
 

STANDARD FORM 93 (REV . 6 /9 6 ) (EG)
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FIRMR (4 1  CFR) 2 0 1 -9 .2 0 2 -1

Designed using Perform Pro,  WHS/DIOR,  Apr 97

REPORT OF M EDICAL HISTORY

1 .  NA ME OF PA TIENT  (Last , f irst , middle) 2 .  IDENTIFICA TION NUMBER

7 .  STA TEMENT OF PA TIENT' S PRESENT HEA LTH A ND MEDICA TIONS CURRENTLY USED  (Use addit ional  page s if  necessary)

6 .  PURPOSE OF EX A MINA TION

DA TE OF EX A M

5 .  EX A MINING FA CILITY 4 a.  HOME A DDRESS (St reet  or  RFD; Ci t y or To w n; St at e; and Z IP Code)

4 b.  CITY

a.  PRESENT HEA LTH

CHECK EA CH ITEM
DON' T

KNOW

8 .  PA TIENT' S OCCUPA TION 9 .  A RE YOU  (Ch eck one)

RIGHT HA NDED LEFT HA NDED

NSN 7 5 4 0-0 0 -1 81 -8 6 3 8

Previous edi t io n n ot  usa ble

NO. OF A TTA CHED SHEETS:     

M EDICAL RECORD

NOTE:  This information is for official and medically-confidential use only and w ill not be released to unauthorized persons

3 .  GRA DE

4 c. STA TE 4 d.  ZIP CODE

b.  CURRENT MEDICA TION REGULA R OR INTERM.

c.  A LLERGIES  (Include insec t  bi t es/ st in gs a nd c ommo n f o ods)

d.  HEIGHT e.  WEIGHT

1 0 . PAST/CURRENT MEDICAL HISTORY

YES NO CHECK EA CH ITEM
DON' T

KNOWYES NO CHECK EA CH ITEM
DON' T

KNOWYES NO

Household  con t act  w it h an yone

w it h t ube rculosis

Blood in  sp ut u m o r w hen  co ugh ing

Excessive blee ding  af t er i njur y or

dent al  w ork

Tubercu losis or p osit i ve TB  t est

Suicid e at t e mpt  or  plans

Slee pw alking

Wear co rrect ive l enses

Eye surge ry t o co rrec t  vi sion

Lack visio n in eit he r eye

Wear a  hea ring  aid

St ut t er or st ammer 

Wear a b race  or back  sup port

Scarlet  f ever

Rheumat ic f ever

Sw ollen o r pa inf u l jo int s

Frequent  or seve re h eada ches

Dizziness or  f aint in g sp ells

Eye t r ouble

Hear ing loss

Recurrent  ea r inf e ct ions

Chron ic o r f r eque nt  c olds

Severe t oot h  or g um t rouble

Sinusit is

Hay Fever or al lergi c rhinit is

Head injury

A st hma

Gall bla dder  t ro uble  or 

gall st o nes

Short ne ss of  breat h

Pain or  pressure  in  ch est

Chro nic  co ugh

Palpi t at i on o r po unding h eart

Heart  t rouble

High or low  blood  pressure

Cramps in you r l egs

Freq uent  ind igest ion

St omach , live r, or int est inal t rouble

Jaundice or  hepa t it is

Brok en b ones

A dverse reac t ion t o medicat ion

Skin  di sea ses

Tumor, grow t h, cyst , cancer

Hernia

Hemorrhoids o r re ct al  disease

Frequent  or p ainf ul u rina t ion

Bed w et t ing sinc e age 1 2

Kidney st one  or  blood  in  ur ine

Sugar o r a lbu min  in  ur ine

Sexuall y t ransmit t ed disease

Recent  ga in o r lo ss o f  w e ight

Bone, joint  or ot h er def ormit y

Loss o f  f in ger o r t oe

Thyro id t r ouble  or g oit er

Eat ing diso rder  (an orex ia, bulimia,

et c.)

A rt hrit is, Rheuma t ism or 

Bursit is

Painf ul o r " t ri ck"  sh oulder

or e lbow

Recurrent  b ack p ain o r any

back injury

"Trick "  or  loc ked knee

Foot  t rouble

Nerve injury

Paral ysis  (inc lude inf an t ile)

Epilepsy o r seizure

Car, t r ain,  sea  or air sick ness

Frequ ent  t rou ble slee ping

Depre ssio n or  exc essi ve w orry

Loss of  me mory or am nesia

Nervous t rou ble o f  any  sort

Perio ds of  unc onscio usn ess

Paren t /sib ling w it h diabe t es, 

cancer , st r oke o r hea rt  di sease

X -ray or  ot her  radia t ion t herapy

Chemot herapy

A sbest os or  t oxi c che mical

expo sure

Plat e , pin or  rod  in any bone

Easy f at i gabilit y

Been t old t o  cut  d ow n or

crit ic ized  f or  alc ohol  use

Used il lega l su bst a nces

Used t obacco

Name of Cadet 



 

YES NO

CHECK EA CH ITEM. IF "YES" EX PLA IN IN BLA NK SPA CE TO RIGHT.  LIST EX PL A NA TION BY ITEM NUMBER.

1 2 . H ave y ou be en re f used  employmen t  or been unable t o hold a job

or st ay i n sc hool  bec ause  of :

1 4 . Have yo u eve r bee n den ied l if e i nsura nce? (If  yes,  st at e reason 

and gi ve d et ai ls.)

1 3 . Have you  ever b een t re at ed f o r a men t al con dit ion?   (If  yes,  specif y

w hen, w here , an d gi ve d et ai ls.)

1 5 . Have you ha d, o r ha ve y ou b een advi sed t o h ave,  any  ope rat i on? 

(If  y es, d escribe an d giv e age  at  w hich occur red.)

1 6 . Have  you ev er been  a pat i ent  in any t yp e of  ho spit al?  (If  yes,
speci f y w h en, w here,  w hy,  and name of  do ct or and c omple t e ad dress
of  hosp it al.)

2 1 . Have you ever b een ar rest ed  or co nvict e d of  a  crime , ot he r t han

minor t raf f ic violat ions?  (If  yes,  provide det ails.)

1 7 . Have you co nsul t ed or b een t rea t ed by c lini cs, physicia ns, healers,

or ot he r prac t it ion ers w i t hin t he past  5  ye ars f o r ot he r t han  minor

illne sse s?  (If  yes,  give  comp let e addre ss of  doct or, h ospit al, c linic , and

det ai ls.)

1 8 . Hav e you e ver bee n rejec t ed f or  milit a ry serv ice bec ause of
physic al, m ent al , or ot her  reasons?  (If  yes, give  dat e an d re ason  f or
reject ion.)

1 9 . Have yo u eve r bee n discharg ed f r om mi lit ar y service becau se of

physic al, m ent al , or ot her  reasons?  (If  ye s, gi ve da t e, r eason , and

t ype of  discharge; w het her hono rable, o t her  t ha n ho nora ble,  f or

unf it ness or  unsuit a bili t y.)

2 0 . Hav e you  ever  rece ived,  is t here pending, o r hav e you  ever
applied f or p ension o r co mpen sat ion f or e xist ing disa bili t y?  (If  yes,
specif y w hat  k ind, grant ed by  w hom , and  w hat  amou nt , w hen, w hy.)

I cert if y t hat  I have  review ed t he f orego ing i nf orm at ion  supp lied by me  and t hat  it  is t rue  and complet e t o t he  best  of  m y kno w ledg e.  I  aut h orize  any of  t h e doc t ors,
hospit als, or cl inics ment ioned  abov e t o f urni sh t h e Gov ernme nt  a complet e t ransc ript  of  my  medical r ecord  f or purpo ses o f  pro cessing my  appl icat i on f o r t hi s emp loyme nt  or
service.   I un derst and t hat  f alsif icat i on of  inf o rmat ion on  Gove rnmen t  f orms is punishable by f ine and/o r imp rison ment .

2 4 a. TYPED OR PRINT ED NA ME OF EX A MINEE 2 4 b. SIGNA TURE

NOTE:  HAND TO THE DOCTOR OR NURSE, OR IF MAILED MARK ENVELOPE "TO BE OPENED BY MEDICAL OFFICER ONLY."

2 6 a. TYPED OR PRINTED NA ME OF PHYSICIA N OR EX A MINER 2 6 c. DA TE2 6 b. SIGNA TURE

STANDARD FORM 93 (REV . 6 -9 6 )  BACK

Treat ed f or a f emale d isorder

Change in me nst ru al pa t t ern

1 1 . FEMA LES ONLY

2 5 .  PHYSICIA N' S SUMMA RY A ND ELA BORA TION OF A LL PERTINENT DA TA  (Physician shall co mmen t  on  all  posit iv e an sw ers in  it e ms 7  t hrough  1 1 .   Ph ysic ian may 

develop by int erview  any  add it io nal medical hist ory deem ed impor t ant , an d re cord  any  sig nif i cant  f in ding s he re.)

2 4 c. DA TE

2 3 . LIST A LL IMMUNIZA TIONS RECEIV ED

a.  Sensit ivit y t o c hemica ls, du st , su nlight , et c.

b.  Inabili t y t o perf orm cert ain mo t ions.

c.  Ina bilit y t o assum e cer t ain posit ions.

d.  O t her medic al re asons  (If  yes, gi ve reaso ns.)

CHECK EA CH ITEM
DON' T

KNOW
YES NO

DA TE OF LA ST MENSTRUA L

PERIOD

DA TE OF LA S T PA P SMEA R DA TE OF LA ST MA MMO-

GRA M

 ITEM

2 2 . Ha ve yo u eve r bee n dia gnose d w it h a l earning di sabil it y?  (If  yes,

give t ype , w h ere,  and  how  dia gnosed.)

Parents/Guardians may sign this document (SF-93) – a Doctor’s signature is not 

required for JCLC. 

Parent/Guardian 

Signature of Cadet 


