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Report of Medical Examination/Treatment 
For use of this form, see USMEPCOM Reg 40-1 
I. 
I, _________________________________, hereby voluntarily authorize the disclosure of information 
from my health record. I signed DD Form 2005, Privacy Act Statement - Health Care Records, which 
serves as the authority for collection of my social security account number on this form. 
USMEPCOM Form 40-1-2-R-E APR 17
Applicant’s signature:___________________   Applicant’s SSN:_______________ Date:___________ 
II. 
The information is to be disclosed by:
And is to be provided to:
Name of Person/Organization/Facility:
Name of MEPS:
Address:
Address:
City/State/Zip:
City/State/Zip:
III. 
The purpose or need for this disclosure is to assist in the evaluation of my medical qualification under 
military medical accession standards. The following information is to be obtained by the examinee at no 
cost to the Government for use by the MEPS physician. 
IV: 
The information to be disclosed from my health record
 [Check appropriate box(es)]: 
       Information related to (specify):______________________________________________ 
_________________________________________________________________________ 
      The period of events from:_______________ to ____________________ 
      Entire Record 
Records provided must include: 
•
Inclusive dates of treatment (including emergency room visits) 
•
Duration of hospitalization (if applicable) 
•
Diagnosis 
•
Significant findings 
•
Results of laboratory tests and x-rays 
•
Therapy 
•
Current status of condition 
•
Prognosis (If currently under observation, approximately how much longer will it be necessary?) 
If a history of seizures exists, records must include: 
•
Date of onset 
•
Type of seizure 
•
Frequency of seizure 
•
Date of last seizure 
•
Type of anti-convulsive medications used 
•
Date anti-convulsive medications were discontinued 
•
Date of most recent sleep-deprived electroencephalogram and neurology evaluation (off 
medication) 
The following sensitive information to be disclosed
 [Check appropriate box(es)]: 
USMEPCOM Form 40-1-2-R-E APR 17
          Alcohol/Drug Abuse Treatment/Referral 
          HIV/AIDS-related Treatment 
          Sexually Transmitted Diseases 
          Mental Health (Other than Psychotherapy Notes) 
          Psychotherapy Notes (by checking this box, I am waiving any psychotherapist-patient privilege) 
V. 
Enclosed are the copies of the medical records as requested above. 
Physician/Other Healthcare Provider’s Name/Credentials:____________________________________ 
Physician/Other Healthcare Provider’s Signature:___________________________________ 
Date Signed:____________ 
Privacy Act Statement 
Authority: Sections 505, 508, 510, and 3012 of Title 10 U.S. Code and Executive Order 9397. 
Principal Purpose: Information collected will be used to assist in the military qualification process. 
Routine Uses: Blanket routine use disclosures as described in USMEPCOM REG 40-1. 
Disclosure: Voluntary
Report of Medical Examination/Treatment 
For use of this form, see USMEPCOM Reg 40-1 
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