Exceptinal Families

Exceptional Service

Highlights for the Completion of

DD Form 2792

“Family Member Medical Summary”

¢  MANDATORY for all EFMP enrollees

e Also used when updating paperwork every 3 years, when needs change, or dis-enroliment is
appropriate.

e Note: CAT 6 needs annual updates, & not all dis-enrollment types require DD 2792. See
your EFMP team for more information.

e Turn completed package into EFMP Coordinator
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Exceptional Service

Exceptional Families

To authorize the release
of the patient’s medical
information, please enter
the name of the Military
Treatment Facility or
Provider here.

If the EFM/patient is

at Age of Majority,

he/she must sign the

medical summary.

EFMP paperwork can =~ =———
be signed by sponsor’s

spouse if the patient is

a child under the Age

of Majority.

FAMILY MEMBER MEDICAL SUMMARY OME No. 0704-0411
(To be completed by service member, adult family member, or civiian empioyee | OME approvai expires
(Read instructions before completing this form.) Jui 31, 2017

The pubilc reporing burden fox this colechon of nformaton 1 esimaied 1o aversge 30 minUie: per rEsponse. INCUdIng e Sme Tor reviewng RSfuctons, searching exizong dai sources, gahenng and
malsining e cita needed, and compesig and reviewin e Collcton o Frmaton. Sen comments QNG B erden estimateor any lner apectof i Colecton of ormaton, o

uppe-ttins for redhucing Sne borden, &5 e o Deterce, Washington Hesdquartars Services, Sxseitive Saryices Dinsctorate, Directyes Divisicn, 4530 Mark Carter Ditve. Alevandra, UA 27950-3100
mouum Riespordents should be awar e ncswithstanaing amy cier Erovision af i, 1o person sl b subject I any penaity for aing I comehy with a coliection of Infarmation f & does not diiay 2
Curmeriy waid OMS control mumber.
PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION

PRIVACY ACT STATEMENT

AUTHORITY: 10 U.5.C. 136: 20 U.5.C. 827; 2; and £.0. 9387 (S5N) 25 amended.

PRINCIPAL PURPOSE(S): Inform, iste and document the special medical nesds of family members. This
information wil enable: (1) milig kdical needs of family members aganst the availasilty of medical
services, and (2) civlizn ps avallabiliy of medical services to meet the special medical nesds of
their family members, is covered by a number of system of records notices pertaining to
Official Miftary Persg Civilian Personnel Files, and DoD Education Activity fles. The SORNs

may be found at by x

ROUTINE USE defense govPrivacy/SORNS) ineUses asp:
may apply.

DISCLOSURE: civilian employment. Mandatory for military personnel: fadure or refusal to provide the
information or pi Eirative sanctions or punishment under ether Arscle 82 (dereliction of duty) or Article 107
(false official state: eflc. The Social Security Number of the sponser (and sponsor’s spouse if dual miitary) allows the
Military Healthcare. Tanel offices to work together to ensure any special medical needs of your dependent can be met at your next

ity sasignmant. Dependent special needs are annofated = the offeaal mitary persannel ilss which are refreved by nama and Socal Security Number.
AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFORMATION

By signing this authorization. you confim you understand your sponsor will have access to the health information contained herein and in addenda. The
sponsor may b held accountable for the aceuracy and completeness of the DD 2782 and addenda and should review all pages prior to signing on page 2.

‘ | authorize (MTF/DTF/Civlian Prowider) (Name of Provider)

ta release my patient information to the Reloeation or Suibiity Screening Office andior the Exceptonal Family Member/Special Needs Program to be used
in the family travel review process andior registration in the Exceptional Family Member Program. The information on this form and addenda may be used
for DoD and Senvice-specific programs to determine whether there are adequate medical, housing and community resources to mest your medical needs at
the sponsar's proposed duty locations.

a. The mitary medical will use the ¥ to determine on the avalability of care in communities where the sponsor may
be assigned or employed.

b. Information that you have a special need (not the nature or scope of the need) may be included in the sponsor's persannel record or be maintained in the
community office respansible for supporting families with special needs, if EFMP enroliment criteria are met

c. The authorization apglies to the summary data included on the medical summary form, its addenda and subsequent updates to information on this form.
These data may be stored in slectronic databases used for medical management or dedicated to the assignment procsss. Acosss o the mformation is
fimited o from the medical . the offices for . and at your request other military agents
responsible for care or senvices. Summary dat may be transmitted (2.q.. faxing or emalling) using authrized secure media ransfer.

Start Date: The autherization start date is the date that you sign this form authorizing release of information

Expiration Date: The authorization shall continue until enraliment in the Exeeptonal Family Member Program is no longer necessary according to crteria
specfied in DD Instruction 1315.12, or if family member no longer mests the oriteria to qualfy as a dependent,or the sponsar is no longer i active military
senvice or employment of the LS. Govemment overseas, or completion of assi ination. or eligibiity for specialized services f that
is the sale purpose for the completion of the fom.

| understand that:

a. | have the right to revoke this authorization at any time. My revocation must be in writing and provided to the faciity where my or my child's medical
records are kept. | am aware that if | later revoke this authorization, the person(s) | herein name will have used andfor disclosed protected information on
the basis of this autherization. My revocation wil have no impact on disclosures made prior to the revocation

b. If | authorize my or my child's protested health informatin to be diseiosed to somesne who is not required to comply with federal privacy protection
regulations. then such information may be re-disclosed and would no longer be protected.

< I have a right to inspest and receive a copy of my own or my child's protected health information to be used or disciosed. in accordance with the
requirements of the federal privacy protection reguiations found in the Privacy Act and 45 CFR 184.524. 1 request and authorize the named provider!
treatment facility to release the information described above for the stated purposes.

d. The Military Health System (which includes the TRICARE Health Plan) may not condition treatment in MTFs/DTF's, payment by the TRICARE Health
Plan, enrcliment in the TRICARE Health Plan or eligibdity for TRICARE Health Plan benefits on failure to obtain this authorization. However, failure to
coordinate accompanied assignments prior to OCCNUS travel may result in ineligibility for TRIGARE Prime status (does not pertain fo civilian employees).
&. Failure to release this information or any subsequent revocation may result in ineligibility for accompanied family travel at government expense.

£ Refusal to sign does not preclude the prowision of medical and dental information autharized by other regulations and those noted in this document.

NAME OF PATIENT SIGNATURE OF PATIENTIFARENT/GUARDIAN | RELATIONSHIF TO PATIENT | DATE (vrvvMuioD)
(if applicatie)
DD FORM 2792, AUG 2014 PREVIOUS EDITION IS OBSOLETE. Page 107 11 Pages
“Adoks Dezinar 30

Check the
appropriate box for

xceptional Service

purpose: Enrollment,
Exceptional Families &3 change in status, etc.

DD Form 2792
Page 2

Family, sponsor,
& command
information.

EFMP Reglstration/Enroliment Updsts Request Change In EFMP Status:
Request for Governmsnt §ponaorea Travel No Longer Have Previously Ioenied Conamon Family Member Deceasag™
No Longer Qualtfies 3 3 Dependent” Divorce/Changs In Custody”
— {PrOVATE COCUMEN(ILIoN 10 VEIRY CRANgE in Si3tus - 00 NGE UpJaTe Medical NMmazon.)

DEMOGRAPHICS/CERTIFICATION: To be completed by the Sponsor, Parent or Guardian, or Patient
1. PURPOSE OF THIS FORM (x cne)

2.3 FAMILY MEMBER/PATIENT NAME (Last, Fisi, Middle Inta) | b. SPONSOR NAME (Last, First, Middie Inttii] . SPONSOR S5M

& FAMILY MEMBER GENDER () | 8 FAMILY MEMBER DATE OF BIRTH
(¥YYYARMDD)

e [ e

FAMILY MEMBER PREFIX (FMP) | 8. DOD BENEFITS NUMBER (DB}
(on back of ID Can)

n E'Ugﬂgléf leljl' HEHH}ER MAILING ADDRESS [Stree!, ADITmEn! Number, I. HOME TELEPHOME NUMBER jinclioe Area Cooe/Country Codel
| FAMILY HOME E-M2IL ADDRESS
3.a. SPONSOR RANK OR GRADE b. DESIGNATION/NECMOSIAFSC (LAMary oniy) € INSTALLATION OF SPONSOR'S CURRENT ASSIGNMENT
. BRANCH OF SERVICE [Afifary only) @ STATUS (X one|
Amy Mavy [ arFore Reguiar Active Service Member Active Guand
Marinz Corps. Coast Guard Resarves Civikan
1. SPONSOR'S OFFICIAL E-MAIL ADDRESS 9. DUTY TELEPHONE NUMBER T MOBILE NUMBER

(IRSidE Area COORACIUnTT Code) (INGILgE Area COOE/COUNTY Goge)

1. DOES CHILD RESIDE WITH SPONSOR? (X one. 17 Mo, explam.)
YES HO

4.3 ARE YOU DUAL MILITARY OR IS YOUR SPOUSE FORMER MILITARY? (WMiltsry cnly) (X ane. f Yes, compiete 45 - & below)
YES [D. SPOUSE'S NAME (Last, FIrst Miadle Mitia) . BRANCH OF SERVICE | 0. RANKIRATE & SPOUSE SSN
HO

5.a.15 FAMILY MEMBER ENROLLED IN DEERS OR EVER BEEN ENROLLED IN DEERS UNDER A DIFFERENT SPONSOR'S NAME OR SSN7 (MWtary only) (X ang)
b. IF YES, UNDER WHAT $5N7 ©. HAME OF SPONSOR (Las, First, Wide Intial) d_ BRANCH OF SERVICE

62 DOES THIS FAMILY MEMBER RECEVE CASE MANAGEMENT SERVICES? ( ooe)
YES NO (If Yes, complets §.b_and c ) | b LOCATION OF CASE MANAGER (X) | ‘ MTF | ‘ TRICARE ‘ | Chvillan

S
7| [ CASEMANAGER CONTACT INFORMATION
(1) NAME {Last, Firs, Middlle initiaf) {2) EMAIL ADDRESS (K avalabie) (3) TELEPHONE NUMBER (Include
Area Cooe/Gounty Code)
. . 7. MEDICALLY NECESSARY EQUIPMENT (x ang compiete a5 apoicanis)
Reside with sponsor? = appiCaDs (1) NAKE
2 COCHLEAR IMPLANT
ili ? 2
Dual military- T Fappicabis 1) WERE
Enrolled n If applicabls: (1) MAKE
©. INSULIN PUMP
? =
DEERS? Case v TFappilcabie: (1) MAKE
manageme nt [ |'s OTHER EQUIPMENT (Specty and nclude make and model 52 sppropriate.)
services? —
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>
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Exteptmnal Families

each page when
DD Form 2792 completed using the

Page 3 PDF

§. REQUIRED ADDEMDA.
Werly required agdendum £ alachad and has been Signed ( sach that apodes). D0 not sUDMIT 3 Blank adgengum far EFMP review.

Astama Addendum 1 ks required and Ataoned

Mantal Heafh Summary Addendum 2 Is requirsd and l:‘ Aftached.

Al Spactrum Delay (4300 I raquired and |—|mn
10. SPECIAL ASSIGHNMENT COMSIDERATIONS x a0 mat acol)

2. Possibie 3pscial EducationSariy Intsrvendion (i civecied, G Form 27621 must be completsd)

. Rmoshoing TRICARE Extanced Care Health Option (ECH0) Benefts

=. Reosiving Stain Mecloald'Mecioars Waer Servioes

CERTIFICATION
H : 11. CERTIFICATION. DO NOT CERTIFY BEFORE THE MEDICAL PROVIDER COMPLETES THE ENTIRE FORM AND ADDENDA.
Slgned by the fam' Iy By signing below, wa certly nat he Information submited o tnis DT Fomm 2782 |s complele and acourale.
H H PARENTIGUARDIAN OR PERSON OF MAJORITY AGE:
AFTER medical provider T S —
completes the form. >
|72 ADMINISTRATIVE CERTIFICATION
&. PRINTED NAME (Laz, Firs, | fcdle it b. SIGNATURE . DATE (¥v¥WAICD! (1. OFFICIAL STAMF
EFMP Coordinator
reviews package é d. LOCATION OF MILITARY TREATMENT FACIUTY OR CERTIFYING EFMF OFFICE | & ﬂﬂi“f’:f'ﬁ';:g\;-u"ﬂ'} Code)
& signs certifying
itis complete.
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@
=
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- E Have a qua I Ifled medlca | MEDICAL SUMMARY: To be completed by a Qualified Medical Professional
g provider WhO knows the PART A - PATIENT STATUS | ization by patien: included on Page 1 of this form)
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\_l H 1. INFORMATION INCLUDED IN ADDENDUM (X af that )
Exceptlunal Families a3 | out  the  Medical . e e e |
Summary. It may be a Z RN U2
DD Form 2792 PCM,  Specialist, or | DDD-DDDD'D
H . 3. MEDICATION HISTORY (Associ i Ngsis) L
Pages 4 & 5 Comb| natlon- B cu:neu;:e:m‘:amgfw . b. DOSAGE ©. FREQUENCY o

Pages 4 & 5 have four identical sections for T OSPITAL SUPPORT FOR THE LAST T WONTHS [ gy s _
diagnoses information: a primary diagnosis EaE v

5. PROGNOSIS (xane)

& three secondary diagnosis.

Comp’etEd
Y br OVide,

& TREATMENT PLAN FOR PRIMARY DIAGNOSIS (Meacal, menta) Reatn, SUiical proceoures or 7
For cancer patients, ICKig dsfe of Ql3gnass, [yDeS of restment, reSponses (o reatment, ¥ Teatment s a

ICDlO COdes a re 7. SECONDARY DIAGNOSIS 1

3. DIAGNOSIS

mandatory!! ToD-ooEm

5. MEDICATION HISTORY (A3sociated with sscongary diagnaais)
. CURRENT MEDICATION(S) b DoSAGE © FREGUENCY

5. HOSPITAL SUPPORT FOR THE LAST 12 MONTHS (A350iSted with secondary aiagnosis)
3. NUMBER OF ER VISITSIURGENT | b. HUMBER OF HOSPITALIZATIONS | . NUMBER OF ICU ADMISSIONS @ HUMBER OF OUTPATIENT.
VISITS

Addendums S—

10. PROGNOSIS (x one]

(Asthma, Mental health, Autism/Developmental Delay) [ Jecauea [ Jeoos [ Jeam [ Jeoon [ Jovsmoen [ Juwsreme [ ] woncouruam

T1- TREATWENT PLAN FOR SECONDARY DIAGNOSIS [iizace, o erapies plaMed o Grer o net e
is active ana

are necessary =SS e
ONLY IF APPLICABLE
to the patient! DD FORM 2792, AUG 2014 Page 4 of 11 Pages
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= MEDICAL SUMMARY (Continved): To be completed by a Qualified Medical Professional
=
E DD Form 2792 PART B - REQUIRED MEDICAL SPECIALTIES l =
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hl Pages 6 & 7 o
= O e P e o PORRORARE PR
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Exceptional Families 5 [ oot
24. MEDICALLY INDICATED (as indicated In diagnostic information) ENVIRONMENTAL/IARCHITECTURAL CONSIDERATIONS
coz o cARDIU RO1 - LIMITED STEPS (If Yes, piease explain] Ril3 - AIR CONDITIONING
cos | |r cammor || K02 -COMPLETE wHEELCHAIR AccessIBILITY R03a - TEMPERETURE CONTROL Elm _POLLEN cONTROL
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Based on the patient’s o | o cLertel [ s canper romarren 55 - TR fspecsy swon
. . ; i
diagnosis(es), what is the ors | M cemey |G s
required minimum care? png = s
25. MEDICALLY NECESSARY ADAPTIVE EQUIPMENTISPECIAL MEDICAL EQUIPMENT jidentified in dlagnostic nfarmation). (If marked, describe
D. t | / b cos L ENDOCRI 73 3vpE OF EQUIPMENT 09 b. DESCRIPTION @ TYPE OF EGUIPMENT (X) | b DESCRIPTION
lagnoses must apply / be e et [ [ — FET——
relevant to diagnoses! (ex: o® | = rumre
o | | -coonemmers S
Dx of Asthma, but seen by o | |p e | | GRMTMRUEGHTVE T
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Py [ P
cis | [s owneco | [ios-nesmme ams LEr SmTe B
Do NOT list specialist(s) used to el I e e prr e g s
c17 v HEM&TO A
determine a diagnosis but is not p— | [ 5 -OmRER (spe
necessary for ongoing care. ers | w wwecns [~ woue oxvoen
T || e
——— | 26. IDENTIFY ANY LIMITATIONS FOR ACTIVITIES OF DAILY LIVING AND AN
car || |y meran
This section is NOT a wish list, but ca | [ newmson
) P [ P
should reflect the providers that
cat || [on. wewmon
are absolutely NECESSARY to cur | [eo wevmon
. 54 dd. OCCuwa)
meet the needs of the patient.
pry [ P
car 99 OPsHTHAL
DD FORM 2737, Al o PARL G PROVIDER INEQEMATION
27.a. PROVIDER PRINTED NAME OR STAMP D. SIGNATURE €. DATE (YYYYMMDD)
H . ’ o TELEPHONE NUMBERS (Incide Ares Cooe/CounTy Gog) 5. OFFICIAL E-MAIL ADDRESS 1. MEDICAL SPECIALTY
Medical provider’s | o [z s meem ey
information here ammL o o
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Completed

DD Form 2792

by provider

Pages 8, 9-10,
11

to the patient

Addendum 1 (pg. 8)
Addendums 1 -3 are necessary  Asthma/Reactive Airway/Disease Summary

ONLY IF APPLICABLE

Addendum 2 (pg. 9 - 10)
Mental Health Summary

DO NOT SUBMIT BLANK DOCUMENTS! Addendum 3 (pg. 11)

Autism Spectrum Disorders & Significant
Developmental Delays




Exceptional Service

Excepti'nal Families

Highlights for the Completion of

DD Form 2792-1

“Special Education /
Early Intervention Summary”

ceptional Service

Exceptional Families &5

DD Form 2792-1
Page 1
Instructions

e DD Form 2792 must be completed
for all EFMP enrollees.

e DD Form 2792-1 is required for ALL
dependents under 18:

e Required for dependents
under 22 if still enrolled in
school systems

e Evenifan IFSP/IEP is NOT
required, DD Form 2792-1
must still be completed

e Turn completed package into EFMP
Coordinator

SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY

PRIVACY ACT STATEMENT
AUTHORITY: 10U.S.C. 138, 20 U.5.C. 027; DoDI 1315.10: DoDI 1342.1Z; and E.O. 9307 (as amended).

PRINCIPAL PURPOSE(S): Information will be used by DoD personnel to evaluate and document the special education needs of family members.
This information will enable: (1) Miltary assignment personnel fo match the special education needs of family members against the availabiity of

educational services, and (2} Civilian personnel officers to advise civilian employees about the availability of education senvices to mest the special
education needs of thew family members. The personally identifiable information colected on this form is covered by a number of system of records

notices pertaining to Official Miltary Personnel Fies, Exceptional Famiy Member or Special Needs files, Civilian Personnel Fies, and DoD

Education Activity files. The SORNs may be found at DODC: a5
ROUTINE USE(S): DoD Blanket Routine Uses 1,4, 8, 8, 8, 12, and 15 found at gefense ¥
BlanksiReuiinslses aspx may apply.

DISCLOSURE: Voluntary for civilian employees and applicants for civilian employment; however. the information must be provided if you intend to
enroll your chid with special edusation needs in a school funded by the Depanment of Defense or a School in which DoD s respansible for paying
the tuttion for 3 space-required family member. Mandatory for miltary personnel. Fadure or refusal to provide the information or providing false
under sither Article 92 (derebction of duty) or Articie 107 (false offcial statement],
Uniform Code of Miltary Justice. The Social Securty Number of the sponsor {and sponsor's spouse i dual military) allows the DoD Education
Acthity and Senice personnel offices to work together to ensure any special education needs of your dependent can be met at your next duty
assignment. Dependent special education needs are annotated in the official miftary personnel fles which are retrieved by name and Social

may resultin sanctions or

Sesurty Number.

INSTRUCTIONS

The DD Form 2792-1 is completed to identify a family
member with special educationaliearly intervention needs.

DEMOGRAPHICS.
Items 1 - 7. Completed by sponsor or spouse

Item 1. Request (X one):
- EFMP i i liment Update - first
-application for the family member or to update a previous
evaluation for the family member.
- Govemment Sponsored Travel.
- Change in EFMP Siatus.

Items 2.a. - h. Child/Student Information. Self-explanatory.
Items 3.a. - h. Sponsor Information. Self-explanatory.

Item 3.i. Child/student enrolled in DEERS under another
sponsor. Self-explanatory.

Items 4.a. - d. Self-explanatory.

Item 5. Completed for children age birth to 3 who have or
require an IFSP.

Item 6.a. - . Completed for children ages 3 to 21 only who
have or require an IEP. Children who have |EPs and are ages
3 fo 5 should have the DD 2792-1 completed at the school the
child would normally attend for kindergarten. High School
graduates, students who have passed the G.E.D. and college:
students are not required fo complete the DD 2792-1.

Items 7.a. - ¢. Signature of sponsor or spouse who completed
the form. Self-explanatory.

Items 8.a. - f. Administrative Review. Completed by EFMP
responsible for screening or enrollment in the MTF.

SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY

DD Form 2792-1 is completed by the parents and school or
early intervention staff. Only this form should be provided to
school or early intervention staff. Do not include medical
information forms that may be used for EFMP screening or
enrollment.

Items 1.a. - d. Sponsor Information. Signature of sponsor,
‘spouse, legal guardian, or student who has reached the age of
majority is REQUIRED to authorize the school to release
information.

Items 2.a. -d. Child/Student Information. Completed by
‘sponsor, spouse, of legal guardian.  Self-explanatory_

Items 3.a. -d. EIS Information. Completed by EIS or school
personnel. Mark (X) Yes or No for each item. Include
additional information as noted

Items 4.a. - f. School Information. Completed by school
personnel at the public school the child attends or would attend.
Mark (X) Yes or No for each item. Include additional
information as noted.

Item 5. Completed by school personnel. Mark (X) eligibility
category. Mark only one. (Codes are for Army coding only.)

Item 6. Completed by school personnel. Mark (X) all related
services provided and indicate total time services are provided.

Item 7. Completed by EIS and school personnel. Self-
explanatory.

Item 8. Completed by EIS provider/school official information
completing form. Sel-explanatory.
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L] SPECIAL EDUCATION/EARLY INTERVENTION SUMMARY OMB No. 0704-0411
= (Page 1, ltems 1- 7o be compieted by sponsor, parent or fegs! guardian ) OMB approval expires
E {REa0 PIVacy ACT STalement 3nd IRSITUCHONS DETAe COMpSKNg IS Fomm.j Jul 31, 2017
v T oot recering burden for 1 Colecion of Formaton 1 e2imaled o 3veraas 25 mules per resgre, rodng i P
A AT T4 G neazed, 300 SEMASNG 3 Eng I CUactan o MarTSLan. mmmml:rmlmuu 3
— o 3 the e, 5 B Decorimert, o Defeae, Wazh Fafor mtadalariers Servies v,
=) s X e 123 7 311 o o e s S v C o
= cf imormaticn 2 coes ot A=pay 3 umenty ¥aa OME con
o Check the PUERSE DO NOT RETURN YOUR FORM TO THE ABOVE DRGANIZATION mp’et
:':::. . DEMOGRAPHICS N\ b Gd \
o appropriate box for [T y farn
= T ; ra EFMP Upaate Change In EFMP Status: ’ly
Exceptional Families &5 purpose: Enrollment, i o ongerrequires 1ER1755 s y
. NO loNger QUAMEs 35 3 dependent
change in status, etc. rProvise icumentatn for change Instats) e h————
D D Form 2792- 1 2. CHILD/STUDENT INFORMATION (7o be complsted by sponsor, spouse or fegal guardian)
a. CHILD/STUDENT NAME (Last, Frst, Wadke Intial] b. SPONSOR NAME (Last, First, Madie Inifial) ©. CHILDISTUDENT CURRENT MAILING

ADDRESS [Sireer, Apartment Number, CRy,

Page 2 Fs ey

W FAMILY MEMBER & CHILDISTUDENT DATE 1. CHILDISTUDENT GENDER (X ong)
PREFIX OF BIRTH (YYYYAMMDD)
MALE FEMALE

e
(inciude Area Code/Couniry Co

Family, sponsor,

& comman d a 3.2 SPONSOR RANK OR GRADE b. INSTALLATION OF CURRENT ASSIGNMENT (Include Ciy, Stafe, Country)

information. T T T S
{Inchide Ares Cods/Country Code) (Wnclude Area Code/Country Code)

T sTATUS (xone) 0. BRANGH OF SERVICE A2ty ony)
Requiar Active Sarvics Member Active Ressrve Actve Guard Ay Navy [ ] awrorce
Resenes National Guara ciilan Marine Carps Coast Guarg

: : ) 1L DOES CHILD RESIDE WITH SPONSOR? [ one. 7o, expain |
Reside with sponsor?
p YES no

Enrolled in DEERS? 18 THE CHILDISTUDENT ENROLLED IH DEERS UNDER A SPONSOR OTHER THAN THE ONE LISTED ABOVE? (X ore. Y3, provids name of sponsor)

YES no
™ )

Dual milita ryrs T3, ARE BOTH SPOUSES ON ACTIVE DUTY? (Mitary ony) (Xone. 17 vas, anwer b, <o beion]

i i ‘ D. ACTIVE DUTY SPOUSE'S NAME (Las FIrsl, \facis Inta] | & SRANCH OF SERVICE O, RANKIRATE
5. FORCI

Intervenion services on an Indivduziz=d Fanily Senvice Plan (ISP (X one. If N3, sign

Under 3: if NOT receiving services, do not complete pg3

6. 1 WHO ARE ELIGIBLE FOR ELEMENTARY AND SECONDARY EDUCATION (nniudes preschsoi-3ged chigven):
= D wo 5 ymlemm BEINg NOME-ECNDAIEAT (X anE. I NG, SN MEM 7 and t3Ke Page 3 10 yOUr GRA0'S SENGL. I YES, COmplers the MATwng ang
3lgn ite

5. Is your chik being home-schooied pari-tme or fuktme? (Xang) [ | Pandime [ | Fulime
€. Whnen d4ig YU $13 NOME-SCnenomnT VW vkasann|
d. Namsfati nome schaol prog:

- f + et myspamesmoness |T NOMeschooled, check “no” box & do not complete pg3
Can be signed by spouse for All other students 3-21, have pg3 completed by school.
Ch ! I d u nd er Age Of M ajo rlty N2 b. PRINTED NAME [Last, First, Migdle inftal) . DATE (Y¥YYIUDD)
> =
8. ADMINISTRATIVE REVIEW (Completed after review of enfire form by local miltary WTF or fice recaving farm) T STAMP
EFMP Coordinator reviews 3. SPONSOR 55N b. SPOUSE 58N (I cual miltary) . SSN USED INDEERS (If dierent from sponsars)
. P - S
paCkage & signs Certlfylng LI Y %" [ WLTARY WTF OR OFFICE RECEIVING COMPLETED FORM = DATE (YYYTMMDD)
complete.
p DD FORM 27921, AUG 2014 Page 2 of 2 Pages
. _3§

@ SPECIAL EDUCATIONEARLY INTERVENTION SUMMARY

‘; NOTE TO EDUCATIONAL AUTHORITY COMPLETING THIS FORM: Fam,fy

E Sponsor/spouse i S Apprectea (1 s ale Ao &y Ot STASS 1t S IRATed ity i P 0FSF] o com

v e pletes

; Eaeiea ; this
| — 1. RELEASE OF INFORMATION - . ¥ 3 t E 5
T must sign & date oy ahorze e oot of IOt o 00 2o 279 1,30 e TSGR s T o Ty D €Ction
g Wlth student’s svaluate and document my childistudents needs for educatianal services for the purpose of asslgnment coordination, EFMP registration or eid)
related banefs
“C:I. . f t_ t a. SIGNATURE b. PRINTED NAME ©. :E;;&ﬂr‘SHchﬂle a R’A\:’E\’M“DD)
@ Intformation to
| o
i ili >< H 2. CHILD/STUDENT INFORMATION (To be compieted by spansar, spouse, or legal guardian)
Exceptional Families &5 authorize the | [T e ORMATION (ke o S Canete.  [o SaEorRTY Es [LEE0E
release of FEMALE |—|IuLE
DD Form 2792-1 . . 3. EARLY INTERVENTION [E1] SERVICES - FOR CHILDREN UNDER 3 YEARS OF AGE (72 o= compiered oy £l represeianne)
information. Ve[
Pa e 3 || tsthe chid currently neing evaiuated tor sary ntervention senvicss? (I Yes, o directly to fem 8
g b. Does this child recelve earty Intenvention sarvices under a current individualized Family Service Plan [IFSP)7

{ ¥es, please afach cument IFSF)  Date of next annual review (¥YYYAMDD)
o sasstoregoay: || Deveiopmenta pemy [ | Diagnosed pnysical or mental condition inat N 3 Pigh probaBiity of feGutng In 3 Deveiopmentsi Deiay
4. 15 there an |dentTien MSaDITy? (I KnowT, PIEASE SPECHY

4. SCHOOL INFORMATION - FOR STUDENTS AGES 3 - 21 (7 be Compieted 0y 5cnool representave)

vEs[ no

HaE 11U oNi Ever Deen evaluated T, of Deen oflared. Special £0UCITION GEIVIOEE DY YOUF SSN00T7 (I NS, SKIP 10 ftem 5.)
I tls student cumently being evaliatad for special education services? ¥ Yes, what disatiity category? (Skip to Item 8}

¥ your 5choo! Gelemined he siudent Slgile Tor special sducsion s=rvices Wi ihe past 3 years, 0
I Yes, complefe elgiblty Iiformation I ftem 5 and proceed fo fem 8.

If the child has an
D0es tis chIVEIUGENT regeive petial 20UCalON SENVICES UNJET 3 curment INMvIdualized Eous

I E P or I FS P curment [EP, and compiete fems 5 and fofiowing.) Daie of nex annual review (YT Y

Were |EP services terminated Dy the IEP team wihin e 35t 2 years? mvg“m_.,,y Early
it MUST be included in the

=

a

n serices T

a

®

;\'f‘aﬂi’g;ﬁ:gtfmlﬂalm 3tihe request of the parenis within the st year (parents. uny I nte rve ntiO n

5. ELIGIBILITY CATEGORY FOR CHILDREN 3 TO 21 YEARS OF AGE (x only one)

package e e T or school

ol e 1 i) complete

Heanng mgarea N12| Specnic Leaming Disapity
s _|mn

IEP: Individualized Education Plan

Impaired Emationally Impalred t is Section
. HYH H H i 6. RELATED SERVICES ON IEP (X doxes next o reiafed Services and ingicare tol number of minu h
IFSP: Individualized Family Service Plan s AL i P v o A —
RO1] Counseing per DS | Special Transportation (De
ROZ | Occupational Therapy per
RO3 | Physical Therapy per
RD< | Speech Therapy per Cther [Descrbe):
oy (S — =
T

7 BEHAVIORICOMMUNICATION (x aif that agply and expiain in comments section )
ES[ WO | T COMMENTS

2 Child exitits high risk or dangerous Dehavior.

b Chlld s vemal (i No, answer ¢ The student uses:)

©. Signing (Speciy language of sysiem)

o Picture Exchange Communication System (PECS)

| communication Device (Specity)

2. PROV /CHOOL INFORMATION
3. NAME OF EARLY INT FROGRAM OR SCHOOL

b. SCHOOL DISTRICT

0. TELEPHONE NUMBER (inciude Ares Coder | &, FAX NUMBER (Wiciugs Area Coger
Country Cods) Country Code)

School/Program
representative —

T Y, STATE COUNTRY

1. E-MAIL ADDRESS @ NAME OF INDIVIDUAL COMPLETING THIS SECTION
information here

T SIGNATURE [ '} DATE SIGNED

(¥YYYLMDD)
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