Required Forms Checklist
Virginia Tech Corps of Cadets
Class of 2012

1.) Schedule a medical examination/check-up.
(If you have passed a DODMERB physical, skip to Step 4.)
This physical is separate from the immunization forms you are required
to return to the Virginia Tech Schiffert Health Center! Please DO NOT
mail us your immunizations forms, they go to Schiffert Health Center.
This physical is also separate from any physical your ROTC unit may
require.

2.) Before your exam, fill in the information on Form 3: Report of
Medical History.

3.) During your examination/check-up, have your physician complete
and sign Forms 3 & 4.

4.) Make a photo copy of the front and back of your parents’ health
insurance card or HMO card that you (the cadet) are covered under.

5.) Go online and complete your Personal Data & Student Profile here:

https://survey.vt.edu/survey/entry.jsp?id=1208964975174

6.) No later than 16 June 2008, complete the enclosed forms and return
them to:

Virginia Tech

Office of the Commandant
143 Brodie Hall (0213)
Blacksburg, VA 24061

Check the forms off below to ensure you have included them all.

Form 1: Acknowledgement of the Board of Visitors’
Cadet Participation Policy

Form 2: Medical Care Authorization

Form 3: Report of Medical History
OR . o
Form 4: Report of Medical Examination
DODMERB
Qualification
Letter
* A copy of the letter from DODMERB indicating you’ve passed, may be returned
in lieu of Forms 3 & 4.


javascript:new_window('preview.jsp?surveyId=1208964975174&url=https%3A%2F%2Fsurvey.vt.edu%2Fsurvey%2Fentry.jsp%3Fid%3D1208964975174')

FORM 1
MEDICAL CARE AUTHORIZATION

We are providing this form in an effort to provide the best quality medical care in the
event a new cadet becomes sick or injured. We intend to involve the parents or legal
guardians in any significant medical treatment but medical care may be required when a
parent or guardian is not available. Please sign and return the statement below, along
with your other new cadet forms by 16 June 2008.

Please include with this form a copy (front and back) of the health insurance card or
HMO card that your son/daughter is covered under. This is a precaution to prevent
unnecessary medical expenses in the event that your son/daughter needs to seek medical
treatment.

| hereby grant permission for my son/daughter to receive medical attention while
participating in the New Cadet Training Program and related activities should the
need arise. This includes medical attention in cases of emergencies.

New Cadet Name:

(print name)

Student ID Number:

Parent or Guardian Name:

(print name)

Parent or Guardian Signature:

Date:




FORM 2
BOARD OF VISITORS’
CADET PARTICIPATION POLICY

Please sign this statement indicating that you have read and understand the Virginia
Tech Board of Visitors’ policy regarding cadet participation in the Corps of Cadets and
the consequences of withdrawing from the Corps of Cadets prior to the last day to drop
classes.

1.

Pursuant to the student life policy established and directed by the Board of Visitors of
Virginia Tech, all first semester students electing participation in the Virginia Tech
Corps of Cadets are required to maintain their student status as a cadet and may not
withdraw from the Cadet Regiment and change to civilian student status until the last
day to drop a class without penalty (after approximately six weeks of class).

Once in-processed, first semester students who desire to withdraw from the Cadet
Regiment prior the “last day to drop a class without penalty” must withdraw from the
University and re-enroll at Virginia Tech the next semester.

I understand and acknowledge the Board of Visitors’ cadet participation and
withdrawal policy and accept enrollment into the Corps of Cadets.

Signed Name Student ID Number

Printed Name Date

INFORMATION SHARING WAIVER

| grant permission for the Commandant of Cadets and his staff to discuss Corps matters
with my parents/legal guardians.

Signature: Date:

Yes No




STANDARD FORM 83 (EG) Please Return Form To: FORM 3
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REPORT OF MEDICAL HISTORY

(THIS INFORMATION 1§ FOR OFFICIAL AND MEDICALLY-CONFIDENTIAL USE ONLY AND WILL NOT BE RELEASED TO UNAUTHORIZED PERSONSI

et —
1. LAST NAME - FIRST NAME - MIDDLE NAME

Z STUDENT IDENTIFICATION NO.

3. HOME ADDRESS /No., street or RFD, oily or fown, State, anda ZIP CODE/

3. POSITION (rifle, grade, component)
New Cadet, VICC

5 PURPOSE OF EXAMINATION

New Cadet Cadre Training

e —————————————————————————
B, STATEMENT OF EXAMINEE'S PRESENT HEALTH AND MEDICATIONS CURRENTLY USED (Follow by description of past hstory, if complaint exsts

6. DATE OF EXAMINATION

T EXAMINING FACILITY OR EXAMINER. AND ADDRESS
fincluce 2IP Code)

8. HAVE YOU EVER (Please check esch item)

10. DO YOU (Pease check each rtem)

YES | NO (Check each item) YES | NO (Check each item)
Lived with any wha had tubercul Weiar glasses or cantact lenses
Coughed up blood Have vision in both eyes
Bled excessively after injury of 100th extraction Wear a heanng sd
Attempted suicide Stutter or stamener habitually
Bean a slespwalker Wear & brace o back support

11 HAVE YOU EVER HAD OR HAVE YOU NOW [Please check ot left of sach item)

DoNT DON'T ves | o | PONT :

YES | NO | xNOW ICheck eech item) YES | NO | knOw {Check sach item] KNOW (Check each dern)
Scanat taver, erysipelas Cramps n your legs *Trnck”™ or locked knee
Rneumatic fever Fraguent indigestan Foot trouble
Swallen or pantyl joints SLomach, ivar, of intesting trouble Newrits
Fi o severs ] Gall bladaer trouble or Galtstones Paealysis include nfantile)
Duzziness o¢ fanting spells Jaundice of hapatts Epdepsy or fits
Eve trouble Adverse reaction 1o serum, Car, tran, sea or & sickness
£a¢, nose, or throat trouble arug, or medone Frequent troutile sleepng
Haanng \oss Broken bones Depression of SxCassive worry
Chromic or frequent colds Tumoe, growth, cyst, cancer Loss of memary oF amnesa
Savere tooth or gum trouble Rupturethemia Nervous Trouble of any sort
Sinusitis Pies of rectal Giseasn Penods of unconscrousness
Hay Faver Fraquant of painful unnation
Head ingury Bed wetting since age 12
Skin disasses Kidney stane of blood in urine
Thyroid trouble Sugar or albumin in urine
Tuberculosis VD - Syphilis, gonorrhea. etc.

Asthma Recent gain of loss of weight

Shartness of breath Arthnus, Rheumatism o Bursitis

Pan or pressure o chest Bone, joint or othet deformity

Chronic cough Lameness

Paipitation or pounding heart Loss of finger or toe 12, FEMALES ONLY: HAVE YOU EVER

Heart trouble Pardul or “Tck” shoulder o1 sibow Been tremed for & female daorder

High of low blood pressure Recurrant back pan g # changs i Franstrusl paten
T3, WHAT 15 YOUR USUAL OCCUPATION? V4. ARE YOU (Check onel

[]montnenced [ ] Lott handed

EXCEPTION 10 SF 83
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¥is | NO CHECK EACH ITEM YES OR NO. EVERY ITEM CHECKED YES MUST BE FULLY EXPLAINED IN BLANK SPACE ON RIGHT

15 Have you been refused smployment of
MMOIOM‘G!MO’""I’IW
md
A 5 10

hight, etc.

B Inability to perform carnmn Motons

h in, Oust, sun-

C. Inabdity 10 assume ceértan positions.
0. Other medics reasons (If yes. give
reasons. |

16, Hmvoucvvbmumodmnm
condition? (I yes, specily when, where,
and give datails./

17, Have you ever been dersed kle Insurance’
 yes. state reason and give detads.)

18. Have you had, or have you been advised

20. Have you ever had any iliness or ingury

21, Have you dted of been

23. Have you ever been discharged from

24 Have you ever received, s thare pending,

tcmmm-tmwwcm-wmwmmmmuummmmtommolmvmmm

| authorze any of the doctors, hospitals, o¢ clinics mentioned abave 10 furnish the Go Dl ipt of my madical reacord for purposes
of processng my application for this employment of sarvice,

: Hi } R : B ER ONLY.”
25. ‘s 'md“ t ol‘mmuo mnww hhms ph 24 Physicien may
mwmmmwmmmw NMWWWM)

DATE SIGNATURE NUMBER OF
EXAMINER ATTACHED SHEETS)

REVERSE OF STANDARD FORM 83



FORM 4
REPORT OF MEDICAL EXAMINATION

Last Name First Name Middle Name Age
INSTRUCTION FOR MEDICAL EXAMINER

The standard for acceptance into the Virginia Tech Corps of Cadets is the ability to fully
participate in training activities. This includes strenuous physical exercise and activities which may occur
in a hot and humid environment. Defects that have the potential to result in illness or injury brought on by
physical exercise should be identified and other condition(s) which could interfere with full and
unrestricted participation need to be listed and evaluated. Conditions that will or are likely to require
treatment, particularly unresolved injuries and recurrent illnesses also must be listed. It is imperative that
ALL the listed tests be done and all questions answered.

Height: Ft. In. Weight: Ibs. Obese: Yes No Pulse:

Blood Pressure — /

Eyes, ears, nose:

Vision: Wear glasses: Yes _____ No _____ Wearscontacts: Yes ___  No_
Lungs Heart Abdomen Genitalia Hernia
Spine

Orthopedic oriented examination (evaluation of conditions that may limit involvement in physical activities
--i.e., sports, physical training, etc.):

Body Symmetry: Cervical Spine Motion: Upper Body Flexibility:
Lower Body Flexibility: — Knee Stability: Other:
Remarks:
It is the opinion of the medical examiner that this examineehas ________ /
doesnothave ____ acommunicable (or other) disease, injury, or other condition that will restrict

his/her participation in the Corps of Cadets Program. (List any disqualifying defects above.)

Signature

Typed or printed name of medical examiner Date



