ANNUAL CERTIFICATE OF PHYSICAL CONDITION

DATE:

Instructions:

This certificate is to be completed annually by members of the naval service (including Reserves) as required

by the Manual of the Medical Department and other directives, as appropriate The intentional failure to disclose an
iliness or disease could be construed as an intent to defraud the Government and could result in the member's
loss of disability benefits or be the basis for criminal prosecution or other administrative action under the
Uniform Code of Military Justice.

Type or clearly print member's name (last, first, middle initial); social security number; and unit to which assigned.

The member shall complete the appropriate responses, sign in ink, and date.

1. Last Name, First Name, Middle Init. 2. SSN 3. Rate/Rank O
4. Designator/MOS/NEC 5. Sex 6. Age | 7. Date of Birth
8. Know n Allergies 9. Unit or School and UIC
10. Home Addres s Street City
11. State Zip + 4 Code Home Phon e Number Work Phon e Numbe
12. Location of Health Record 13. Location of Dental Record
14. Date of last Complete Physical Examination 15. Purpose of Examination
16. Date of last Dental Exam 17. Type of Examination 18. Class| 19. Date of last 20. Date of last
PAP and results | Mammogram and results
21. Date of last HIV Blood Test 22. Blood Pressure | 23. Body Fat % 24. Height 25. Weight
Reserves Only

(Continued on Reserve)

NAVMED 6120/3 (REV. 6-91) S/N 0105-LF-012-3800



ANNUAL CERTIFICATE OF PHYSICAL CONDITION

1. Have you had any injury, iliness or disease within the past 12 months which required hospitalization or caused you to
be absent from school, duty or civilian occupation for more than 3 consecutive days?

{ )YNO ( )YES Hfyes,explain:

2. Are you now, or have you been under a physician’s care during the past 12 months?
( )NO ( )YES HKyes, explain?

3. Have you taken prescription medications in the past 12 months?
( )NO ( )YES Ifyes, what are they?

4. Do you have any physical defect(s), family or mental problems which might restrict your performance on
active duty or prevent your mobilization?

( )NO ( )YES Ifyes, explain:

5. Additional comments:

Upon completion of indicated action, file completed certificate in member's Health Record and a copy in member's
Dental Record.

I certify that the information contained in this form is true and complete to the best of my knowledge and belief.

MEMBER'S SIGNATURE:

MEDICAL DEPT. REP. SIGNATURE:

REVIEWING OFFICER'S SIGNATURE:

REVIEWING OFFICER'S COMMENTS:




P Form Approved
REPORT OF MEDICAL HISTORY Form Approved

(Tmmfmﬁonisfmofﬁndmdmﬂé‘ymﬂd‘mduuoﬂymwimbe releasedmumuthorized ‘persons.); Expires Aug 31, 2003

The public .m)amng bwdm for this collection of inf lon is estl to age 10 par resp mcludlng the time for reviewing instructions, searching existing data sources,
gathering e dats d, and P and reviewing the collecti of infor Sen: regarding this burden ostimate or any other aspect of this collection
of information, ”dms tions for reducing vIml’ti- to Department of Defense, Washi on Headquarters Services, Directorate for Information Operations and Reports
(0704-0413), 1215 Je on Davis Hlle, Sultn 1204 Arﬂngton VA 22202- 4302 Respondents shouid be aware that notwithstanding any other provision of law, no person shait be

subject to any penalty for failing to comply with a collection of information if it does not display a currently valid OMB control
PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ADDRESS. RETURN COMPLETED FORM AS INDICATED ON PAGE 2.

PRIVACY ACT STATEMENT
AUTHORITY: 10 USC 504, 505, 507, 532, 978, 1201, 1202, and 4346; and E.O. 9397.

PRINCIPAL PURPOSE(S): To obtain medical data for determination of medical fitness for enlistment, induction, appointment and retention for applicants and
members of the Armed Forces. The information will also be used for medical boards and separation of Service members from the Armed Forces.

ROUTINE USE(S): None.
DISCLOSURE: Voluntary; however, failure by an applicant to provide the information may resuit in delay or possible rejection of the individual's application to enter

the Armed Forces For an Ammed Forces member, failure to provide the information may result in the individual being placed ina non-deployable status.

Tidtior : wnstsltmes an°official statement. Fedéral law 'ngssevere psmmes {up to 5 years confine-
¢ anyen -a false staternent. IF you are selected for enlistment, commission, or entrance into a

basad on a‘false smument you-can be tried by military courts-martial-or meet an administrative board for discharge
s than Haonorable discharge that would affect your future.

1. LAST NAME FRST NAME MIDDLE NAME (SUFFIX) 2, SOCIAL SECUﬁITY NUMBER . 3. TODAY'S DATE (YYYYMMDD)

4.a. HOME ADDRESS (Street, Apartment No., City, State, and ZIP Code) 5. EXAMINING LOCATION AND ADDRESS (Inciude ZIP Code)

b. HOME TELEPHONE (Inciude Area Code)

X ALL APPLICABLE BOXES: ' | 7.2. POSITION (Titte, Grade, Component)
6.a. SERVICE b. COMPONENT €. PURPOSE OF EXAMINATION
Army gg:f; Active Duty Enlistment Medical Board D Other (Specity)
Navy Reserve C i Reti it b. USUAL OCCUPATION
Marine Corps National Guard Retention U.S. Service Academy
Air Force Separation ROTC Scholarship Program
8. CURRENT MEDICATIONS (Prescription and Over-the-counter) 9. ALLERGIES (Including insect bites/stings, foods, icine or other substance)

"Maik eactiitem rery e marked ~YES must be ully explained in Itefn 29 on Page 2.

HAVE YOU EVER HAD OR DO YOU NOW HAVE. YES NO[ |12 (Continued) YES NO

10.a. Tuberculosis O 0O 1. Foot trouble (e:g.. pay; coms, bunions, etc.) O O
b. Lived with someone who had tuberculosis O 0O} g. Impaired use of arms, legs, hands, or feet O O
Z Cougndupb‘ood. - olNe) h. Swollen or painful joint(s) (ONNG]

pokone, .‘c‘"y o d P related to ise, her, O 0O i. Knee trouble (e.g., focking, giving out, pain or ligament injury, etc.) O O

e. Shortnessofbreath o ol j @mmh&dwmwwﬂudlw O 0
r. Bronchits O Of | * fuoesosaiss oot dovces such s prosnedc aovices, knwe (5
9. Wheazing or problems:with wheating oJ) I Bone, joint; or other deformity O O
h. Been prescribed or used an inhaier O O m. Piate(s), screw(s), rod(s) or pin(s} in any bone O 01
i. A chronic cough or cough at night O O | n. 8rokeirbone(s)-feracked or fractured) 0 0O
j. Sinusitis (o e 13.a. Frequent indigestion or heartburn O O
k. Hay fever O O b: Stomack; fiver, intestinal-trouble, or uicer O O
I._ Cheonic or frequent colds O 0 c. Gall bladder trouble or galistones O O

1.8, Severe toothor gurn trotbie O O] d. Jaundice or hepatitis: (lver disease) 0O 0
b. Thyroid trouble or goiter O 0 e. Ruptwe/hernia O O
c. "Eya disorder or trouble O 0 f. Rectai diseass; hemonhoids.or blood from the rectum o0
d. Ear, nose, or throat trouble O 0O 9. Skin diseases (e.g. acne, eczema, psoriasis, etc.) O 0
e. Loss of visionin gither eye O 0O h. Frequent o¢ pakful urinatisn O O
f. Wom contact lenses or glasses O O i. High or fow blood sugar OO0
g. A hearing loss.or.wesr. a hearing aid O O J- Kidrey stone:or blood in:urine’ O 0
h. Sufggl"y o comect vision (RK. PRK, LASIK, etc.) O O k. Sugar or protein in urine O O

12.a. Painful shoulder, elbow or wrist fe.g. pain, disiocation, stc.) O 0O I Y lansmiviad diseass (syphills, gonorrhea, civamydia, genital O O
b. Arthritis, rheumatism, or bursitis O O 14.a. Adverse reaction to serum, foad, insect stings or medicine O O
¢. Recurrent back pain-or. any. backproblem O O b. Recent unexplained gain-or-loss.of weight O 0
d. Numbness or tingling O 0O c. Currently in good heatth (If no, explain in ltem 29 on Page 2.) O O
e._Loss of finger of toe 0.0 d. Tumor, Mcyst or-cancer O O
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PREVIOUS ElflTION MAY EE USED UNTIL FEBEUARY 1, 2002.



LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX)

. Meningttis, encophllids o omcr mologk:al ptobhms

Prolongedbloodhg (ncmrmkytryortooduxmﬂon, m:) ‘
Palorpresire in shchest ’
. Palpitation, pounding heart or abnormal heartbeat

High or low blood pressure

Nervous b OF STy SO [AHNIELY Or paric. STRCKS)
Habitual stammcring or stuttering

. ‘Loss of-memory of amnesia, or newrological symptoms
Frequent trouble sieeping

. Rocolvad counsuliiig:or sty type.

Depression or excessive worry

mmna-or trented Tor o thentsl colRion:

d. Fust day of last monstnul period (YYYYMMDD)

b. Frequent or severe headaehe O
¢. Ahest injury, memory 1bss or siiiiésia
d. Paralysis O
e. Sefzures, convuiSions, epllepsy or fits. O
f. Car, train, sea, or air sickness (0]
G- APariod:of uNCONSTIOUINESS: B CONCLgBIoN
h )

gooo@oooeo@o@oa

18.
b. A change of mensﬂ'ual pattermn O
¢ Ary SO0l RAP sibN's Yo

SOCIAL SECURITY NUMBER

YES NO

0. EXPLANATION OF "YES"
status.)

ANSWER(S) (Descﬂbe lnswer(s) giva dau(s) of pmblem name of doctorf(s) and/or hospnal(s} tmatment gfven and cwrem medrcal

01 . 1 19. Have you been refused employment or been unable to hoid a job
O or stay in school because of:
O & Senmtivity to chamicels, dust, sunlight; etc. O O
O b. Inability to perform certain motions O 0
fo2 | . in So-stand; sit, ke, lis Sown, atc. O O
Of d Other medical reasons (If yes. give reasons.) O O
O} E Wmmmmsnmymv o O
4 21. Have you ever been a patient in any type of hospital? (If yes,
; specify when, where, why, and name of doctor and complete O
address of hospital.)
wietr O Q]
“CFF | 23. Have you ever had any iliness or injury other than those o O
Of alrendy noted? (If yes, spac:fy when, where, and grve deta:ls)
ol O O
o} B
0‘;} . ] 265. Have you ever been rejected for military service for any O O
'O 1 reason? (If yes, give date and reason for rejection.)
O |
O Q)
ol
Oo}F . Have you ever received, is there pending, or have i{ou ever
G T lpphed for pension or compensation for any disabilit O 0
il fm spec:fywhat kind, grantedbywhom
: and t amount, why.)

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

DD FORM 2807-1, JUL 2001

Page 2 of 3 Pages




LAST NAME, FIRST NAME, MIDDLE NAME {SUFFIX) SOCIAL SECURITY NUMBER

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 Initis) | c. SIGNATURE d. DATE SIGNED

(YYYYMMDD)
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