Short Form Flight Physical &
PHA

@ Complete EPHA PRIOR to seeing Aviation Medicine

Service Member’s Rank & Full Name

Telephone Number Personal:

Work:

Current Command Name:

UIC:

[0 Electronic PHA (EPHA):
Visit: https://eha.health.mil/EHA/

Notify NMAU once Online questionnaire complete (Part 1).

Reviewer Signature: Printed Name:

Create an account or login if you have previously created an account.

Date:

O Dental: Call to schedule NPS: 559-760-0508; DLI: 831-242-5612/13

A dental exam is required annually, and you will need to be a Dental Class 1 or 2 prior to completion of Prelims.

Dental Class: 1 2 3 4 Exam Date:
Reviewer Signature: Printed Name: Date:
[0 Audiology (Audiogram): Call to schedule at 1-800-404-4506
Annual HCP Audiogram Completed Date:
Reviewer Signature: Printed Name: Date:

O Immunizations (Vaccines): Call to schedule at 1-800-404-4506

O Immunizations Up-to-Date [ Immunizations Due:

Reviewer Signature: Printed Name:

Date:
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[0 Lab: Walk in at the main Army Health Clinic during working hours

O Labs Up-to-Date [0  Labs Due: O  Ordered

Reviewer Signature: Printed Name: Date:

[0 Female Wellness: Call to schedule at 1-800-404-4506

A PAP smear is required every 3yrs (21-29 years old) and 3-5yrs (230 yers old) & a Mammogram (250 years old)

PAP: O N/A Completion Date: Appointment Date:
Mammogram: N/A Completion Date:
Reviewer Signature: Printed Name: Date:

[0 Do you have waivers :
Circle one:
NO /YES
If yes,print/include waiver(s) :

Aviation Staff Signature: Printed Name: Date:

O Forms:

Complete all Highlighted Items
Appointment Date/Time:

Aviation Staff Signature: Printed Name: Date:
@ Return to Aviation Medicine to verify completion @
[0 Prelims:

If the Navy has ever prescribed you glasses:
Bring glasses with you and must be 12 hours contact lenses free.

Prelims Staff Signature: Printed Name: Date:




PHA Questionnaire

Please Fill out AFTER online portion of PHA is complete. Thank you!

PSA!!! IF you are hitting for overdue HIV, immunizations, and other medical readiness disqualifiers, please

call or come into medical to schedule any immunizations appointments.

Name: Cell Phone:
EDIPI: Email:
Current Address:

Height- Weight-

Allergies:

Medications:

Any Special Duty Status:

Circle which one applies:
Tobacco products: Vape, Cigars, Pipes, Smokeless Tobacco, SNUS pouches Other:

Vision: Glasses, Contacts, Lasix, PRK, SMILE or NONE.

Answer Yes or No if you are experiencing any of these symptoms:

ROS Yes No Yes No
Fever Vomiting

Chills Abdominal pain
Recent weight loss Blood in bowel
Recent weight gain movements
Headache Diarrhea

Earache Constipation
Nasal discharge Urinary urgency
Throat pain Urinary frequency
Cough Back pain
Difficulty breathing Lightheadedness
Nausea




CIRCLE THE FOLLOWING:

A.) Depression Screening:

Over the last 2 weeks, how often have you been bothered by any of the following problems?
1. Little interest or pleasure in doing things

Not at all More than half the days

Several days Nearly every day

2. Feeling down, depressed, or hopeless

Not at all More than half the days

Several days Nearly every day

B.) Columbia Suicide Severity Rating Scale
1. Over the past month, have you wished you were dead or wished you could go to sleep and not wake up?
Yes/No
2. Over the past month, have you had any actual thoughts of killing yourself?
Yes/No
3. In your lifetime, have you ever done anything, started to do anything, or prepared to do anything to end your life.

Yes/No

C.) GAD-2 ANXIETY SEVERITY

Over the last 2 weeks, how often have you been bothered by the following problems?
1. Feeling nervous, anxious or on edge?

Not at all Over half the days
Several days Nearly every day

2. Not being able to stop or control worrying?

Not at all Over half the days

Several days Nearly every day

C.) DOMESTIC VIOLENCE

Have you ever been emotionally or physically abused by you partner
Yes/No

Have you been physically hurt by someone within the past year

Yes/No



AUDIT-C

-How often did you have a drink containing alcohol in the past year?
Never 2 to 4 times a week
Monthly or less 4 or more times a mont

2 to 4 times a month

-How many drinks did you have on a typical day when you were drinking in the past year?

0 50r6
1to?2 7,8,0r9
3to4 10 or more

-For MEN How often did you have 6 or more drinks on one occasion in the past year?

Never Weekly
Less than monthly Daily
Monthly

-For FEMALE How often did you have 6 or more drinks on one occasion in the past year?

Never Weekly
Less than monthly Daily
Monthly

Would you like to talk to the provider in reference to your PHA?

Yes/No

FEMALES ONLY

Menstrual History
Menstrual Status
Are you having menses(period)? yes/no

How old were you when you had you first menses(period)?

When was the first date of your last menses(period)?




TUBERCULOSIS EXPOSURE RISK ASSESSMENT

Since your last Tuberculosis Exposure Risk Assessment, were you exposed to anyone known to have or |:| Yes I:' No
suspected of having active tuberculosis (i.e., individuals with persistent cough, weight loss, night sweats,
and/or fever)?

|:| Don't Know

I! Since your last Tuberculosis Exposure Risk Assessment or Post-Deployment Health Assessment (DD |:| Yes D No
Form 2796), did you have direct and prolonged contact with any individuals of the following groups:

refugees or displaced persons; patients hospitalized with tuberculosis , prisoners, or homeless shelter

populations?

Check any countries where you have traveled or deployed to since your last Tuberculosis Exposure Risk Assessment.

[ ] Bangladesh [] Ethiopia [ ] Pakistan [ ] UR Tanzania
[] Brazil [ ] India [] Philippines [] VietNam

[ ] Burma [] Indonesia [ ] Russian Federation [ ] Zimbabwe
[ ] Cambodia [ ] Kenya [] South Africa [ ] None

|:| China |:| Mozambique |:| Thailand

[ ] DR Congo [ ] Nigeria [ ] Uganda

|:| Other

Have you recently traveled to Afghanistan for any reason other than as part of a deployment requiring |:| Yes I:' No
completion of a Post Deployment Health Assessment (PDHA)?

During this travel, did you have prolonged direct contact with the local population? Prolonged direct Yes |:| No
contact is generally understood as having been within six feet of a person with a bad continuous cough for
at least 8 consecutive hours on a single day, or for a total of at least 15 hours per week of a multi-week stay.

Have you recently had a chronic cough lasting more than 2 weeks? |:| Yes |:| No
I If you marked YES to chronic cough, did you have any of the following at the same time?
[ ] Fever [ ] Cough up Blood [ ] Unexplained Weight Loss [ ] Night Sweats

If any are checked, see the medical officer for evaluation.

FOR THE SCREENER

1. Questions 1 through 4 reviewed, all responses are negative, no further action is required. |:| Yes |:| No

2. There is at least one positive answer, patient to continue to medical officer for assessment. |:| Yes |:| No

FOR THE PROVIDER
(Expand on above answers to document decision making in determining risk)
(Note: Prior treated TST reactors require clinical evaluation to rule out active TB, not a repeat TST).

1. Provider Comments

2. Tuberculosis risk assessment, based on above responses

(If the answer to one or more of questions 1, 2, 3c, or 4b is a YES, test the patient.) D Minimal Risk D Increased Risk

3. Recommend Latent Tuberculosis Infection (LTBI) Testing |:| Yes |:| No
PROVIDER'S NAME PROVIDER'S SIGNATURE DATE
Name:

DEPARTMENT / SERVICE RECORDS MAINTAINED AT
SSN: Sex:
DOB: Rank/Grade:
Command: SPONSOR'S NAME SSN

RELATIONSHIP TO SPONSOR

NAVMED 6224/8 (Rev. 3-2011)




ABBREVIATED AVIATION MEDICINE EXAMINATION

Facility: NMRTU Fallon Phone: (775) 426-3120 uIC: E-mail POC:

Purpose of exam: Annual if Other: Date (dd mmm yyyy):

A. History: Have you experienced any of the following since your last flight physical?

Blk Symptom YES NO Blk | Symptom YES NO
1 Injured, hospitalized, or received medical care O O 15 | Significant changes to your appetite, thirst, weight, O O
or temperature sensitivity
2 Use of any prescription medications, over the 16 | Black, bloody, or clay-colored stool O O
counter medications, vitamins, supplements, or O O If yes, was it associated with
performance enhancers hemorrhoids? O O
3 Undergone any surgeries, to include eye surgery O O 17 | Abdominal pain or cramps O O
4 Any vision changes (difficulty at night, double 18 | Constipation or diarrhea O O
vision, trouble reading, floaters, inability to wear O O 19 | Excessive or abnormal bruising or slow blood
NVGs) ; O O
clotting
5 | Dizziness, vertigo, or issues with balance (| [ | 20 | Swollen lymph nodes (| (|
6 | Numbness, tingling, or loss of sensation in limbs O [0 | 21 | Jaundice or yellowing of the skin O O
7 | Air, sea, or car sickness O [ | 22 | Ear or sinus pain O O
8 Muscular weakness O O 23 | Any of the following skin abnormalities: changes in
9 A seizure or been evaluated for any neurological size, cglor, or textyre of skin growths, itching, O O
I O O ulceration, or scaling
condition
10 | Any changes to your memory, energy, appetite, or O O 24 | Rapid or irregular heartbeat, palpitations, or visited O O
sleep patterns a cardiologist for any reason
11 Any symptoms of dep_ressed.mood, mood 25 | Flight-related back pain O Il
instability, or concerning feelings of OO If yes, are you a helicopter aviator or Ol O
irritability/anxiety aircrew?
12 Underg_one any counseling or psychiatric 0O 0O 26 | Flight-related neck pain O O
evaluation If yes, do you routinely wear NVG? O O
If yes, was this marital or relationship O O If yes, do you routinely wear a helmet with a O O
counseling? HUD/JHMCS?
If yes, are you a helicopter aviator or aircrew? O O
13 | Suicidal or homicidal thoughts (| [0 | 27 | Decompression sickness or diving injuries Il Il
; P ; ; If yes, did you receive oxygen in a
14 | Frequent or painful urination, blood or discharge in yes, didy Y9
urine, kidney stones, or genital lesions oo hyperbaric chamber? o| o
Have you ever experienced any of the following?
28 | Been disqualified from flying O O 30 | Undergone any surgery that required a flight waiver
29 | Been evaluated, diagnosed, or treated for alcohol 0O 0O 31 | Any significant in-flight pressure fluctuations or
abuse or dependency been in a flight when the environmental control
If yes, are you on a waiver for flight system malfunctioned? O O
status? O O
If your gender is female, complete questions 32-35.
32 | Could you be or are you currently pregnant? 0 0 34 | Have you ever miscarried, experienced any O O
menstrual irregularity/pain, or abnormal Pap smear?
33 | Are you currently taking or planning to take fertility 0O 0O 35 | Have you ever experienced unexplained breast m m
medications? tenderness, swelling, masses, lumps, or discharge?
36. Do you use tobacco products of any kind, including
but not limited to cigarettes, chewing tobacco, snuff, |:|Yes / |:| No If yes, please elaborate on frequency:
vaping/e-cigarettes, cigars, and pipe tobacco?
37. Are you sexually active with any of the following groups: |:| Men /|:| Women /|:| Both /|:| Not currently active
38. Are you on a waiver? |:| Yes/ |:| No If yes, for what condition?
PATIENT’S SIGNATURE
PATIENT IDENTIFICATION
Name: DoD ID: Age: DoB:
Last First mi
Gender: [ 1M/ []F Rank (Rate): Designator/NEC/MOS: Service: UIC/RUC:
Phone: Patient’s Command: Aircraft: Flight Hours: Total Last 6 Months:

NAVMED 6410/10 (06-21)
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[ B. Physical Exam |

39. Sitting Blood Pressure: / 40. Pulse: 41. Height: 42. Weight:

43. Tympanic Membrane Exam Tympanic membranes normal pearl-gray color with central concavity Oyes/CNo
and cone of light in anterior inferior quadrant?

Positive Valsalva Both Ears (AU)? [ ves /[ Positive Right Ear / [ positive Left Ear/ [J Negative Both Ears

44. Does the patient wear corrective lenses? Ovyes/ONo it Yes, date* of last exam by eye professional:

*Current eye exam is recommended within the past 2 years.

45. DISTANT VISUAL ACUITY (DVA): 46. NEAR VISUAL ACUITY (NVA): 47. COLOR VISION (Test used and result):
[CJsnerten [JarvT [dsnecen [Jarvt Cder NUMBER CORRECT: /14
GOODLITE SLOAN NOTATION NEARPOINT CARD
O O [ pass [ raL
RIGHT 20/ CORR TO 20/ 20/ CORR TO 20/
eeevr [eass [ rar
LEFT 20/ CORR TO 20/ 20/ CORR TO 20/
[Jraant [ pass [ Fan
BOTH 20/ CORR TO 20/ 20/ CORR TO 20/
48. HETEROPHORIA (Specify distance): 49. INTRAOCULAR PRESSURE:
ES EX RH LH oD 0s
or. ] NOTOSP (NOHOSH)
50. DEPTH PERCEPTION: AFVT: STEREO BOOKLET (Titmus or Randot):
[CJuncorrecTeD/ [[] coRRECTED  []PASS (at least A — B with no misses) / [_] FAIL ~ [_]PASS (5-40 arc sec) / [_] FAIL (greater than 40 arc sec)
51. Audiogram 500 Hz 1000 Hz 2000 Hz 3000 Hz 4000 Hz 6000 Hz
Right Ear
Left Ear

C. Flight Medicine Provider Comments
ltem# | Comment | CDINCD | Waiver

Physician or Examiner Printed Name/Signature/Date:
| D. Assessment & Disposition Duty Status

O PQcClass OIDIACA[SGO1/O2/03] On /O DIF: O UAS Group:

O NPQ CINAVMED 6150/2 Entry Made [0 Medical Recommendation for Flying Issued (DD 2992)

[V JINAA Evaluation Requested For

O waiver:  [Recommended /[JNot Recommended / []Pending /[JGranted (Date) Rec. Continue? [ Yes / (I No

[ waiver Restrictions and Maintenance/Submission Requirements:

FLIGHT MEDICINE
PROVIDER SIGNATURE Rank: Stamp: Date:

PATIENT IDENTIFICATION IF NOT SHOWN ON OTHER SIDE

Name: DoD ID:

Last First mi

NAVMED 6410/10 (06-21)
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