INSTRUCTIONS ON HOW TO COMPLETE
DD-2792 MEDICAL SUMMARY & DD-2792-1 EDUCATIONAL SUMMARY

You can get both DD-2792 (Medicai Form) & DD-2792-1 (Educational Form) from the EFMP office at the Mendoza Soldier
Family Care Clinic, 2™ Floor or go to Google and just type in the form number you need. Please ensure that it is the
August 2014 version. We are no longer accepting the 2011 version.

If this is for an update you will need to come by the EFMP office to pick up a copy of your previous enroliment to
take to your appointment to ensure that the provider updates all of your previous and new diagnosis.

DD-2792 Medical Summary Instructions

Soldier or Spouse: Please complete pages 1-2 & all headings of pages 3 thru 11, (l.e. Patient name, sponsor SSN,
Family member prefix-01 is first child, 02 is second child, 30 is for the first spouse, etc.)

If your dependent sees more than one specialist please have that specialist complete a separate packst on the
diagnosis that they are treafing the patient for (that is if the Primary Care Provider does not feel comfortable
completing the form for that diagnosis/medical condition).

Health Care Provider (Physician, Nurse Practitionsr, Psychologist, Counselor, etc.): Complete the Medical Summary
pages 4 thru 11, all that applies to the patient. Make sure to sign the bottom of the pages that the physician should
sign (LEGIBLY PLEASE). Additionally, complete one or both of the below addendums that apply:

ADDENDUM 1-ASTHMA/REACTIVE AIRWAY DISEASE SUMMARY

ADDENDUM 2-MENTAL HEALTH SUMMARY (PAGES 2-10)

ADBDENDUM 3-AUTISM SPECTRUM DISORDER & SIGNIFICANT DEVELOPMENTAL DELAY

Soldier's Next Assignment: This medical summary is used to determine whether your family member’s special needs
are available at your next duty assignment. For example, if your child needs a Pediatric Cardiologist; the Army HRC
EFMP Office will contacts the soldier's next duty station Medical EFMP Office regarding the availabiiity of
care/services within that area of the soldier's STATESIDE ASSIGNMENT. OCONUS (overseas) assignments have
different proximity considerations.

Please drop off all completed EFMP Summaries (DD-2792/DD-2792-1) to the EFMP Office on the second floor of the
Mendoza Soldier Family Care Clinic. Walk-in hours are from 0740 till 1500 (closed for lunch from 1200-1300), if you
have any questions please call 742-1344 (front desk}.

DD-2792-1 Educational Summary Instructions

Parents please complete all of page 2 and when you get to number 8 on page 2 please include Sponsor's Full SSN.
On page 3 parents please only fill out numbers 1&2 with sponsor's & child’s full name. From number 3 down needs to
be completed by the school if the child is 3yrs & older; and return with the most updated copy of IEP
(INDIVIDUALIZED EDUCATION/EVALUTION PLANY) or 504 plan from school. If the child is under the age of 3
please have ECI (EARLY CHILDHOOD INTERVENTION) complete numbers 3 thru 8 and return with the most
updated evaluation or IFSP {Individualized Family Service Plan). If your child receives services on the network please
have the provider giving the service (Speech/Occupational or Physical Therapy) complete the form & return with an
updated evaluation.

Once ALL FORMS are completed please return to the EFMP Office at the Mendoza Soldier Family Care Clinic, we are
located on the Second Floor. If you have any questions please call the front desk @ (915)742-1344.




INSTRUCTIONS FOR COMPLETING DD FORM 2792,
FAMILY MEMBER MEDICAL SUMMARY

GENERAL.

The DD Form 2792 and altached addenda are completed o identify a
family member with special medical neads.

Thera is a Certification Section on page 3 that should be signed
AFTER the entire form is completed by medical provider(s} and ihe form
has been reviewed for compleilensss and accuracy.

The Parent/Guardian or Person of Majority Age signs block 11b, and
the MTF coordinator/authorized reviewer signs block 12b,

A Qualified Medical Provider is responsible for assessing whether
the services they are eligible to prescribe are within the scope of thelr
practice and their state ticensing requirements.

AUTHORIZATION FOR DISCLOSURE (Page 1)

Health Insurance Portability and Accountability Act (HIPAA)
Requirement.

Each adult family member must stgn for the release of hisfher own
medical information. The sponsor or spouse cannot authorize the release
of information for those dependent family members who have reached the
age of maiority unless they are court-appointed guardians, Please
consult with your military treatment facility (MTF) or dantal freatment
facility (DTF) privacy/HIPAA coordinator about questions regarding
authorizations for disclosure.

DEMOGRAPHICS/CERTIFICATION {Page 2).
ltem 1. Self-explanatory.

ltem 2.a. Family Member (FM). Name of family member described in
subsequent pages.

ftem 2.b. Sponsor Name, Name of the military member responsible for
the family member identified in item 2.a.

ltems 2.c. - e. Self-explanatory.

item 2.f. Family Member Prefix (FMP). Applies to Miliitary medical
beneficiary only. The Family Member Prefix is assigned when the family
member is enrolled in DEERS.

item 2.9. DoD Benefits Number (DBN}. This 11-digit number has two
components. The first nine digits are assigned to he sponsor; the kast
two digits ldentify the specific person covered under that sponser. The
first nine digits do not reflect the sponsors nine-digit SSN. The DBN can
be found above the bar code on the back of the beneficlary's ID card. if
the child has not been issued an ID card, enter the first @ digits of the
parent's DBN.

ltems 2.h. - J. Self-explanatory.

ltems 3.a. - h. Allitems refer to the sponsor. Self-explanatory.
Item 3.I. Annotate with an *X" whether the farily member resides with
the sponsor. [f the family member does not, then provide an explanation,

ltem 4.a. Answer Yes if both spouses are on active duty or if the
enrolling spouse was a former member of the U.S. military. If Yes,
complete tems 4.b. - e.

ltem 5.a. - d. If Yes, enter SSN, name of sponsor and branch of Service.
Military only.

tem B.a. If Yes, complete b. - ¢c. Self-explanalory.

Item 7. identify current medically necessary adaptive equipment or
special medical equipment used by the family member. Include make
and mode! of the equipment.

item 8. Required Actions. Self-explanatory.

ttem 9. Required Addenda. To be compleled by the EFMP/Screening
Coordinator completing the administrative reviewv/certification. Please
note: Each addenda is completed, and submilted for EFMP review, only
if applicable to the patient described. SIGNATURE of a Qualified
Madical Provider Is REQUIRED.

Items 10.a. - ¢. To be completed by the administrator in consultation with
the family. Mark (X) all services being provided to the family member.

ltems 11.a. - ¢. Parent/Guardian or Person of Majority Age. Parent/
guardian or person of majority age certifies that the information contained
in the DD 2792 is correct. Individual must ensure that all applicable
forms are completed and attached before signing.

Items 12.a. - f. The MTF authorized case coordinator/administrator
name, signature, date, location of military freatment facility or certifying
EFMP program, telephone number, and official stamp. Self-explanatory.
Administrator must ensure that all forms are complete and attached

before signing.

MEDICAL SUMMARY beginning on page 4 must be completed by a
qualified medical professional. Sponsor, spousse, or famlly member
of majority age must sign release authorization on page 1 before
this summary is completed. Please complete as accurately as possible
using ICD-9-CM or, when approved, ICD-10-CM. 1f the patient has an
asthma, mentai health or autism spectrum disorder/developmental delay
diagnosis, enter ONLY the diagnostic description/code on Page 4 and the
remainder of the information on the appropriate attached addendum form.

ltems 1.a. - ¢. Place an "X" in the appropriate box if the information is
included in an addendum,

ltems 2.a. - b. Primary Diagnosis. Enter the primary diagnosis and
corresponding diagnostic code for the famity member.

itemns 3.a. - ¢. Medication History. Enter all current medications
associated with the primary diagnosis, the dosage and frequency
medicalion should be taken.

Items 4.a. - d. Hospilal Support for the Last 12 Months. Enter the
number of emergency room visits/urgent care visils, hospitalizations, ICU
admissions, and number of outpatient visits.

ltem 5. Prognosis. Self-explanatory.

ltem 6. Trealment Plan for Primary Diagnosis. Include medicat and/or
surgical procedures, special therapies planned or recommended over the
next three years., Also include the expected tength of treatment, required
parficipation of family members, and if lrealment is ongoing.

Items 7. - 21. Secondary Diagnoses. Follow procedures for ltems 2, - 6.
above.

[tem 22. Minimum Health Care Required. Codes in the first column are
used by Army coding teams only. In column 1, mark with an X any
specialists REQUIRED to meet the patient's needs. If a specialist was
used to determine a diagnosis, and is not necessary for ongoing care, DO
NOT place an X next to that specialist. If a developmental pediatriclan is
a child's primary care manager, but a pediatrician meets the needs, DO
NOT mark developmental pediatrician. This seciion is not & wish isf, but
should reflect the providers that are necessary to meet the needs of the
patient.

ltems 23. - 26. Self-explanatory.

ltems 27.a. - f. Provider Information. - Official stamp or printed name and
signature of the provider completing this summary, date the summary
was signed, telephone number(s) for the provider, email and medical
specialty.
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INSTRUCTIONS FOR COMPLETING DD FORM 2792 (Continued)

APDENDUM 1 - ASTHMA/REACTIVE AIRWAY DISEASE SUMMARY
(p. 8). To he completed hy a qualified madical professional. This
addendum is completed only if applicable to the patient described.

item 1. Diagnostic Description Code. Enter the diagnostic description
code (ICD-9-CM or, when approved, ICD-10-CM) for patients evaluated
or treated for asthma within the past 5 years and continue the
completion of the addendum and sign. Signature of Qualified Medical
Provider Is REQUIRED in Item 5.b.

ltems 2. - 4. Self-explanatory.

item 5.a. - f. Provider Information. Official stamp or printed name and
signature of the provider completing this addendum, the date the
summary was signed, the telephone number(s) for the provider, email,
and medical specially.

ADDENDUM 2 - MENTAL HEALTH SUMMARY (pp. 8- 10). Tobe
completed and signed by a qualified medical professional. This
addendum is completed only If applicable to the patient described.

ltems 1.a. - ¢. Diagnosis{es). Complete as accurately as possible
using ICD-8-CM or, when approved, ICD-10-CM if the patient has
current or past (within the last 5 years) history of mental heaith
diagnosis (to include attention deficit disorders).

items 2.a. - ¢. Medication History. Provide current medications,
dosage, and frequency for diagnoses listed in ltem 1.a.

items 2.d. - e. Include any discontinued medication{s) related lo the
diagnosis(es), with reasons for discontinuing, and the frequency taken.

ltems 3.a. - b. Therapy Received or Recommended. Include past
compliance with trealment programs, frequency and expacted fength of
treatment, required pardicipation of family members, and if freatment is
ongoing.

ltems 4.a. - ¢. Treatment. Insert the number of outpalient visits in the
LAST YEAR, the number of hospitalizations in the LAST FIVE YEARS,
and the number of residential treatment admissions in the LAST FIVE
YEARS (include the date of last admission).

ltems 5.a. - h. History. Answer Yes or No, and include addilional
details as directed on the patient's mental health history for the last five
years.

Hems 6. - 9. Self-explanatory.

Items 10.a. - f. Provider Information. Official stamp or printed name
and signature of the provider completing this addendum, the date the
summary was signed, the telephone numbei(s) for the provider, email
and medical specialty.

ADDENDUM 3 - AUTISM SPECTRUM DISORDERS AND
SIGNIFICANT DEVELOPMENTAL DELAYS (p.11). To be
completad by a qualified medical professional. This addendum
is completed only if applicable to the patient described.

ltem 1.a. - ¢. Indicate the diagnosis{es) using an X. Insert the date
when diagnosed and select the appropriate specialty provider(s) or
school-based team that diagnosed the patient.

ltems 2. - 3. Self-explanatory.

{tems 4.2, - d. Current Medications. List ali current medications
used io treat the diagnosis(es) listed in ltems 1 and 3, the dosage,
the frequency taken, and the reason prescribed.

ltems 5.a. - e. Current Inferventions/Therapies. Providing a list of
current interventions and therapies Is important information for the
family travel determination for this patient. The information should
be completed by a qualified medical professionat in consultation
with the family. Self-explanatory.

Item 6. Communication. Using an X, indicate if the patient is verbal
or non-verbal. If non-verbal, indicate the appropriate
communication methods used.

Item 7. Self-explanatory.
ltem 8. Behavior. Answer yes if the child exhibits high risk or
dangerous behaviors. Additionat information may be included in

item 13 if more space Is required.

Item 9. Cognitive Ability. Indicate appropriate intefligence quotient
(1QY, if knowm.

ftems 10. - 11. Self-explanatory.

ltem 12. Respite Care Recelved. Provide the number of hours per
menth, and the source, e.g., EFMP Respite Care Program, ECHO
or Medicaid.

ftem 13, General Comments. Self-explanatory.

ftem 14, Provider Information. Official Stamp or printed name,

signature, date signed, telephone number(s), official email and
medical specialty. Self-explanatory.
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FAMILY MEMBER MEDICAL SUMMARY OMB No. 6704-0411
{To be completed by service member, adulf family member, or civilian employee.) OMB approval expires
(Read Instructions before completing this form.) Jul 31, 2017

The public reporting burdan for this collecton of information is estimated to average 30 minutes per response, including tha time for reviewing instruckions, searching existing data sources, gathering and
malntaining the data needed, and complating and revigwing the colection of information. Send comments regarding this busden estmate or any other aspect of this collection of information, including
suggsestions for reducing the burden, to the Department of Defense, Washington Headquarters Services, Executive Services Directorate, Directives Divislon, 4600 Mark Center Drive, Alexandria, YA 22350-3100
{0704-0411). Respondents shou'd be aware that notwithstanding any other provision of law, no person shall be subject to any penaity for faifing to comply with a coection of information if it does not display a
curently vahd OMB control number,

PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION.

PRIVACY ACT STATEMENT

AUTHORITY: 10U.8.C. 136; 20 U.8.C. 927; DoDI 1315.19. DoDI 1342.12; and E.Q. 9397 (S5N) as amended.

PRINCIPAL PURPOSE(S): Information vill be used by DoD personnel {o evaluate and document the special medical needs of family members, This
information will enable: (1) military assignment personnel to match the special medical needs of family members against the availability of medical
services, and {2) civilian personnet officers to advise clvillan employees about the availability of medical services fo mest the spectal medical needs of
their family members. The personally identifiable information collected on this form s covered by a number of system of records nofices pertaining to
Official Military Personnel Files, Exceptional Family Member or Special Needs files, Civilian Personnel Files, and DoD Education Aclivity files. The SORNs
may be found at hitp:/dpelo.defense.gov/Privacy/SORNSIndex/DODComponantiNotices.aspx.

ROUTINE USE(S): DoD Blanket Routine Uses 1, 4, 6, 8, 9, 12, and 15 found at hitp://dpclo.defense.gov/Privacy/SORNSIndex/BlanketRoutinelses.aspx
may apply.

DISCLOSURE: Voluntary for civilian employees and applicants for civitian employment. Mandatory for military personnei: failure or refusal to provide the
infermation or providing false information may result in administrative sanctions or punishment under either Article 92 (dereliction of duty) or Aricle 107
(false official statement), Uniform Code of Mifitary Justice. The Social Security Number of the sponisor (and sponsor's spouse if dual military} allows the
Military Healthcare System and Service persennel offices to work together to ensure any special medical needs of your dependent can be met at your next
duty assignment. Dependent spacial needs are annotated in the official military personnel fites which are retrieved by name and Social Security Number.

AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFORMATION

By signing this authorization, you confirm you understand your sponsor will have access to the health information contained herein and in addenda. The
spensor may be held accountable for the accuracy and completeness of the DD 2792 and addenda and should review all pages prior to signing on page 2.

I authorize {MTF/DTF/Civilian Provider) {Name of Provider)

to release my patient information {o the Relocation or Suitability Screening Office andfor the Exceplional Family Member/Special Needs Program to be used
in the family {ravel review process and/or registration in the Exceptional Family Member Program. The information on this form and addenda may be used
for DoD and Service-specific programs to determine whether there are adequate medical, housing and commenity resources to meet your medicai needs at
the sponsor's proposed duty locations.

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

b. Information that you have a special need {not the nafure or scope of the need) may be included in the sponsor's personnel record or be maintained in the
community office responsible for supporting families with special needs, if EFMP enroliment criteria are met.

c. The authorization applies to the summary data included on the medical summary form, its addenda and subsequent updates to information on this form.
These data may be stored in electronic databases used for medical management or dedicated to the assignment process. Access to the information Is
limited to representatives from the medical deparlments, the offices responsible for assignment ceordination, and at your request other military agents
responsible for care or services, Summary data may be transmitted (e.g., faxing or emailing) using authorized secure media transfer.

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

Expiration Date: The authorization shall continue until enroliment in the Exceptional Family Member Program is no longer necessary according to criteria
specified in DoD Instruction 1315.19, or if family member no longer meets the criteria to qualify as a dependent, or the sponsor is no longer in active military
service or empioyment of the U.S. Government overseas, or compietion of assignment coordination, or eligibility determination for specialized servicas Iif hat
is the sole purpose for the completion of the form.

| understand that:

a. | have the right to revoke this authorization at any time. My revocation must be in wriling and provided to the facility where my or my child's medical
records are kept. | am aware that if | later revoke this authorization, the person(s) | herein name will have used andfor disclosed protected information on
the basis of this authorization. My revocation will have no impact on disclesures made prior to the revocation.

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

¢. | have a right te inspect and receive a copy of my own or my child's protected health information to be used or disclosed, in accordance with the
requirements of the federal privacy protection regulations found in the Privacy Act and 45 CFR 164.524. | request and authorize the named provider/
treatment facility to release the information described above for the stated purposes.

d. The Military Health System (which includes the TRICARE Health Plan) may not condition trealment in MTFs/DTFs, payment by the TRICARE Healih
Ptan, enroliment in the TRICARE Health Ptan or eligibility for TRICARE Health Plan benefits on faiture to obtain this authorization. However, failure to
coordinate accompanied assignments prior to OCONUS travel may result in ineligibility for TRICARE Prime status (does not pertain to civilian employees).

e. Failure fo release this information or any subsequent revocation may result in ineligibility for accompanied family lravel at government expense.
f. Refusal to sign does not prectude the provision of medical and dental information authorized by other regulations and those noted in this document.

NAME OF PATIENT SIGNATURE OF PATIENT/PARENT/GUARDIAN zEI!.)QT[(gF)SHIP TO PATIENT | DATE (YYYYMMDD)
appiucanis,
DD FORM 2792, AUG 2014 PREVIOUS EDITION IS OBSOLETE. Page 1 of 11 Pages
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DEMOGRAPHICS/CERTIFICATION: To he completed by the Sponsor, Parent or Guardian, or Patient

1, PURPOSE OF THIS FORM (X ons)

Request for Government Sponscred Travel

EFMP Registration/Enroliment Update Request Change in EFMP Status:

No Lenger Have Previously identified Condition
No Longer Qualifies as a Dependent®

Family Member Daceased*
DivorcefChange in Custody*
(*Provida documentation lo verify change in stalus - do not updale medical information.)

2,a. FAMILY MEMBER/PATIENT NAME (Last, First, Middle Initial) b. SPONSCR NAME (Last, First, Middle Initial}

G.

SPONSOR SSN

d. FAMILY MEMBER GENDER () |e. FAMILY MEMBER DATE OF BIRTH f. FAMILY MEMBER PREFIX (FMP) g. DOD BENEFITS NUMBER (DBN)
{(YYYYMMDD) (on back of ID Card)
Male Female
h. CURRENT FAMILY MEMBER MAILING ADDRESS (Sires!, Aparfment Number, Cify, i. HOME TELEPHONE NUMBER (Inciude Area Code/Couniry Code}

Stale, ZIP Code, APOIFPO)

{. FAMILY HOME E-MAIL ADDRESS

3.a. SPONSOR RANK ORGRADE | b.

DESIGNATION/NEC/MOSIAFSC (Mililary only) ¢. INSTALLATION OF SPONSOR'S CURRENT ASSIGNMENT

d. BRANCH OF S8ERVICE (Military only) e. STATUS (Xone}
Army Navy l:l Air Force :l Regular Active Service Member Active Reserve Aclive Guard
BAarine Corps Coast Guard Reserves ] National Guard Civilian

f. SPONSOR'S OFFICIAL E-MAIL ADDRESS g. DUTY TELEPHONE NUMBER h. MOBILE NUMBER

{Inciude Area Code/Couniry Code}

(Include Area Code/Country Coda)

i. DOES CHILD RESIDE WITH SPONSORT (X one. If No, explain.}

YES NO

4.a. ARE YOU DUAL MILITARY OR IS YOUR $POUSE FORMER MILITARY? {Miltary oniy) (X one. If Yes, complete 4.b, - &, below)

NO

YES |[b., SPOUSE'S NAME (Lasf, First, Middle Initial) ¢. BRANCH OF SERVICE | d. RANK/RATE

e. SPOUSE 85N

B.a. 18 FAMILY MEMBER ENROLLED IN DEERS OR EVER BEEN ENROLLED IN DEERS UNDER A DIFFERENT SPONSOR'S NAME OR SSN? (Military only) (X one)

NO

YES |b. IF YES, UNDER WHAT SSN? ¢. NAME OF SPONSOR (Las!, First, Middle Initial)

d. BRANCH OF SERVICE

6.2. DOES THIS FAMILY MEMBER RECEIVE CASE MANAGEMENT SERVIGES? (X one)

YES NO (If Yes, complete 9.b. and ¢.) b. LOCATION OF CASE MANAGER (X} MTF

TRICARE

Civilian

c. CASE MANAGER CONTACT INFORMATICN

{1} NAME (Last, First, Middle Initial)

{2) EMAIL ADDRESS (If available)

{3) TELEPHONE NUMBER (inciude

Araa Code/Couintry Code)

7. MEDICALLY NECESSARY EQUIPMENT (X and complsle as appicable}

If applicable: (1) MAKE {2) MODEL
a. COCHLEAR IMPLANT

If applicable: (1) MAKE (2} MODEL
b. HEARING AIBS

If applicabla: (1) MAKE 2} MODEL
¢. INSULIN PUMP PP M @

If applicable: {1} MAKE 2) MODEL
d. PAGEMAKER e o @
o. OTHER EQUIPMENT {Specify and include make and model as appropriale.)

DD FORM 2792, AUG 2014
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FAMILY MEMBER/PATIENT NAME (Las!, First, Middie Inilial) SPONSOR NAME

SPONSOR 8SN (Last four}

FOR ADMINISTRATIVE USE ONLY

8. REQUIRED ACTIONS (Xonse)

Request for Government Sponsorship/Family Trave!

Update to a Previous Evaluvation for the Family Member

First Review of Medical History for the Family Member l Quatifies for Change in EFMP Status:

Family Member No Longer Has Previously
Identified Condition

Family Member No Longer Qualifies as a
Dependent*

Family Member Deceased*

Divorce/Change in Custody*

Other (e.g., Extended Care Healih Option Efigibifity}: (*Meaintain documentation fo verify change in status - do not updale medical information.)

9. REQUIRED ADDENDA.

Verify required addendum is altached and has been signed (X each that appties). Do not submit a blank addendum for EFMP review.

Asthma Addendum 1 is required and D Attached.

Mental Health Summary Addendum 2 is required and Attached.

Autlsm Spectrum Disorder/Developmental Delay (AS/DD} Addendum 3 is required and | Attached.

10. SPECIAL ASSIGNMENT CONSIDERATIONS (X aff thaf apply)

b, Receiving TRICARE Extended Care Health Option (ECHO} Benefits

¢. Receiving State MedicaidMedicare Waiver Services

a. Possible Speciat Education/Early Intervention (If checked, DD Form 2792-1 must be complaled}

CERTIFICATION

11. CERTIFICATION. DO NOT CERTIFY BEFORE THE MEDICAL PROVIDER COMPLETES THE ENTIRE FORM AND ADDENDA.
By signing below, we certify that the information submitted on this DD Form 2792 is complete and accurate.

PARENT/GUARDIAN OR PERSON OF MAJORITY AGE:

a. PRINTED NAME b. SIGNATURE

c. DATE (YYYYMMDD)

12. ADMINISTRATIVE CERTIFICATION

a. PRINTED NAME (Las!, First, Middle Inilial) h. SIGNATURE

¢. DATE (YYYYMMOD)

d. LOCATION OF MILITARY TREATMENT FACILITY OR CERTIFYING EFMP OFFICE | e. TELEPHONE NUMBER

(Inciude area code/Country Cods)

f. QFFICIAL STAMP

DD FORM 2792, AUG 2014
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FAMILY MEMBER/PATIENT NAME (Last, First, Middle Initial) SPONSOR NAME

SPONSOR SSN (Last four)

MEDICAL SUMMARY: To be completed by a Qualified Medical Professional

PART A - PATIENT STATUS (Authorization by patient or parent/guardian included on Page 1 of this form)

Please complete as accurately as possible using ICD-8-CM or, when approved, ICD-10-CM. If the patient has an asthma, mental heailh, or autism
specirum disorder/developmental detay diagnosis, enter ONLY the diagnostic description/code on this page and the remainder of the information on

the appropriate attached addendum form.

1. INFORMATION INCLUDED IN ADDENDUM (X aff that appiy)

a. Asthma (Addendurm 1) b. Mental HealthiADHD (Addendum 2) ¢. Autism/Developmental Delay (AS/DD) fAddendum 3)

2. PRIMARY DIAGNOSIS

a. DIAGNOSIS b. COPBE

L L]

3. MEDICATION HISTORY (Associated with primary diagnosis)

a. CURRENT MEDICATION(S) b. DOSAGE

¢. FREQUENCY

4. HOSPITAL SUPPORT FOR THE LAST 12 MONTHS (Associafed with primary fagnosis)

a. g:MBERSOFSER VISITS/URGENT b. NUMBER OF HOSPITALIZATIONS |c. NUMBER OF ICU) ADMISSIONS
RE VISIT:

d. NUMBER OF OUTPATIENT
VISiTS

5. PROGNOSIS (X one)

EXCELLENT GOOD FAIR POOR GUARCED UNSTABLE

NON-COMPLIANT

6, TREATMENT PLAN FOR PRIMARY DIAGNOSIS (Medical, mental heallh, surgical procedures or therapies planned or recommended over the next three years.
For cancer palients, include dale of diagnosis, types of freatment, responses o treafment, if frealment is active and if treatment is completed.}

7. SECONDARY DIAGNOSIS 1

a. DIAGNOSIS b. CODE

[ ]

HiNN

8. MEDICATION HISTORY (Associated with secondary diagnosis)

a. CURRENT MEDICATION(S} b, DOSAGE

c. FREQUENCY

9. HOSPITAL SUPPORT FOR THE LAST 12 MONTHS (Associafed with secondary diegnosis}

a. NUMBER OF ER VISITS/URGENT b. NUMBER OF HOSPITALIZATIONS [ c¢. NUMBER OF ICU ADMISSIONS
CARE VISITS

d. NUMBER OF QUTPATIENT
VISITS

10. PROGNOSIS (< one)

EXCELLENT GOOD FAIR POOR GUARDED UNSTABLE

NON-COMPLIANT

11, TREATMENT PLAN FOR SECONDARY DIAGNOSIS (Medical, menal health, surgical precedures or therapies planned or racommended over the next thiee
years. For cancer patients, incliude date of diagnosis, lypes of freatman, responses lo lreatment, if freatment is active and if ireatment is completed.)

DD FORM 2792, AUG 2014
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FAMILY MEMBER/PATIENT NAME (Last, First, Middle initial} SPONSOR NAME SPONSOR SSN (Last four}

MEDICAL SUMMARY (Continued): To he completed by a Qualified Madical Professional

PART A - PATIENT STATUS (Continued)

12, SECONDARY DIAGNOSIS 2

a. DIAGNOSIS - b. CODE

L0
13. MEDICATION HISTORY (Associated with secondary diagnosis)

a. CURRENT MEDICATION(S} b, DOSAGE ¢. FREQUENCY

14. HOSPITAL SUPPORT FOR THE LAST 12 MONTHS (Associated with secondary diagnosis)

a, NUMBER OF ER VISITS/URGENT h. NUMBER OF HOSPITALIZATIONS | ¢, NUMBER OF ICU ADMISSIONS d. NUMBER OF QUTPATIENT
CARE VISITS VISITS

15. PROGNOSIS (X one)

EXGELLENT GOOD FAIR POOR GUARDED UNSTABLE NON-COMPLIANT

16. TREATMENT PLAN FOR THIS DIAGNOSIS (Medical, mantal heallh, surgical procedures or therapies planned or recommended over the next three years.
For cancer patients, include date of diagnosis, types of frealment, responses fo trealment, if freatment is achive and if trealment is complaled.)

17. SECONDARY DIAGNOSIS 3

a. DIAGNOSIS b. CODE

L0
18. MEDICATION HISTORY (Associaled with sacondary diagnosis)

a. CURRENT MEDICATION(S) b. DOSAGE ¢. FREQUENGY

419. HOSPITAL SUPPORT FOR THE LAST 12 MONTHS (Associaled vath secondary diagnosis)

a. NUMBER OF ER VISITS/URGENT b. NUMBER OF HOSPITALIZATIONS | c. NUMBER OF ICU ADMISSIONS d. NUMBER OF OUTPATIENT
CARE VISITS VISITS

20. PROGNOSIS X ong)

EXGELLENT GOOD FAIR POOR GUARDED UNSTABLE NON-COMPLIANT

21. TREATMENT PLAN FOR THIS DIAGNOSIS (Medical, mental health, surgical procedures or therapies planned or recommended over the next three years.
For cancer patients, includs dale of diagnosis, fypes of lrealment, responses lo Ireatment, if treatment Is active and if ireatment s completed.}
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FAMILY MEMBER/PATIENT NAME (Last, First, Middie Initial} SPONSOR NAME SPONSOR SSN (Last four)

MEDICAL SUMMARY (Continuedy: To he completed by a Qualified Medical Professional

PART B - REQUIRED MEDICAL SPECIALTIES

22. MINIMUM HEALTH CARE REQUIRED
INDICATE FREQUENCY OF CARE: A-ANNUALLY B -BIANNUALLY (Twice ayear} Q-QUARTERLY M-MONTHLY Bi-BI-MONTHLY W-WEEKLY

(L) {2) 1) (2)
Pty ey ey fitr
co a. ALLERGIST/IMMUNOLOGIST C&7 hh. ORAL SURGEON
ca9 b. AUDIOLOGIST ca7 iIl. ORTHOPEDIC SURGEON - ADULT
c62 c. BEHAVIOR ANALYST Cc4s8 il. ORTHOPEDIC SURGEON - PEDIATRIC
o] ¥ d. CARDIAC/THORACIC SURGECN C56 kk. OTORHINOLARYNGOLOQGIST
Go02 e. CARDIOLOGIST - ADULT cit Il.  PAIN CLINIC
Co3 f. CARDIOLOGIST - PEDIATRIC c72 mm. PEOIATRIC NURSE PRACTITIONER
C70 g. CLEFT PALATE TEAM - PEDIATRIC G30 nn. PEDIATRICIAN
Ca6 h. DERMATOLOGIST C4g oo, PEDIATRIC SURGEON
Co6 i. DEVELOPMENTAL PEDIATRICIAN 3z pp. PHYSIATRIST (Physicel Rehabllifation)
C53 j. DIALYSIS TEAM C58 qq. PHYSICAL THERAPIST
co7 k. DIETARY/NUTRITION SPECIALIST G50 rr.  PLASTIC SURGECH - ADULT
Co8 . ENDOCRINOLOGIST - ADULT cM 8s. PLASTIC SURGEON - PEDIATRIC
Co9 m. ENDOCRINOLOGIST - PEDIATRIC c99 tt. PODIATRIST
c10 n. FAMILY PRACTITIONER 36 uu. PSYCHIATRIST - ADULT
C1 0. GASTROENTEROLOGIST - ADULT C36 vv. PSYCHIATRIST - PEDIATRIC
c12 p. GASTROENTEROLOGIST - PEDIATRIC cr2 viw. PSYCHIATRIST NURSE PRACTITIONER
€43 q. GENERAL SURGEON car xx. PSYCHOLOGIST - ADULT
Ci4 r. GENETICS c3s yy- PSYCHOLOGIST - PEDIATRIC
Ccté 8. GYNECOLOGIST Cc33 zz. PULMONOLOGIST - ADULT
c99 t. GYNECOLOGIST/ONCOLOGIST C76 aaa. PULMONOLOGIST - PEDIATRIC
c17 u. HEMATOLOGIST/IONCOLOQGIST - ADULY ce9 bbb, RADIATION ONCOLOGIST
c18 v. HEMATOLOGIST/ONCOLOGIST - PEDIATRIC c60 cec. RESPIRATORY THERAPIST
C75 vi. INFECTIQUS DISEASE C39 ddd. RHEUMATCLOGIST - ADULT
G20 %. INTERNIST C40 eae. RHEUMATOLOGIST - PEDIATRIC
c2 y. NEPHROLOGIST - ADULT cé1 fff. SOCIAL WORKER
G2 z. NEPHROLOGIST - PEDIATRIC C62 agg. SPEECH AND LANGUAGE PATHOLOGIST
G23 aa, NEUROLOGIST - ADULT Cat ihh. TRANSPLANT TEAM
c24 bb. NEUROLOGIST - PEDIATRIC Cb1 iii. UROLOGIST - ADULT
C44 cc. NEUROSURGEON C18 iil. UROLOGIST - PEPIATRIC
Co4 dd. OCCUPATIONAL THERAPIST - ADULT C99 kkk. VASCULAR SURGEON
C&5 @0, OCCUPATIONAL THERAPIST - PEDIATRIC ¢99 lil. OTHER (Describe}
C26 ff. OPHTHALMOLOGIST - ADULT
ca7 9. OPHTHALMOLOGIST - PEDIATRIC

L. _
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FAMILY MEMBER/PATIENT NAME (Last, First, Middle Initial)

SPONSOR NAME

SPONSOR 88N (Lasi four}

MEDICAL SUMMARY - PART B (Continued): To be completed by a Qualified Medical Professional

YES
NO

IF YES:

FO1 - GASTROSTOMY
F02 - TRACHEQSTOMY
FQ3 - CSF SHUNT

F04 - CYSTOSTOMY

EARTIFICIAL OPENINGS/PROSTHETICS (X all that apply)

F05 - COLOSTOMY
F06 - ILEOSTOMY

F99 - OTHER UNSPECIFIED CPENING
{Specify}

FO7 - OTHER UNSPECIFIED PROSTHETICS (Specify)

RO1 - LIMITED STEPS

(if Yes, please explain)

RO2 .- COMPLETE WHEELCHAIR ACCESSIBILITY
R04 - SINGLE STORY/LEVEL HOUSE
R06 - CARPET PROHIBITED

.

[ |Re9 -OTHER (Spacity below)

24, MEDICALLY INDICATED (as indicated in diagnostic information) ENVIRONMENTAL/ARCHITECTURAL CONSIDERATIONS
RO3 - AIR CONDITIONING
RO3a - TEMPERATURE CONTROL
RO3b - HEPA FILTER

R03¢c - POLLEN CONTROL

B RO3d - AIR FILTERING

(Specify and provide justifications for environmental/architectural considerations):

25. MEDICALLY NEGESSARY ADAPTIVE EQUIPMENT/SPECIAL MEDICAL EQUIPMENT (Identified in diagnostic information). (If marked, describe.)

a. TYPE OF EQUIPMENT (X)

b. DESCRIPTION

a. TYPE OF EQUIPMENT (X}

b. DESCRIPTION

L03 - APNEA HOME MONITOR

L14 - HOME VENTILATOR

L31 - COCHLEAR IMPLANT

L22 - INSULIN PUMP

L21 - CONTINUOQUS POSITIVE

{CPAP) THERAPY

AIRWAY PRESSURE

L32 - INTERNAL
DEFIBRILLATOR

L33 - FEEDING PUMP

123 - PACEMAKER

L04 - HEARING AIDS

LO7 - SPLINTS, BRACES,
ORTHOTICS

L20 - HOME DIALYSIS
MACHINE

L08 - WHEELCHAIR

L3 - HOME NEBULIZER

L2 - HOME OXYGEN
THERAPY

L99 - OFHER (Specify}

26. IDENTIFY ANY LIMITATIONS FOR ACTIVITIES OF DAILY LIVING AND ANY TRAVEL LIMITATIONS (Please explain)

PART C - PROVIDER INFORMATION

27.a. PROVIDER PRINTED NAME OR STAMP

b. SIGNATURE

¢. DATE (YYYYMMDD}

d. TELEPHONE NUMBERS (Include Area Code/Country Code)

(1} COMMERGIAL

(2) DSN {Military only}

e, OFFICIAL E-MAIL ADDRESS

f. MEDICAL SPECIALTY

DD FORM 2792, AUG 2014
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FAMILY MEMBER/PATIENT NAME (Last, First, Micdle Initial) SPONSOR NAME SPONSOR $SN (Last four)

ADDENDUM 1 - ASTHMA/REACTIVE AIRWAY DISEASE SUMMARY:
To be completed by a Qualified Medical Professional

Complete addendum if patient has been evaluated or treated for asthma within the past five years.

1, DIAGNOSTIC DESCRIPTION CODE (ICD-9-CM or, when approvad, 1ICD-10-CM)

L]

2. MEDICATION HISTORY

a, MEDICATION(S) b. DOSAGE c. FREQUENCY

3. HISTORY ASSOCIATED WITH ASTHMA ATTACKS (X as applicable)

YES| NO

0

. ARE THERE ANY TRIGGERS FOR THE PATIENT'S ASTHMA ATTACKS (stress, environment, exercisej?

=

DOES THE PATIENT ROUTINELY (greafer than 10 days per month/four months per year} USE INHALED ANTIINFLAMMATORY AGENTS ANDIOR
BRONCHODILATORS?

e

HAS THE PATIENT TAKEN ORAL STEROIDS DURING THE PAST YEAR (prednisone, prednisolone}?
IF "YES", NUMBER OF DAYS IN PAST YEAR:

d. HAS THE PATIENT EVER EXPERIENCED UNCONSCIOUSNESS OR SEIZURES ASSOCIATED WITH ASTHMA ATTACKS?

e. HAS THE PATIENT REQUIRED AN URGENT VISIT TO THE ER OR CLINIC FOR ACUTE ASTHMA DURING THE PAST YEAR?
iF "YES", INDICATE THE NUMBER OF VISITS IN THE PAST YEAR: )

f. HAS THE PATIENT BEEN HOSPITALIZED FOR PULMONARY DISEASE (pneumonia, bronchitis, bronchiolitis, croup, RSV} DURING THE
PAST YEAR? IF "YES", INDICATE THE DATE(S) OF HOSPITALIZATION (YYYYMMODD):

g. DOES THE PATIENT HAVE A HISTORY OF ONE OR MORE HOSPITALIZATIONS FOR ASTHMA RELATED CONDITIONS WITHIN THE PAST FIVE
YEARS? IF "YES", HOW MANY? INDICATE DATE OF LAST ADMISSION (YYYYMMDD):

h. HAS THE PATIENT REQUIRED MECHANICAL VERTILATION (infubation/use of respirator) DURING THE PAST 3 YEARS?

i. DOES THE PATIENT HAVE A HISTORY OF INTENSIVE CARE ADMISSIONS?

- APPROXIMATE NUMBER OF DAYS THAT THE PATIENT MISSED SCHOOL/WORK/PLAY DUE TO ASTHMA-RELATED PROBLEMS (including visifs fo physicians)
DURING THE PAST YEAR?

k. HOW OFTEN DOES THE PATIENT USE HISIHER RESCUE INHALER OR NEBULIZER MEDICATION (such as Albuterol or Levaibuterol) FOR INCREASED OR
ACUTE SYMPTOMS?

4. SEVERITY LEVEL. Whal is the patient's severity level based on the current treatment plan? (Select one feve! of severity. Definitions are
examples of severiy. Pulmonary function tests are required only if clinically indicated.)

a INTERMITTENT ASTHMA . Intermitient symptoms <1 time per weak. Brief exacerbations {from a few hours o a few days). Nighttime asthma symptoms <2
fimes & month. Asymptomatic and normal lung funclion between exacerbations. PEF or FEV1 280% predicted; variability <20%.

b. MILD PERSISTENT ASTHMA. Symptoms >2 times a week but <1 time per day. Exacerbations may affect slesp and activity. Nighttime asthma symptoms »2
times a month. PEF or FEV1 »80% predicted; variabiiity 20 - 30%.

¢. MODERATE PERSISTENT. Symptorns dally. Exacerbations affect sleep and activity. Nighttime asthma >1 time a week. Daily use of Inhaled shert-acting B2
agonist. PEF or FEV1 >60% and 80% predicted; variability > 30%.

d. SEVERE PERSISTENT. Continucus symptoms. Frequent exacerbations. Frequent nightlime asthma symptoms. Physical activities limited by asthma
symptoms. PEF or FEV <60% predicted; variability > 30%.

6.2. PROVIDER PRINTED NAME OR STAMP b. SIGNATURE ¢. DATE (YYYYMMDD}
¢. TELEPHONE NUMBERS (lnclude Area Code/Country Code) | e. OFFICIAL E-MAIL ADDRESS f. MEDICAL SPECIALTY
(1) COMMERCIAL {2) DSN (Military only)
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FAMILY MEMBER/PATIENT NAME {Las!, First, Middie Inifial} SPONSOR NAME SPONSOR SSH (Last four)

ADDENDUM 2 - MENTAL HEALTH SUMMARY: To be completed by a Qualified Clinical Provider

Complete addendum if the patient has current or past (duration of 6 months or longer) history (within the last & years) of menta! health
diagnosis (to include attention deficit disorders).

1. DIAGNOSIS(ES). Please complete as accurately as possible using ICD-9-CM or, when approved, ICD-1 0-CM.

b. G.
a. DIAGNOSIS ICD OR DSM AGE AT
{Required) DIAGNOSIS
2. MEDICATION HISTORY RELATED TO THE DIAGNOSIS LISTED ABOVE.
a. CURRENT MEDICATION(S) b, DOSAGE ¢. FREQUENCY
. DISCONTIRUED MEDICATION(S) RELATED TO DIAGNOSIS(ES) (Include reason for disconﬁnu.’ng) e. FREQUENCY
3.a. THERAPIES RECEIVED OR RECOMMENDED. (include past compliance with frealment programs, expecied b.
fength of treatment, required participation of family members, and if frealment is ongoing.) FREQUENCY

4. COMPLETE FOR TREATMENT:

a. NUMBER OF QUTPATIENT VISITS 9. NUMBER CF HOSPITALIZATIONS c. NUMBER OF RESIDENTIAL TREATMENT DATE OF LAST
IN THE LAST YEAR: IN THE LAST FIVE YEARS: ADMISSIONS IN THE LAST FIVE YEARS: ADMISSION (YYYYMMODD):

5. HISTORY (X and provide datalls for each *Yes" answer)

£S| NO | WITHIN THE LAST 8 YEARS, HAS THE PATIENT HAD A:
a. HISTORY OF SUICIDAL GESTURESIATTEMPTS? (If Yos, include dates)

=

b. HISTORY OF SUBSTANCE ABUSE?

¢. HISTORY OF ADDICTIVE BEHAVIORS?

d. HISTORY OF EATING DISORDERS?

f. HISTORY OF PROBLEMS WITH LEGAL AUTHORITY? (if Yes, spacify)

g. HISTORY OF PSYCHOTIC EPISODES?

h. HISTORY OF SERVICES RECEIVED FOR ALLEGATIONS OF FAMILY MALTREATMENT? (¥ Yes, and services are delivered by Family Advocacy, note
case determination.)

.
T
.
_]__I e. HISTORY OF OTHER COMPULSIVE BEHAVIORS?
T
T
T
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FAMILY MEMBER/PATIENT NAME (Lasf, First, Middle Initial}

SPONSOR NAME

SPONSOR SSN (Last four)

ADDENDUM 2 - MENTAL HEALTH SUMMARY (Continued): To he completed by a Qualified Clintcal Provider

8. TREATMENT PLAN (Relaied lo the patient's mental health condition planned over the nex{ three years).

7. PROGNOSIS (X one)

EXCELLENT GOOD FAIR | PCOR GUARDED UNSTABLE NON-COMPLIANT
8. PROVIDERS REQUIRED TO IMPLEMENT TREATMENT PLAN AND FREQUENCY OF VISITS
PSYCHIATRIST PSYCHOLOGIST SOCIAL WORKER OTHER (Specify)
WEEKLY WEEKLY WEEKLY WEEKLY
BI-MONTHLY BI-MONTHLY BILMONTHLY BI-MONTHLY
MONTHLY MONTHLY MONTHLY MONTHLY
QUARTERLY QUARTERLY QUARTERLY QUARTERLY
BIANNUALLY BIANNUALLY BIANNUALLY BIANNUALLY
ANNUALLY ANNUALLY ANNUALLY ANNUALLY

9. OTHER COMMENTS {include additional informalion that would assist in determining necessary treatments.}

10.a. PROVIDER PRINTED NAME OR STAMP

b, SIGNATURE

¢. DATE (YYYYMMDD;}

d. TELEPHONE NUMBERS (Include Area Code/Country Code}

{1) COMMERGIAL

(2) DSN (Military only)

¢. OFFICIAL E-MAIL ADDRESS

f. MEDICAL SPECIALTY
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FAMILY MEMBER/PATIENT NAME (Last, First, Mitkile Initial)

SPONSOR NAME

SPONSOR SSN (Last four}

ADDENDUM 3 - AUTISM SPECTRUM DISORDERS AND SIGNIFICANT DEVELOPMENTAL DELAYS:
To be Completed by a Qualified Medical Professional

Complete addendum if the patient has been evaluated or received treatment(s) for autism spectrum disorders
and/or significant developmental delays.

1.a. DIAGNOSIS(ES)

Autism Spectrum Disorder

Other (Spscify)

D Global Devefopmental Delay

b. AGE WHEN DIAGNOSED

2. DATE OF BIRTH
{(YYYYMMDD)

¢. DIAGNOSED BY:

Child Psychologist

Madlcal Mulifdisciplinary Team

Child Psychlatrist

School-Based Team

Other (Specify)

Developmental Pediatrician [:] Other Physiclan

3. COEXISTING DIAGNOSES (X all ihat appiy)

Chromosomal Abnormalities

Obsessive Compulsive Disorder

Aftention DeficitHyperactivity
Disorder

Intermittent Explosive Disorder
Gircadlian-Rhythm Sleep Disorder
Generalized Anxiety Disorder,

Anxiety Disorder, HOS

Major Depressive Disorder, Depressive Disorder, NOS

Seizure Disorder

Other (Specify}

4. CURRENT MEDICATIONS (Used fo treat tiagnoses on this page)

a, CURRENT MEDICATION(S}) b. DOSAGE ¢. FREQUENCY d. REASON PRESCRIBED
5. CURRENT INTERVENTION THERAPIES
a. TYPE b. SCHOOL ¢. TRICARE d. OTHER SOURCE e,
{To be completed by a qualified medical professional HOURS/WEEK | HOURSMWEEK HOURSMWEEK OTHER
in constlfation vith the family) (if knoven} (if known) (F known} (Identify)

(%) Speech Therapy

{2) Oceupational Therapy

(3} Physlcal Therapy

{4) Psychological Counseling

{8) Intensive Behavioral Intervention (lncludes ABA)

{8} OTHER (Specify}

6. COMMUNICATION ¢x)

VERBAL

NON-VERBAL (Usss:)

Picture Exthange Communication

Signing D Communication Device

7. OTHER INTERVENTIONS/THERAPIES USED BY 1
complementary therapies)

FHE FAMILY (Specify alfemale or

System (PECS) 8. BEHAVIOR: CHILD EXHIBITS HIGH RISK OR DANGEROUS BEHAVIOR
Combination _I YES I—l NO (If Yes, provide details in lfer 13 belaw)
9. COGNITIVE ABILITY (x) 10. EDUCATION (x)
<50 | I 60 -70 j »70 Receives Early Intarvention !:1 Recelves Special Education Attends Public School
tnknown | Indeterminate Attends Private School Attends Special Private School Is Home Schooled
1. REQUIRED MEDICAL SERVICES 12. RESPITE CARE RECEIVED
{X) a. TYPE b. FREQUENCY | (X} a. TYPE b. FREQUERCY b. SOURCE

Child Psychology

Child Heurology

a. HOURS PER
MONTH

Child Psychiatry

Developmentai
Pediatrics

13. GENERAL GOMMENTS (Include Functional Levels)

14.a. PROVIDER PRINTED NAME OR STAMP

b. SIGNATURE

¢. DATE (YYYYMMDD)

d. TELEPHONE NUMBERS (include Area Code/Country Cocde)

{1} COMMERCIAL

{2) DSN {Military oriy}

e. OFFICIAL E-MAIL ADDRESS

f. MEDICAL SPECIALTY

DD FORM 2792 (ADDENDUM 3), AUG 2014
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SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY

PRIVACY ACT STATEMENT
AUTHORITY: 10 U.S.C. 136; 20 U.S.C. 927; DoDI 1315.19: DoD! 1342.12; and E.O. 9397 (as amended).

PRINCIPAL PURPOSE(S): Information will be used by DoD personnel {o evaluate and document the special education needs of family members.
This information will enable: (1) Military assignment personng! to match the special education needs of family members against the avaifability of

educalional services, and (2) Civilian personnel officers to advise civilian employees about the availability of education services to meet the speciat
educalion needs of their family members. The personally identifiable information collected on this form is covered by a number of system of records

notices pertaining to Offictal Mililary Personnet Files, Exceptional Family Member or Special Needs files, Civilian Personnel Files, and DoD
Education Aclivity files. The SORNs may be found at hitp://dpclo.defense.gov/Privacy/SORNsindex/DODComponentNotices.aspx.

ROUTINE USE(S): DoD Blanket Routing Uses 1, 4, 6, 8, 9, 12, and 15 found at hitp://dpelo.defense.qov/Privacy/SORNSIndex/

BlankelRoutinelses.aspx may apply.

DISCLOSURE: Voluntary for civilian employees and applicants for civillan employment; however, the information must be provided if you intend to
ensoll your child with special educalion naeds in a scheol funded by the Department of Defense or a scheol in which DoD is responsible for paying
the ition for a space-required family member. Mandatory for military personnel. Failure or refusal to provide the information or providing false
Information may result in administrative sanctions or punishment under either Arlicle 92 (dereliction of duty) or Arlicle 107 (false official statement),
Uniform Code of Military Justice. The Social Security Number of the sponsor (and sponsor's spouse if dual military) allows the DoD Education
Activity and Service parsonnel offices to work together to ensure any special education needs of your dependent can be met at your next duty
assignment. Dependent spacial education needs are annotated in the official military personnet files which are retrieved by name and Social

Security Number.

INSTRUCTIONS

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

DEMOGRAPHICS.
items 1 - 7. Completed by sponsor or spouse.

item 1. Reguest (X one);

- EFMP Registration/Enroliment Update - first enrollment
application for the family member or to update a previous
evaluation for the family member.

- Government Sponsored Travel.

- Change in EFMP Status.

Items 2.a. - h. Child/Student Information. Self-explanatory.
ltems 3.a. - h. Sponsor Information. Self-explanatory.

Item 3.i. Child/student enrolled in DEERS under another
sponsor. -Self-explanatory.

items 4.a. - d. Self-explanatory.

item 5. Completed for children age birth to 3 who have or
require an IFSP.

Iltem 6.a. - e. Completed for children ages 3 to 21 only who
have or require an IEP. Children who have IEPs and are ages
3 to 5 should have the DD 2792-1 completed at the school the
child would normally attend for kindergarten. High School
araduates, students who have passed the G.E.D. and college
students are not required to compiete the DD 27921,

[tems 7.a. - 6. Signature of sponsor or spouse who completed
the form. Self-explanatory.

items 8.a. -f. Administrative Review. Completed by EFMP
responsible for screening or enroliment in the MTF.

SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY

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

Items 1.a. - d. Sponsor information. Signature of sponsor,
spouse, legal guardian, or student who has reached the age of
majority is REQUIRED to authorize the school to release
information.

items 2.a. - d. Child/Student Information. Completed by
sponsor, spouse, or legal guardian. Self-explanatory,

ltems 3.a.-d. EIS Information. Completed by EIS or school
personnel. Mark (X) Yes or No for each item. Include
additional information as noted.

Items 4.a. - f. Schoo! Information. Completed by school
personnel at the public school the child attends or would attend.
Mark (X) Yes or No for each item. include additional
information as noted.

ltem 5. Completed by school personnel. Mark (X} eligibility
category. Mark only one. (Codes are for Army coding only.)

item 6. Completed by school personnel. Mark (X) all related
services provided and indicate total time services are provided.

item 7. Completed by EIS and school personnel. Self-
explanatory.

ltem 8. Completed by EIS provider/schoei official information
completing form. Self-explanatory.
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SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY
{Page 1, ffems 1 - 7 fo be complefed by spansor, parent or fegal guardian.}
(Read Privecy Act Statement and Instructions before completing this form.)}

OMB No, 0704-0411
OMB approval expires
Jul 31, 2017

of information if it does not display a cumrently valid OMB control number.
PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION.

The public reporting burden for this coliection of information is estmated lo averags 25 minitas per responss, including tha time for reviewing instructions, searching existing data sowrces, galthering
and meintaning the data needed, and completing and reviewing the collection of information. Send comments regardng this turden estimate or any other aspect of this collection of informatien,
including supgestions for reducing the burden, lo the Department of Defense, Washington Headquarlers Services, Executive Services Direclorate, Directives Division, 4800 Mark Center Drive,
Alexandda, VA 22350-3100 (0704-0411). Respondents should be aware that notwithstanding any other provision of lzw, nio person shall ba subject to any penaily for faikng to comply with a collection

DEMOGRAPHICS

1. REQUEST (Xone)

Govarnment Sponsored Travs! No lenger requires [EP/IFSP services

No longer qualifies as a dependent*

(*Frovide documentalion for change in stafus} Divorcel/change in custody*

EEMP Reglstration/Enroliment Update | Change in EFMP Status: |:| Olher (Explain)

2, CHILD/STUDENT INFORMATION (7o be complated by sponsor, spouse or legal guardian)

a. CHILD/STUDENT NAME (Last, First, Middie initial) b. SPONSOR NAME (Last, First, Middle Initial) c. CHILD/STUDENT CURRENT MAILING
ADDRESS (Street, Apartment Nurnber, City,

State, ZIP Code, APOFFPQ)

d. FAMILY MEMBER e. CHILD/STUDENT DATE f. CHILD/STUDENT GENDER (X one)
PREFIX QOF BIRTH {YYYYMMDD)
MALE l l FEMALE
g. FAMILY HOME E-MAIL ADDRESS h. HOME TELEPHONE NUMBER
{include Area CoderCountry Code)
3. a. SPONSOR RANK COR GRADE b. INSTALLATION OF CURRENT ASSIGNMENT (Include Cily, State, Country}
c. SPONSOR'S OFFICIAL E-MAIL ADDRESS d. DUTY TELEPHONE NUMBER e. MOBILE NUMBER
(Include Area Code/Country Code) {Include Area Code/Couniry Code}

f. STATUS (X one) g. BRANCH OF SERVICE (Miflifary onfy)

Regular Active Service Member Aclive Reserve Active Guard Army Navy [ ] AirForce

Reserves National Guard Civilian Karine Corps Coast Guard
h. DOES CHILD RESIDE WITH SPONSOR? (X one. If No, explsin.}

YES NO

YES NO

f. IS THE CHILD/STUBENT ENROLLED IN DEERS UNDER A SPONSOR OTHER THAN THE ONE LISTED ABOVE? (X one. If Yes, provide name of sponsor:)

4.a. ARE BOTH SPOUSES ON ACTIVE DUTY? (Military only) (X one. If Yes, answer b, - d. halow)

YES NO

b. ACTIVE DUTY SPCUSE'S NAME (Lasé Firsf, Middle Initial) ¢. BRANCH OF SERVICE d. RANK/RATE

5. FOR CHILDREN FROM BIRTH TO AGE THREE ONLY:

YES NO tam 7 and refurn fo the requesting office. If Yes, have early intervention professional complete Page 3.)

Is your child being evaluated for, or receiving, eany intervention services on an Individualized Famiy Service Plan (IFSP)Y? (X one. 1f No, sign

YES NO

signitem 7.)

b. 1s your chid being home-schooled parttime or fulltime? (X ona) [:] Parttime D Full-ime

¢. When did you start home-schooling? (YYYYMMDD)
d. Nameititle home school program, if known:

6. FOR STUDENTS AGES 3 - 21 WHO ARE ELIGIBLE FOR ELEMENTARY AND SECONDARY EDUCATION (laciudes preschool-aged children):
a. [s your child being home-schooled? (X one. If No, sign ftem 7 and feke Page 3 {o your ¢hild's school. If Yes, complele the following and

e. List any special education-related services received in the last 3 years;

7. a. SIGNATURE b. PRINTED NAME (Last, First, Middle Initiai} ¢. DATE (YYYYMMDD)

8. ADMINISTRATIVE REVIEW (Completed after review of entire form by focal military MTF or office receiving form} f. STAMP

a. SPONSOR SSN b. SPOUSE SSN (If dual mifitary) c. SSN USED IN DEERS (If differant from sponsor’s)

. MILITARY MTF OR QFFICE RECEIVING COMPLETED FORM e. DATE (YYYYMMDD)
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SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY

NOTE TO EDUCATIONAL AUTHORITY COMPLETING THIS FORM:
It is important to the military and to the family that the service member be assigned o a location that can meet the child's educational needs. Your support in completing

thishform is appreciated. (If applicable, attach a copy of the child's most recent active Individualized Family Service Plan (IFSP) or Individualized Education Program (IEP}
lo this page.)

1. RELEASE OF INFORMATION (7o be completed by sponsor, spouss, legal guardian, or student who has reached the age of majority)

| hereby authorize the release of information on the DD Form 2792-1, and the attached reports to personnel of the Military Depariments, This information will be used to
evaluate and document my child/student’s needs for educaticnal services for the purpose of assignment coordination, EFMP registration or eligibllity for ather educationally
related benefits,

a. SIGNATURE b. PRINTED NAME ¢. RELATIONSHIP TO GHILD/ | d. DATE
STUDENT (YYYYMMDD)

2. CHILD/STUDENT INFORMATION (7o be complefed by sponsor, spouse, orlegsl gusréian)

a. NAME OF CHILD/STUDENT (Las!, First, Middie Initial) | b. 3}JR§ETT G;lADE LEVEL ¢. DATE OF BIRTH (YYYYMMDD) d. GENDER (X one)
school age,

FEMALE MALE

3. EARLY INTERVENTION (El) SERVICES - FOR CHILDREN UNDER 3 YEARS OF AGE (To be completed by E! representativa)

YES| NO

a. [s the child currently being evaluated for eary intervention services? (If Yes, go divactly to item 8.)

b. Dees this child receive early intervantion services uader a current Individuatized Famity Service Plan (IFSP)?

(If Yes, piaase allach current IFSP.) Date of next annual review (YYYYMMDD)
©. Basis for eligibility: El Developmental Detay l:l Diagnosed physical or mental condition that has a high probability of resulting in a Developmental Delay
d. Is there an identified disability? (I krowmn, please spedcify):

4. SCHOOL INFORMATION - FOR STUDENTS AGES 3 - 21 (To be compisted by school representative)

YES| NO

a. Has this child ever been svaluated for, or been offered, special education services by your school? (If No, skip fo ltem 8.)

b. Is this student currently being evaluated for special education services? 1If Yes, what disability category? (Skdp to Item 8)

c. If }/our school determined the student eligible for special education services within the past 3 years, did the parent decline special education services?
(If Yes, complele eligibility information in ltem & and proceed lo Item 8.}

d. Does this child/student receive special education services under a current Individualized Education Program {IEP)? (If Yes, pflease attach a copy of the
current 1EP, and complste llems 5 and following.} Date of next annval review (YYYYMMDD)-

e. Ware IEP services ferminated by the IEP team within tha last 2 years? (If Yes, skip fo ftemn 8,) Date of IEP termination (YYYYMMDD)

f. Was the IEP terminated at the request of the parents within the last year {parents withdrew student from special education}? (If Yas, complste lfems 5

and folfovding.)
5. ELIGIBILITY CATEGORY FOR CHILDREN 3 TO 21 YEARS OF AGE (X only one)
NO7 | Autism Spectrum Disorder: NO9 | Communicaticn Impalired: N16 | Behavioral/Conduct Disorder
NO1| Deaf Articulztion NO4 | Inteflectual Disability (Aentsf Relardation):
NO2 | Blind Dysfiuency Mid
N13| Deaf/Blind Volce Moderate
N11} Visually Impaired Language/Phonology Severe/Profound
NO5 [ Traumatic Brain Injury N15{ Developmental Delay NO08 [ Cther Heallh Impaired (Specify)
NO3 | Hearing Impalred N12| Specific Learing Disability
NOB | Orthopedically Impatred N10| Emoficnally Impaired

6. RELATED SERVICES ON IEP (X boxes next lo related services and Indicate total number of minutes or hours that services are providsed.)
SERVICE: M = Minutes; H = Hours per W= Week, M = Monih (Fxampe) [ 20 [ M | per | W |

R01/| Counseling per [ | ROB] Special Transporlation (Describe}
RO2 | Occupational Therapy per
R03 | Physical Therapy per
RO4| Speech Therapy per [ [ RO7] Other (Dascribs):
Intensive Behavioral Intervention
ROS| (senas ABA) per
7. BEHAVIOR/ICOMMUNICATION (X ail that apply and explain in comments section.)
YES| NO g. COMMENTS

a. Chid exhibits high risk or dangerous behavior.

b. Child is verbal ({If No, answerc.-£ The studenf uses:)

c. Signing {Specify Ianguage or sysfem)

d. Picture Exchange Communication System (PECS)

e, Communication Davice (Specify)

f. Other (Specify)
8. PROVIDER/SCHOOL INFORMATION

a. NAME OF EARLY INTERVENTION PROGRAM OR SCHOOL b. SCHOOL DISTRICT

¢, CITY, STATE, COUNTRY d. TELEPHONE NUMBER {Include Area Code/ | e. FAX NUMBER (include Area Code/
Country Code} Counlry Codea}

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

h. SIGNATURE i. TITLE j. DATE SIGNED

(YYYYMMDD)
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