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1. Patient's Name: 2. Rank/Rate 3. Social Security No: 4. Birth date: 5. Date Filed:
Dot 'J“‘Z;ﬁ/.\/ £5 123454797 rﬂ/ﬁ//é,zz Br Jete et
6. Current Duty/Unit Address: ‘ 7. Patient's Home Address:
ULt mutukcE V)4 7ik JRD NA Sim
Command/Unit uic Street Address ) _
K10 ispons M e STEL0D MY Heme TDx VM W [FA3)5
Street Address City ) State  Zip Code
P auk et Wz 53205 | (45¢) 797-123Y
Cit){ _ State Zip Code Home phone number (with area code)
(Y14) AT T ysRL
Duty/Unit p‘)’hone number (\.Nilh area code)

8. Branch Of Service:

USA ;X USN USMC USAF *USAR *USNR * USMCR *USAFR
Army NG (Active) *Army NG (Inactive) Air NG (Active) *Air NG (Inactive) (Effective 10/01/2000)
Other Please explain:

"It illness/injury occurred while on drill, annual, or inactive training, submit a copy of drill record, orders, muster sheet, or leave and earning statement.

9. Type of Care:

Emergency Care Routine Pre-Authorization  Yes Y No

If Yes, Pre-Authorization number: /R3¢ 9287 /071 12 /XS

10. Did a Military Dental Clinic authorize the referral of this care? Yes, X No

If so, Name and location of referring dental Clinic: __ G LERT L AKES  NA/AC P eVTER.

(Include a copy of the DD-2161 Referral for Civilian Medical Care form)

11. Name of Provider Treatment Dates Charges
DE. Yeu fuie & 3ol O} 4 JA; S$oC
12. Have bills been paid? Yes_Y__ No If yes, In full inPart__ X’

If yes, By whom /7’}/ AFEL /"’ )t/ 20 ; lgc‘:Mﬂ//\/Dé’?f—— O AecTs

If member paid, submit the itemized bill(s), a SF 1164 (Claim for Reimbursement with the member's original signature), and proof of payment (front and
back of canceled check, receipt, or itemized bill showing a zero balance).

13. Signature of patient or the person who is authorizing the release of health care records related to this injury/iliness to MILMEDSUPPOFF. Signature

validates information provided. - ) "/ )
nzee MHemd4io)
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Slgn%fure Date signed Relationghip to Patient




