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24. A positive ppd skin test, tuberculosis lab test, or been treated for tuberculosis? □ □ 

25. Car, train, sea, or air sickness that required prescription medication or avoidance of travel? □ □ 
26. Endocrine disorders (to include diabetes, thyroid disease, osteoporosis)? □ □ 

27. Head injury, memory loss, amnesia? □ □ 

28. Neurologic trouble (to include dizziness, vertigo, fainting spell, seizure, paralysis)? □ □ 
29. Frequent or severe headache that resulted in missed school, work, fitness? □ □ 

30. Sleeping trouble (to include narcolepsy, sleepwalking, chronic insomnia, sleep apnea)? □ □ 
31. Evaluation or treatment for self-harm, depression, gender dysphoria, substance abuse, or bipolar disorder? □ □ 

32. Evaluation or treatment for anxiety disorder or panic attacks? □ □ 

33. Evaluation or treatment for eating disorders (anorexia or bulimia)? □ □ 
34. Evaluation or treatment for attention deficit hyperactivity disorder, attention deficit disorder, or learning

□ □ disability?
35. Tumor or cancer? □ □ 

36. Rhabdomyolysis or heat-related injury? □ □ 

37. Autoimmune disorder (to include lupus, rheumatoid arthritis, reactive arthritis, ankylosing spondylitis)? □ □ 

38. A medical waiver for the PFT or CFT? □ □ 
39. Have you been prescribed medications in the last 12 months? (If "Yes" list names, reason, and approximate

□ □ dates used in Section Ill)?
40. Have you been hospitalized (including psychiatric) since your last physical/ annual certification? □ □ 

41. Have you EVER been rejected or discharged for military service for any reason? □ □ 

42. Have you had any significant medical diagnoses or treatments not previously reported on a military
□ □ physical?

43. Are you currently in good health? □ □ 

Section Ill: Applicant Comments 

Explain all "Yes" answers to questions 1-42 above. Begin with the Item Number. Describe condition(s); provide date(s) of 
problem(s)/condition(s); provide names of Health Care Providers (HCPs), Clinic(s) and/or Hospital(s) along with the City and 
State; explain what was done (e.g., evaluation and/or treatment), and describe your current medical status (ongoing/resolved). 
Attach additional sheet(s) if necessary and sign and date each additional page. Obtain and attach copies of applicable medical 
evaluation and treatment records if requested. 

I 
I certify that the information contained in this form is true 

I I Date I
Iand complete to the best of my knowledge and belief. 

Section IV: Review 

Reviewing Officer Comments 

I I 
D No change in physical condition since last physical or annual certification. 
D Change in physical condition since last physical or annual certification. 

*Any change in physical condition requires review by district Corpsman.

Reviewing Officer Signature I I Date I I
Reviewing Corpsman Comments 

I I 
Reviewing Corpsman Signature I I Date I I 

Enclosure (1)
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