Do not mail this page as part of your package!


matthew.c.laing
Highlight


Initial in each box to certify that the MANDATORY documents listed are contained within your NSI
submission package. Affix this completed page to the top of your submission package, and mail to the
address above. All medical documentation must include legal first and last names and date of birth.

INITIALS  DOCUMENTS INCLUDED
' 1533/174 NSI New Student Information Sheet

1533/173 NROTC Standard Release Form

American Academy of Family Physicians Preparticipation (Sports) Physical Evaluation History (2023) AND

) Physical Examination Forms, 2019 version (This is a 4 page document that is valid for 365 days and must not
expire during NSI)

Copy of immunization record with documentation of the four (4) following vaccines:
*One Dose of ACWY Meningococcal Vaccine (for example MCV vaccine) on or after 16 birthday

*Two Doses of Mumps, Measles, Rubella (MMR) Vaccine at least 28 days apart
*Two Doses of Varicella (Chicken Pox) Vaccine or Titer Test From Lab Documenting Immunity

*One Dose of TDaP Vaccine within the last 10 years

—  Newborn Sickle Cell Blood Test
o Provider notes stating a student’s Sickle Cell Trait status WILL NOT be accepted, only lab results.

”

Date: / 'P[JJ/;'/

Candidate Signature:
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Do not mail this page as part of your package!

NROTC NEW STUDENT INDOCTRINATION (NSI) INFORMATION SHEET

OMB CONTROL NUMBER: 0703-0026

OMB EXPIRATION DATE: 01/31/2026
AGENCY DISCLOSURE NOTICE:
The public reporting burden for this collection of information, OMB-0703-0026, is estimated to average 3 hours and 35
minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and
maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding
the burden estimate or burden reduction suggestions to the Department of Defense, Washington Headquarters Services,
at whs.mc-alex.esd.mbx.dd-dod-information-collections@mail.mil. Respondents should be aware that notwithstanding
any other provision of law, no person shall be subject to any penalty for failing to comply with a collection of
information if it does not display a currently valid OMB control number.

PLEASE READ THE FOLLOWING STATEMENT REQUIRED BY THE PRIVACY ACT OF 1974.

PRIVACY ACT STATEMENT

AUTHORITY: 5U.S.C. § 301 (Authorizing Departmental Forms and Regulations); 10 U.S.C. § 2107 (Financial
Assistance Program); and Executive Order 9397 (Use of Social Security Numbers), and System of Records Notice(s)
(SORN) N01131-1.and N0180-3.

PURPOSE(S): The primary use of this information is for officials to administer the Naval Reserve Officers Training
Corps (NROTC) Program, and to set forth the terms and conditions, including military service obligations, under which
the Navy will be providing an NROTC scholarship. The information will be used to determine whether you qualify,
and should be nominated for, an NROTC Scholarship. If you are nominated, the information will be used to enroll you
into NROTC and will be used by the Navy in its management of the NROTC program.

ROUTINE USE(S): These records or information contained therein may be disclosed outside the Department of
Defense to officials and employees of the college or university in which you enroll, and those of the Veterans
Administration, and Selective Service Administration in the performance of their official duties related to enlistment
and reenlistment eligibility and related benefits. Other uses may include - Providing information to officials and
employees of the Department of Transportation, and other agencies of the Executive Branch upon request in relation to
the management of quality of military recruitment; the Department of Veterans Affairs and Selective Service
Administration in relation to enlistment or reenlistment eligibility; Federal, state or local agencies that maintain civil,
criminal and other relevant information pertaining to the letting of contracts; in response to an inquiry from a
congressional office of record for an individual; to the Office of Personnel Management (OPM) to carry out legally
authorized government-wide personnel management functions and studies; and to the General Services Administration
(GSA) for the purposes of records management under the authority of 44 USC § 2904 & 2906. Information provided
may be used to screen and select individuals to receive NROTC Scholarships, to maintain data on the NROTC
scholarship program, to compare to scholarship applicants from previous or subsequent years, and to provide academic
data and contact information to Navy activities and admissions officials at colleges and universities so they can contact
applicants for recruitment purposes. If you are nominated for an NROTC Scholarship, the information will be released
to the top five schools you indicated on your application. Your information and notification of status may also be
provided to your high school so they may assist with the final stages of the process. Information provided on this form
is protected by the Privacy Act and will not be released outside of the Department of Defense without your permission,
unless it comes with an exception to the Act, or one of the routine uses in 32 C.F.R. § 701.112,
https://www.navy.mil/privacy.asp, and the routine uses set forth here.

DISCLOSURE: Voluntary. However, failure to provide the requested information may result in ineligibility for,
and/or disenrollment from, the NROTC Program.

More information on the SORNS can be found at the following link(s):
http://dpclo.defense.qov/Privacy/SORNsIndex/DODComponentArticleView/tabid/7489/Article/6411/n01 131-1.aspX,
http://dpclo.defense.gov/Privacy/SORNsIndex/DODComponentArticleView/tabid/7489/Article/6410/n01080-3.aspx.
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Please complete all items legibly.

All fields ARE REQUIRED to register NST participants in training and healthcare syStems priot to the start of
training.

Last Name: DECATVR J 2 First Name: ST ELHEN Middle Initial:
Email Address: STEPHEW, DECATUR (&) GHAIL. Corf
Social ity Number: - . '
Soclal SecuttyNomber: - /93 (o 4789
Date of Birth: j :
Eriter as MMDDYYYY: 0’{/0 5—:/0-:20{3 7
Place of Birth: SIMNEPOXERT , A D
Marttal Statos: SivbiE
Ethnicity:
Check the boxes below
2 {17 Other Fispaniz Descent LX) Mexican TG Chinese TI(S) Latin'American with
23 1. 5./Canadian Indian 77} Eskimo - O(H} Guamanian Hispaniz: Déscent
Ethmic Code: You'may select as many of the ethnic, Tribes 138) Alewt E2) Jupanese SV Vietnamese
categories that you feet apply to you. This datz is used [3¢3) Other. Asian Descent [7¢9) Cisban GHK) Korean CHW) Microndsian
solely for stmistical pusposes. 34} Pucnty Rican 'l'_'i_('D) I ndian Pakistani CHLY p",;},,,_egim T&(X) Cavcasian/White
L3{s) Filipine {(E) Melanesian TI{Q) Chther Pacific IsTand (V) Qther
Dhseent
‘Religious Preference: /
Sex {for berthing purposes): IE/ Male: I_—_I Female
Home ef Record (HOR)
{Often Parent’s address):
Street TS JACK o PL piD
City, State, ZIP Code _j A4S ia b Tl D Dol b
Cell Phone #: (/23) coc6-/cL7
Residence Phone #
Parent/Guardian 1 Full Name: STEPHELY DECATUR SE
Address (If diffetent from above): _
Parent/Guardian 1 Contact Phone #:. (}23) c$5-765 4 Phone Type? Afo 3 &
Parent/Guardian 2 Full Name: Aurd  DEearvl (P E)
Address (If different from above): i _
Parent/Guardian 2 Contact Phong #:- [123) §585-5675% Phone Type?  APoadjii
NROTC OPTION: Check oné Dﬁ{\_lavy [0 Nurse [J Marine Corps

Date of High School Graduation: &2 b/ iy /-’2 oS

Do you have any commitments that prevent you from aftending any of the NSI training iterations? B/Y ES [ NO
IF YES, for which dates are you unavailabie? § =23 JuwE DuE T MH.5, C:EAE) P/’_{Ft/’ AR

DoD Tdéntification Number (for m:]:tary dependents only): _/_;23 r,/ S 4759

Midshipman Candidate Signature: Mm’ Vgggﬂﬁb 41 Date: f-;’*, p?s/éz 5

Printed Namic: S7EPHEN  DECATLIA. IR
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1. I, _STEFHER DECATVZ IR , @ Midshipman Candidate (MC) of the Naval Reserve
Officers Training Corps (NROTC), in consideration of basic participation in NROTC sponsored extracurricular
activities, to wit NROTC New Student Indoctrination in June, July, or August 20.257 do hereby release the
government of the United States and all its officers, representatives, and agents acting officially, and also all
local, regional, and national Navy Officials of the United States, from any and all claims, demands, actions, or
causes of action, death, injury, or illness, except as provided under 10 USC 1074b, Medical and dental care:
Academy cadets and midshipmen; members of, and designated applicants for membership in, Senior ROTC.

I hereby authorize personnel of the Department of the Defense, Armed Forces, Public Health Service, and/or
civilian physicians, to render such medical and dental care as may be necessary and medically indicated in my
case during this period of activity, as is deemed necessary by a qualified practitioner.

I'understand that if T am injured in the line of duty during this training evolution, | may file a claim under the
Federal Employee’s Compensation Act (FECA 5 USC 8101, et seq.). The claim will be administered by the
U.S. Department of Labor (DOL). If any such claim is denied, I may be responsible for the cost of all medical
care.

[ understand that care at a military medical treatment facility (MTF) for non-military dependents will be
rendered on a temporary (emergency) basis only; if further care is indicated, I will be transferred to non-military
care as soon as possible. Emergency care provided at an MTF to MC who are not military dependents may be
subject to reimbursement, and I may be billed for the care provided. For Navy MTF, such care is authorized by
BUMED INSTRUCTION 6320.103.

[ have no known medical conditions that might preclude, or limit in any way, participation in NROTC

sponsored extracurricular activities.

HIPAA Privacy Authorization Form for Use or Disclosure of Protected Health Information
Required by the Health Insurance Portability and Accountability Act (HIPAA)
45 CFR Parts 160 and 164

Authorization

I authorize NSI personnel and/or a Federal Health Care Center (FHCC) to use and disclose my Protected Health
Information (PHI) described below to the entity(ies) noted below:

BUMED DoDMERB
FAX: 571-316-1527 email: dha.ncr.dod-merb.mbx.helpdesk/@health.mil
OR VIA

DOD SAFE (https://safe.apps.mil/)

For additional recipients:
Provide Name, Address, Contact Telephone Number, and Relationship to yourself for each authorized individual)

STEPHEL + Ao DECATLL

748 JAcLsow PL ww

WASHjwETER, DC. 20006

(123) s55- 7654 on (123) s85-5¢78
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2. Effective Period

This authorization for release of information covers the period from: CHECE E(THER
' ' Vo CHECL 2
I DATE Yoo $/60 THIS

P . . s 0 - Wy Fn
b. El_/Al_l. past, present; and future periods. AN T SEfT i}._ =2
3. Extent of Authorization
a. @/I autherize the release of my complete health record (including records relating to mental healthcare,
communicable diseases, HIV or AIDS, and treatmeht:of dlcohol or drug abuse).

CRECK ETTHEL

OR Fa o 3b. F ¥Y

CHECK 3b, Yoo HoH!

b. O Tauthorize the release of my complete health record with the exception of the following information:

_ _ ALlso CHeck HAT
[} Mental health records J o Eor M Tion You

[ Communicable diseases (including HIV and AIDS) SoTHe {2 ©5 TV

O Alcohol/drug abuse treatment R ELERSE

[ Other (please specify):

4. This medical informatioh niay be used by the individual(s) I authorize to receive this information for medical
treatment or consultation, billing.or.claims payment, or other purposes as I may direct.

5. T'understand that 1 have the right to revoke:this authorization, in writing; at any time. I understand that
a revocation is not effective to the extent that any person or entity has already acted in reliance on my
autherization, or if my authorization was obtained as a condition of obtaining insurance coverage and the
insurer has a legal right to contest a claim.

6. Iunderstand that my treatment, payment, enrolliment, or eligibility for benefits will not be conditioned on
whether I sign this authorization,

7. Lunderstand that information used or disclosed pursuant to this authorization may be disclosed by the
recipient and may no longer be protected by federal or state law.

Signature; JZ%;,/{” cﬁ&m //,Q/L

Printed name: STEFHEL DECATVRA I,

Date: / ‘? QQ’A? ' L/
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CONSENT OF PARENT(S) OR GUARDIAN(S)

(To be completed and notarized if the MC is under 18 years of age)

[ certify that [ am the parent or legal guardian of the MC who has signed this form in the above signature block.

I have read and understand this form.

Parent/Guardian Signature: '§éﬂ/zg 4 p ¢ C‘a.zzm/ g "

Printed Name: *~§ / epéaﬂ D@Cﬁ? 7L(//' gl‘ .

Address: 748 JAcksow P i)

Telephone: 133 - 458F - 765y @r landline? (Circle Type)

Notary Public Verification of Parent/Legal Guardian Signature

State of /&
County of LArEe
Signed and sworn (or affirmed) before me on the 2 Z-fj day of _oc7© 3{?'2 S

Signature of Notdty Public
[SEAL] WATTIEW LAING :

T Tie o Offce;_DIRECTEL

My Commission Expires August 12, 2027 My commiSSion expires: J//z_ :‘;2 z
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This form should be placed into the athlete’s medical file and should not be shared with schools or sports organizations. The Medical
Eligibility Form is the only form that should be submitted to a school or sports organization.

Disclaimer: Athletes who have a current Preparticipation Physical Evaluation (per state and local guidance) on file should not need to complete
another History Form.

B PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
HISTORY FORM

Note: Complete and sign this form (with your parents if younger than 18) before your appointment.

Name: (Type or print legibly) Date of birth: Month Date, Year
Date of examination: _your dosor sianed e sxam; - - Sport(s): NROTC

Sex assigned at birth (F, M, or intersex): E_M_| How do you identify your gender? (F, M, non-binary, or another gender): _F, M, |

Have you had COVID-192 (check one): COY ON Answer these COVID questions as applicable.

Have you been immunized for COVID-192 (check one): TY ON  If yes, have you had: [0 One shot [ Two shots
O Three shots [0 Booster date(s) _Month Date, Year (if agplicable)

List past and current medical conditions. _(include month/year)
If you have none, state NONE or N/A. If you leave this answer blank, your package will be incomplete.

Have you ever had surgery? If yes, list all past surgicq| procedures. (include month/year)

If you have none, state NONE or N/A. If you leave this answer blank, your package will be incomplete
Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional).
If you aren't taking any, state NONE or N/A. If you leave this answer blank, your package will be incomplete.

Do you have any dllergies? If yes, please list all your dllergies (ie, medicines, pollens, food, stinging insects).
If YES, list all allergies, describe your reaction. Did you have an anaphylactic episode? Do you require an epipen?
If you don't have any allergies, state NONE or N/A. If you leave this answer blank, your package will be incomplete

Patient Health Questionnaire Version 4 (PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle response.)

Notatall  Several days Over half the days  Nearly every day

Feeling nervous, anxious, or on edge @ 1 2 3
Not being able to stop or control worrying @ 1 2 3
Little interest or pleasure in doing things @ 1 2 3
Feeling down, depressed, or hopeless @ 1 2 3

(A sum of >3 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes.)

GENERAL QUESTIONS HEART HEALTH QUESTIONS ABOUT YOU
(Explain “Yes” answers at the end of this form. Circle (CONTINUED)
questions if you don't know the answer) 9. Do you get light-headed or feel shorter of breath
1. Do you have any concerns that you would like to X than your friends during exercise? X
. . o
> :ISCUSS WIfhdyour pro:d?r(; —— 10. Have you ever had a seizure? X
. Has a provider ever denied or restricted your
participation in sports for any reason? X HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Unsure Yes No
3. Do you have any ongoing medical issues or recent X 11. Has any family member or relative died of
illness2 heart problems or had an unexpected or
unexplained sudden death before age 35 X
HEART HEALTH QUESTIONS ABOUT YOU Yes No . . . .
years (including drowning or unexplained car
4. Have you e\F/ter passed out or nearly passed out X crash)?
during or after exercise?
3 . 12. Does anyone in your family have a genetic
5. Have you ever had discomfort, pain, tightness, . .
: hest duri 2 X heart problem such as hypertrophic cardio-
or pressure in your chest during exercise? myopathy (HCM), Marfan syndrome, arrhyth-
6. Does your heart ever race, flutter in your chest, X mogenic right ventricular cardiomyopathy X
or skip beats (irregular beats) during exercise? (ARVC), long QT syndrome (LQTS), short QT
7. Has a doctor ever told you that you have an syndrome (SQTS), Brugada syndrome, or
§ 7oy younave dny X catecholaminergic polymorphic ventricular

heart problems?

tachycardia (CPVT)?
8. Has a doctor ever requested a test for your

heart? For example, electrocardiography (ECG) X 13. Has anyone in your family had a pacemaker
or echocardiography. or an implanted defibrillator before age 352 X
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BONE AND JOINT QUESTIONS

14.

Have you ever had a stress fracture or an injury to @
bone, muscle, ligament, joint, or tendon that caused
you to miss a practice or game?

Yes

No

15.

16.

Do you have a bone, muscle, ligament, or joint
injury that bothers you?

MEDICAL QUESTIONS

Do you cough, wheeze, or have difficulty breathing
during or after exercise?

No

MEDICAL QUESTIONS (CONTINUED) Yes No
25. Do you worry about your weight? X

26. Are you trying to or has anyone recommended that X
you gain or lose weight?

27. Are you on a special diet or do you avoid certain X
types of foods or food groups?

28. Have you ever had an eating disorder? X
MENSTRUAL QUESTIONS N/A
29. Have you ever had a menstrual period? X

17.

Are you missing a kidney, an eye, a testicle, your
spleen, or any other organ?

30. How old were you when you had your first menstrual
period?

18.

Do you have groin or festicle pain or a painful bulge
or hernia in the groin area?

19.

Do you have any recurring skin rashes or
rashes that come and go, including herpes or
methicillin-resistant Staphylococcus aureus [MRSA)2

31. When was your most recent menstrual period?

32. How many periods have you had in the past 12
months?2

Explain “Yes” answers here.

Question 14. Tore right pectoral muscle (9/2021).

Underwent physical therapy 10/2021 to 1/2022,

Cleared by PCM to participate in sports 1/2022.

with your eyes or vision2

20. Have you had a concussion or head injury that
caused confusion, a prolonged headache, or X
memory problems?
21. Have you ever had numbness, had tingling, had
weakness in your arms or legs, or been unable to X
move your arms or legs after being hit or falling?
22. Have you ever become ill while exercising in the
heat? X
23. Do you or does someone in your family
have sickle cell trait or disease?
24. Have you ever had or do you have any problems

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete
and correct.
Signature of athlete: You must sign this form.

Signature of parent or guardian: Your parent or guardian signs here, if you are under 18 on the day you sign this form.
Date: Month Date, Year (This date needs to be the same date as your physical or earlier).

© 2023 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-
tional purposes with acknowledgment.
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This form should be placed into the athlete’s medical file and should not be shared with schools or sports organizations. The Medical Eligibility
Form is the only form that should be submitted to a school or sports organization.

Disclaimer: Athletes who have a current Preparticipation Physical Evaluation (per state and local guidance) on file should not need to complete
another examination.

B PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
PHYSICAL EXAMINATION FORM

Name: _(Type or print legibly) Date of birth: Month Date, Year
PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues.
¢ Do you feel stressed out or under a lot of pressure?
Do you ever feel sad, hopeless, depressed, or anxious?
Do you feel safe at your home or residence?
Have you ever tried cigarettes, e-cigarettes, chewing tobacco, snuff, or dip?2
During the past 30 days, did you use chewing tobacco, snuff, or dip?
Do you drink alcohol or use any other drugs?
Have you ever taken anabolic steroids or used any other performance-enhancing supplement?
Have you ever taken any supplements to help you gain or lose weight or improve your performance?
Do you wear a seat belt, use a helmet, and use condoms? Your doctor MUST answer all questions below.
2. Consider reviewing questions on cardiovascular symptoms (Q4-Q13 of History Form). Please refer to the examples below for clarification.

EXAMINATION
Height: 5' 9" Weight: 175
BP: 120/80 | / ) Pulse: 62 Vision: R 20/25 L20/30 Corrected: OY XN

COVID-19 VACCINE

Previously received COVID-19 vaccine: Y ON
Administered COVID-19 vaccine at this visit: Y N Ifyes: O First dose (] Second dose [ Third dose (1 Booster date(s)

MEDICAL NORMAL ABNORMAL FINDINGS
Appearance
e Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity, X

myopia, mitral valve prolapse [MVP], and aortic insufficiency)

Eyes, ears, nose, and throat
e Pupils equal
® Hearing

Lymph nodes

Heart
®  Murmurs (auscultation standing, auscultation supine, and + Valsalva maneuver)

Lungs

Abdomen

Skin

* Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant Staphylococcus aureus (MRSA), or
tinea corporis

NeUf°|OgiC0| Please ensure your doctor answered this box, many missed it in 2024. X
MUSCULOSKELETAL NORMAL ABNORMAL FINDINGS

Neck X

Back

Shoulder and arm

X |x[x| x |x| X

Elbow and forearm

Wrist, hand, and Fingers
Hip and thigh
Knee

Leg and ankle

XXX XXX X

Foot and toes Ingrown toe nail on right toe

Functional Please ensure your doctor answered this box, many missed it in 2024.
e Double-leg squat fest, single-leg squat test, and box drop or step drop test

X

e Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings, or a combi-
nation of those.

Name of health care professional (print or type): _Medical professional can also use a stamp here. Date: MRS S

Address: Medical professional can print, type or stamp address and phone number Phone:
Signature of health care professional: _Medical professional must sign this page , MD, DO, NP, or PA

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American
Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with
acknowledgment.
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The Medical Eligibility Form is the only form that should be submitted to a school or sports organization.

m PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Name: Last Name, First Name (Type or print legibly) Date of birth: _Month Date, Year

O Medically eligible forall sports without restriction Your doctor MUST declare your medical eligibility to participate from one (1) of these five (5) options.

0O Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

0O Medically eligible for certain sports

O Not medically eligible pending further evaluation
O Not medically eligible for any sports

Recommendations:

| have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of the p hysical
examination findings are on record in my office and can be made available to the school at the request of the parents. If c onditions
arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is resolved
and the potential consequences are completely explained to the athlete (and parents or guardians).

Medical professional can also use a stamp here. - -
Name of health care professional (print or type): p p Date: This date must be the same as the date on the previous page

Address: Medical professional can print, type or stamp address and phone number Phone:

Signature of health care professional: Medical professional must sign this page , MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION Medical professional must include all known conditions below.

Allergies:

Medications:

Other information:

Emergency contacts: YWhO you want us to contact in case of an emergency.

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-
tional purposes with acknowledgment.
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