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4. UNIT OF ASSIGNMENT

6. EXAMINATION RESULTS

Dear Doctor

The individual you are examining is an Active 'Guard/Reserve/Civilian member of the United States Armed Forces. This member needs your assessment
jof his/er dental health for worldwide duty. Please mark (X) the block that best describes the condition of the member, using as a suggested minimum a clinical
[examination with mirror and probe, and bitewing radiographs. determine fitness for prolonged duty without ready access to dental care and is not intended
'to comprehensive dental needs.

B (1) Patient has good oral health and is nat expecied to require dental ireatment o reevaluation for 12 months.
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e ﬁ Missing Teath: Eden areas requining immediate prosthodontic reatment for adequate mastication, COMMUNICE
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Other: Temporomandibular disorders or myofas: N requiring aclive treatment.
(4) If you selected Block (3) above, please indicate the condition(s) you identified in this patient if they appear above, or briefly describe the condition(s) below:

(5) Were Xrays consulted? TF YES, DATE X-RAY WAS TAKEN (v7vYMMWDD)

7. DENTIST'S NAME (Last, First, Middle 8. DENTIST'S TELEPHONE NUMBER (inciude Area Code)

9. DENTIST'S SIGNATURE'S LICENSE NUMBER 10. DATE OF EXAMINATION (¥YYYMMDD)
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DISCLOSURE: Voluntary, However, failure o provide the information requested may resut in delays in assessing your dental health needs for military service and/or for
deployment

e 5 F
1. SERVICE MEMBER'S NAME (Last, First, Middle Initial) 2. SOCIAL SECURITY NUMBER | 3. BRANCH OF SERVICE

4. UNIT OF ASSIGNMENT | 5. UNIT ADDRESS

G. EXAMINATION RESULTS
Dear Doctor
The individual you are examining is an Active Duly/Guard/Reserve/Civilian member of the United States Armed Forces. This member needs your assessment
of hisiher dental health for workiwide duty. Please mark (X) the block that best describes the condition of the member, using as a suggested minimum a clinical
lexamination with mirror and prabe, and bitewing radiographs. determine fitness for prolonged duty without ready access to dental care and is not intended
Ito comprehensive dental needs.

(1) Patient has good oral health and is not expected to require dental treatment of reevaluation for 12 months
| () Patient has some oral conditions, bul you d Not expect these conditions 1o result in dental emergencies within 12 months If not treated (1.e., requires
prophylaxis, asymptomatic caries with minimal extension into dentin, edentulous areas not requiring immediate prosthetic treatment).
(3) Patient has oral conditions thal you do expect (o resull in dental emergencies within 12 months if not treated. B

Examples of such conditions are: (X the appiicable block or specify in the space provided)
[(a) Infections: Acute oral infections, pulpal or periapical pathology, chronic oral Infections, or other pathologiclesions and lesions requiring biopsy
or awaiting biopsy report.
(b) Caries/Restorations: Dental caries or fractures with moderate or advanced extension into dentin; defective restorations of temporary
restoralions that patients cannot maintain for 12 months.

(c) Missing Toeth: Edentulous areas requinng immediate prosthogonlic treatment for adequate mastication, communication, or acceptable
esthetics.

(d) Periodontal Conditions: Acute gingivilis or pericoronitis, active moderate 1o advanced pei tal abscess,
mucegingival condition, moderate to heavy subgingival calculus, or periodontal manifestations of systemic disease or hormonal disturbances

{€) Oral Surgery: Unerupted, partially erupled, or malposed teeth with histoncal, clinical, of radiographic Signs of symptoms of pathosis thal are
recommended for removal

~_|(h Other: Tempo bular disorders or sCial pain dysfunction requiring active treatment. T i P

(4) If you selected Block (3) above, please indicate the condition(s) you identified in this patient If they appear above, or briefly describe the condition(s) below:

IF YES, DATE X-RAY WAS TAKEN (YYYYMMDD)

8. DENTIST'S TELEPHONE NUMBER (Include Area Code)

9. DENTIST'S SIGNATURE'S LICENSE NUMBER 10. DATE OF EXAMINATION (¥YYYMMDD)
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Once your dentist fills out the
form, you have a few courses of
actions (COAs)

e COA 1 - Hand deliver the form to medical or your
unit health monitor

e COA 2 — Email the form to medial usaf.mo.139-
aw.mbx.medical-helpdesk@mail.mil or your unit
health monitor

e COA 2A —scan the form and email it
* COA 2B — take a picture of the form and email it

e COA 3 - Fax to medical @ 816-236-3564
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