symptoms of pulmonary or lung illness?n: Off

		Have you ever had any of the following cardiovascular or heart problems?a: Off

		Have you ever had any of the following cardiovascular or heart problems?b: Off

		Have you ever had any of the following cardiovascular or heart problems?c: Off

		Have you ever had any of the following cardiovascular or heart problems?d: Off

		Have you ever had any of the following cardiovascular or heart problems?e: Off

		Have you ever had any of the following cardiovascular or heart problems?f: Off

		Have you ever had any of the following cardiovascular or heart problems?g: Off

		Have you ever had any of the following cardiovascular or heart problems?h: Off

		Have you ever had any of the following cardiovascular or heart symptoms?a: Off

		Have you ever had any of the following cardiovascular or heart symptoms?b: Off

		Have you ever had any of the following cardiovascular or heart symptoms?c: Off

		Have you ever had any of the following cardiovascular or heart symptoms?d: Off

		Have you ever had any of the following cardiovascular or heart symptoms?e: Off

		Have you ever had any of the following cardiovascular or heart symptoms?f: Off

		Do you currently take medication for any of the following problems?a: Off

		Do you currently take medication for any of the following problems?b: Off

		Do you currently take medication for any of the following problems?c: Off

		Do you currently take medication for any of the following problems?d: Off

		If you have ever used a respirator, check the following box and go to question 9: Off

		Have you ever had any of the following problems during or after the use of a respirator?a: Off

		Have you ever had any of the following problems during or after the use of a respirator?b: Off

		Have you ever had any of the following problems during or after the use of a respirator?c: Off

		Have you ever had any of the following problems during or after the use of a respirator?d: Off

		Have you ever had any of the following problems during or after the use of a respirator?e: Off

		Would you like to talk to the health care professional who will review your responses to theis questionnaire?: Off

		Have you ever lost vision in either eye (temporarily or permanently)?: Off

		Do you currently have any of the following vision problems?a: Off

		Do you currently have any of the following vision problems?b: Off

		Do you currently have any of the following vision problems?c: Off

		Do you currently have any of the following vision problems?d: Off

		Have you ever had an injury to your ears, including a broken ear drum?: Off

		13aHave you ever had an injury to your ears, including a broken ear drum?: Off

		13bHave you ever had an injury to your ears, including a broken ear drum?: Off

		13cHave you ever had an injury to your ears, including a broken ear drum?: Off

		14 Have you ever had a back injury?: Off

		15a Do you currently have any of the following musculoskeletal problems?: Off

		15b Do you currently have any of the following musculoskeletal problems?: Off

		15c Do you currently have any of the following musculoskeletal problems?: Off

		15d Do you currently have any of the following musculoskeletal problems?: Off

		15e Do you currently have any of the following musculoskeletal problems?: Off

		15f Do you currently have any of the following musculoskeletal problems?: Off

		15g Do you currently have any of the following musculoskeletal problems?: Off

		15h Do you currently have any of the following musculoskeletal problems?: Off

		15i Do you currently have any of the following musculoskeletal problems?: Off

		15j Do you currently have any of the following musculoskeletal problems?: Off

		BII C: Off

		HALF MASK: Off

		Moderate Exertion: Off

		Mild Exertion: Off

		Heavy Exertion: Off








NOAA PERIODIC MEDICAL EXAM COVER SHEET


Date:_________


DOD#: ___________________Name: ____________________________ 
Contact #: _________________________ D.O.B: ___________________


Required Paperwork for ALL Periodic Medical Exams (PME)


Form DD2807-1 “Report of Medical History”
Form DD2808 “Report of Medical Examination”


Please ensure the following are completed on the DD2808:


● Height and Weight
● Blood Pressure
● Visual Acuity


○ (refraction and Intraocular Pressure if uncorrected vision is not 20/20)
● Audiometer


Labs (on DD2808 or printed)


Urinalysis
Hematocrit or Hemoglobin


NOAA OSHA Respirator Medical Evaluation Questionnaire 
NOAA Form 57-10-02 “Annual Tuberculosis Screening Document” 
Form DD2813 “Dental Examination”
NOAA Privacy Act, NOAA Notice of Privacy Practices, and


 Consent for Electronic Medical Record


Please attach additional tests and studies per the Periodic Medical Exam requirements:


Lipid Panel
Fasting Glucose
PAP Smear/Pelvic and breast exam 
Mammogram Screening (Females 40 and over) 
Prostate Screening (Males starting at age 45) 
Colorectal Cancer Screening (50 and over)


This form is to assist in organizing and submitting medical documentation. For a detailed 
description of requirements please see: https://www.corpscpc.noaa.gov/medical/medical_req.html


Instructions:


Please ensure the DD2807 and DD2808 are complete to include provider signature and date.


All forms combined into one single PDF and labeled:
        NOAA Periodic Medical Exam_ DATE (mm-dd-yyyy)





		Date: 

		Name: 

		DOD: 

		Contact: 

		DOB: 

		Check Box3: Off

		Check Box4: Off

		Check Box11: Off

		Check Box12: Off

		Check Box13: Off

		Check Box15: Off

		Check Box16: Off

		Check Box1: Off

		Check Box2: Off

		Check Box5: Off

		Check Box6: Off

		Check Box7: Off

		Check Box8: Off

		Check Box14: Off








PRIVACY ACT STATEMENT - NOAA HEALTH AND MEDICAL RECORDS 


1. AUTHORITY FOR COLLECTION OF INFORMATION INCLUDING SOCIAL SECURITY NUMBER (SSN):


Section 319 of the Public Health Service (PHS) Act (42 U.S.C. 247d); Coronavirus Aid, Relief, and Economic Security (CARES)
Act, Public Law 116-136, Div. B., Title VIII, sec. 18115, 134 Stat. 574 (codified in 42 U.S.C. 247d note); 21 U.S.C. 360bbb-3;
Rehabilitation Act, 29 U.S.C. 701 et. seq.; Americans with Disabilities Act of 1990, as amended, 102(d), 42 U.S.C. 12112(d); 29
CFR part 1602; 29 CFR part 1630; Medical Examinations for Fitness for Duty Requirements, including 5 CFR part 339;
Workforce safety federal requirements, including the Occupational Safety and Health Act of 1970, Executive Order 12196, 5
U.S.C. 7902; 29 U.S.C. chapter 15 ( e.g., 29 U.S.C. 668), 29 CFR part 1904, 29 CFR part 1910, and 29 CFR part 1960; and the
Genetic Information Nondiscrimination Act of 2008, 42 U.S.C. 2000ff to ff-11, and 29 CFR part 1635; 45 CFR Part 160 and
Subparts A and E of Part 164;  and other federal laws, regulations, Executive orders, or guidance related to the specific public
health emergency or similar health and safety incident, including guidance issued by the Office of Management and Budget, the
Centers for Disease Control and Prevention, or other appropriate agency or entity, as applicable. The information will not be
shared outside of NOAA except in accordance with the published routine uses as identified in the Privacy Act System of Records
Notice, COMMERCE/NOAA–24, NOAA HEALTH AND MEDICAL RECORDS


2. PRINCIPAL PURPOSES FOR WHICH INFORMATION IS INTENDED TO BE USED:


Records are maintained and used to fulfill NOAA's responsibility of medically clearing embarking personnel on NOAA ships
and aircraft and personnel performing diving activity and also to provide medical care as required in support of NOAA’s
mission.


3. ROUTINE USES:


To medically clear individuals who are embarking on NOAA ships and aircraft, individuals who perform diving tasks supporting
NOAA’s mission, and also to provide patient care as required to support mission activities; To ensure the proper maintenance of
records required to be retained on a long-term basis to meet the mandates of law, Executive Orders, or relevant regulations; To
provide data necessary for proper medical evaluations and diagnoses, to ensure that proper treatment is administered, and to
maintain continuity of medical care; To share the data as needed for the care, treatment, or transportation of the patient; To provide
an accurate medical history of the total health care and medical treatment received by the individual as well as job and/or hazard
exposure documentation and health monitoring in relation to health status and claims of the individual; To enable the planning for
further care of the patient; To provide a record of communications among members of the health care team who contribute to the
patient's care; To provide a legal document describing the health care administered and any exposure incident; To provide a
method for evaluating quality of health care rendered and job-health-protection including engineering protection provided,
protective equipment worn, workplace monitoring, and medical exam monitoring required by Occupation Safety and Health
Administration (OSHA) or by good practice; To ensure that all relevant, necessary, accurate, and timely data are available to
support any medically related employment decisions affecting the subject of the records (e.g., in connection with fitness-for-duty
and disability retirement decisions); To document claims filed with and the decisions reached by the Office of Workers’
Compensation Programs (OWCP) and the individual's possible reemployment rights under statutes governing that program; To
document employee's reporting of on-the-job injuries or unhealthy or unsafe working conditions, including  the reporting of such
conditions to OSHA and actions taken by that agency or by the employing agency; To ensure proper and accurate operation of any
employee drug testing program activities conducted under Executive Order 12564; To ensure proper and accurate operations of the
NOAA’s  infectious disease testing program, including testing of diseases covered under Executive Order 13996 such as in the case
of national emergencies, such as for SARs-CoV-2 (COVID-19) and related HIPAA disclosures; To facilitate communication
among members of an on-site health and wellness program and to the individual employee participating in the program; and To
enable evaluation of the effectiveness of on-site health and wellness programs.  Disclosure of this information is also subject to all
of the published routine uses as identified in the System of Records Notice, NOAA-10, NOAA Diving Program, NOAA-22,
NOAA Health Services Questionnaire (NHSQ) and Tuberculosis Screening Document (TSD), and OPM/Gov’t-10, Employee
Medical File System Records.







4. WHETHER DISCLOSURE IS MANDATORY OR VOLUNTARY AND EFFECT ON INDIVIDUAL OF NOT PROVIDING
INFORMATION:


Voluntary. If you do not wish to participate in these services or to provide the requested information, you are not required to do so.
However, if you decline the health services required for job-related clearances, the absence of documented medical clearances may
impact your employer’s authority to permit you to perform certain functions of your position. You should consult with your
supervisor in this matter. Further, this may also impact your ability to embark on a NOAA vessel or aircraft. Health services may
not be able to assist in clearing an individual in instances of declining required health services for clearance, however, if aboard a
vessel or aircraft care will not be denied. This all-inclusive Privacy Act Statement will apply to all requests for personal information
made by NOAA Office of Health Services.


 . 







National Oceanic and Atmospheric Administration 
Office of Health Services 


NOTICE OF PRIVACY PRACTICES 


THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY 


AUTHORITY FOR COLLECTION OF INFORMATION 
● The underlying Privacy Act of 1974
● The NOAA Privacy Policy, as well as the DOC Electronic Transmission of PII Policy
● The HIPAA regulations, and
● The NOAA CUI Policy.


The NOAA Office of Health Services (OHS) is committed to protecting the privacy and security of our patients’ 
confidential health information.  We are required by law to maintain the privacy of your health information and 
to provide you with notice of our legal duties and privacy practices with respect to your personal health 
information.  If you have any Questions about any part of this notice or if you want more information about the 
privacy practices at NOAA, call the Health Services director. This notice provides you with the following 
important information:    


● How we use and disclose your health information
● Your privacy rights with regard to your protected health information
● Our obligations to you concerning the use and disclosure of your protected health information


Effective Date of This Notice: April 14, 2003.  The terms of this notice apply to all designated and maintained 
NOAA records containing your protected health information that are created by our organization.  We reserve 
the right to revise or amend our Notice of Privacy Practices.  Any revisions  or amendments  to  the  Notice  will 
be  effective  for  all  of your  records  created or maintained in the past as well as any records we create or 
maintain in the future.  We will post a copy of the most current Notice in a prominent location on site.  We will 
also post the most current Notice to our organizational website.  NOAA will abide by the terms of the notice in 
effect.  At any time, you may request a copy of our most current Notice.  You will be asked to acknowledge 
receipt of the Notice of Privacy Practices in writing during an encounter.  


Who Will Follow Our Privacy Practices: NOAA provides care to our clients in partnership with physicians and 
other professionals and organizations.  Our privacy practices will be followed by:    


● Any health care professional who cares for you at either in the clinic, on board ships, or at other
health care facilities where NOAA medical personnel may provide care.


● All members of our workforce including employees, medical staff members, students, and volunteers.


How NOAA Will Use and Disclose Your Protected Health Information: We are committed to ensuring that your 
health information is used responsibly by your organization.  We collect health information about you and 
store it in paper records and computer files.  We may use and disclose information on about you for the 
following purposes:  







1. Treatment Purposes:  We may use or disclose your health information for treatment purposes. While
a patient at our organization, we may find it necessary to share your health information with
physicians, nurses, lab and radiology technicians and others involved in your care.  We may also
share your health information with other healthcare organizations that may participate in your care
and treatment such as a hospital where you may be transferred or such as providing a copy of your
ER visit to your primary care physician so he/she can provide follow up care.


2. Full release of pertinent medical records will be made to the Command Officer / Executive Officer /
medical officer of the ship to which a NOAA officer, civilian employee or scientist is assigned. This is
in line with the requirement to support the health and safety of the client aboard ship.


3. Payment Purposes:  Your health information may be used or disclosed with your consent for payment
purposes.  It may be necessary for us to disclose your health information so that treatment and
services that we have provided may be billed and collected from you, your insurance company, or
other party responsible for payment.


4. Health Care Operations:  Your health information may be used for our organizational operations that
are necessary to ensure that we provide the highest quality of care.  For example, your health
information may be used for performance improvement purposes.


5. Information Provided to you:  We may use your health information to assist us in communicating with
you regarding appointment reminders, test results, and treatment information.  Our communications
to you may be by phone, email, or by mail.


6. Facility/Patient Directory:  We will list your name, and where you are assigned in the organization in
our database. The health information portion will be used by medical personnel, and will be provided
to operations and the captain / executive officer of the ship to which you are assigned.  If you do not
want us to release this information, this may make you ineligible to work for NOAA.


7. Notification and Communication with Family and Friends:  Your health information may be disclosed
to notify a family member, your personal representative, or other responsible person for your care
about your location, your general condition, or in the event of death. If you are able and available to
agree or object, we will give you the opportunity to object prior to making this notification.  If you are
unable or unavailable to agree or object, our health professionals will use their best judgment in
communicating with your family and others.


8. Required by Law:  As required by law, we may use and disclose your health information to law
enforcement agencies for purposes such as identifying or locating a suspect, fugitive, a material
witness or missing person.


9. Correctional Institutions:  If you are an inmate of a correctional institution, we may disclose to the
institution your health information necessary for your health and the health and safety of others.







10. Public Health:  As required by law, we may disclose your health information to public health
authorities for purposes related to: preventing or controlling disease, injury or disability; reporting child
or elder abuse or neglect; reporting domestic violence; reporting to the Food and Drug Administration
(FDA) problems with products and reactions to medications; and reporting disease or infection
exposure.


11. Health Oversight Activities:  We may disclose your health information to health agencies during the
course of audits, investigations, inspections, licensure and other proceedings authorized by law.


12. Judicial and Administrative Proceedings:  We may disclose your health information in the course of
any administrative or judicial proceedings.  If you are involved in a lawsuit or other administrative
proceeding, we may release your health information in response to a court or administrative order.


13. Deceased Person Information:  We may disclose your health information to coroners, medical
examiners, and funeral directors.


14. Organ Donation:  We may disclose your health information to organizations involved in procuring,
banking or transplanting organs and tissues.


15. Research:  We may disclose your health information to researchers conducting medical research that
has been approved by our Ethics Committee.


16. Public Safety:  We may disclose your health information to governmental agencies in order to prevent
or assist when there is a serious threat to the health or safety of others or the general public.


17. Specialized Government Functions:  We may disclose your health information for specialized
government purposes which include: military and veterans activities, national security and intelligence
activities, protective service of the President/others; medical suitability determinations for Department
of State officials, correctional institutions and law enforcement custody situations, or provision of
public benefits.


18. Worker's Compensation:   We may disclose your health information in compliance with Workers
Compensation Laws. 


19. Alternative Services:  We may use your health information to give to you information about other
treatments or health-related benefits and services that we provide and that may be of interest to you.


20. Electronic Transmission:  We may transmit unencrypted personally identifiable information via e-mail
to other government agencies or health care providers, in order to provide ongoing medical care or
help arrange for payment for such care.







Other Uses of Your Health Information: In any other situations not covered by this Notice as noted above, we 
will ask for your written authorization before using or disclosing information about you.  If you choose to 
authorize disclosure of information about you, you can later revoke that authorization at any time by notifying 
us in writing of your decision.  


Your Rights Regarding Your Health Information:  As a patient of NOAA you have certain rights with regard to 
the health information that is maintained by our organization. These rights are as follows:    


1. You have the right to receive a paper copy of this Notice of Privacy Practices.  If you would like to
have a more detailed explanation of these rights or if you would like to exercise one or more of these
rights, you may contact the NOAA Privacy Officer at NOAA.Privacy@noaa.gov.


2. With a few exceptions, you have the right to access, inspect and receive a copy of your health
information. If we deny your request to review or obtain a copy of your health information, you may
submit a written request for a review of that decision.


3. You have the right to request in writing that your health information be amended If you feel it is
incorrect or incomplete. The request must be addressed to the Office of Health Services, OMAO,
NOAA, 10th Floor, 1315 East-West Highway, Silver Spring, MD 20910.  NOAA will review the request
and make a determination as to whether or not an amendment will be made.  If we did not create the
information that you feel is incorrect or incomplete, we may deny your request.  NOAA will
communicate to you in writing the final decision on your request as well as provide information to
appeal a denial of your request should it occur.


4. You have the right to receive your health information through a reasonable alternative means or at an
alternative location in a confidential manner such as sending mail to an address other than your
home.


5. You have the right to request in writing restrictions on certain disclosures of your health information.
We will consider your request and determine our ability to carry out your request while not
compromising your care.


6. You have a right to receive a list or accounting of those disclosures, which NOAA has made regarding
your health information for purposes· other than treatment, payment or healthcare operations. Your
request must state the time period desired for the accounting, which must be less than a 6-year
period starting after April 14, 2003.  The first accounting in a 12-month period is free; other requests
may be charged according to our cost for producing the information.


If You Would Like to File a Complaint About How Your Health Information is Used and Disclosed: If you are 
concerned that your privacy rights may  have been violated, or you disagree with  a  decision we  made about 
your  access  to  your  health  information,  you  may  contact our office manager at NOAA by emailing 
health.services@noaa.gov.  Finally you may send a written complaint to the Secretary of the U.S. Department 
of Health and Human Services Office of Civil Rights. NOAA cannot, and will not, require you to waive the right 
to file a complaint as a condition of receiving treatment or retaliate against you for filing a complaint with the 
Secretary of Health and Human Services.  







ACKNOWLEDGEMENT OF RECEIPT OF CONSENT, PRIVACY ACT STATEMENT AND 
NOTICE OF PRIVACY PRACTICES


 Patient Name: __________________________________ 


 Date of Birth: ___________________________________ 


By signing this form, you acknowledge that NOAA has given you a copy of its Privacy Act Statement, Notice of Privacy 
Practices explaining: 


● How we use and disclose your health information
● Your privacy rights with regard to your protected health information
● Our obligations to you concerning the use and disclosure of your protected health information


We must try to have you sign this form on your first date of service with us after April 14, 2003. This includes 
the situation where your first date of service occurred. If your first date of service with us was due to an 
emergency, we must try to give you this notice and get your signature acknowledging receipt of this notice as 
soon as we can after the emergency.    


_____________________________________________________________________________  


Patient's/Legal Representative Signature                                               Date  


_____________________________________________________________________________  


Staff member should complete if Acknowledgement Form not signed by patient/legal representative: 


1. Does the patient have a copy of the Privacy Notice?


Yes 


No 


2. Please explain why the patient was unable to sign an acknowledgement form:


Emergency Urgent: Admission with Patient Not Present for Registration 


Patient By-passed Registration - Not Available 


Patient Unable to Comprehend Notice at Time of Registration 


Other: ___________________________________________________________________ 


_____________________________________________________________________________ 


Staff Member’s Signature                                                                         Date  


Patient Name: ____________________________________________________________ 


By signing this form I grant NOAA Corps Medical Affairs consent to gain access to my medical records for one year from 
the date on this form.





		NOAA Notice of Privacy Practices

		NOAA Privacy Act Statement_General



		Date of Birth_af_date: 

		YES: Off

		NO: Off

		Emergency Urgent: Off

		Patient By-passed: Off

		Patient Unable: Off

		Other: Off

		Other Explaination: 

		Patient Name: 





