3.  
Healthcare and Medical Directives
“Health is not simply the absence of sickness”.  Hannah Green

A.  MEDICAL CARE PLANS 

The number and variety of available medical and dental insurance plans are numerous. Enrollment in these plans may be: (1) fully paid by the Government and at no cost to the member; (2) under a cost-sharing plan with the government; (3) a full premium plan with no cost sharing; (4) a commercial plan with cost sharing.  Trying to match plans with individual and family needs requires familiarity with the plans and understanding the various benefits and options.  The type of treatment often determines the cost share amounts.  The attached statement identifies our current source of medical care.   
B.  Personal Health Statement
A personal health statement provides a member, spouse, and family members with critical medical information charged with making healthcare decisions on your behalf in time of emergency.  While such a statement may seem unnecessary and duplicative, it could prove critical.  Instead of filling out the attached personal health statement, you could enclose a copy of the paperwork from your latest physical exam.
C.  Medical Directives
You should have the following two items for every adult in our family. 
· AMD, also know as a living will

· Power of Attorney for Health Care (POAHC)
Advance Medical Directives (AMDs) are legal documents that state a person's decisions about health care treatment to be performed for the person in the future in the event the person is unable to make those decisions for him or herself.  The AMD or living will is prepared by a person when the person is competent that instructs physicians and health care workers to administer, withhold, or withdraw life-sustaining treatment in the event of a terminal or irreversible condition.  It is designed to help a person communicate his or her wishes about medical treatment at some time in the future when the person is unable to make his or her wishes known because of illness or injury.  The living will does not go into effect until the person is suffering from a terminal or irreversible condition diagnosed and certified in writing by an attending physician, and the person is unable to make medical decisions for him or herself.  In essence a living will is effective when: (1) the patient is no longer capable of making decisions; (2) the patient is in a condition covered by the living will; and (3) a decision that is covered by the living will is called for.  
A durable power of attorney for health care (POAHC) is a document that allows a person to name an individual to act as the person's agent with authority to make health care decisions for the person in accordance with the person's wishes, including religious and moral beliefs, when the person is no longer capable of making the decisions.  Because "health care" includes any treatment, service, or procedure to maintain, diagnose, or treat a physical or mental condition, the agent has the power to make a broad range of health care decisions on the person's behalf.  The agent may consent, refuse to consent, or withdraw consent to medical treatment.  The agent may also make decisions about withdrawing or withholding life-sustaining treatment.  

PART A – MEDICAL PLANS
Primary link is: http://www.tricare.mil.  For a spouse or reservist serving as a Federal employee, information concerning Federal plans can be retrieved from http://www.opm.gov./insure.  For general information about Medicare and Medicaid, go to http://www.cms.hhs.gov.

PRIMARY MEDICAL PLAN:  
Policy #:  


_________________________________________________
Title:



_________________________________________________
Address: 


_________________________________________________
_________________________________________________
Website for Forms:

_________________________________________________
Phone:    


_________________________________________________

SECONDARY MEDICAL PLAN:
Policy #:  


_________________________________________________
Title:



_________________________________________________
Address: 


_________________________________________________
_________________________________________________

Website for Forms:

_________________________________________________
Phone:    


_________________________________________________

DENTAL AND VISION PLANS: 
Military members and their dependents often receive their dental care from a military treatment facility. For retirees and most dependents, the Department of Defense (DOD) sponsors a voluntary dental insurance program with Delta Dental.  The coverage provided by Delta Dental depends on the monthly premiums.  And the monthly premiums will determine the level of coverage and the amount of co-payments for certain treatments.  A one-year enrollment period is required.  For retirees, enrollment can be for the member only, family only, or both the member and the family.  It’s important to note for retirees and their dependents that Delta Dental is not a cost-sharing plan with the Government.   
The Federal Employees Dental and Vision Insurance Program (FEDVIP) is available to eligible Federal and Postal employees, retirees, and their eligible family members on an enrollee-pay-all basis. This new plan consists of two independent polices that provide separate insurance coverage for dental and vision. This new Program allows dental and vision insurance to be purchased on a group basis which means competitive premiums and no pre-existing condition limitations.  Premiums for enrolled Federal and Postal employees are withheld from salary on a pre-tax basis.  Military retirees and most dependents are eligible to participate in a plan other than Delta Dental. This other Federal plan is a cost sharing plan with the Government and has some advantages over Delta Dental. The monthly premiums determine the level of coverage and the amount of co-payments for certain treatments.  For retirees, enrollment in both plans can be for the member only, family only, or both the member and the family.  

DENTAL PLAN:

Policy #:  


_________________________________________________
Title:



_________________________________________________
Address: 


_________________________________________________
_________________________________________________

Website for Forms:

_________________________________________________
Phone:    


_________________________________________________

ALTERNATE DENTAL PLAN:
Policy #:  


_________________________________________________
Title:



_________________________________________________
Address: 


_________________________________________________
_________________________________________________

Website for Forms:

_________________________________________________
Phone:    


_________________________________________________
VISION PLAN:
Policy #:  


_________________________________________________
Title:



_________________________________________________
Address: 


_________________________________________________
_________________________________________________

Website for Forms:

_________________________________________________
Phone:    


_________________________________________________
MENTAL HEALTH PLAN:
Policy #:  


_________________________________________________
Title:



_________________________________________________
Address: 


_________________________________________________
_________________________________________________

Website for Forms:

_________________________________________________
Phone:    


_________________________________________________
PERSCRIPTION PLAN:

Policy #:  


_________________________________________________
Title:



_________________________________________________
Address: 


_________________________________________________
_________________________________________________

Website for Forms:

_________________________________________________
Phone:    


_________________________________________________
PRIMARY PHARMACY:

Store:



_________________________________________________
Address: 


_________________________________________________
_________________________________________________

Website for Forms:

_________________________________________________
Phone:    


_________________________________________________
LONG TERM CARE
In addition to medical care that may be provided through TRICARE, Veteran’s Administration, Social Security, or other plans, many purchase a Long Term Care Plan for each member of their family from a variety of sources. The plans are offered through the Federal Government as a Government employee or dependent (including servicemembers and their dependents) as well as through commercial insurance companies.  There are alternatives to purchasing long term care Plans, such as ownership of a whole life insurance policy that specifically offers the same sort of benefits.   Notwithstanding employer and employment benefits, it’s prudent to have an individual long term care plan to address potential expenses associated with a severe and long term disability.  http://www.ltcfeds.com/
Long term care plan:
Policy #:  


_________________________________________________
Title:



_________________________________________________
Address: 


_________________________________________________
_________________________________________________

Website for Forms:

_________________________________________________
Phone:    


_________________________________________________
PART B – Personal Health Statement

You may wish to copy this section before completion so that each family member can complete a separate personal health statement.  This statement provides a list of all previous surgeries and dates (most recent first) and any serious trauma or broken bones.  It also provides a list of all serious medical illnesses (e.g., pneumonia, heart attack), ongoing medical problems (e.g., diabetes, high blood pressure …).  As previously mentioned, instead of filling out the attached personal health statement, you could enclose a copy of your latest physical exam.  The two imbedded Department of Defense forms may help.

[image: image1.emf]DD2807 - Report of  Medical History
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Full Name:


___________________________________________________
Blood Type:


___________________________________________________
Primary Care Physician: 
___________________________________________________
Phone number:

___________________________________________________
Prescribed Medications:
___________________________________________________




___________________________________________________




___________________________________________________

GENERAL    If you have had, or now have, any of the following, please mark and provide a date with the explanation.  Any medication currently being taken should be provided with the reason for and amount of the medication.

MEDICAL CONDITIONS  (Check all that are applicable)




Explain




Medications
⁭
Allergies

__________________________________
________________________
⁭
Asthma

__________________________________
________________________
⁭
Cancer

__________________________________
________________________
⁭
Cysts or Lumps
__________________________________
________________________
⁭
Diabetes

__________________________________
________________________
⁭
Drug or Alcohol problems  ___________________________
________________________
⁭
Eating Disorder
__________________________________
________________________
⁭
Heart Problems
__________________________________
________________________
⁭
Herpes

__________________________________
________________________
⁭
High Blood Pressure  _______________________________
________________________
⁭
Infectious Mononucleosis
____________________________
________________________
⁭
Rheumatic Fever
__________________________________
________________________
⁭
Sickle Cell Trait or Sickle Cell  _______________________
________________________
⁭
Anemia

__________________________________
________________________
ABDOMINAL  (Check all that are applicable)   




Explain




Medications
⁭
Appendicitis
__________________________________
________________________
⁭
Stomach Trouble
__________________________________
________________________
⁭
Bleeding 

__________________________________
________________________
⁭
Blood in Urine
__________________________________
________________________
⁭
Injury to Spleen
__________________________________
________________________
⁭
Hernia

__________________________________
________________________
⁭
Injury to Kidney
__________________________________
________________________
⁭
Bladder or Kidney Problem  __________________________
________________________
NEUROLOGICAL  (Check all that are applicable) 




Explain




Medications
⁭
Head Injury
__________________________________
________________________
⁭
Neck Injury
__________________________________
________________________
⁭
Frequent Headaches  ________________________________
________________________
⁭
Seizure Disorder
__________________________________
________________________
ORTHOPEDIC  (Check all that are applicable)    





Explain




Medications
⁭
Neck

__________________________________
________________________
⁭
Shoulder

__________________________________
________________________
⁭
Arm/Elbow/Wrist/Hand/Fingers
______________________
________________________
⁭
Back/Ribs

__________________________________
________________________
⁭
Hip/Groin

__________________________________
________________________
⁭
Thigh

__________________________________
________________________
⁭
Knee

__________________________________
________________________
⁭
Lower Leg

__________________________________
________________________
⁭
Ankle

__________________________________
________________________
⁭
Foot

__________________________________
________________________
⁭
Other (Stress Fracture, etc)  __________________________
________________________
PART C – MEDICAL DIRECTIVES

The following worksheets are not legal medical directives.  The below should be filled out and taken to your local Legal Assistance Office in order to complete the directives.
· LIVING WILL
Designator:

_____________________________________________________


Address:
_____________________________________________________



_____________________________________________________


Phone:

_____________________________________________________

Designee:

_____________________________________________________


Address:
_____________________________________________________




_____________________________________________________


Phone:

_____________________________________________________

Alternate Designee:
_____________________________________________________


Address:
_____________________________________________________




_____________________________________________________


Phone:

_____________________________________________________

Specific Instructions:
_____________________________________________________



_____________________________________________________

Organ Donation:

⁭
Yes
⁭
No

Special Instructions:
_______________________________________________




_______________________________________________
With Hold Treatment:

⁭
Yes
⁭
No


Special Instructions:
_______________________________________________




_______________________________________________
· MEDICAL POWER
Designator:
__________________________________________________


Address:
_____________________________________________________




_____________________________________________________


Phone:

_____________________________________________________

Designee:

_____________________________________________________


Address:
_____________________________________________________




_____________________________________________________


Phone:

_____________________________________________________

Alternate Designee:
_____________________________________________________


Address:
_____________________________________________________




_____________________________________________________


Phone:

_____________________________________________________

Specific Instructions:
_____________________________________________________



_____________________________________________________

Effective upon signature:

⁭
Yes
⁭
No

Effective upon disability:
⁭
Yes
⁭
No

Spouse:
· LIVING WILL
Designator:

_____________________________________________________


Address:
_____________________________________________________




_____________________________________________________


Phone:

_____________________________________________________

Designee:

_____________________________________________________


Address:
_____________________________________________________




_____________________________________________________


Phone:

_____________________________________________________

Alternate Designee:
_____________________________________________________


Address:
_____________________________________________________




_____________________________________________________


Phone:

_____________________________________________________

Specific Instructions:
_____________________________________________________



_____________________________________________________

Organ Donation:

⁭
Yes
⁭
No


Special Instructions:
_______________________________________________




_______________________________________________
With Hold Treatment:

⁭
Yes
⁭
No


Special Instructions:
_______________________________________________




_______________________________________________
⁭
MEDICAL POWER
Designator:

_____________________________________________________


Address:
_____________________________________________________




_____________________________________________________


Phone:

_____________________________________________________

Designee:

_____________________________________________________


Address:
_____________________________________________________




_____________________________________________________


Phone:

_____________________________________________________

Alternate Designee:
_____________________________________________________


Address:
_____________________________________________________




_____________________________________________________


Phone:

_____________________________________________________

Specific Instructions:
____________________________________________________

Effective upon signature:

⁭
Yes
⁭
No

Effective upon disability:
⁭
Yes
⁭
No
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ADULT PREVENTION AND CHRONIC CARE FLOWSHEET
(This form is subject to the Privacy Act of 1974 — Use DD form 2005)

1. ALLERGIES
a. MEDICATION ALLERGIES b. OTHER ALLERGIES
2. CHRONIC ILLNESS 3. MEDICATIONS

4. HOSPITALIZATIONS/SURGERIES

5. COUNSELING

F FITNESS a. DATE
D DENTAL b. AGE
| INJURY PREVENTION c. TOPIC
N NUTRITION/FOLATE
c CANCER PREVENTION
S SAFE SEX d. DATE
FP FAMILY PLANNING e. AGE
RX | PRESENT MEDICATIONS f. TOPIC
MH | MENTAL HEALTH/STRESS/SUICIDE/
OCCUPATIONAL STRESS
H HORMONE/CALCIUM REPLACEMENT | g. DATE
To TOBACCO h. AGE
A ALCOHOL/SUBSTANCE ABUSE i. TOPIC
t TRAVEL
0 OCCUPATIONAL EXPOSURE
(HEARING THRESHOLD CHANGES/
CUMULATIVE TRAUMA DISORDER) j- DATE
k. AGE
. TOPIC

ADVANCE DIRECTIVES: DATE FILED

PATIENT’S IDENTIFICATION (Use this space for mechanical imprint) RECORDS MAINTAINED AT:

PATIENT'S NAME SEX
LAST FIRST M.l

SUPPLIED (Navy) RELATIONSHIP TO SPONSOR |STATUS RANK/GRADE

2766-0102-LF-984-8400, pkg-100
SPONSOR'S NAME (Last, First, Middle Initial) DEPT/SERVICE
ORGANIZATION SSN/ID NUMBER DATE OF BIRTH
DD FORM 2766, (Rev. 01-00) PAGE 1 of 4 PAGES





ADULT PREVENTION AND CHRONIC CARE FLOWSHEET

6. FAMILY HISTORY M = Mother, F = Father, S = Sibling, MGM = Maternal Grandmother, MGF — Maternal Grandfather,

PGM = Paternal Grandmother, PGF = Paternal Grandfather)

a. CANCER (Specify)

b. CARDIOVASCULAR DISEASE (Specify)

c. DIABETES (Specify)

d. MENTAL ILLNESS/CHEMICAL DEPENDENCY (Specify)

7. SCREENING EXAMS (* = Actual Result, ** = Tricare Benefit, N = Normal, X = Abnormal, E = Done Elsewhere, R =

Refused. NA = Not Indicated) (® = Next Due)

a. TEST b. FREQUENCY (& YEAR
d. AGE

(1) CLINICAL DISEASE ANNUAL

e. DATES

PREV EVAL/PHA (HEAR)

*(2) WEIGHT ANNUAL FOR ACTIVE DUTY

*(3) HEIGHT ANNUAL FOR ACTIVE DUTY

*(4) BLOOD PRESSURE |ONCE q 2 YRS FOR BP <
130/85, ANNUAL IF GREATER

*(5) CHOLESTEROL** *q 5 YRS FOR AGE > 18
g YR IF PREV ABN

(6) HEARING CLINICAL DISCRETION
(7) SKIN EXAM (Cancer) ~ |ANNUAL IF AT RISK
(8) ORAL/DENTAL ** ANNUAL
ROUTINE ACUITY WITH PERIODIC
(9) EYE/VISION* ASSESSMENT DIABETES ANNUAL
GLAUCOMA CHECK:

Blacks q 3-5 yrs age 20-29
All g 2-4 years age 40-64

(10) BREAST EXAM ANNUAL: > 40 YRS

(11) MAMMOGRAM** BASELINE @ 40, g 2 YRS
40-50, ANNUALLY > 50

BASELINE: AGE 18 OR ONSET OF

(12) PAP SEXUAL ACTIVITY

/Py AFTER 3 NL ANNUAL EXAMS,
(Digital Rectal Exam) PERFORM q 1-3 years.

(13) FECAL OCCULT ANNUAL > 50 yrs

BLOOD

(14) SIGMOID EVERY 3-5 YRS: >50 YRS
(15) COLONOSCOPY HIGH RISK g 5 YRS > 40 YRS
(16) TESTICULAR HIGH RISK ANNUAL 13-39 YRS
(17) PROSTATE** WITH P.E. > 40 YRS (Presently

**(D/G/TAL RECTAL EXAM) recommended annua/ly)

(18) RUBELLA SCREEN ONCE BETWEEN AGES 12-18 YRS

(Females) (Unless prev vaccinated)
(19) OCCUPATIONAL APPROPRIATE TO EXPOSURES
SCREENING EXAMS
(20)
(21)
(22)

DD FORM 2766, (Rev. 01-00)
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ADULT PREVENTION AND CHRONIC CARE FLOWSHEET
8. OCCUPATIONAL HISTORY/RISK
a. PRP YES NO
b. FLYING STATUS YES NO
9. IMMUNIZATIONS (Enter numeric class in sub block)

1) 2) DATE (1) ) DATE 1) () DATE (1) () DATE
IMMUNIZATION| (ddmmmyyyy) | IMMUNIZATION (ddmmmyyyy) IMMUNIZATION (ddmmmyyyy) IMMUNIZATION (ddmmmyyyy)
a. HEP A#1 f. MMR #1 j. TD (q 10 YRS)

(Last)
b. HEP A #2 g. MMR #2 k. TD (DUE)
c. HEP B #1 h. l. YELLOW
PNEUMOCOCCUS FEVER (LAST)
d. HEP B #2 i. POLIO OPV=0 m. YELLOW
1PV =1 FEVER
n. TYPHOID (Enter numeric class|(1) DATE (2) DATE (3) DATE (4) DATE (5) DATE (6) DATE
in sub block) Oral=0, TYPHUM
VI=1, TYPHOID USP = 2
o ANTHRAX (1) INITIAL DATE |(2) 2 WEEK DATE (3) 4 WEEK DATE  |(4) 6 MONTH DATE  |(5) 12 MONTH DATE |(6) 18 MONTH DATE
p. PPD (Enter |(1)(a) mm (2)(a) mm (3)(@) mm (4)(a) mm (5)(a) mm (6)(a) mm (7)(a) mm
mm and date)
(b) DATE (b) DATE (b) DATE (b) DATE (b) DATE (b) DATE (b) DATE
. INFLUENZA |(1) DATE (2) DATE (3) DATE (4) DATE (5) DATE (6) DATE (7) DATE
r. VARICELLA |(1) DATE (2) DATE u. JAPANESE (1) DATE (2) DATE (3) DATE (4) DATE
ENCEPHALITIS
s. MENINGO |(1) DATE (2) DATE v. OTHER (Specify) (1) DATE (2) DATE (3) DATE
t. ADENO (1) DATE (2) DATE w. OTHER (Specify) (1) DATE (2) DATE (3) DATE
10. READINESS (Glucose-6-phosphate dehydrogenase)
a. DNA| DATE: b. BLOOD DATE: RESULT: |c. G-PD DATE: RESULT: d. SICKLE DATE: RESULT:
TYPE CELL

e. PERMANENT PROFILE CHANGE  |(1) DATE @ P @u: @ L G H: 6 E: 0 s:
f. GLASSES/GAS/MASK (1) DATE (2) DATE (3) DATE (4) DATE (5) DATE (6) DATE
RXx:
g. DENTAL EXAM (Enter (1) DATE (2) DATE | (3) DATE | (4) DATE (5) DATE (6) DATE
numeric class in sub block)
h. HIV TESTING (1) DATE (2) DATE (3) DATE (4) DATE (5) DATE (6) DATE
i. FITNESS (in sub block enter |(1) DATE (2) DATE | (3) DATE | (4) DATE (5) DATE (6) DATE
P=Pass, F=Fail, W=Waiver)

(1) DATE (2) DATE (3) DATE (4) DATE (5) DATE (6) DATE

(1) DATE (2) DATE (3) DATE (4) DATE (5) DATE (6) DATE
11. PRE/POST DEPLOYMENT HISTORY
a. LOCATION
(1) PREDEPLOYMENT (a) DATE (b) DATE (c) DATE (d) DATE (e) DATE (f) DATE
(2) POSTDEPLOYMENT (a) DATE (b) DATE (c) DATE (d) DATE (e) DATE (f) DATE
b. LOCATION
(1) PREDEPLOYMENT (a) DATE (b) DATE (c) DATE (d) DATE (e) DATE () DATE
(2) POSTDEPLOYMENT (a) DATE (b) DATE (c) DATE (d) DATE (e) DATE (f) DATE
c. CHART AUDIT

DD FORM 2766, (Rev. 01-00)
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ADULT PREVENTION AND CHRONIC CARE FLOWSHEET

(Continuation Sheet)

a. TEST

DATES

b. FREQUENCY
Q (@

(b) (c)

(d)

(e)

®

REMARKS

RECORDS MAINTAINED AT:

PATIENT'S NAME SEX
LAST FIRST M.I.
RELATIONSHIP TO SPONSOR |STATUS RANK/GRADE
SPONSOR’S NAME (Last, First, Middle Initial) DEPT/SERVICE

ORGANIZATION

SSN/ID NUMBER

DATE OF BIRTH

DD FORM 2766, (Rev. 01-00)
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		b.  OTHER ALLERGIES

		ADULT PREVENTION AND CHRONIC CARE FLOWSHEET
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		YES
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		YES
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		org: 

		ssn: 

		dob: 

		Test: 

		0: 

		1: 

		3: 

		5: 

		6: 

		8: 

		9: 

		11: 

		13: 

		14: 

		16: 

		18: 

		19: 

		21: 

		22: 

		24: 

		26: 

		27: 



		freq: 

		0: 

		1: 

		3: 

		5: 

		6: 

		8: 

		9: 

		11: 

		13: 

		14: 

		16: 

		18: 

		19: 

		21: 

		22: 

		24: 

		26: 

		27: 



		test date: 

		0: 

		1: 

		3: 

		5: 

		6: 

		8: 

		9: 

		11: 

		13: 

		14: 

		16: 

		18: 

		19: 

		21: 

		22: 

		24: 

		26: 

		27: 



		test date b: 

		0: 

		1: 

		3: 

		5: 

		6: 

		8: 

		9: 

		11: 

		13: 

		14: 

		16: 

		18: 

		19: 

		21: 

		22: 

		24: 

		26: 

		27: 



		test date c: 

		0: 

		1: 

		3: 

		5: 

		6: 

		8: 

		9: 

		11: 

		13: 

		14: 

		16: 

		18: 

		19: 

		21: 

		22: 

		24: 

		26: 

		27: 



		test date d: 

		0: 

		1: 

		3: 

		5: 

		6: 

		8: 

		9: 

		11: 

		13: 

		14: 

		16: 

		18: 

		19: 

		21: 

		22: 

		24: 

		26: 

		27: 



		test date e: 

		0: 

		1: 

		3: 

		5: 

		6: 

		8: 

		9: 

		11: 

		13: 

		14: 

		16: 

		18: 

		19: 

		21: 

		22: 

		24: 

		26: 

		27: 



		test date f: 

		0: 

		1: 

		3: 

		5: 

		6: 

		8: 

		9: 

		11: 

		13: 

		14: 

		16: 

		18: 

		19: 

		21: 

		22: 

		24: 

		26: 

		27: 



		records: 

		reset: 

		clinical date2: 

		clinical date3: 

		clinical date4: 

		clinical date5: 

		clinical date6: 

		PRP No: Off

		PRP YES: Off

		Flying YES: Off

		Flying No: Off

		hepa #2: 

		hepb #1: 

		hepb #2: 

		hepa #1: 

		td: 

		td due: 

		yf: 

		yf date: 

		mmrs#1: 

		mmrs#2: 

		pneu: 

		polio: 

		immun a: 

		immunb: 

		immunc: 

		immund: 

		immun a name: 

		immunb name: 

		immund name: 

		immune cname: 

		typhoid3: 

		typhoid4: 

		typhoid5: 

		typhoid6: 

		typ sub block: 

		3: 

		6: 

		9: 

		12: 

		14: 

		0: 



		anthrax 2: 

		anthrax 3: 

		anthrax12: 

		anthrax 18: 

		anthrax4: 

		PPD: 

		0: 

		1: 

		2: 

		4: 

		5: 

		6: 

		8: 



		ppd date: 

		ppd date2: 

		ppd date 3: 

		PPD date 4: 

		ppd date5: 

		ppd date 6: 

		ppd date 7: 

		anthrax initial: 

		influenza: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 

		6: 



		varicella: 

		0: 

		1: 

		3: 

		4: 

		5: 

		6: 



		meningo: 

		0: 

		1: 

		2: 

		4: 

		5: 

		6: 



		adeno: 

		1: 

		2: 

		4: 

		5: 

		6: 

		0: 



		DNA: 

		dna date: 

		blood: 

		blood date: 

		blood res: 

		g-pd: 

		g-pd date: 

		G-PD res: 

		sickle: 

		sickle cell date: 

		sickle result: 

		typhoid2: 

		typhoid1: 

		f: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		g: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		h: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		i: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		i cont: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		i line 3: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		Predeployment: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		post: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		predeployment contd: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		post contd: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		audit: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		ppc: 

		2: 

		3: 

		4: 

		5: 

		12: 

		1: 



		Fitness sub: 

		4: 

		7: 

		10: 

		13: 

		16: 

		0: 



		dental sub: 

		0: 

		2: 

		4: 

		6: 

		8: 

		10: 



		rem: 

		clinical date: 

		0: 



		weight: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		Height: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		bp: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		chol: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		hearing: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		skin: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		oral: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		eye: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		mam: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		pap: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		fecal: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		sigmoid: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		colon: 

		0: 

		1: 

		3: 

		4: 

		5: 

		2: 



		testicular: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		prostate: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		rubella: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		occ: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		date 20: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		date 21: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		date 22: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		breast: 

		0: 

		1: 

		2: 

		3: 

		4: 

		5: 



		PPC: 

		cancer: 

		card: 

		diabetes: 

		mental illness: 

		safe sex: 

		safe sex 2: 

		safe sex 3: 

		fp age: 

		2: 

		1: 

		0: 



		safe sex4: 

		fpage: 

		3: 

		4: 



		safe sex 5: 

		topic 2: 

		hormone: 

		topic 3: 

		topic 4: 






