COMMAND SPONSORSHIP
CHECKLIST

s1
__ Obtain DD 1172 from ID ¢ard Section (Bldg # 3401, Room #123)

DA 5888 (Request for Command Sponsorship) needs to be completed
and signed /authenticated in Block #8 by YOUR UNIT S1. -

___Complete DA 7246- both pages (EFMP Medical Questionnaire)
‘Bassett Army Community Hospital

___Patient Administration Office: Register your family members into the
hospital system (CHCS and AHLTA).

EFMP Screening

Primary Care Patient Check In: Tell them you are there for Command

| Sponsorship/EFMP screening. You MUST have a copy of each family

members medical records or a current physical for each family member
' ' members unde

1 completed within the last 6 months for fami
- the age of 5 y.0.). |

After all your paperwork is completed and stamped at the EFMP Office,
you will go to the S1 at your assigned unit to turn in your documents.

Documents you need to take to your Unit's S1 Office

DD1172
—_COMPLETED DA 5888

—_ERB/ORB -
—_PCS Orders & Amendments (brmglng you to Alaska)

__DA4187 .



Checklist for Command Sponsorship

1. Obtain DD Form 1172 from ID Cards Office in Bldg 3401, Rm. 125

2. DA 5888 (EFMP Screening Sheet, included in packet) needs to be
completed and then signed/authenticated in Block #8 by your UNIT S|
BEFORE going to the hospital.

3. Complete DA Form 7246 (EFMP Medical Questionnaire), both pages.

4. Go to Bassett Army Community Hospital:
___a. Go to the Patient Adniinistration Office: Register your dependents in
the hospital system (CHCS/AHLTA).
___b. Go to the Family Practice/Primary Care Clinic Check-In: Tell them
you are there for the Exceptional Family Member Program (EFMP)
screening. Ensure you have your Command Sponsorship Packet, DA 1172,
& medical records for EACH family member.

EFMP Screenings are done on a walk-in basis Monday, Tuesday,
Wednesday, and Friday from0800-1100.

5. Go back to your Unit S-1 or Training Room for a DA Form 4187; Give
them all of the documents listed below.

***Your S-1 will turn in all required documents to the Actions Office for
processing (Maintain a copy for your records)***

Checklist of required documents:

__DD Form 1172 __PCS Orders and amendments to Alaska

i

__Completed DA 5888 __ERB/ORB



FAMILY MEMBER DEPLOYMENT SCREENING SHEET
For usa ol this lorm, seo AR 808-75; tho praponaent npency is OACSIM

AUTHORITY:
PRINCIPAL PURPOSE:
ROUTINE USES:

DISCLOSURE:

Title 10, USC Section 3013.
Personnel support.

To validste family member deployment screening, and to provide geining command with data to assist in

making an assignment decision.

The provision of raquested information is mandatory. Fallure to respond may preclude successful
processing of an application for family member travel/command sponsorship and may laod to appropriate

administrative or disciplinary action against the soldier.

DATA REQUIRED BY THE PRIVACY ACT OF 1974

PART A - SOLDIER/FAMILY MEMBER

DATA

1, NAME OF SOLDIER

{Last, first, M)

2. SOCIAL SECURITY NUMBER

3o. RANK

3b. MOS/BRANCH

4a. HOME ADDRESS

S5a. DUTY ADDRESS

6. DATE OF EDAS
CYCLE CR RFO
(OFF) DATE

4b. HOME PHONE NO.

{Inciude Ares Cods)

5b. DUTY PHONENO. s

. DSN

b. COMMERCIAL (include arsa code)

7. FAMILY MEMBERS

b. RELATIONSHIP

c. DOB (YYYYMMDD)

d. HOME ADDRESS

a. NAME

8. AUTHENTICATION

a. MILITARY PERSONNEL DIVISION/PERSONNEL
SERVICE COMPANY REPRESENTATIVE'S NAME

c. RANK (Grade)

d. SIGNATURE

b. TITLE

e. DATE (YYYYMMDD)

PART B - FAMILY MEMBER SCREENING

RESULTS

9. NAME

EXCEPTIONAL FAMILY MEMBER PR

OGRAM [EFMP) ENROLLMENT [Check onel

b. CONSIDERATION
WARRANTED (Date
sent for Coding)

a. NOT
WARRANTED

c. SUBSTANTIAL CHANGE SINCE ENROLLMENT

NO YES

DATE SENT FOR CODING

10. ARMY MEDICAL TREATMENT FACILITY (MTF/ EFMP MEDICAL PRACTITIONER COMPLETING THIS FORM

a. PRINTED NAME OF MEDICAL PRACTITIONER

b. SIGNATURE

c. DATE (YYYYMMDD)

d. ADDRESS

e. PHONE NUMBER (lnclude Commercial and DSN)

11. ARMY MTF EFMP PHYSICIAN'S AUTHENTICATION (7

0 be signed when a medical practitioner other than a physician completes this form.]

a. TYPED OR PRINTED NAME OF PHYSICIAN

b. TITLE

c. RANK

d. SIGNATURE

e. DATE (YYYYMMDD)

DA FORM 5888, SEP 2002

EDITION OF AUG 1985 IS OBSOLETE
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EXCEPTIONAL FAMILY MEMBER PROGRAM (EFMP) PR ROy

SCREENING QUESTIONNAIRE
For une of this form, see AR 800-75, the proponant aguncy is OACSIM

DATA REQUIRED BY THE PRIVACY ACT OF 1974

AUTHORITY: PLB4-142 (Education for all Handicapped Childron Act of 1975) .PL #5381 (Defense Dependents' Educalion Act
of 1978), DODI 134212  (Educalion of Handicapped Children in CODDS), 17 December 1801; DODI 1010.13
{Provision ol Madically Relaled Services to Children Receiving or Eligible lo Receive Special Education In DOD

Dependants Schools Oulside the Uniled Stales), 28 August 1086, 10 USC 3013; 20 USC 921-832 and 1401 plaog .
PRINCIPAL PURPQOSE: To oblain information noeded lo ovaluole and document the sp ducation end modical needs of iamily members.
This will permil Idarnlion of special education and medical needs of lamily members in Ihe personnel
ROUTINE USES: Information will be used by personnel of the Military Departments lo ovaiusle and document special education and
maedical needs of lamily members lor ideralion In p | asalgnmanis.
DISCLOSURE: The provision of requosted information is mondatory. Fallure lo respond will praciude U.S. Total Porsonnel
Command from enroling soldiers in the EFMP. Soidiars who knowingly refuse 1o enroll exceplional family members
will ive, al a mini ag | officer lefter of reprimand. Rdmdlommmmymdude
succosslul processing of an application for family t Wfcommand P ip.
SERVICE MEMBER'S NAMERANK DATE (YYYYMMDD)
BRANCH UNIT DUTY PHONE
PROJECTED PCS ASSIGNMENT SN HOME PHONE
HOME ADDRESS DUTY ADDRESS
PROJECTED PCS DATE
FAMILY CHECK IF
DATE CF BIRTH
FAMILY MEMBERS MEMBER SEX ENROLLED
HSTA PREFIX (YYYYMMDD) IN EFMP
O
O
]
PLEASE ANSWER ALL QUESTIONS - FOR FAMILY MEMBERS ONLY
MEDICAL
1. Do any lamily members, excluding service member, have any medical records (civilian or military) other than the records YES NO
you have provided us lo screen? If yes, please ks! conditions/services received and address of provider, D D
FAMILY MEMBER CONDITIONS/SERVICES NAME/ADDRESS OF PROVIDER
2. in the pas! five (5) years, have any members of your family, excluding service member, been hospitalized, excluding YES NO
haspitalization for normal uncomplicated childbirth? If yes, please explain, D D
A}
NAME REASON
3. Are any members of your family, excluding service b tly receiving medical (includes mental health) or YES NO
educational services from any providers o:herthln a genersi praclilioner or family praclice physician? I"‘l f_]
bl L
PREVIOUS EDITION IS OBSOLETE. APD PE v1.00ES

DA FORM 7246, JUN 2009




7. Have any members of your family, excluding service member, been in any of the following? Inpalient Psychiatnc Fadility,
Rasidenlial Treatmen| Center, Group Homes, Day Troalmenl Cenlers, Drug end Alcohol Treatment Rehabililation Cenler. If

Yes, please axplain:

A, Aro ony Inmily bors, oxchuding sarvico mombor, laking any prascrbed Jication oiheor thoan birih conlrol pils on o YES NO
ro,; s bosis? [ - I l ,
NAME PRESCRIBED MEDICATION
5. in ino past five (5) yeers, have eny mombers of your lamily, excluding sarvice , baon lor, or had any problems rolaled to any
of Ihe lollowing?  (You will have an opportunily lo discuss all "YES” answers wilh a screener,)
1 P wilh aight
o roblems o (other than correcled by YES NO = Aikina. Akivsln aromer svics = a YES NO
plasses) BCEy, probiery
b. Probioms with hearing h. Cerobral Paisy
(- Hean condition . Dalayad Spaach
d. Selzure disordor ) Sickis Cell TroltVDisease
e. Loss of moblly  (requiring use of a wheelichair/ [:' E] k Cancer
walker or aid in mobility) 1. | High blood pressure
f, Diabales I | ] [ m. Other, Il yes, oxplain
MENTAL HEALTH:
& in he pas! five (5) years, have nny members of your tamily, sxcluding service member, been trosled for, or had any problems reisted lo any
of ihe loltowing?  (You will have an opportunity to discuss all "YES”® answers with a screener.)
8. Releral lo, diagnosed by, or therapy wilh & YES NO YES NO
Psychiatrist, Psychologist, or Social Worker d. Alcohol and drug use or abuse
in referance lc a mental heaith probiem D D
e Emotional problems
b. | Deprassion % T Behavioral problemsJacting oul behavior
s 0 Recelved herapy  (marital, family, individual or
[ Suicidal Ihoughis/fideas, pesiures, attempls D Ij group ling) D D
YES NO

EDUCATION

8. Do any of your children now have, or have they ever had, any of the following?

NO

YES NO

a.
Slow development  (infants and preschoolers) & Counseling services for schaokrelated problems

b. Leaming problems (school)

c. Special services  (j.e,, OT, PT, Speech, elc.) . P
for special education [:l D e." | Mentiretardation

L3

LI

9. Ase any of your child iving Spedial E ion help in schoot (not in regular ciass placement and on an Individual
Education Plan (IEP)) 7 if yes, who?

i
2]

[]3

p ion as ired when ted 10 9o 50

According to AR 608-75, Exceptional Family Member Program, soldiers will provide accurate

by Army officials. Knowingly providing false inf in this regard may be the basis lor disciplinary or adminisirative aclion. For soldiers,
refusal lo provide information may preclude successful processing of an applicalion for family ravel or command sponsorship.

Commanders will take appropriale action agains! soldiers who knowingly provide faise informalion, or who knowingly iad or refuse to enroll
family members thal meel the crileria for enrolimentl.
(UCMJ).,) These actions will include, al a minimum, a general officer lelier of reprimand,

All the above information is true and comect lo the bes! of my knowledge. | understand thal it is my responsibility lo provide any infl
aboul changes in medical or educaonal status for afl members of my family, afler the date indicated below, and prior lo PCS move.

(A false official statement is a violation of Article 107, Uniform Code of Military Justice

SPOUSE COMPLETING THIS FORM COMPLETING THIS FORM

PRINTED NAME OF MILITARY SPONSOR OR SIGNATURE OF MILITARY SPONSOR OR SPOUSE DATE (YYYYMMDD)

PRINTED NAME OF PHYSICIAN OR MEDICAL SIGNATURE OF PHYSICIAN OR MEDICAL DATE (YYYYMMDD)
PRACTITIONER IF UNDER THE SUPERVISION OF A PRACTITIONER IF UNDER THE SUPERVISION OF A
i PHYSICIAN

PAGE 2, DA FORM 7246, JUN 2009
H
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