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CHAPTER 7

Medical and Dental

7-1. Purpose


Provide medical and dental guidance for military and civilian (DA/DOD, Red Cross, AAFES, and Contractor) personnel mobilized and/or deployed in support of contingency operations.

(1) Personnel transiting a combatant command area of responsibility (AOR) who are not specifically included in the paragraph above, such as senior officials or visitors conducting brief oversight or informational visits, should seek specific medical advice that is tailored to their individual needs and travel itinerary from their supporting Medical Treatment Facility (MTF).

7-2. General Guidance


a.  Medical Screening Responsibility:  



The Army National Guard (ARNG) and US Army Reserve Command (USARC) are responsible for medically screening their forces prior to mobilization.  Soldiers who fail to meet medical deployment standards IAW AR 40-501, Chapter 3 will not be sent to the mobilization station.  First and Fifth Armies, and ARNG State surgeons will validate that pre-mobilization medical screening has been accomplished.  

b. 25-day Rule:  

Upon mobilization, Reserve Component (RC) and Title 32 Army National Guard Active Guard Reserve (AGR) Soldiers who are being mobilized in support of contingency operations and are found not to be medically deployable within the first 25-days of mobilization will be released from active duty (REFRAD) and returned to their home station NLT 30-day from their mob date. 

c. 30-days and Pre-existing Medical Condition:  

RC Soldiers on active duty for 30-days or more identified as having a pre-existing medical condition that renders them not meeting medical retention standards are required to undergo Medical Evaluation Board / Physical Evaluation Board (MEB/PEB) processing prior to REFRAD.  In certain circumstances RC Soldiers can be placed in medical hold, receive treatment, returned to duty, or processed through the Physical Disability Evaluation System (PDES).  

d. Medical Screening for Mobilized IRR Soldiers at the Mobilization Station:
IRR Soldiers will be medically evaluated using DA Form 2795 Readiness and Deployment Checklist.  Medical personnel will determine if a physical exam is required (Reference AR 40-501).  If a Soldier is found to have a permanent or temporary medical condition within the first 25 days of mobilization, he/she will be REFRAD in accordance with the 25-day rule policy and their medical records will be forwarded to HRC-STL for further action.  The following sections of DA Form 2795 Readiness and Deployment Checklist will be used to determine the deployability of IRR Mobilized Soldiers:

(1) Section VIII: Medical

· HIV Test 

· DNA Tissue Sample

· Pregnancy Test for Females

· Physical profile permanent or temporary that restricts deployment

(2) Section IX: Dental

· Dental Panographic x-ray

(3) Section X: Vision

· Best correct vision acuity

· Vision readiness classification

e.  Documentation: 

All units/individual personnel must report to mobilization stations with the following:

· Medical and Dental records. 

· Proof of immunization (e.g., SF 601, Health record-immunization record; PHS 731, International certificate of vaccination; DD Form 2766, Adult preventive and chronic care flow sheet; or documentation from MEDPROS).
· Copy of completed DD Form 2795 (Pre-deployment Health Assessment) and DA Form 7349 (Initial Medical Review).

e. Medical and Dental Records:  
Units participating in support of operations within CONUS at or near military

installations with MTF/DTF will travel with individual health and dental records and coordinate for storage with supporting MTF/DTF upon arrival at the duty location. 

(1) Individual Soldiers will not hand-carry individual health and dental records,

but rather arranged by an appropriate person within the organization.  

(2) HRC-St Louis (HRC-SL) will coordinate shipment of records for IRR, IMA

 and retirees, as available. 

(3) Upon arrival at the duty location, health and dental records will be turned in 

to the supporting MTF/DTF for maintenance and accountability. Units will coordinate return of health and dental records to home stations. 

(4) In all cases, the unit commander is responsible for ensuring health and dental 

records are safely routed to the appropriate destination. Units will retain control of health and dental records if care is being provided by non-military sources.

f. DD 2766 (Adult Preventive and Chronic Flow Sheet):  

Soldiers deploying to overseas locations (OCONUS) will deploy with the DD2766 (Adult Preventive and Chronic Care Flowsheet). The DD2766 will be used as the deployment health record.  Units/Soldiers will not deploy OCONUS with health and dental records.  Health and dental records will be returned to home station following mobilization/deployment processing.  Records will be returned to the demobilization station for review during medical out-processing.

g. MEDPROS Individual Medical Readiness:  

The medical protection system (MEDPROS) individual medical readiness (IMR) module is the HQDA designated system for documenting all aspects of Soldier medical readiness. Units will enter all appropriate data and vaccines administered to personnel participating in these operations into MEDPROS prior to arriving at the mobilization station. Mobilization station medical stations and Soldier readiness program (SRP) medical stations will use the MEDPROS IMR to validate and document all appropriate medical fields. Units unable to access MEDPROS www.mods.army.mil should call the MODS help desk: in CONUS, dial DSN 761-4976, commercial (703) 681-4976, or toll free (888) 849-4341; in Germany, dial DSN 312-761-4976, or commercial 0.130.82.9549; in Korea, dial DSN 315-737-4004 or commercial 011-822-7917-4004.

h. Documenting Health Care in Medical Records:  


All episodes of health care will be documented in the individual’s permanent or deployment health record while participating in contingency operations.

i. Line of Duty (LOD) Investigations:  

DA Form 2173 will be initiated on Soldiers, as appropriate.  See MILPER Message 04-063 for most recent guidance at: https://perscomnd04.army.mil/MILPERmsgs.nsf.  

7-3. Medical Criteria
 & Testing

a.  HIV Testing: 

            (1) All Services shall modify their HIV testing programs to provide a maximum two-year interval between routine tests for active duty personnel, as of March 29, 2004 IAW Health Affairs Policy: 04-007.  This supersedes the requirement for HIV testing within 12 months of deployment prescribed by the October 6, 1998 Health Affairs policy memorandum (Health Affairs Policy 99-002). While HIV testing of the pre-deployment serum sample is no longer necessary, serum collected as part of HIV interval testing may be used to meet pre- or post-deployment serum sample collection requirements if it facilitates the collection, handling, and ultimate storage of samples in the DoD Serum Repository.  Predeployment blood sample collection requirements will proceed as directed by Department of Defense (DoD) Instruction 6490.3, which states that unless a serum specimen has been obtained and forwarded to the Armed Services Serum Repository within the 12 months preceding deployment, obtain serum from 7-10 cc of blood from each Service member to be deployed and forward it to the repository.
(2) HIV testing is not required for Civilian (DA/DOD, contractor, Red Cross, and AAFES) personnel.  Generally, Civilians may decline HIV screening, however, certain host countries require mandatory HIV screening prior to allowing entry.  A Civilian who tests positive may be deployed as long as the host country is notified and the individual is able to perform assigned duties.  Reference DA PAM 690-47, Chapter 1-38. 
(3) Verification of HIV testing can be made using MEDPROS at www.mods.army.mil.

b.  Pregnancy Testing:
    

(1) All female Soldiers deploying overseas will be administered a pregnancy test as part of their pre-deployment medical screening.  The pregnancy test will be done within one month prior to actual movement overseas.  The urine pregnancy test is sufficient for verification.

(2) Female Soldiers who have undergone hysterectomy or bilateral tubal ligation are exempt.

(3) If the pregnancy test yields positive results, the Soldier is non-deployable.  However, the Soldier may volunteer for support of Operation Noble Eagle IAW 10 USC 12301(d) in a non-deployable status based upon the needs of the army and if medical clearance is granted.

(4) If pregnancy is determined after deployment, the Soldier will be returned to CONUS and may volunteer as stated in previous paragraph.  

(5) See Chapter 5, section 5-4, para c. for more information.

c. Tuberculosis Skin Testing (TST):
(1) Personnel deploying within or to the following locations (considered low threat for tuberculosis) do not require TST: 

	CONUS
	Norway
	Switzerland

	Canada
	Sweden
	Austria

	Greenland
	Finland
	Germany

	Iceland
	Denmark
	Czech Republic

	Cuba
	France
	Italy

	Chile
	Belgium
	Greece

	Costa Rica
	Netherlands
	Cyprus

	French Guiana
	Luxembourg
	Australia

	British Isles
	Monaco
	New Zealand

	Lebanon
	Jordan
	Oman

	Libya
	United Arab Emirates
	Qatar


(2) Personnel deploying to all other locations (considered high threat for

tuberculosis) require TST within twelve months prior to deployment, at the time of redeployment, and again at three to six months after redeployment. Individuals with previous positive TSTs do not require testing.  Manage IAW NGR 600-100. 

d. Deoxyribonucleic Acid (DNA) Specimen:
(1) If a DNA sample is not already on file, a DNA specimen will be obtained from all deploying personnel (military and Civilian) and forwarded to the Armed Forces Repository of Specimen Samples for Identification of Remains (AFRSSIR) prior to deployment. Specimens will be forwarded by registered mail with return receipt to the gaining medical unit.  Confirmation that a DNA specimen is on file will be annotated in the health record in block 10a of DD2766 (adult preventive and chronic care flowsheet).    

(2) Verification of the DNA record can be made using the DEERS/RAPIDS or MEDPROS web-based tracking system at http://www.mods.army.mil/.  The DNA draw date will be annotated in block 10a of DD2766(adult preventive and chronic care flowsheet).  

(3) Civilian personnel deploying outside the Continental United States and its territories are required to provide a DNA specimen, or dental PANAREX if the ability to take DNA samples is not available, IAW DODI 1400.32, 6.1.10.

e. Reference Audiogram, DD2215:   

Deploying soldiers are required to have a DD Form 2215 Reference Audiogram in their medical record.  If there is no DD Form 2215 in their medical record, a DD Form 2215 Reference Audiogram will be conducted by qualified personnel using the Defense Occupational Environmental Health Readiness System for Hearing Conservation (DOEHRS-HC) audiometer. Deploying soldiers must have hearing protection; see Chapter 7-9, Personnel Protective Equipment and Medications, for guidance pertaining to hearing protection.
f.  Medical Retention Standards: 

Soldiers who do not meet the medical retention standards of chapter 3, AR 40-501 are required to undergo an MEB/PEB.

7-4. Electronic Documentation of Immunizations
a. Vaccinations Accounted in MEDPROS:  

All vaccines administered to personnel participating in contingency operations will be documented in MEDPROS, the primary database used to track/monitor compliance.  Leaders at all levels can obtain read/write access at www.mods.army.mil. MEDPROS training support may be requested from the MEDPROS program office at DSN 471-7184, COMM (210) 221-7124 or by e-mail to MEDPROS@amedd.army.mil.  Data entry support may be obtained from the MODS help desk at DSN 761-4976, commercial (703) 681-4976, or toll free (888) 849-4341. In Germany, dial DSN 312-761-4976, or commercial 0.130.82.9549; in Korea, dial DSN 315-737-4004 or commercial 011-822-7917-4004.

7-5. Immunizations


a. General:  

All personnel must have required theater-specific immunizations prior to deployment. Supervisors and commanders must ensure immunizations included on the following table are current prior to deploying to the specified AOR.  For some vaccines, not all personnel deploying to a specified AOR require the vaccine.  Individuals are considered deployable if they refuse to receive any theater-specific immunization or other requirement.  It is the commander's discretion to deploy such individuals, based on individual circumstances.  The Army policy is to have all personnel deploying to the AOR current with theater-specific immunizations, recognizing that medical and administrative exemptions may occur.  IAW AR 600-20, Army Command Policy immunizations required by AR 40-562 or other legal directive may be given involuntarily, but only under extraordinary conditions. If a Soldier declines to be immunized, the commander will:

· Ensure that the Soldier understands the purpose of the vaccine.

· Ensure that the Soldier has been advised of the possibility that the disease may be naturally present in a possible AO or may be used as a biological weapon.

· Ensure that the Soldier is educated about the vaccine and has been able to discuss any objections with medical authorities

· Counsel the Soldier, in writing, that he or she is legally required to be immunized; that if the Soldier continues to refuse to be immunized that he or she will be legally ordered to do so, and that failure to obey the order may result in UCMJ and/or administrative action for failure to obey a lawful order (Article 92 of the UCMJ) as deemed appropriate by the commander.  

	Operation
	Location
	Influenza
	Tetanus-Diphtheria 
	Hep A
	Meningo-coccal 
	Typhoid
	Hep B
	Anthrax
	Smallpox
	Other Vaccines
	PPD
	Yellow 
Fever

	ONE
	 
	Yes
	Yes 
	 
	 
	 
	See below
	 
	 
	 
	 
	 

	OEF
	CENTCOM Central Asia (eg, Afghanistan)
	Yes
	Yes 
	Yes 
	 
	Yes 
	See below
	Yes 
	Yes 
	 
	Yes 
	 

	OEF/OIF
	CENTCOM Iraq + Arabian Peninsula (eg, Kuwait, Qatar)
	Yes
	Yes 
	Yes 
	 
	Yes 
	See below
	Yes 
	Yes 
	 
	Yes 
	 

	OEF
	CENTCOM Horn of Africa
	Yes
	Yes 
	Yes 
	Yes
	Yes 
	See below
	Yes 
	Yes 
	 Yellow fever—see below.
	Yes 
	X

	OEF
	EUCOM         AOR (Europe)
	Yes
	Yes 
	Yes 
	 
	Yes 
	See below
	
	
	JE-see below 
	Yes 
	 

	
	EUCOM AOR (Africa)
	Yes
	Yes 
	Yes 
	See below
	Yes 
	See below
	
	
	Yellow fever—see below.
	Yes 
	

	OEF
	PACOM     AOR
	Yes
	Yes 
	Yes 
	 
	Yes 
	See below
	 
	 
	JE-see below
	Yes 
	 

	Routine Adult
	MEDPROS profile for most active troops in CONUS
	Yes
	Yes 
	Yes 
	 
	 
	
	 
	 
	 
	 
	 

	Routine Adult B
	MEDPROS profile for troops needing Hep B vaccine in CONUS
	Yes
	Yes 
	Yes 
	 
	 
	Yes
	 
	 
	 
	 
	 

	Routine Adult RC
	MEDPROS profile for RC troops not needing influenza vaccine
	 
	Yes 
	Yes 
	 
	 
	 
	 
	 
	 
	 
	 

	Routine Adult RC B
	MEDPROS profile for RC troops needing Hep B but not influenza vaccine
	 
	Yes 
	Yes 
	 
	 
	Yes
	 
	 
	 
	 
	 


· Influenza (current vaccine each year; typically available in October, with labeled potency through 30 June each year). 

· Tetanus-diphtheria (within 10 years).

· Hepatitis A vaccine series IAW Food and Drug Administration (FDA) product information.

· Measles/mumps/rubella vaccine: See ALARACT message “Focusing Measles-Mumps-Rubella (MMR) And Inactivated Poliovirus (IPV) Vaccines On New Accessions,” 23 Aug 2004, 16:25:00. In brief, cease including MMR in routine vaccination screening after initial military training. 

· Inactivated poliovirus vaccine (IPV): See ALARACT message “Focusing Measles-Mumps-Rubella (MMR) And Inactivated Poliovirus (IPV) Vaccines On New Accessions,” 23 Aug 2004, 16:25:00. In brief, cease including MMR in routine vaccination screening after initial military training.
· Typhoid (injectable or oral), current per FDA product information.

· Hepatitis B vaccine. All healthcare workers, emergency medical technicians (EMTs), mortuary-affairs personnel, search and rescue specialists, correctional-facility staff, and designated special-operations forces will receive a three-shot series: 1 ml IM (deltoid) at months 0, 1, 6; give complete series before deployment, if possible; otherwise, remaining doses at the deployment location.

· Meningococcal (quadrivalent) vaccine (within five years) is required for personnel deploying to countries where the risk of meningococcal disease is significantly elevated above the US baseline. Within the EUCOM AOR, this includes all of Africa except Botswana, Lesotho, South Africa, Swaziland, and Zimbabwe. 

· Yellow fever vaccine (last dose within 10 years) is required for personnel deploying to countries where the disease is present.  In Africa, this ranges mainly from Senegal to Somalia to Angola.

· Japanese encephalitis - three dose primary series on days 0, 7, and 30 and booster after 24 months, if required, per FDA product information.  Administer JE vaccine to personnel stationed at least 30 days in rural areas of Asia where there is substantial risk of exposure to the virus, especially during prolonged field operations at night. The main needs are in the Western Pacific and on Okinawa with extended field exposure. Under normal circumstances, this immunization is not warranted for personnel assigned to or deploying to Korea.
· Pneumococcal vaccine: for all asplenic (with no spleen) personnel -- 0.5 ml IM or subcutaneous with one additional dose five or more years after the first.

· Anthrax vaccine. Vaccinate the following personnel with anthrax vaccine IAW FDA-licensed schedule and the Anthrax Vaccine Immunization Program (AVIP) available at http://www.anthrax.mil/media/pdf/ARMYresumptionplan. It is important to note that a Soldier starts the anthrax series based on specific deployment orders.  Once they have started the anthrax vaccine, they continue on the anthrax immunization program as per the FDA-approved schedule.  Personnel under the AVIP will initiate the immunization schedule, unless specifically exempted through: (1) an administrative exemption, granted by a commander or supervisor or (2) a medical exemption granted by a privileged healthcare provider.  Upon redeployment, these personnel will continue the anthrax vaccination series regardless of geographic location or active/reserve status. Personnel who were deferred from anthrax vaccinations during the slowdowns of 2000-01 will resume the vaccination series (ASDHA Memo, 28 Jul 04).
(1) MILPER Message 04-237 provides instructions for the excpansion of the Anthrax vaccine to include US Forces Korea (USFK) and the entire US Central Command (CENTCOM).  The expansion policy immediately applies to personnel permanently assigned and personnel deployed or TDY for greater than 15 consecutive days.  The vaccine is mandatory for military personnel unless exempted and voluntary for appropriate family members located or accompanying soldiers to Korea.
· Smallpox. Vaccinate with FDA-licensed smallpox vaccine IAW FDA, DOD, and Army guidance.  Vaccinate personnel deploying to CENTCOM AOR and specified countries within the EUCOM AOR per refs: DEPSECDEF Memo (S), 12 Dec 02, Stage 2 smallpox vaccination implementation; USD(P&R) Memo, 13 DEC 02, Policy on administrative issues related to smallpox vaccination program (SVP); VCSA Memorandum, 10 JAN 03, Army smallpox vaccination program implementation; Classified ALARACT Message, 14 FEB 03, Subj: (u) Revision of priority 3 anthrax and stage 2 smallpox vaccinations for follow-on forces; DEPSECDEF Memo, 28 Jun 04..
(1) MILPER Message 04-237 provides instructions for the excpansion of the Smallpox vaccine to include US Forces Korea (USFK) and the entire US Central Command (CENTCOM).  The expansion policy immediately applies to personnel permanently assigned and personnel deployed or TDY for greater than 15 consecutive days.  The vaccine is mandatory for military personnel unless exempted and voluntary for appropriate family members located or accompanying soldiers to Korea.
b.  Medical nuclear, biological, and chemical defense materiel (MNBCDM):

(1) The following list of items may be provided to individuals who deploy into specific areas of the EUCOM AOR, as determined by the EUCOM surgeon:

· Nerve agent antidote kits (NAAK), MK 1 6505-01-174-9919,qty: 3 per pax

· Convulsant antidote for nerve agent (CANA) 6505-01-274-0951,qty: 1 per pax 

· Doxycycline 100 mg, 30 tablets per bottle 6505-01-491-5506, qty: 1 bottle per pax. If doxy is not available or is precluded for other reasons, then ciprofloxacin, 500mg, 30 tablets per bottle, 6505-01-491-2834 can be released.   

· Soldier’s guide to MBCDM 7610-01-492-7703 qty: 1 per pax      
(2) When possible, individuals will ensure that all MNBCDM materiel issued is stored at room temperature between 59 and 86 degrees Fahrenheit. Especially important is to prevent freezing.

(3) Release of materiel to individuals:

(a) The CRC, mobilization station, or installation medical supply activity (IMSA) will ensure that a roster (manual or automated) is maintained for all MNBCDM issued to individuals.  The roster will contain the individual's name, SSN, rank, name of drug, quantity issued and the time and date of the issue.

(b) Based on unit/command SOP/policy, individuals will turn-in CANA and antibiotics when they arrive at their assigned unit/command. All CANA and antibiotics will be controlled and stored until the combatant commander/surgeon directs distribution.

c. Supplementary Medical Guidance – CENTCOM AOR:
(1) Malaria chemoprophylaxis requirements vary with location and season within the CENTCOM AOR.  For this reason, blanket policies for the type of prophylactic medication and seasonal termination of prophylaxis cannot be published for the entire AOR.  Component/task force surgeons are the medical decision making authorities regarding type and timing of malaria chemoprophylaxis for their subordinate forces. Disease risk varies by location within the AOR, as follows: 

a) Central Asia:  Malaria is endemic in the following countries: 

	Afghanistan (March through November)
	Pakistan (year-round)

	Iran (March through November)
	Tajikistan (May through October)

	Krygzystan (June through September)
	Turkmenistan (May through October)

	Uzbekistan (May through October)
	


(1) Chloroquine-resistant malaria is present in certain locations in the AOR, primarily in Iran, southern Afghanistan, and Pakistan. During periods of risk (as described above) personnel deploying to these areas will follow published Task Force Surgeon guidance. As of July 2004, the CJTF -76 Command Surgeon malaria policy calls for doxycycline 100 milligrams taken once daily beginning 2 days prior to departure and continuing for 28 days after return.
(b) Arabian Peninsula.  Malaria risk on the Arabian Peninsula varies by location as follows: 

	Iraq (May through November)
	Yemen (year-round).

	Saudi Arabia (year-round, but in western regions only)
	


(1) Chloroquine resistant falciparum malaria is highly endemic in Yemen and western Saudi Arabia. While the majority of malaria within Iraq is attributable to p. vivax, some risk of p. falciparum exists. Very limited risk of malaria exists in Oman and the United Arab Emirates, and is restricted to the border areas adjacent to the Musandam Peninsula. In the majority of Iraq, there are relatively few cases of indigenous malaria cases. In concordance with CENTCOM policy that component/task force surgeons are the decision making authorities about malaria prophylaxis, theMNF-I Command Surgeon has determined that U.S. personnel exposed for more than 7 cumulative days between 01 APR 04 through 31 NOV 04 in MND-N, MND-SE, MND-C, MND-CS north of ASR Boston will take chloroquine, 500 mg, once a week, as malaria prophylaxis for the duration of their exposure plus 4 weeks. Post-Exposure Terminal Prophylaxis with Primaquine is required for Soldiers with normal G6-PD activity. Baghdad and much of western Iraq are malaria-free. Coalition personnel will comply with their national policies.  

(a) Malaria Prophylaxis: Chloroquine is the drug of choice because this geographical area is Chloroquine sensitive.  Begin weekly chloroquine, one 500 mg tablet, by mouth on 01 APR 04 or 2 weeks prior to arrival in country. Continue through 01 NOV 04.

     
(b) For personnel with contraindications to Chloroquine, alternative medications include CDC-recommended and FDA approved antimalarials in the DoD formulary (Doxycycline, Malarone, and Mefloquine). With any medication, Health Care Providers should consider the side effect profiles and the service member's medical history before prescribing.
(c) Horn of Africa.  Malaria is endemic year-round in all countries of this region

including:

	Djibouti
	Kenya

	Eritrea
	Somalia

	Ethiopia
	Sudan


(1) A significant proportion of malaria disease in all countries is due to chloroquine resistant plasmodium falciparum. Personnel deploying to these areas will take mefloquine (one 250 milligram tablet) weekly, beginning two weeks prior to departure and continuing for four weeks after return. For personnel who are allergic to mefloquine and personnel on flight status, doxycycline 100 milligrams will be taken once daily beginning 2 days prior to departure and continuing for 28 days after return.

(2) Medication:  Personnel should be informed that missing one day of doxycyline will place them at risk for malaria.  Terminal prophylaxis with primaquine will consist of 15 milligrams of base (26.3 milligrams salt) taken once a day for fourteen days beginning after redeployment. 

(3) All personnel will have a test for G6-PD deficiency, prior to receiving primaquine. Only one test is required to determine if a deficiency exists. The result of testing will be documented in MEDPROS, as N for normal, or DEF for deficient.
d. Supplementary Medical Guidance – EUCOM AOR
(1) Meningococcal vaccine: Required for personnel deploying to countries within the EUCOM AOR where the risk of meningococcal disease is significantly elevated above the US baseline, including:

	All of Africa except Botswana
	Swaziland

	Lesotho
	Zimbabwe

	South Africa
	


Meningococcal vaccine is not required for personnel deploying only to other countries in the EUCOM AOR. 

(2) Yellow fever: Vaccine is required for personnel deploying to countries where the disease is present, including: 

	Angola
	Benin
	Burkina Faso

	Burundi
	Cameroon Central African Republic
	Chad

	Gabon
	Democratic Republic of Congo
	Equatorial Guinea

	Gambia
	Ghana
	Guinea

	Guinea-Bassau
	Ivory Coast
	Liberia

	Mali
	Mauritania
	Niger

	Nigeria
	Republic of Congo
	Rwanda

	Senegal
	Sao Tome and Principe
	Sierra Leone

	Tanzania
	Togo
	Uganda

	Zambia
	
	


Yellow fever vaccine is not required for personnel deploying only to other countries in the EUCOM AOR.

(3) Japanese encephalitis vaccine:  Consider for deployments to far eastern maritime pacific region of eastern Russia, south of Khabarousk, where seasonal transmission (may through September) of japanese encephalitis is known to occur.


         (4) Malaria Chemoprophylaxis: Malaria disease risk varies by location within the EUCOM AOR. Malaria chemoprophylaxis is required for deployments to malaria-endemic areas, as follows.  



(a) Northern Africa, consisting of the countries of Algeria, Libya, Morocco, Tunisia, and Western Sahara. Malaria is endemic in SW Libya and neighboring Se Algeria (Fezzan and Illizi provinces, respectively), rural areas of northern and central Morocco between Tangier and El Kelaa Province (urban areas considered risk-free), and Western Sahara (status uncertain, assume worst case). Tunisia is malaria-free. Some p. falciparum may occur in Western Sahara; elsewhere only p. vivax is reported.     



(b) Sub-Saharan Africa, consisting of the countries of are all highly endemic for malaria year-round:

	Angola
	Benin
	Burkino Faso

	Burundi
	Cameroon
	Cape Verde Islands

	Central African Republic
	Chad
	Congo

	Democratic Republic of Congo
	Equatorial Guinea
	Gabon

	Gambia
	Ghana
	Guinea

	Guinea- Bisau
	Liberia
	Ivory Coast

	Malawi
	Mali
	Mauritania

	Niger
	Nigeria
	Rwanda

	Sao Tome & Principe
	Senegal
	Sierra Leone

	Tanzania
	Togo
	Uganda

	Zambia
	
	



While plasmodium vivax, ovale, malariae, and falciparum may all be encountered, the greatest risk is from facilparum. Chloroquine resistant strains have been reported from every listed country. Additionally, some mefloquine resistance has occasionally been reported from several of the countries in this region. However, mefloquine remains the chemoprophylactic agent of choice at this time. 



(c) Southern Africa, consisting of the countries of:

	Botswana
	Lesotho
	Mozambique

	Namibia
	South Africa
	Swaziland

	Zimbabwe
	
	



Malaria is endemic throughout most of Southern Africa, especially the northern part of Botswana, the northern river valleys of Namibia, Kwazulu-Natal north of the Tugela River, Mpumalanga, and northern provinces in South Africa, all non-mountainous areas of Swaziland, and all areas of Zimbabwe except the cities of Harare and Bulawayo. Lesotho is malaria-free. malaria chemoprophylaxis is not required for travel that will be restricted to major urban areas in South Africa. p.falciparum reportedly accounts for 90-99% of malaria cases; ovale, vivax, and malariae occur. Falciparum malaria strains are resistant to the standard therapeutic agent chloroquine.



(d) Near eastern countries, consisting of:

	Armenia
	Azerbaijan
	Georgia

	Israel
	Lebanon
	Syria

	Turkey
	
	



Malaria in the near east occurs only in certain areas and is seasonal, concurrent with the presence of mosquitoes in the warmer seasons (approximately March-June through October) - thus chemoprophylaxis is not indicated in the winter months. In the warmer months, it is required only for deployments to the following localities: northern Syria (May through October) in areas bordering on Turkey; Ararat valley of Armenia and SW areas of Armenia (June through October) bordering Iran and Azerbaijan; areas of Azerbaijan (June through October) bordering Iran and the Caspian Sea; SE Georgia (June through October) bordering Azerbaijan and in coastal areas of Georgia bordering on the Black Sea; and SE Turkey (March through October) from Adana vicinity (Amikova and Cukurova plains) east to the Iraqi border (not repeat not required for deployments to Incirlik Air Base). Primarily p. vivax is reported in Turkey, Syria, Armenia, Azerbaijan, and Georgia, but other species may occur. Israel and Lebanon are malaria-free. 



(e) Russia: vivax malaria occurs sporadically in limited focal areas in European Russia, restricted to focal areas in the southwest, particularly areas bordering Georgia, Azerbaijan, and the coastal areas of the Black and Caspian Seas. Very low risk of transmission. No chemoprophylaxis is recommended.



(f) The remainder of Europe is malaria-free.



(g) Personnel deploying to malaria-endemic areas will require chemoprophylaxis. In countries where plasmodia falciparum strains are chloroquine-sensitive (Algeria, Armenia, Azerbaijan, Georgia, Morocco, Syria, and Turkey), personnel should take chloroquine (one 500 milligram tablet) weekly, beginning two weeks prior to departure and continuing for eight weeks after leaving the endemic area. This regimen is approved for aircrew members. In areas of chloroquine resistance, personnel should take mefloquine (one 250 milligram tablet) weekly, beginning two weeks prior to departure and continuing for four weeks after return. This regimen is not approved for aircrew members. For personnel who are allergic to chloroquine or to mefloquine or have contraindications to taking mefloquine and for personnel on flight status, doxycycline 100 milligrams should be taken once daily beginning 2 days prior to departure and continuing for 28 days after return.

(h) Personnel should be informed that missing one day of doxycyline will place them at risk for malaria.

(i) Terminal prophylaxis with primaquine will consist of 15 milligrams of base (26.3 milligrams salt) taken once a day for fourteen days beginning after redeployment. All personnel will have a test for G6-PD deficiency, prior to receiving primaquine. Only one test is required to determine if a deficiency exists. The result of testing will be documented in MEDPROS, as N for normal, or DEF for deficient. 


         (j) Personal protective measures must be enforced on all deployments for malaria protection as well as protection against other vector-borne diseases. Avoidance of vectors (24 hrs/day) is key and includes:

· habitat awareness

· proper wear of uniform/other clothing (sleeves down, boots bloused)

· use of 33% DEET insect repellent for skin (NSN 6840-01-284-3982)

· permethrin insect repellent for clothing and bed nets (spray, NSN 6840-01-278-1336, or IDA-kits, NSN 6840-01-345-0237)

· mosquito bed nets (NSN 7210-00-266-9736) and poles (NSN 7210-00-267-5641). 

e. Supplementary medical guidance – PACOM AOR
(1) Japanese encephalitis vaccine:  For country specific risk assessments consult current Armed Forces Medical Intelligence Center (AFMIC) infectious disease risk assessments that classify each country as high, intermediate, or low risk and include information on specific risk areas and seasonality.  In high-risk countries, vaccine is required for any field operations or rural exposures in risk areas during the transmission season.  In intermediate risk countries, vaccine is required for field operations or rural exposures of 2 weeks or greater duration in risk areas during the transmission season. in low risk countries, vaccine is not required.

(2) Malaria chemoprophylaxis: Chloroquine-resistant. Malaria is endemic throughout the PACOM AOR.

    


(a) Personnel traveling to areas where malaria is present will take mefloquine (one 250 milligram tablet) weekly, beginning two weeks prior to departure and continuing for four weeks after return). Personnel who are allergic to mefloquine, personnel on flight status, and personnel traveling to areas of Thailand where malaria is present will take doxycycline (one 100 milligram tablet daily beginning two days prior to departure and continuing for 28 days after return). Suspected cases of malaria must be reported immediately to command medical elements. Personnel should be informed that missing one day of doxycycline will place them at risk for malaria.

(b) Terminal prophylaxis with primaquine will consist of 15 milligrams of base (26.3 milligrams salt) taken once a day for fourteen days beginning after redeployment. Primaquine medication may be dispensed in theater immediately prior to redeployment or upon return to home station.

7-6.  Dental Guidance



a. Annual Dental Examination:




All Soldiers must meet annual dental examination requirement prior to arrival at mobilization station. All Soldiers must be in dental readiness class 1 or 2, in order to be deployed without restriction and to locations with limited dental support.  Unit commanders are responsible for monitoring the compliance of their Soldiers regarding this readiness requirement. Commanders will ensure individual Soldiers’ dental readiness classification is correctly recorded in the MEDPROS and/or CDA tracking systems prior to mobilization.

b. Dental Class 3 and 4 Soldiers:

Soldiers who do not have a current dental examination or have already been identified as dental readiness class 3, should coordinate through their chain of command to obtain necessary dental treatment prior to arrival at the mobilization station. Soldiers in dental class 3 are eligible for deployment within CONUS in support of Operation Noble Eagle.  PROFIS personnel will be screened at home station prior to joining their units. Soldiers in dental class 3 or 4, and requiring treatment for pain, trauma, oral infections, or follow-up care are not eligible for overseas deployment until corrective action is completed. Contact the Federal Strategic Health Alliance (FEDS_HEAL) contractor in Lacrosse, Wisconsin, at 1-800-666-2833 for a network provider in your local area.  The ARNG provides dental screening/treatment services thru each state medical detachment and a variety of local service contracts similar to FEDS_HEAL. 

c. Dental Record:

All Soldiers must have a complete dental record to include military dental record jacket, DA Form 5570 (Health Questionnaire envelope), privacy act statement, SF 603/603a and/or DD Form 2813, HIPPA notice of privacy practices, and supporting radiographs.  All Soldiers must have a dental panograph on file in their dental record IAW AR 600-8-101 and DA PAM 690-47 (appendix a), respectively. The panographic radiograph must be of adequate quality for diagnostic and identification purposes.  The panographic radiograph will adequately represent the current oral condition of the Soldier.  Civilian employees deploying outside CONUS and us territories are required to provide a DNA sample or a dental panograph, but not both. Because deploying Civilian employees are normally required to submit a DNA specimen, a panograph is usually not required. However, a dental panograph is required if the ability to take DNA samples is not available.  IAW DODI 1400.32, 6.1.10. 

d. Orthodontic Appliances:  

Orthodontic appliances do not preclude deployment eligibility provided they are evaluated for stability and inactivated through the use of passive holding arches and secured with stainless steel ties, or other means prior to deployment.  IAW AR 614-30
7-7.  Forms & Documentation


Deployment health (medical and environmental) surveillance. All commanders will support theater initiatives to identify health risks during the deployment to include CONUS-based operations. 

a. DD Form 2795 (pre-deployment health assessment):
· Completed by all personnel deploying from home station to any AOR in direct support of these operations within 30-days of departure or at mobilization stations prior to movement unless the first general officer in the chain of command has extended the SRP requirement.

· Upon waiver of the SRP requirement, the 30-day pre-deployment health assessment requirement will be extended for the same period, up to 90-days.

· Completed by all RC personnel activated to active duty status greater than 30 days in support of any contingency operation

· Form completed IAW DODI 6490.3 Pre- and Post-Deployment Health Assessment Forms (DD Form 2795)

· A copy of the assessment will be placed in the Soldier’s health record.  A second copy of the DD 2795 will be placed in the Soldier's deployment health record (DD 2766).

b.  DD Form 2796 (post-deployment health assessment): 

· Completed by all personnel deploying from home station to any AOR in direct support of operations ideally within 5-days, and not more than 30-days, before departure from theater.  

· Completed by all RC personnel activated to active duty status greater than 30 days in support of any contingency operation

RC personnel who have served only within CONUS will complete the DD 2796 within five (5) days prior to demobilization.

· Must be completed at the Soldier's duty location in the theater of operation prior to returning to home station.   
· Form completed IAW DODI 6490.3 Pre- and Post-Deployment Health Assessment Forms (DD Form 2796)  

    
c. Soldier Health Assessment:

Soldier contact with a health care provider is essential and the most important part of the health assessment.  Facilities are reminded of this.  The medical form must be administered, immediately reviewed, and then signed by a health care provider. The reviewer can be a medic or corpsman. However, positive survey responses checked by the Soldiers must be referred to a provider for further evaluation. A provider (physician, physician assistant, advanced practice nurse, nurse practitioner, or independent duty medical technician) must sign all forms.

d.  Electronic DD 2795 and DD 2796:
Pre- and post-deployment health assessments (DD 2795 and DD 2796) can be completed electronically and is the preferred method.  Stand-alone and internet based electronic versions of both forms are available to medical personnel at http://www.mods.army.mil.  Completion of the form on-line eliminates the requirement to mail a paper copy of DD 2795 to the AMSA and allows for immediate accountability of processed personnel. A printed copy of the form must be placed in the Soldier's health record and another must be placed inside DD 2766 (adult preventive and chronic care flow sheet).
e. Hard-copy of DD 2795 and DD 2796:

If paper pre- and/or post-deployment health assessments are done, a copy will be sent to: 

Army Medical Surveillance Activity

Building T-20, Room 213 (ATTN: Deployment Surveillance)

6900 Georgia Avenue

NW, Washington, DC 20307-5001. 

To avoid possible delays or interruptions in domestic mail service, send all forms via overnight delivery service.  If the forms are completed electronically, there is no need to send a paper copy.

f. Contact Information:

Additional instructions and information are available at AMSA website

http://amsa.army.mil/ under "deployments" section or by calling (202) 782-0471 (DSN: 662).  Supporting medical units will collect, analyze, and report disease and non-battle injury (DNBI) rates among Soldiers and Civilians participating in these operations.

g. Environmental Monitoring/Environmental Health:


   Commanders will ensure that environmental threats to include those from storage, use, and disposal of hazardous materials are identified and proper precautions implemented. Occupational and environmental monitoring of air, water, soil and radiation will be conducted based on assessment by medical authorities of actual or potential medical threats. 
7-8.  Medical Care of DA Civilians & Contractors


a. Medical Entitlements:

DA Civilians and DOD contractors are entitled to in-theater full medical care, including pharmacy support, equivalent to that given to active duty military. Medical care will be provided at no cost to the employee.  Reference DA PAM 690-47, Chapter 1-34 and DA PAM 715-16, Chapter 8.
b. Medical Evacuation:

If medical evacuation is required from the contingency area of operations, use of the medical evacuation system is authorized at no cost to the employee.  In cases where employees are evacuated for medical reasons from the contingency area of operations to a medical treatment facility (MTF) funded by the defense health program, normal reimbursement policies will apply for services rendered by the facility. This includes instances where the MTF is out of the area of operations but still in the theater. 

(1) If the employee requires medical evacuation to CONUS, the sending MTF will assist the employee in making arrangements for transfer to a Civilian facility of their choice. All costs associated with treatment and transportation of the DOD contractor or DA Civilian to the selected Civilian facility will be the responsibility of the employee.

7-9.  Personnel Protective Equipment & Medications


a. PPE/CTA 8-100 Items:

All deploying personnel should have the following PPE and /or CTA 8-100 items:

· 180-day supply of maintenance medications, if applicable.

· Hearing Protection Devices:  Options include the following: Double-sided combat arms earplug (NSN 6515-01-466-2710; single-sided non-linear version (NSN 6515-01-512-6072); and/or, the quad-flange earplug (NSN 6515-01-492-0443).  Earplug carrying case (NSN 6515-01-100-1674) may be used with the combat arms earplug.  Ordering information for the triple-flange earplug is available through DA-PAM 40-501, Hearing Conservation.
· Sunscreen (SPF 15 or better) and lip balm, 6508-01-265-0079

· Dressing first aid field white, 1 package, 6510-00-083-5573

· Water purification tablet iodine 1 bottle-8 mg, 6850-00-985-7166

· Camouflage stick, light green and sand, 1 each, 6850-00-161-6262

· Camouflage stick, white and loam, 1 each, 6850-00-161-6203

· Waterless hand sanitizing gel


b. Malaria Endemic Areas:



All personnel deploying to malaria-endemic areas (per combatant command specific guidance below) will receive the following items:

· Prescription of an appropriate anti-malarial medication (in labeled water proof container), as indicated per the combatant command AOR guidance.
· Insect repellent lotion (33% DEET) (4 tubes)(NSN 6840-01-284-3982)

· Mosquito bed net for use with cot (NSN 7210-00-266-9740) and poles (NSN 7210-00-267-5641); or Mosquito bed net (not for use with cot) (NSN 7210-00-266-9736).

· Permethrin repellent to treat uniforms and bed nets if these items are not already treated (aerosol can, NSN 6840-01-278-1336; or IDA-kits, NSN 6840-01-345-0237)

· Uniforms (4 sets) permethrin treated. (If available, uniforms made of permethrin-impregnated material).     


c. Urban Areas:

Soldiers assigned to duties in devastated urban areas where debris from damaged buildings is present and accompanied by blowing dust or fuel vapors will also have a special issue of the following item: respirator (either filtering face-piece respirators or half-face air-purifying respiratory). All issued respirators will be equipped with class 100/high efficiency particulate air (HEPA) filters and organic vapor cartridges.  

d. Mortuary/Remains Recovery Duties: 

Personnel assigned to mortuary or remains recovery duties will also have a special issue of the following items:

· Full-body protective suits, disposable coveralls with shoe covers (tyvex or equivalent protective garment).

· Heavy-duty gloves with leather palms.

· Splash goggles (dust goggles).

e.  Deployment and Mobilization Health Information: 

Information about staying healthy during mobilization and/or deployment will be provided to all deploying and mobilizing personnel    

(1) Medical threat briefing: All personnel will be briefed on the medical threat, including endemic diseases, environmental hazards, proper sanitation and hygiene, personal responsibility and preventive measures to maintain health. Medical threat and prevention information is available from the US Army Center for Health Promotion and Preventive Medicine (USACHPPM). Samples of unclassified medical briefings can be obtained from the USACHPPM web site at http://chppm-www.apgea.army.mil/mtb/.

(2) Health information graphical training aids (GTAS): In addition to briefings, each person deploying or mobilizing will be issued individual health information on the health threat and personal procedures to protect health. At a minimum, each person will be issued a copy of GTA 08-05-062, "guide to staying healthy". Additional information will be tailored to the geographical region and circumstances of the deployment or mobilization. All GTAS in the "staying healthy" series are available from the USACHPPM. Samples are available at http://chppm-www.apgea.army.mil/deployment/shg.asp.

3) Point of contact for Army health information products is USACHPPM (410) 436-5217, DSN 584-5217.

7-10.  Redeployment Medical Processing


a. Medical Processing at Deployment Platforms:

Upon redeployment from overseas locations, all personnel will undergo medical processing at the deployment platforms (which are power projection platforms (PPP), power support platforms (PSP) and mobilization stations/installations) to include the following:

· Complete the post-deployment health assessment (DD2796) IAW paragraph 3.h.(6).

· Complete testing for tuberculosis if returning from a high threat tuberculosis incidence area IAW paragraph 3.c.

· Collect and submit a blood specimen for HIV testing.  This specimen will serve as the post-deployment blood specimen and will be archived at the DOD serum repository.  Per paragraph 3b(3), HIV testing is optional for Civilian personnel. 

· Assure that personnel requiring terminal malaria chemoprophylaxis with Primaquine have been tested for G6-PD deficiency prior to receiving Primaquine and are counseled on the importance to complete this course of preventive therapy.
· Integrate the deployment health record (DD 2766), including the original, completed post-deployment health assessment (DD 2796), into the permanent health record.

· Evaluate any deployment-related health problems IAW the post-deployment clinical practice guideline (http://www.pdhealth.mil/). 

· Consider voluntary active duty medical extension (ADME) for RC personnel, as appropriate, to evaluate medical problems related to service in this operation. 

7-11.  Requirements for REFRAD/Demobilization.

a. Medical Benefits and Entitlements Briefing:

Each Soldier will receive a medical benefits and entitlements briefing. Briefing information should include, but is not limited to, the following topics:     

· The right to request a REFRAD physical.

· ADME.

· Tricare benefits following REFRAD.

· Points of contact for TRICARE claim issues.

· Department of Veterans Affairs (VA) access.

· Two forms must be completed: Department of Defense (DD Form 2796, Post-deployment health assessment to be completed within 5 days of redeployment or demobilization, and DD Form 2697, Report of medical assessment).

b. Medical Record Review:

A health care provider (physician, physician assistant, or nurse practitioner) will conduct a complete medical record review including DD Forms 2796, 2697, and 2795 (pre-deployment health assessment) and all medical records to determine if a consultation, physical examination, or further medical care is required. (Note: review of DD Forms 2795 and 2796 may be completed IAW paragraph 3.h.(7). Personnel undergoing REFRAD, review of the DD Form 2697 and medical records must be accomplished by a physician, physician assistant, or nurse practitioner). If the Soldier has not requested a separation physical and the medical review of the Soldier’s documentation do not indicate a need for a physical exam, then a physical exam is not required. The health care provider at the demobilization site will determine if follow-on medical care is required and initiate the appropriate referral

c. DA Form 2173:

The health care provider will ensure part I of DA Form 2173, statement of medical examination and duty status, was initiated at the time of treatment to include in country (AOR) for each injury and/or disease (to include those related to dental care). This form is utilized to document line of duty determination.

(1) If a DA Form 2173 is required and none is present, the health care provider will initiate one at the time of the medical/dental out-processing. The DA Form 2173 will then be forwarded to the RC Soldier’s unit for completion. AR 600-8-4, Line of Duty Policy, [procedure, and investigation is in draft. interim official guidance can be found at website: https://www.2xcitizen.usar.army.mil/Soldierservices/medical/lodinvestigations.asp.]

d. DA Form 261:
If applicable, a completed DD Form 261, Report of Investigation - line of duty and misconduct status, must also be included.

e. ADME Status:

Soldiers who cannot perform their normal military duty and whose care will require more than 30 days after his/her orders expire, may request active duty medical extension (ADME) status. See Deputy Chief of Staff, G-1, procedural guidance for reserve component (RC) Soldiers on ADME, 27 JAN 03, http://www.odcsper.army.mil/default.asp?pageid=83f 

f. Medical Health Record:

The original DD Forms 2795, 2796 and 2697, as well as any completed DA Form 2173 will be placed in the Soldier’s health record. All documentation related to medical treatment received during the period of active duty (ad) will be included in the health record which will be forwarded back to the appropriate records custodian at the service member’s unit.

(1) A copy of all DA Form 2173s and DD Form 261s will be given to the Soldier for his/her personal records.

(2) A copy of DD Form 2796 will be sent to the army medical surveillance activity per paragraph 3.h.(8).

(3) A copy of DD Form 2697 will be sent to:

Department of Veterans Administration

VA Records Management Center

P.O. Box 50200

St. Louis, MO 63115-8959.

g. MEDPROS:

Medical personnel at the demobilization site will enter the completion dates of the DD Form 2795 and 2796 into the medical protection system (MEDPROS) individual readiness module (IMR).

h. Medical Retention Standards:

All RC Soldiers who do not meet the medical retention standards of AR 40-501, chapter 3, must be referred to a medical evaluation board/physical evaluation board (MEB/PEB). If it is determined that the condition is pre-existing without permanent service aggravation, the service member may still be covered for disability severance or retired pay if the Soldier has accumulated 8 years of AD. To be eligible for this benefit, the Soldier must have his PEB completed prior to release from AD.

i.  Follow-on Dental Treatment:

All Soldiers requiring follow-on dental treatment must have required treatment needs documented on SF 603, Health Record-Dental, or SF 603a, Health Record-Dental continuation.

(1) Soldiers on AD for greater than 89 consecutive days are eligible for dental care through the VA healthcare system provided the need for dental care is documented on their DD214, certificate of release or discharge from active duty; see reference 1l. The Soldier has 90-days from REFRAD to contact the VA to coordinate dental treatment.

(2) Soldiers who are on AD for greater than 30, but less than 90 days, must have a completed DA Form 2173, which documents that the disease/injury requiring dental care occurred while the Soldier was on ad. The Soldier will coordinate their care with their unit. The unit will coordinate with the military medical support office (MMSO). The MMSO can be contacted through their website http://mmso.med.navy.mil or by calling 1-888-647-6676.

j. Tuberculosis Treatment:
Demobilizing RC Soldiers are required to comply with policy guidance in the reference 1n on post-deployment screening for latent tuberculosis infection to assure personnel who have been deployed to high-risk areas are screened.


         (1) All RC Soldiers will have a test for tuberculosis performed at the time of demobilization and again at 3 to 6 months after demobilization.

2) Army Reserve Command surgeons and ARNG State surgeons are responsible for ensuring administration of tuberculosis tests, obtaining results and ensuring that demobilization related data are entered into MEDPORS IMR for all personnel.

k. Regional Medical Commands:
RC commands requiring assistance to coordinate Soldiers’ follow-on medical care should contact the regional medical command (RMC) RC noncommissioned officer for their area. These individuals are:

    

(1) North Atlantic RMC - (202) 782-3441

    

(2) Southeast RMC - (706) 787-2485

    

(3) Great Plains RMC - (210) 295-2365

    

(4) Western RMC - (253) 968-4590

7-12.  Medication Use and Pharmacy Support.  


a. SRP Medical Screening for Medications:


All Soldiers will be initially screened for chronic maintenance medications as part of the SRP pre-deployment process.  SRP medical personnel will ensure that Soldiers are appropriately screened for high-risk medications (as determined by the SRP medical officer) that would preclude them from deploying as a result of a disqualifying chronic medical condition. All medications that the Soldier is currently taking will be entered into the patient’s (Soldier’s) CHCS medication profile to ensure appropriate documentation of drug therapy and to screen for and prevent potential drug-drug interactions or duplicate drug therapy overlaps. 

b. Supply of Medications for Soldiers:



A minimum of a 180-day supply of medications for chronic conditions will be dispensed to all deploying Soldiers (active, reserve, national guard).  National Guard and Reserve Soldiers are expected to arrive at the SRP site with a minimum of a 90-day supply of chronic maintenance medications. All RC and ARNG Soldiers will bring a hand written (hard copy) prescription for all chronic maintenance medications for a 180-day supply with one refill (total of a one-year supply). 


Commanders are further expected to provide an electronic copy of the unit manning roster (UMR), excel, access or word documents preferred, which will be provided to the SRP medical officer.  Upon completion of SRP processing all deploying RC and ARNG Soldiers will be issued up to a total of a 180-day supply. Coordination for chronic maintenance medications refills will be the responsibility of the deploying unit commander in coordination with the power projection platform (e.g. SRP site) MTF pharmacy chief.  


c. Supply Medications for Contractors:


Contractors who are to be deployed will be expected to process through the SRP site. For those contractors who are eligible DOD beneficiaries, they will be dispensed a 180-day supply of chronic maintenance medications prior to deployment. For those contract employees who are not DOD eligible beneficiaries the contractor is responsible to ensure that contract employees deploy with up to a 180-day supply of maintenance medications and the contractor is responsible to coordinate with the employees Civilian health plan for a process that ensures for the timely receipt of refill medications. 


d. Deployment Medication Information Sheets:

        
Soldiers will be issued individual patient medication information sheets for any new or change drug therapies initiated.  Additionally, Soldiers will be issued deployment medication information sheets (DMIS) for all vaccines and / or deployment related medications dispensed.


e. Oral Contraceptives:


Female Soldiers using oral contraceptives for menstrual cycle suppression will receive a full one-year supply.   DEPO Provera injection, which is also used for menstrual cycle suppression, should be administered to the female Soldier at the mobilization site with additional single dose (vials or syringes) provided for administration to cover the entire deployment rotation in the theater when it is due. 


f. Female Hygiene Items:


Deploying females should take at least one-month supply of hygiene items.  Hygiene items are contained in the health comfort packs ii, NSN 8970-01-368-9155, which should be ordered through existing unit supply channels.


g. Chronic Maintenance Medications:

Soldiers will be screened for medication use related issues as part of the redeployment process to ensure adequacy of supplies of chronic maintenance medications, in addition, to ensuring compliance in completing anti-malarial and other critical preventive drug therapies. All National Guard and Reserve Soldiers who are to be released from active duty upon redeployment will receive a 30-day supply of all chronic maintenance medications.
7-13. Veterinary Guidance.

a. Food and Water Sources:

Personnel participating in CONUS operations will largely be using domestic sources of food and water.

(1)  In the event that food or water are procured by military units, commanders will ensure that all such sources are requested through appropriate channels and approved by military veterinary personnel.

(2) Continual verification of quality and periodic inspection of storage facilities for food and water are required.

b.  Processing of Military Work Dogs:

All deploying military working dogs will be processed IAW AR 40-905 and VETCOM guidance.

c. Guidance for Pets:
VETCOM units will be prepared to provide advice and guidance regarding privately owned pet care for deployed Soldiers.

7-14.  Medical Logistics. 


a. General:

Medical logistics support will be provided to establish customers of installation medical supply accounts and will include other governmental agencies as directed. 

b. Tracking of Medical Supplies:

All transactions for supplies, equipment, and services will include the project code nr1 and may also be sub-accounted by specified account processing codes assigned from resource managers. All materiel and services ordered in support of this operation will be processed through established logistics automated information systems (DMIS or TAMMIS), to include all IMPAC credit card transactions. The mandatory source for medical materiel is one of the Defense Supply Center Philadelphia (DSCP), provided methodologies (i.e. distribution and pricing agreement (DAPA) or electronic catalog (e cat)). Established DOD regional prime vendor distributors will be utilized to the greatest extent possible, which includes the use of standardized products. 

c.  Medical Purchases with the IMPAC Credit Card:

Medical materiel not available through the DOD regional prime vendor may be locally procured with either the IMPAC credit card or the purchase request-web (PR-web). The preferred local purchase method is PR-web available at each medical treatment facility’s logistics division. PR-Web (local purchase requests) should be sent as necessary to the appropriate MEDCOM contracting office.

7-15. AMEDD PROFIS Rotation and Replacement:


see Chapter 5-3 g. for information

7-16.  Points of Contact.

a. For preventive medicine and medical threat information at OTSG/POPM call DSN 761

3130, COMM (703) 681-3130, or email paula.underwood@otsg.amedd.army.mil.

b. For deployment environmental surveillance at USACHPPM information may be obtained by calling (800) 222-9698 or at the deployment environmental surveillance program website at http://chppm-www.apgea.army.mil/desp/default.htm.  For OTSG regarding comments or questions to Annex E call DSN 761-3195, commercial (703) 681-3195, or email jon.vansteenvort@otsg.amedd.army.mil
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