DEPARTMENT OF THE AIR FORCE
HEADQUARTERS AIR RESERVE PERSONNEL CENTER

10 Jan 2003
MEMORANDUM FOR All Individual Mebilization Augmentees

FROM: HG ARPC/CC
6760 E Irvingion P1 #1000
Denver CO 80280-7200

SUBJECT: Reserve Component Physical and Dental Exams

1. Effective 1 Cct 01, the physical and dental exams became an annual requirement for
all members of the Air Force Reserve, replacing the traditional S5-year physical. Our
records indicate you are due for a physical and/or dental evaluation. This is your notice
to promptly schedule and complete the required exams. The accompanying documents
are intended to guide you through the process of scheduling, completing and returning the
physical and dental examination paperwork to HQ ARPC/SGP.

2. Current RCPHA information is essential to ensure a fit force. Your safety and ability
to complete your military mission are dependent in part on this screening process.
Failure to comply with this annual reguirement significantly impacts the safeguards
intended to protect you and the Air Force mission.

3. HQ ARPC/SGP tracks this requirement, and provides information to Program
Managers on the currency of their assigned IMAs. If you believe this notice is in error
you are encouraged to guery HQ ARPC/SGP at the address/email/phone numbers
identified in your packet.

4. Failure to accomplish the required examination(s) by 1May 03 will affect participation :
result in restriction of pay and points for all training, and your ability to complete 2
satisfactory year. Failure to accomplish required examinations will not prevent
mobilization.

5. Your prompt compliance is appreciated, as is your service to the US Air Force and
your couniry.

4 Attachments:

I. HQ ARPC/SGP letter
2. RCPHA Form

3. SF 600 Overprint

4. DD Fm 2813



DEPRRTMENT OF THE AIR FORCE
HEADQUARTERS AIR RESERVE PERSONNEL CENTER

10 Jan 03

MEMORANDIIM FOR. All Individual Mobilization Augmentees (IMA) and Participating Individual
Ready Reservists (PIRR)/Category E Reservists

FROM: HQ ARPC/3SGP
6760 E Irvington Pl #7200
Denver CO 80280-7200

SUBJECT: Annual Requirement for Physical and Dental Examinations for Individual Mobilization
Augmentees (IMA), Participating Individual Ready Reservists (PIRR)/Category E Reservists.

1. Effective 1 Oct 01, you are required to have an annuzl physical assessment and dental examination.
Also known as the Reserve Component Periodic Health Assessment, the RCPHA must be completed
once every year. The RCPHA consists of a Reserve Component Health Risk Assessment (RCHRA), a SF
600 overprint tailored to gender, age and flying status, a dental examination, and an immunization record
review. The RCHRA and SF 600 overprint must be compieted by a military provider. The dental
examination can be completed by a military dentist using the SF 603 A, Health Record — Dental
Contimmation, or a civilian dentigt using DD Form 2813, Department of Defense Reserve Forces Dental
Examination, respectively, You can download the forms from our web site at

hitp://arpc.afic.af. mil/sgp/forms_pubs.bim . This letter is yvour authorization to obtain the reqmred
mititary exam(s) at an Active Duty Air Foree Medical Treatment Facility.

2. You are strongly encouraged to complete your RCPHA during your Annual Tour or Inactive Duty
Training (IDT). In order to do this during your Annual Tour, you will need to contact the Medical
Treatment Facility Physical Exams Section well in advance {at least 30 days prior) to schedule an
appointment for a physical assessment and/or dental examination. If the MTF does not have a Physical
Exams section ask to be connected with Force Health Management, the facility RCPHA Project manager,
or as 2 last resort the facility patient advocate. If you are unable to complete these during your scheduled
duty periods, an AF Form 40a, Record of Individual Inactive Duty Training, may be submitted for one
ron-paid point upon completion of the exam(s).

3. If you have recently completed your annuszl physical and dental requirements, please send HG
ARPC/SGP a copy of the documentation. An RCPHA, to inciude both a physical and deptal exam, is
only current up to one year (365 days} from the date of the older of either the physical or dental exam.

4. If you fail to. complete a physical and/or dental examination, you may be placed on a “no pay-no
points” status JAW ATFM 36-8001 para 1.6 Reserve Personrel Participation and Training Procedures
and AFI 48-123 Medical Examinations and Standards. Eligibility for pay and points may be restored
upon completion and receipt of documeniation by HQ ARPC/SGP of all required examinations.

5. To accomplish your required examinations and assessments:

& Using local protocol, schedule your appointmeni(s) by contacting the Medical Treatment
Facility (MTF) as your base of assignment or attachment. References for Authority to Conduct Medical
Exams of IMAs are available at kttp://arpc.afre.af. mil/sgp/imamed_ex.doc.

b. Contact your active duty supervisor regarding the date and time of your exam.



¢. HG ARPC/SGP must be notified of the appointment{s) date(s) and location. E-meil to
arpe.sgpdl@arpe.denver.af.mil, or complete the form at the bottom of this letter and fax to 303-676-7589
or DSN 926-7589. If SGP is notified 10 days prior to your agpointment, a copy of your last physical
examination can be faxed to the MTF in advance for the provider to look at during your assessment.

d. Download blank forms at http://arpe.afre.af.mil/sgp/forms_pubs.him. Prior to your
appointment, ill out the 4-page Reserve Component Health Risk Assessment (RCHRA). Please bring
the RCHRA, the blank SF 600 and your PHS 731 {Shot Record} to your appointment. If you have any
medical conditions, please bring copies of medical records or supporting documentation with you as well.

e. Upon completion of the exam(s), the forms will need to be sent to HQ ARPC/SGP. Although
the MTF may do so, ultimately it is your responsibility to ensure that the original documentation is sent
to and received by ARPC/SGP. You are gtrongly encouraged to obtain and keep a copy of ail completed
medical documentation.

6. For dental exams only: You may have your civilian dentist complete the DD Form 2813 Reserve
Forces Dental Examination two years out of three. You must receive a dental examination at a DoD
medical facility a2 least once every three vears.

7. Helpful web sitess If you are unzble to schedule your appointments at an Active Duty Air Force MTF,
search www afcrossroads.com/himl/dodinstall/index htm for the DoD facility nearest you. For additional

information zbout Physical Standards requirements and other items of interest, cur web site address is
hitp:/farpe.afre. afmilisg/index hitm .

8, If you have questions about scheduling your appointments or are having difficulty completing the
annual requirement, please contact your active duty supervisor, or your Base Individual Mebilization
Aungmentee Administrator {for 5 listing, visit http://3rpe afrc.af mil/bimaas htm), or your MAICOM
Program Manager (http://arpe.afic.af. mil/Program%e20Manager%20Listings.doc  is the website).

To contact ARPC/SGP:
Our E-mail is arpe.sepdl@arps.denver.afmil Our fax number is 303-676-7589 (DSN $26-7589).
Our address is: HQ ARPC/SGP, 6760 E. Irvington Place, #7200, Denver, CO 80280,
Our phone numbers are: 1-800-525-0102 x71236/71235 or DSN 926-7236/7237.
ﬁﬁﬁ LAy
LINDA L. MCHALE, Col, USAF, NC
Director, Health Services
Individual Reserve Programs

Name and SSN

Location, date and time of appointment(s)

Type of Appointment:  Physical Exam Dental Exam (circle ons or both)

MTF POC and phone number

Fax or mail back to ARPC/SGP at the number or address listed above.



Reserve Component Health Risk Assessinent (RCUHRA)
(This {erm is subject to the privacy Actof 1974 — Use Blanket PAS — DI Form 2085)

AUTHORITY: i U.S.C.. 8013, as implemented by Air Force Iastruction 48-123.

| PURPOSE: To collect personal information from military Keserve Component {RC) personnel to assess their ability to perform reutine fitness
testing, their individual depleyment readiness, and overall RC deplovment readiness.

ROUTINE USE(S): To assess the safety of your performing routine fitness testing. To-sereen for conditions that may interfers with your ability to
deploy and meet mission requirements. To:collate data on overall RC capability to depley and meet mission requirements. In addition to those
disclosures gencraity permitted under § USC 552a(b) of the Privacy Act, these records orinformation contained therein may specifically be disclosed
outside DeD? as a routine use pursuant te' 5 USC 552a(b)(3) as fotlews: The Department of the Air Foree “Blanket Reutine Uses” set farth at the
beginning of the Air Foree’s compilation: of systems of records netices apply to this system. This information. will be kept in your medical record
and summary results will be provided to you upen completion of the Reserve Cemponent Periedic Health Assessment (RCPHA).

DISCLOSURE: Disclosure of this information is required by Title 10,Chapter 51, Section 1004 of the United States Code. Giving false informatien

concerning current health status is a punishable offénse and can result in administzative action. IAW AF] 48-123, paragraph [4.4.2, each member is }
responsible for prompily reporting a disease, injury, operative procedure or hospitalization: noet previously reported to his or her commander or |

SUDETVISOT.

Personnel Data
Hame/Rank S5N Age rate of Birth Gender
Home Street Address City S1ate Zip Code
Unift Dty Section Base Pty AFSC ASC
Primnary Ermnail Address Home: Phone Duty Phone

Civilian Occupation

Active (AGR) Traditional Individual (IMA} Air Reserve nther Specify
Guard/Reserve ReservistGuardsman Mobilization Augmentee Techuician
Traditional ARC: How many days have you performed military duty this year {excluding IDT)? Days
Are you a fernily member of an active duty military member entitied to care through military channels? Yes No
Racial Background
American Indizn/Alasks Native Asian/Oriental Black, Hispanic
Black, Non-Hispanic Pacific Islander White Hispanic
White, Non-Hisparic (ther (Specify)

Healihk Status Questionnaire— Instractions
Mark the appropriate response to each number question and sign the form after reading it carefolly. Continue on the reverse side or
attach comments or documentation if necessary, Posifive responses which are not fully explamed or which may effect your medical
qualifications for continued mulitery duty will require-an interview and further documentation. You may also be required to provide
supporting civilian medical and dental documentation for inclusion in your medical records.

NOTE: This informatien is for officizl and medicaliy-confidential use only and will not be released to unauthoerized persons.

1. Overall Self-Assessment of Health is Excellent Very Good ' Good Fair Poor

2. Are you on a renewable flying or worldwide duty waiver for any medical reason? Yes No
3. Do you have any aliergies to medications, foods, or sirbome substances? Yes No
List all known allergies:

RCPHA Test Form, 20010501



4. {a} Do you regularly take any prescription medication(s)? Yes No
{&} Do you regularly take any over the counter medication(s)? Yes Ho
{c) Do you regularly take any dietary supplemnent(s)? Yes No

Medication{s) Name and wkhy tsken

3. During the Jast year have you taken medication or seen 2 health care provider for of the followmng conditions?

Chest painfangina Yes | | No | Sheriness of breath Yes No | Anxiefy/depression Yes No

Inflammatory bowel disease Yes No Seizure Disorder Yes No

If you require medications for any of the above, have the medications been listed in biock # 5. Yes No

Does the use of these medications control your symproms? (If No please explain below) E N/A Yes No

6. During the last year have vou been told that you have high blood pressure? Yes No

7. Since your last AF Form 893, RCPHA, or Physical Exarnination have you had chest pains, pressure, or

discomfort either with physical activity or when at rest? Yes No

8. Have you ever had irregular heartbeats that have concerned you? Yes No

9. Have you ever had a heart attack? Yes Ng

10. Have vou had a heart eperation {bypass, angioplasty, etc.)? Yes No

11, Is there a family history of heart attack in a parent, sibling, aunt or uncle before the age of 552 Yes No

12. Have you been told you have high blood sugar or /diabetes? Yes No

How is it controlled? (+/alt that applyl: None of the following Insulin Diet/Exercise control Oral Medication

13. Have you been told you have problems will blood cholesterol? Yes No

14. Do you use any tobacco products? If no, skip to guestion 15, Yes No

Type- {check all that apply): Pipe Cipar Smckeless Cigarettes

Hew many packs of cigarettes per day? Less than one One Two Three or more

How many years have you been using tobacco products? Less than one COne-Five Six-Ten More than Ten

ECPHA Test Form, 20010501

3.



Date WName/Rank 35N

15. Do you ever experience shoriness of breath at rest, walking or with only moderate exertion? Yes No

16, Have you ever been totd you have asthma, bronchospasin, er reactive airway discase? Yes No

17. Do you engage in a program of regular aerobic physical fitness 20 minutes 3 tx_mcs per week? Yes No

Light Exercise Moderate Exercise % Heavy Exercise

15. Do you have a physical condition that precludes brisk walking or runsiing for 1 to 3 miles? Yes No

1%, Has your treating physician placed you on resiricted activity? Yes No

If yes, explain (include length of time and time of year restrictions apply if kmown)

20, Do you have any orthopedic problems that prevent regular exercise or become hothersome during exercise? Yes Mo

21. D¢ yoeu consume alcobolic beverages? If no, skip to question 26 Yes No

22. Have you ever felt yvou ought to cut dows on your drinking? Yes No

23. Have people annoyed you by criticizing your drinking? Yes No

24. Have you ever felt bad or guilty about your drinking? , Yes Mo

25, Have you ever had a drink first thing in the moming {eye opener)} 1o steady your nerves or get rid of a

hangover? R Yes No

26. Are you on ary medications for depression, ADD/ADHD or any other psychiatric condition? Yes Ne

27. Do you have any problems with your eyes, vision or prescription glasses {check all that apply)? Yes No

Bhured Vision Double Vision | Blind Spots : Night Blindness
Glare CGlaucoma | Glasses more than 2 vears old
23. Have you had any of the following types of eye surgery (:cé}}_zck all that apply)? Yes No
RK PRK LASIK Emplants | E:.O'clwr Specify:

29. Have you gained or lost more than 15 pounds in the past year that canrot be explained by change in diet and

exercise? Yes Ne

30. Have you neticed blood in your stool or significant changes in your bowel habits? Yes No
_31. Have you been advised o eat a special diet? Yes No

32. During the past year have you missed more than 7 days from work due to illness or injury? Yes No

33. Do you bhave a non-military job or hobby which exposes you t¢ koud noise? Yes No
| 34, Do you have a non-military job or hebby which exposes you o hazardous chemicals? Yes Ho

RUPHA Test Form, 20010501



Name and/or type of chemical(s)?

33. Do you use hearing aid(s)? Yes No

36. Do you routinely forget to wear proper proteciive gear for sperts, hobbies, or work (e.g., helmets, goggles,

gar plugs, gloves, etc.)? Yes Mo

37, Do you routinely forget to fasten your seat belt’ Yes No

38. Have you seen a health care provider during this past year? { | Yes Ne

If ves how many visits: One - Two Three - Six Seven - Ten Mere than Ten

39. Excluding preguancy have you been a patient in the-hospital avernight/or had any outpatient surgical

prucedure or been administered intravenous medication in the houpital during the past year? Yes No

40. Have you been treated for any other medical conditions since you completed your last RCPHA or

AF Form §957 Please list conditions below, Yes No
Females Only Complete Blocks 41 — 45,

41. Are you pregnant? Yes No

42, Was your last PAP Smear abnormal? Yes No

43. Have you ever had an abronnal breast lump or mammogram? o Yes No

44. Do you perform self-breast examination {SBE) at least monthty? Yes No

45, If no longer having menstrual periods or if having had 2 history of a total hysterectomy, have you been

advised regarding osteoporesis prevention? Yes No

T understand that disclosure of this information is required by Title 10,Chapter 51, Section 1004 of the United States Code. Giving
false information conceming current health status is a punishable offense and can result in administrative action. TAW AF] 48-123,
paragraph 14.4.2, each member is respousible for promptly feporting a disease, injury, operative procedure or hospitalization not

previonsly reported to his or her commander or supervisor.

Typed or Printed Name Examinee Signature Bate
Notes:
Typed or Printed Name Physician or Examiner Signatore i Date

RCYEA Test Form, 200310501
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SSN:

AUTHORIZED FOR LOCAL REPRODUCTION,
MEDICAL RECORD Reserve Compunem Periodic Health Assessment (RCPHA) l
RATE S DTAGNUSTS, TReA| M THEA TG OR TION faign cach Bofry)
RCPHA required items accomplished as follows:
Assessmem (RCPHA) m'npleted DD 2756 updated | } Yes [ Mo
Vs review Y Claas LI2/ 5080 e
HT: WI-_ MAW: _____ BP
. Chol- _ ... Trig: HDY. _HTY .
DNA: _____ (Date Accomplished) EKG: [ JYes| J o  Fecal Occult Blood:  Positive  Negative
... Siin Bxsm for CencerSurgical Sears: Nocmal _ _Ahporsl (Cirele approprists) .
Ofttier Valsatva: [ ] Yes| ] Normai [ ] Bilateral Other:
e e _L]1Ne Addlitions! Test (Optionaly: -
3} Andis Acuity {Gpﬂionui):
“EUDKGRAM 300 10002000~ 3000 TA00TT T 00N -
left | 1 i 1 I I i | . 1 1 ] Hearing Conservation Program:
Right— -t — —t -t g I | 3 Reforence-Aundivgram{ 1Yest 1o
£) Vigusl Acsity: , S
Drigtamt: Refraction: Neaar.
D2/ Corr. To 20/ : By 8. (.9 20/ Com. t0 20/ By
0D/ Corr To28/ : By 8. % 120/ Corr. 1020 / By .
Amler@nd. 0.D. Mommal Abnoremsal 0.5. Normal _Abnozmst _ {Cirche spprogriate) |
Gos Mask Insert ordered [ }Yes[ INe[ I1N/A Intrapcular Tension: 0.0, O8.
 ContactLenses: [ J¥es[INo - . .
Phovias: RH LH ES EX Color vision — test used: Passeleal!s
T Glewcomse: [ ] Yes[ 1Mo ST EKG Results: Normal{ ] Abnormal{ }
Member is qualified for Worldwide Duty [ ] Yes [ IrNo
IMember is gualified for ngpaxmal.ﬂusth_LJXmL iNeo .
TRICHTI AL TR WEDICAL FACIITY [ETATIE
BHHBONS NAME T{SENAD WO,
FATIENT'S IDENTIRCATION: [For tyged of wHiesn eatriss, gi: Neme - lest, first, middie; 10 No of S84, Sex; REGISTER NO. WARD WG
Bato of Blth: Rank/Grede.)
- CHRONOLOGICAL RECORD GF MEDICAL CARE
Last, First, ML:

Medical Recard
STAMQARD FORM BG40 mev. 6571
sseribad by GSASCMR
FIRMR 141 CFR) 201-5.202-1




. Form Approved
DEPARTMENT OF DEFENSE B No. 0720-0022

The public reporting burden for this collecton of inforination is:estimated: to-average 3 minutes per- reaponse; including the tima ‘or reviewsng instructions, seerching existing data sources,
gathering and maintaining the data needad, and-compieting and reviewing: the coilectien: ef information:-Send comraents regerding this burden estmate or any other aspect of this callection
of_information, including suggastions for reducing the burden; ‘to Departinant of ‘Defense, Washington Headuuarters Services, Directorate for Informetion Operations and Reports
{0720-002%), 127& Jefferson Davis Highwey, Suite 1304, Arlingion, YA "22202:4302.  Fesponderts should be: swvare that notwithstanding any other provision of lave, no peison shall be
subject tc any penalty for faiiing to comply with @ colitcton cflibfoimation it it dess not disp'ey a-currently: valid: OMB control number.

PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ADDRESS.

PRIVACY ACT STATEMENT

AUTHORITY: Public Law 105-85, Sec. 785; DoD Directive ROUTINE USE(S): Ncne.
6490.2; E.O. 2397, !

PRINCIPAL PURPOSE(S): An assessment by a dentist of the
state of your dental health for the next 12 months is needed
to detarming your fitness for proionged duty without ready
access to dentat care.

DISCLOSURE: Voluntary; however, fallure to provide the
information may result in delays in assessing vour dental
heaith needs for military service.

1. SERVICE MEMBER'S NAME (last, First, Midile Initiali 2. S0CIAL SECURITY NUMBER |3. BRANCH OF SERVICE

4, UNIT OF ASSIGNMENT ' [ 5. UNIT ADDRESS

6. EXAMINATION RESULTS
Dear Doctor,

The individual you are examining is a Guard/Reserve member of the United States Armed Forces. This member needs
your assessment of hig/her dental health for worldwide duty: -Please mark {X) the block that best describes the condition of
the member, using as a suggested minimurm a clinical examination-with mirrar and probe, and bite wing radiographs. This
form is meant to determine fitness for prolonged duty without ready access to dental care and is not intended to address the
membser's comprehensive dental needs.

{1} Patient has good oral health and.is not expected tc require dental treatment or reevaluation for 12 months.

{2) Patient has seme oral conditions, but you do-not expect these eonditions to result in dental emergencies within
12 manths if not treated (i.e., requires prophylaxis;, asymptoratic caries with minimal extension into dentin,
edentulous areas not requiring immediate: prosthetic treatinent).

{3} Patient has oral conditions that you do expsat to result:in dental emergencies within 12 months if not treated.
Examples of such conditions are: (X the applicabie bivck or specity in the space provided)

(a) Infections: Acute oral infections, pulpal or periapical pathology, chronic oral infecticns, or other pathologic
lesions and lesions reguiring -biopsy: or awaiting biopsy: report.

{b} Cariea/Restorations: Dental caries or fractires with moderate or advanged extensicn 'nte dentin; defective
rgstorations or temporary restorations that patients cannot maintain for 12 months.

{c} Missing Teeth: Edentulous zreas requiring-immediate prosthodontic treatment for adeguate mastication,
comrmunication, or acceptable esthetics.

{d) Periodontal Conditions: Acute gingivitis: or periceronitis, active moderate to advanced periodontitis,
periodentatl abscess, progressive:n gingival congition, mederate to heavy subgingival calculus, or
pericdontal manifestations: of systemic disease 6i-hormonal. disturbances.

(e} Oral Surgery: Unerupted, partially erupted, -or malposed testh with historical, clinical, or radiographic signs
or symptoms of pathesis that are recommaended for removal.

(f} Qther: Temporemandibular disorders or myofascial pain dysfunction requiring active treatment.

{4} If you selected Biock (37 above, pleasc circle the condition(s) you identified In thiz patient if they eppear above, or briefly
describe the condition(s} below:

S

(5) Were X-rays consulted? YES N

i

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

7. DENTIST'S NAME (Last, First, Middie Initial) B.ODENTIST'S ABDRESS finclude ZIF Cods)

9. DENTIST'S TELEPHONE NUMBER (Include Area Codad

10. DENTIST'S SIGNATURE ' 1. DATE OF EXAMINATION 7V Yy YMMDD)

B0 FORM 2813, DEC 19899
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3 For ratea mrcrew, beom operators, and rotary wing enlisted aitcrew only.

2 Test incliades total serum cholesterel and HDL cholesterol. Those who have 2 total cholesterol >205 and 2 HDL <35 shouid be referred to their private
physician for follow-up.

3. Dental cxams will be done per applicable RC Headquarters guidance.

4. Females considered at high cisk should be refesed to their personal medical provider for guidsnce on more frequent PAP, M: gram of braast
exarninations {See Clinician’s Handbook of Preventive Services, 29 Rd).

5. Individuals that have had 2 sigmoidoscopy or a rectal exai s patt of another examination may submit the report instzad of having an occult blsad screen.
6. Gas Mask Inserts moy be ovdered 2t any time when tere is 2 change in prescripyion, gs documented by the BC MDS or individual's private vision care
provider.

7. PHAM visit must be 2 flight surgeon.
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