MEB APPOINTMENT INFORMATION WORKSHEET

Date:

Patient Information: 

Name __________________________________________________________________

SSN ____________________

Rank ___________________   Component (RA, USAR, ARNG) ___________________

DOB ____________________  MOS _________________________________________
Home Address ___________________________________________________________

Home phone (     )___________          Cell Phone (     )____________________________

Military History:

Date first entered military __________________________________________________

List combat zone deployments _______________________________________________

________________________________________________________________________

Unit of assignment ____________________

Orderly room phone number (     )_________     1SG phone number (     )_____________

Date last able to perform full duty ____________________________________________
Current Medical Problems: List ALL current medical problems.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Past Medical History: List ALL prior medical problems even if now resolved.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Past Surgical History: List ALL surgeries.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Medications: List ALL prescription medications, over the counter medications, herbal supplements and vitamins. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
Allergies: List all medication allergies.  Also list if you are allergic to latex or iodine.
________________________________________________________________________

________________________________________________________________________

Family History: List all medical problems for your father, mother, siblings and children.  If they are deceased, please list the cause of death and age at death.
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

What are your current living arrangements?  For example, live with wife and 2 children, or have 2 roommates, etc. ____________________________________________________________

Do you use any tobacco products?  Y / N   If yes, what type and how much per day?

________________________________________________________________________

Do you drink alcohol?  Y / N   If yes, how much in an average week?

________________________________________________________________________

Have you ever been issued a permanent profile?  Y / N  If yes, please attach a copy and explain.
________________________________________________________________________

Do you have a civilian job outside the Army?  Y / N  If yes, what is it? ______________

What education outside the military do you have? _______________________________

________________________________________________________________________

Have you ever had a Medical MOS Review Board (MMRB) before?  Y / N 

If yes, what condition was it for? _____________________________________________

Have you ever had a Medical Evaluation Board (MEB) before?  Y / N

If yes, what was it for and when was it? _______________________________________

_______________________________________________________________________
