US ARMY EUROPE (USAREUR) Medical Waiver Request Form as of 1 JUN 2020

This waiver form is used for all ARMY Military and Civilians seeking entrance into the USEUCOM Area of Responsibility for more than > 30
consecutive days, excluding PCS (regardless of assigned COCOM,). Submit electronically per routing instructions at least 30 days prior to arrival.

Submit all materials to: usarmy.wiesbaden.usareur.mbx.g4-ocsurg-medical-waivers@mail.mil

SECTION 1: PATIENT DEMOGRAPHICS

Name (Last, First and MI): DOB: Age: Sex: HtWt/BMI:
Status: Rank/Grade: Service: Dept. of the Army  Unit/Post and State:

Home Station Departure Date: Report Date: Tasking Duration (days): PHA Date:
Requesting entry to the following countries: DoD ID:

MOS/AOC AND Brief Job Description that the individual will be performing while deployed (i.e. 11B/Infrantry, Conducting Force Protection).

Unit POC Information for this DATE:

Waiver (Name, Title/Position, : Digital

E-mail and Phone Number): I:I Signature:
SECTION 2: MEDICAL SUMMARY

Healthcare Provider Only: Include all clinically relevant information necessary to make a disposition including, but not limited to:
1) Deployment Limiting Condition/s:
2) Current Medications/Treatment and Specialty Care provided:
3) Other pertinent diagnoses needing care (IAW ICD10)

4) Limitations imposed by any of the above conditions/meds:

5) Prognosis/required follow-up:
6) Provide a case summary that includes date of onset, condition history, previous treatments, provider recommendation for or against deployment/
tasking and other relevant information necessary to determine whether the member can perform duties in a deployed environment with minimal medical

burden. Summary should include status updates for all Behavioral Health conditions from a Behavioral Health Officer (BHO) and/or Specialist.

+ Is an 0-5/0-6 Commander’s memorrisk assessment mitigating residual risk included with this waiver? [ ]

+ Are supporting documents (i.e. profiles, etc.) included?] |
+ Has the individual secured at least 180-days of medication for deployment? | |
* Is medical equipment dual voltage & world-wide capable? |:|

« Is the waiver URGENT <7 days?[_______ |
SECTION 3: ADJUDICATION

pigital M= A A .
Signature of
Medical
Provider

Requesting
Waiver: DATE:l It _ NAME
APPROVED
weroen() wo(D) waQ) 250 0O mO

Medical Waiver Medical Waiver
Authority Appeal Authority
Recommendation DATE: Recommendation DATE:
and Digital and Digital I:I
Signature Signature
Comments:

DoD Guidance Documents: DoDI 6490.07 - Deployment Limiting Medical Conditions for Service Members
ASD Policy Memo - Clinical Practice Guidelines for Deployment-Limiting Mental Disorders and Psychiatric Medications
AR 40-501 - Standards of Medical Fitness
For Official Use Only: This document may contain information exempt from mandatory disclosure under the Freedom of Information Act (FOIA) of 1986 Public Law 99-570, 5 USC 552(B). This information is also
protected by the Privacy Act of 1974 and the Health Insurance Portability and Accountability Act (HIPAA) of 1996 (Public Law 04-191) and any implementing regulations. It must be safeguarded from any potential

unauthorized disclosure. If you are not the intended recipient, please contact the sender by reply e-mail and permanently delete/destroy all copies of the original message. Unauthorized possession and/or disclosure of
protected health information may result in personal liability for civil and Federal criminal penalties.

Last Opened: 19-May-20



http://www.esd.whs.mil/Portals/54/Documents/DD/issuances/dodi/649007p.pdf
https://health.mil/Reference-Center/Policies?daterange=2005-2009&page=12#pagingAnchor
https://armypubs.army.mil/epubs/DR_pubs/DR_a/pdf/web/ARN3801_AR40-501_Web_FINAL.pdf


DEPARTMENT OF THE ARMY

] 14 February 2016

MEMORANDUM FOR EUCOM SURGEON

SUBJECT: Deployment Medical Waiver Request

Request a medical waiver fol N . ¢! dcployment
I

2. I 25 been diagnosed with | NG - is curently prescribed
B s symptoms are well controlled with this medication.

1.
to

3 s demonstrated the ability to perform all mission-related duties at home station
and during multiple field training exercises despite the medical condition. I have every

confidence that he can perform all duties in a deployed environment with little or no risk to
personal safety or mission effectiveness.

4. The point of contact for this memorandum is the undersigned at [ EGczNEG
I .
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