


Attachment A
Medical Support Request

The Civilian Health Organization (CHO) or community/city/state/federal entity shall conform to all applicable federal, state, and local laws that regulate healthcare delivery within the state or territory, and all state laws and regulations specific to the non-DoD healthcare professionals participating. 

1.  Identify the CHO supervisor overseeing the medical training:
     Name:   ___________________________________________________________
     Title:     ___________________________________________________________
     Email:   ___________________________________________________________ 
     Phone:  ____________________________________________________________   


2.  The CHO/community/city/state/federal entity verifies and documents who will be the responsible individual at each location as follows:

	Medical waste handling and disposal

	Name:

Email:

	Clinical Laboratory Improvement Act (CLIA)

	Name:

Email:

	Credentialing or privileging or military health care providers to include basic life support, and if applicable, advance trauma/cardiac requirements (strictest requirement applies)
	Name: 

Email:

	Initial emergency evacuation plan for a “real life incident”
	Name:

Email: 

	Follow-up care plan for patients for continuity of care
	Name: 

Email: 

	Plan for handling of patients’ records for continuity of care and privacy act issues
	Name:

Email:











3.  List the communities in which this training is expected to take place. Additional space is provided at the end of this attachment.

	[bookmark: _Hlk190681650]Community
	Nearest City 
	State
	Population
	Most needed medical support (dental, medical, optometry, veterinary, behavioral health) 
Use initials D, M, O, V, B for each need in the community.

	a. 
	
	
	
	

	b.
	
	
	
	

	c.
	
	
	
	

	d.
	
	
	
	

	e.
	
	
	
	

	f.
	
	
	
	



4.  Closest medical treatment facility with trauma/emergency room: 
     Name/location: ________________________________________________________
5.  The CHO shall certify that this medical training: 
           a. Accommodates an identified underserved healthcare need that is not being met
                by current public or private sector assistance. Please provide a 
                description of the criteria used to identify the medically underserved 
                community.  
	


 
6.  Please place an “X” beside each specialty service that is requested: this is a preliminary request that can be updated at the initial training planning conference.  Blank space for other specialties not listed.

                                                 Projected                                                    Projected 
                                                 case load                                                     case load
	General dentistry
	
	Rheumatology
	

	Oral surgery
	
	Family practice
	

	Pediatric dentistry
	
	Ob-Gyn
	

	Endodontist
	
	Physician Assistants
	

	Periodontist
	
	Nurse practitioners
	

	Dental hygienist
	
	Physical therapists
	

	Endocrine
	
	Nutritionists
	

	General dentistry
	
	Behavior health
	

	Oral surgery
	
	Ob-Gyn
	

	Family practice
	
	Physician Assistants
	

	Pediatrics
	
	Optometry
	

	Internists
	
	Eye glasses
	

	Surgeons
	
	Veterinary
	

	Anesthesiology
	
	CPR certification
	

	Colonoscopy
	
	Drug demand reduction 
	

	Colposcopy
	
	
	

	
	
	
	

	
	
	
	



7.  Have any of the communities stated in the previous section ever received past medical support from the military?  If so, state which community, what type of support, when it occurred and the length of time the military was in the community.
 M= medical     D= dental       V= veterinary      O= optometry    B= behavioral health

	Community
	Type of support 
	Dates of medical support
	Length of time in the community

	a. 
	
	
	

	b.
	
	
	

	c.
	
	
	

	d.
	
	
	

	e.
	
	
	







8.  Additional Comments or medical support requests:  

















9. The CHO shall certify that this medical training is provided in a manner that does not compete with private sector medical/dental/healthcare assistance in the underserved area.
Signature: ____________________________________________________________ 
Title:         ____________________________________________________________

Email:       ____________________________________________________________

Phone:       ____________________________________________________________






Effective as of 29 May 2012
