NSI Package Checklist

Initial in all boxes to certify that the MANDATORY documents are contained in your NSI
submission package. Affix this page to the top of your package and mail to the address below.

New Student Indoctrination Information Sheet

JED
3D

NROTC Standard Release Form

JED

Authorization for Disclosure of Medical or Dental Information (DD Form 2870)

\e>

American Academy of Family Physicians Preparticipation (Sports) Physical Evaluation History AND
Physical Examination Forms, 2019 version (Must use this 4 page document)

JfD

List of ALL prescriptions and over the counter medications (make sure you include this on your sports
physical)

ARD

List of all allergies, reactions, and EpiPen (make sure you include this on your sports physical)

D

Copy of immunization record with documentation of the six (6) following vaccines:

DD

*One Dose of Quadrivalent Meningococcal Vaccine (for example MCV vaccine) on or after 16" birthday

\ZD

*Two Doses of Mumps, Measles, Rubella (MMR) Vaccine at least 28 days apart

D

*Two Doses of Varicella (Chicken Pox) Vaccine or Titer Test From Lab Documenting Immunity

)ED

*One Dose of TDaP Vaccine within the last 10 years

I

¥*There is NOT a mandatory COVID-19 Vaccine Requirement, per the 2023 National Defense
Authroization Act (NDAA). However, it is HIGHLY RECOMMENDED that students arrive fully
vaccinated due to the close living accomadations at RTC and the high transmissibility of COVID-19. [t
is MANDATORY that you inform us of your vaccination status because there may be future protocols
developed to protect the health of personnel that are not vaccinated and the readiness of military
personnel. For your reference, to be considered fully vaccinated a person must have received one of the
following vaccine protocols; At least one dose of Janssen gr two doses of either Pfizer, Moderna, or
Novavax COVID-19 Vaccine. If you are vaccinated, please include proof with your vaccination records.

>

*Seasonal Influenza

N

Sickle Cell Solubility Lab Test results (Hb S, Hemoglobin S, Hgb Solubility, Sickle Cell Preparation,
Sickle Cell Test, and Sickle Prep are all common names for the test we require). Provider notes stating a
student’s Sickle Cell Trait status WILL NOT be accepted, send only lab results.

Mailing Address:

Naval Service Training Command

Attn: Candidate Midshipman Guidance Office (CMGO)
320A Dewey Ave, Building 3, Room 106

Great Lakes, IL 60088-2911

Candidate Signature / /49' I Bf.




2023 NEW STUDENT INDOCTRINATION (NSI) INFORMATION SHEET

Please fill in legibly. All fields ARE REQUIRED in order to register students in our training
and health care systems prior fo the start of raining.

Last Name: Doe First Name:_John. Middle Initial: R
Full Social Security Number: 123-45-678%- Date of Birth;__11/13/2004
Place of Birth:_Friendship, ME Marital Stitus;_Single

Ethnicit}{: Caucasian Religious Preference: No Religious Preference

Email Address:.Johndee2004@yahoo.com.

Home of record (Usually Mother/Father’s address):

__123 Crabapple Lane Friendship, ME 04547 |
(Number and Street Name) (City, State, Zip Code)
Cell Phone #: __(207) 555-0001 Resident Phone #: (207) 555-0002

Father®s Full Name: Edgar Allan Doé

Father’s Contact Phone #: (207} 555-0003

Mother’s Full Name (Include Maiden Name):_Jane Ann Smith Doe

‘Mother’s Contact Phone #: __ (123)456-7890

0PTION{Navy) Nurse, or Marine Corps (circle one)

School:approved. [or or schosl you plan to atterid: U niversity of San Diego

Gender (used for berthing purposes): Male
Date of High School Graduation:_06/02/2023

Do you hiave any commitments that prevent you from attending any of the NST training
iterations? If'so, which dates are you uriavailable?

| have a farnily vacation during NSI 1, | have a committment at UCSD during NS 2.

NS 3 will '\iy.rork best for me.

DoD Identification Numb_'er.(forrmili_tal_'._y-depende'nts only):

Midshipman Candidate Signature:ﬁ@iﬁm 42 D@ﬂ. Date:  11/14/2022.



NAVAL RESERVE OFFICERS TRAINING CORPS
(NROTC)
STANDARD RELEASE FORM
AND
PRIVACY ACT NOTIFICATION

I,. John R. Doe , 2 Candidate of the Naval Reserve Officers Training:
Corps, in consideration of basic-participation in Naval Reserve Officers Fraining Corps sponsored
extracurricular activities, to wit NROTC New Student Indoctrination from 8 June to 7 Aungust
2023 do hereby release from any aud all claims, demands, actions, or causes of action, due to
death, injury, or illness, the government of the United Stafes and all its officers, reépresentatives,
and agents acting officially and also the local, regional, and national Navy Officials of the United
States, except as provided under 10 USC 1074b.

I hereby authorize personnel of the Department of the Defensc, Armed Forces, Public Health Service,
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, s is deemed nceessary by a qualified practitioner.

I understand that if I am injured inthe linc of duty during this training evolution that I may file 2
claim under the Federal Employec’s Compensation Act (5 USC 8101 et seq.). The claim will be
administered by the U.S. Department of Labor. If the cfaim is denied, I inay be responsible for the
cost of all medical care..

I understand that care at a military medical facility for non-military dependents will normally be
rendered on a temporary (emergency) basis only; if further care is indicated, the patient will be
transferred to non-military care as soon as possible. Emergency care prov;ded to candidates who are
ot militaiy dependents at a military medical facility may be.subject fo reimbursement, and I may
be billed for the care provided. For Navy Medical Department facilities, such care¢ is authorized by
BUMED INSTRUCTION 6320.103.

I have no known medical conditions that might preclude or limit in any way participation in Naval
Reserve Officers Training Corps sponsored extracurricular activities,

PRIVACY ACT INFORMATION

Under the authority of 5 [J.S.C. Sec. 301, the information regarding your heaith, medical condition
and treatment is réquested in order to verify any need to administer medication and to emable
medical/dental personnel to diagnose and treat any emergency condition that may arise during the
above-mentioned activities. This information is protected under the Privacy Act, 5 U.S.C. 552, By
signing: this agreement, you agree- that your medical information and other necessary information
may be released to medical providers to provide for medical treatment. Disclosure is voluntary,
however failure to provide the requested information will preclude your participation in the activity
specificd above. '






“Présciied by: DoBM 602516 CONTROLLED wheinflled

AUTHORIZATION FOR DISCLOSURE OF MEDICAL OR DENTAL INFORMATION

PRIVACY ACT STATEMENT

In accolrdance with thé anacy ALt of 1574 (Publsc Law 93-579), the nélicé iforms you of ihe purpose of the Torm-and- howil wiit be used, F'!ease read II
carefully,

AUTHORITY' PublicLaw 104-194; EQ. 939? (SSAN) Dol 5025,18-R.

PRINCIPAL PURPOSE{S] This form 5o provide thalv‘l{hiary Treatment: Fauhly!Denlai ‘Treaiment Faclity TRICARE Héalth Plan with 4 rearis fe-request the.
usa andfor diselosure of an indluiduai s protected heaiti information.

1 ROUEINE USE(S): To-any-ilird party or the individua! uponadlhorization for the: dis¢losure from the :ndn.rldual for: personal use; insurance; continued medical
care; &chool; Aegaly reuremanlfseparatmn or other reasons.

DISCLOSURE! Voluntary. Faifure-to.sign the. authonzallon formwill fesul{in-the non- reicase of flie protected health information.

This forim will-not be used-for the guthorzatlon o disclose.alcohol or drug-abuse paiieni Infurma{ion fromimedical records.or for autriorization to'disclose
information from records ofan alcohol.ar drug dtiuse; traatment piagram.. In addition; any dsa as@n Authorization to-use or disclose’ psycholherapy riotes may
Jnotbe combingd v\nth another authorization excepl ane o Use of disciose psychutherapy notes,:

SECTION 1-PATIENT DATA

T.NAME (Lasi, First, Midole. iaia) ' Z.DATE OF BIRTH {YYYY2MDL) |3, SOCIAL SECURITY, NUMBER

Doe, John, R 20041113 - 123-45-6789
4. PERIGD‘ OF’TREATMENT ‘FROM T (YYYYMMDD) 5, TYPEOF TREATMENT (X ofig} ’ .

70230608 tll 2@.23(}32 1 DOUTPATIENT D:IN_PA_TIENT E BOTH
SECTION 11 - DISCLOSURE ' o '
6. I AUTHORIZE ’\Iew ‘Sindent Indoctrmatlorl (NSI! Staff ) TO'RELEASE MY PATIENT INFORMATION TO:
{Namae of Facility/Ti RICARE Hea.‘m Plan}

a. NAME.OF PERSGN OR ORGANIZATION TCY RECEIVE MY A efant Pl : Apop

WEDICAL INF ORM ATIOK ' b. ADDRESS. (Streel, Cify, Slate.and ZIP Code)

BUMFD(MAH NOT ACCLP"[ LD) [)ODMERB BUMFD fax [571 3]6—1327] ar DoDSAFL; DelMERD: ‘eniail
fdh&n&ndgdxm&mh&.h&lp.ci&s&@lmlth il

c. TELEPHONE {inclide Area Codef 8, FAX(inehide Aréa Code)
7. REASON FOR REQUEST/USE OF MEDICAL INFORMATION (X as applicable) _
D‘ﬁéRSONAL USE [Xcotminued memcar care  [X]scHooL [XIoTHER (Speeify Nil
D!NSURANCE DRETIREMENTISEPARATION [ Jreeac

8. INFORMATION TO BE RELEASED

AlINS! related outpatient aiid ifipatient medical fecords, images, and reports.(lab, rad, efé)

3. AUTHORIZATION START DATE (YYYYMWDD) |10, AUTHORIZATION EXPIRATION,
2Qj.3_0(,03 - DAT'_'E {YYYYMMDD) S 20230821 -D_ACTIGN‘GQMPLETED

SECTION Ilf - RELEASE AUTHORIZATION.

H undersland that!

al have e nght {o rayakesthis. auﬁonzaﬂcm at any time. - My revocatlon must ba inwiiting and provided fo:lhe famllty wherg rnr medical ecoms am Kepl ot {o° ‘thee TMAPrivacy-
Officar i thiaj js-gn authonzatmn for. mi’mmat[on possessed bythe

TRICARE Healih Plap rattier iHan an MTF or DTF, 1am awarg, thatif ¢ iater- {EVOKE thm aumnnzatiun. the- pemun(s}l herein name will haye used andier disclosed my protectsd
information.on the: baafs of {his auiﬁonzahah

b, 1f { mulhorize-my protetied heaith information lo be disdosed o someona whix isfot rnqumad o camply with t'ede:a! prwvacy molectinn regulauons -then such: |n!ormatmn may Be.re-
.disclosed apd wauld ne longer be. prote:tcd

. ) Kave arighitg inspertand racejvs. ecopy af my awn prolecizd heailh ml‘qrmahan o;be used ar dlEC[OSﬂd in azeondance wilh the requiremcnk af-the federal pnuacy prol.ecllon
regulatlons fqurld inthe Prvacy Act and-45 CFR 184, 524 55

d. The Milltnry Health System (whmh includes the, .TRICARE Haalth P!an} may not condition’ treatment in MTFsIDTFs.: paymcnt by Lhe TRICAHE Health Plan; enrnl!mentln 1he~
TRICARE Health Blan or eligihiitty for TR!CARE Heslth Flan benetiis on tailure l'.o

chiiin this authdrizalion,

I refuiost: and auihcnze"[.he named praviler.ftmaumnl facnl:iyrr RlCaRE Hemlh Plan o relesse he Lnfnrmuuon descnbed above i the' nsraed mdlwdual.’nrganizatmn ind:cated

11, SIGNAJ URE OF PATIENT/PARENTILEGAL REPRESENTATIVE |12, RELATIONSHIP TO PATIENT |13, DATE (YYYYMMOD).
! (IF'agpiicable)
203 Self 20221114
N/ SECT!ON V.- FOR STAEF USE ONLY (7o b¢ campleted only upon receipl o! ‘witten revocalion) _
14, X IF APPLICABLE; 15. REVOCATION COMPLETED BY 16, DATE (YYYYMMOD)
AUTHORIZATION
'REVOKED
17. WBRINT OF PATIENT IDENTIFIGATION PLATE WHEN AVAILABLE | SPONSOR NAME:
SPONSOR RANK:
FRIPISEONSOR SSN:
BRANCH.OF SERVIGE:
PHONE NUMBER:

DD FORM 2870, DEC 2003
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