MEDBASE SRP PROCESS
Ft. Bliss, Texas

SRP Data Information Worksheet

Personal / Demographic

data

First Street F
Name Address:
Middle City:
Initial
Last State:
Name:
SSN: ZIP:
I
DOB: Home Phone
Gender Male Work Phone
Circle one Female {Optional)
Marital Status M 5 D W Email{Optional)
Circle one
Race UIC (unit code)
XE l"JrIF’{'?'.‘i
Blood Type A- A+ B- B+ UNK | Pay Grade (E-
Circle one AB+ 0O- O+ 1, G5-1, W5s-1,
| AB- ete):
Current Primary Status
Service | Circle one Component | Circle one Military Status | Circle one
Army Active Duty Active Duty Enlisted
Air Force National Guard T Active Duty Officer
Marines Reserves Cadet
Navy DOD Civilian NG Enlisted
Civilian Contractor NG Officer
Coast Guard | Other Resv. Enlisted E
| Other Unknown Resv. Officer

Notes:

Information Entered into MEDBASEbY:

{Last name, First name)



DEPLOYMENT VISION READINESS DATA FORM

Deploying to: Processing Location
1. Today's Date:

2. Name: 3. SSN: - -
4. Grade: 5. Duty MOS
6. Branch: Army Navy Air Force Marines Other
7. Component: Active Duty _ Reserve National Guard Other
8. UniYOrganizatoin
9. Number of mililary plasses you have? Not Required . 0 1 2
If answer is O then check reason below why:
__ neverordered __ never received ___no previous exam/screening
___lost/stolen __ broked/damaged __ not usable{wrong Rx,fit,type ect)
10. Do you bave mask inserts? Not Required Yes No
If no check reason belowshy: WY _ _
__ neverordered  _ never received ___no previous exam/screening
___lost/stolen

___broken/damaged __ not usable{wrong Rx,fit,lype, ect.)
11. Entrance Habitual Visual Acuity:

0D 20/___ 0S20/__ Pass Fail Minimum passing VA 20/30
If failed, then check reason below:
7o previous eam/screening ___no optical devices ___inadequate optical devices
other '
12. Do you wear contact lenses? Yes No

13. Do you have any significant ocular health problems? Yes

___No
If yes what is the primary diagnosis?

AS A REASULT OF TUIS VISIT:

How many clear spectacle were ordered 0 1___ 2ormore__
How many sunglass spectacles were ordered 0___ 1___ 2 ormore___
How many mask inserts were ordered 0 1___ 2ormore__



CONSENT TO RECEIVE ANTHRAX VACCINE

| have read or have had explained to me the information about anthrax and
anthrax vaccine on pages 1 through 5 of this document. | understand:

* The benefits and risks of anthrax vaccination.
L ]

The conditions (including pregnancy or possible pregnancy) that
would exclude me from receiving anthrax vaccination.

* The expected side effects from anthrax vaccination,
¢ The full shot series of 6 shots over 18 months (3 in the first 4 weeks).
* Anthrax vaccination Is voluntary for me.

I consent to recelving anthrax vaccination.

Signature of person
receiving vaccination:

Social Security Number

Street City State
Zip or Postal Code Country

Clinic/Health Unit information. (Please Print.)

Clinic Name

Street City State

e ———— gt e e e o e e e e el ——r—
bt P — e e e ik ———————

PRIVACY ACT STATEMENT:

AUTHORITY: Sections 113, 3013, 5013, and 8015 of Title 10, United States Code and
Executive Order 9397.

PRINCIPAL PURPOSE: To document your understanding of important information
about anthrax and anthrax vaccine and that you voluntarily consent to receiving it.
ROUTINE USES: None.

DISCLOSURE: Voluntary, but failure to do so may prevent the Department of Defense
from giving you the anthrax vaccination.

28 MAR 03 6



CONSENT TO RECEIVE SMALLPOX VACCINE

| have read or have had explained to me the information about smallpox
and smallpox vaccine on pages 1 through 6 of this document. |
understand:

« The benefits and risks of smallpox vaccination.

e The conditions (including pregnancy or possible pregnancy) that
would exclude me from receiving smallpox vaccination.
What to expect at the smallpox vaccination site.
How the vaccination site should be cared for.
The expected side effects from smallpox vaccination.

+ Smallpox vaccination is voluntary for me.
| consent to receiving smallpox vaccination.

Signature of person

receiving vaccination:
Date:

Information about the person receiving the vaccination. (Please print.)

Last Name First Middle

Birth date (mm/ddlyyyy).

Social Security Number

Street City State

Zip or Postal Code Country

Clinic/Health Unit Information. (Please Print.)

Clinic Name

Street City __State

Postal Code Country Vaccination Date

PRIVACY ACT STATEMENT: i

AUTHORITY: Sections 113, 3013, 5013, and 8015 of Title 10, United States Code and

Executive Order 9397.

PRINCIPAL PURPOSE: To document your understanding of important information
about smallpox and smallpox vaccine and that you voluntarily consent to receiving it.

ROUTINE USES: None.

DISCLOSURE: Voluntary, but failure to do so may prevent the Department of Defense

from giving you the smallpox vaccination.



CHRONOLOGICAL RECORD OF MEDICAL CARE

. E Smallpox Vaccination Initial Note Page 1 (2-Page Format) T m,: !: t::: I:: ;; % .

AEEST This page may be completed by potential vaccine recipient
1. Today's Date (MM/DD/YYYY) 2a.GENDER O Male O Female 2b. First day of last normal menstrual period: 4

| | ! | | / | | | ] 2c. FEMALES: Was your last menstrual period normal and on time? O Yes O MNo O Unsure
i OYes OMNo

2d. Are you currently breastfeeding?

3. Could someone you LIVE WITH or YOU be pregnant? OYes O No O Unsure
4. Do you have a child in the home less than one year of age'? O Yes ONo O Unsure
5. Did you ever receive smallpox vaccine? OYes ONo O Unsure
Sa. IF YES: Were you vaccinated within the last 10 years? OYes OMNo O Unsure
5b. IF UNSURE: Birth Yearl g J_ First Year in Military (if applicable) m
6. Have you ever had a serous problem after smallpox or other vaccination? (Describe below) OYes ONo O Unsure
7. Do you currently have an illness with fever? : OYes ONo O Unsure
8. Do you have a heart or vessel condition, such as angina, earlier heart attack, coronary arlery disease, OYes ONo O Unsure
congestive heart failure, cardiomyopathy, stroke, "mini stroke,” chest pain or trouble breathing on exertion?
9. Check EACH of the following conditions that apply to you: [0 Heart Condition before age 50 in mother, father, brother, sister
O Smoke cigaretles now [:l High blood pressure OO High cholesterol [0 Diabetes or “high blood sugar

10. Are you allergic to any of these products: tetracycline, streplomycin, polymyxin B, neomycin, latex? OYes ONo O Unsure

11. Do you NOW HAVE or have you EVER HAD Eczema or Atopic Dermatitis? (Usually this skin 5 N i
conditon involves an itchy, red, scaly rash that lasts more than 2 weeks. It often comes and goes.) CiTes: KCHHo: O tinaty

12. Do you NOW HAVE any of the following skin problems: Psoriasis (scaly skin rash), Burns (other CiYes ONo O Unsure
than mild sunburn), Impetigo (skin infection), Uncontrolled Acne, Shingles (herpes zoster),
Chickenpox, Darier's disease, Other Skin Condition (Describe below)?

13. Do you have a problem or take a medication that affects the immune system? For example, doyou OYes ONe O Unsure
have or take medication for HIV, AIDS, leukemia, lymphoma, or chronic liver problem;
hawve or take medication for Crohn's disease, lupus, arthritis, or other immune disease;
have had radiation or X-ray treatment (nol routine X-rays) within the last 3 months;
have EVER had a bone-marrow or organ transplant (or lake medication for that); or
have another problem that requires steroids, prednisone or a cancer drug for treatment.

14, Are you currently being treated with siercid eye drops or cintment, or have you had recent eye surgery? OYes ONo O'Unsure

15. Do you LIVE WITH anyone who NOW HAS or EVER HAD Eczema or Atopic Dermatitis? {Usually this
skin condition involves an itchy, red, scaly rash that lasts more than 2 weeks. It often comes and goes.) O Yes ONo O Unsure

16. Do you LIVE WITH anyone who NOW HAS any of the following skin problems: Psoriasis (scaly skin OYes ONo O Unsure
rash), Burns {other than mild sunburn), Impetigo (skin infection), Uncontrolled Acne, Shingles
{herpes zoster), Chickenpox, Darier's disease, Other Skin Condition {Describe below)?

17. Do you LIVE WITH someone who has a problem or takes a medication that affects the immune system? O Yes O MNo O Unsure

For example do you have a close household contact who

has or takes medication for HIV, AIDS, leukemia, lymphoma, or chronic liver problem;
has or takes medication for Crohn's disease, lupus, arthritis, or other immune disease;
has had radiation or X-ray treatment {not routine X-rays) within the last 3 months;

has EVER had a bone-marrow or argan transplant (or take medication for that); or

has another problem that requires steroids, prednisone or a cancer drug for treatment.

18. Do you have other. questions or have other concerns you would like to discuss? 8] Yas O No

NOTE: Iif you think you might have one of the many risk factors for HIV infection, we can arrange for HIV tesling before vaccination.
FOR FEMALES: If you might be pregnant, or likely o become pregnant, please tell us. You may need additional pregnancy testing.

Explain "other,” "unsure” or additional concerns (may use additional page)

Last Name

Fatient's Identification (May use for mechanical imprint)

RECORDSE MAINTAINED AT:
RANK/GRADE

MI BEX

DATE OF BIRTH

SPONSOR NAME

[or Sponsor 55N)
RELATIONSHIF TO SPONSOR
{or FMP)

ORGANIZATION

STATUS

- - DEFPT/ESVC

First Name

Social Security Number

Standard Form 600 (Rev.6-97) Electronic Copy SVP Overprint (04-03)



CHRONOLOGICAL RECORD OF MEDICAL CARE
Smallpox Vaccination Initial Note Page 2 (2-Page Format)

This page to be completed by a health care provider

m LT
L]
45657
1. Provider Assessment Date (MM/DDYYYY)

HEpEEEEEE

2. Reason for Vaccination (Indicate One):

If Provider Assessment Date or Action Taken Immunization Date is blank,
Default is "Today's date” on page 1.
3. Vaccine Risk Factors based on page 1 review and interview
{Check all that apply):
Self

el Close Contact
O Pre-outbreak: disease prevention Mo restriction O C
. Pregnancy C o
(O Post-outbreak: not exposed to virus Immune supression O O
. . Skin condition ] O
(O Post-outbreak: exposed lo virus Relevant allergy O
. Heart condition O 3+ :
(O Other reason (Describe) Uncine O 3+RFO 0O {Describe)

4. Provider comment on any concerns about contraindications, need to defer, need to consult, and/or relevent diagnosis

5. Provider Decision and Plan (Check all that apply):

O Vaccinate: Primary (e.g. birth year=1972, military entry >1984)
O Vaccinate: Revaccination

[ Medically immure: vaccinated within approp interval (MI)

[ Vaccination deferred: Pending consult or lab test

O Vaccination deferred: Tempora_ry contraindication (MT)

[ Vaccination contraindicated unless exposed (MP)

[0 Vaccination not given (other reason specify below):
6. IF NOT IMMUNIZED, Check all that apply:
O Reason for non-immunization explained

List labs or consults
requested, and length of
temp referrals

O Lab test requested
O Consult request written/sent
O Follow up appointment planned

O Other reason (specify below):

Frovider Signature and Printed Name/Stamp:

VACCINE ADMINISTRATION:
Vaccination Date (MM/DD/YY YY)

7. Vaccination

Action Taken: )’ /

Location: O Left Arm O Right Arm O Other location (describe)
Number of Jabs:

Lot # hAfr

For QA use: local vial serial #

8. IF IMMUNIZED, Check all that apply:

O Information sheet given to recipient

0 Recipient advised about post-vaccination reaction and care
[ Reasons for follow-up clinic visit describad

O Patient understands information given

[J Bandages provided if needed

Please assure that all actions taken and deferrals are updated
into your senvice's electronic Immunization Tracking System
({ITS) as spon as possible. :

Vaccine administered by: (Signature and Printed Name/Stamp)

Last Name

First Mame _ M

Social Security Mumber

Fatient’s Identification (May use for mechanical imprint)

RECORDSE MAINTAINED AT:
RANK/GRADE

SEX

DATE OF BIRTH

SPONSOR NAME

{or Sponsor 55N)
RELATIOMSHIF TO SPONSOR
(or FMP)

ORGANIZATION

STATUS
DEFT/SVC

Standard Form 600 {Rev.6-87) Electronic Copy SVF Overprint (04-03)




