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Please read the instructions before completing this form. 


Servicemembers’ Group Life Insurance Election and Certificate 
Use this form to:  (check all that apply) 
� Name or update your beneficiary 
� Reduce the amount of your insurance coverage 
� Decline insurance coverage 


 


Important:  This form is for use by Active Duty and Reserve members.  This 
form does not apply to and cannot be used for any other Government Life 
Insurance. 


Last name First name  Middle name 
 


Rank, title or grade  Social Security Number 


Branch of Service (Do not abbreviate)   
 


Current Duty Location 


Amount of Insurance 
By law, you are automatically insured for $400,000.  If you want $400,000 of insurance, skip to Beneficiary(ies) and Payment Options.  If 
you want less than $400,000 of insurance, please check the appropriate block below and write the amount desired and your initials.  
Coverage is available in increments of $50,000.  If you do not want any insurance*, check the appropriate block below and write (in your 
own handwriting), “I do not want insurance at this time.”   


Declining SGLI coverage also cancels all family coverage under the SGLI program. 


� I want coverage in the amount of $_______________________ Your initials________________ 
� _______________________________________________________________________________ 


(Write “I do not want Insurance at this time.”) 
*Note: Reduced or refused insurance can only be restored by completing form SGLV 8285 with proof of good health and compliance with other requirements.  Reduced or refused 
insurance will also affect the amount of VGLI you can convert to upon separation from service. 


Beneficiary(ies) and Payment Options 
I designate the following beneficiary(ies) to receive payment of my insurance proceeds.  I understand that the principal beneficiary(ies) will receive payment 


upon my death.  If all principal beneficiaries predecease me, the insurance will be paid to the contingent beneficiary(ies). 
Complete Name (first, middle, last) and Address 


of each beneficiary 
Social Security 


Number 
(if known) 


Relationship 
to you 


Share to each 
beneficiary 


(Use %, $ amounts or  
fractions) 


Payment Option 
(Lump sum or 36 


equal monthly  
payments) 


Principal     
1.     


2.      


3.     


4.     


� Additional Principals on page 5 (check if applicable)     
Contingent     
1.     


2.     


3.     


4.     


� Additional Contingents on page 5 (check if applicable)     
I HAVE READ AND UNDERSTAND the instructions on pages 2 and 3 of this form.  I ALSO UNDERSTAND that: 
• This form cancels any prior beneficiary or payment instructions. 
• The proceeds will be paid to beneficiaries as stated in #6 on page 3 of this form, unless otherwise stated above. 
• If I have legal questions about this form, I may consult with a military attorney at no expense to me. 
• I cannot have combined SGLI and VGLI coverages at the same time for more than $400,000. 
 
SIGN HERE IN INK  ¾_______________________________________________ Date:  ______________ 
     (Your signature.  Do not print.) 


Do not write in space below.  For official use only. 
WITNESSED AND RECEIVED BY: 
 


 


RANK, TITLE OR GRADE ORGANIZATION DATE RECEIVED 
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Directions To Servicemember 
What You Should Know 


This insurance is granted under the Servicemembers' Group Life Insurance provisions of Title 38, United States Code, and is subject to the provisions of 
that title and its amendments, and regulations promulgated thereto. 
 
This form must be correctly completed, signed and received by your Uniformed Service before your death in order for this designation to be valid.  An 
authorized agent of the Uniformed Services must witness your signature. 


 
Periods of Coverage 


This insurance is in effect throughout the period of full-time active duty or active duty for training.  Coverage is also in effect on a full-time basis for 
reservists who are assigned to a unit or position in which they may be required to perform active duty or active duty for training and each year will be 
scheduled to perform at least 12 periods of inactive duty training that is creditable for retirement purposes under Chapter 1223 of Title 10. Coverage 
continues for 120 days following separation or release.  You may convert your SGLI to Veterans’ Group Life Insurance within 120 days of separation 
without proof of good health, or within one year and 120 days with proof of good health by contacting the Office of Servicemembers’ Group Life Insurance 
(see below). 


 
Instructions On Completing This Form 


1. Type or print in ink all items except where otherwise noted. 


2. Naming Beneficiaries 
A. A new SGLV-8286 must be completed to change your beneficiary.  You may name anyone as beneficiary without his/her consent.  However, 


your spouse will be notified if you reduce coverage or name a beneficiary other than your spouse. 
B. If the beneficiary is a married woman, use her given first and middle names.  For example, use Mary Lisa Smith, instead of Mrs. John Smith.   
C. A named beneficiary will NOT be changed automatically by any event occurring after you complete this form (e.g. marriage, divorce, etc.).  


Your beneficiary cannot be changed by, and is not affected by, any other documents such as a divorce decree or will. 
D. If you want to name more than four principal or contingent beneficiaries, list those beneficiaries on the Beneficiary Continuation Form (page 5) 


and check the block under the principal or contingent blocks on page 2, indicating that you have done so.  The Beneficiary Continuation Form 
(page 5) should then be attached to page 2 of the 8286. 


E. If you name minor children as beneficiaries, the insurance will be paid to the court-appointed guardian of the children's estate. 
F. You can establish a trust for the benefit of the children and name the trust as beneficiary.  A trust names a trustee of your choice to be legally 


responsible for administering the insurance proceeds for the children.  Naming a trust as a beneficiary on this form does NOT create a trust.  
Before naming a trust as beneficiary, you should consult a military attorney for assistance. 


3. Social Security Number - Do not delay completing this form if you do not have a beneficiary's Social Security Number.  The Social Security 
Number helps us to locate the beneficiary, but is not required. 


4. Shares to each beneficiary - If you name more than one beneficiary, the sum of the shares must equal 100% or the full dollar amount of your 
insurance. 


   Example: mother $200,000   50%      1/2 
    father $200,000     or  50%    or  1/2 
    Total $400,000  100%        1 
 


5. Payment Option - You may choose whether you want the beneficiary to receive payment in one lump sum or in 36 equal monthly payments by 
writing "lump sum" or "36" in the column labeled Payment Option.  If you choose 36 payments, the beneficiary cannot choose to receive a lump 
sum payment.  If you want the beneficiary to have a choice at the time of payment, write "lump sum" or leave the block blank. 


6. Provisions For Payment Of Insurance  


A. If you name more than one principal beneficiary and one or more predeceases you, the share(s) will be divided equally among the remaining 
principal beneficiaries, unless otherwise stated.  If there are no surviving principal beneficiaries, the proceeds will be divided among the 
contingent beneficiaries. 


B. If you do not name a beneficiary, or if there are no surviving beneficiaries, or if you indicate that payment should be made by law, the proceeds 
will be paid in the following order: 


 1.  Widow or widower 
 2.  Children in equal shares (the share of any deceased child will be distributed equally among the descendants of that child) 
 3.  Parent(s) in equal shares or all to surviving parent 
 4.  A duly appointed executor or administrator of your estate 
 5.  Other next of kin 
 
What Your Beneficiaries Should Know 
Upon your death, your beneficiary(ies) should send a claim to the Office of Servicemembers' Group Life Insurance, 290 West Mt. Pleasant Ave, 
Livingston, NJ 07039.  Your beneficiary may also call 1-800-419-1473 for claim information. 
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Please read the instructions before completing this form. 
Servicemembers’ Group Life Insurance Election and Certificate 


Beneficiary Continuation 
 


Instructions:  This page is to be used ONLY when the servicemember wants to name more beneficiaries than the number of beneficiary 
spaces provided on page 2.  If this page is completed, it should be copied and distributed together with page 2 of this form.   
 


Member Information 
Last name First name  Middle name 
 
 


Rank, title or grade  Social Security Number 


Beneficiary(ies) and Payment Options 
In addition to the beneficiaries I have named on page 2 of this form (SGLV 8286), I also designate the following beneficiary(ies) to receive payment of my 
insurance proceeds.  I understand that the principal beneficiary(ies) will receive payment upon my death.  If all principal beneficiaries predecease me, the 
insurance will be paid to the contingent beneficiary(ies). 
Complete Name (first, middle, last) and Address 


of each beneficiary 
Social Security 


Number 
(if known) 


Relationship 
to you 


Share to each 
beneficiary 


(Use %, $ amounts or  
fractions) 


Payment Option 
(Lump sum or 36 


equal monthly  
payments) 


Principal     
5.     


6.     


7.     


8.     


9.     


10.     


Contingent     
5.     


6.     


7.     


8.     


9.     


10.     


 
I HAVE READ AND UNDERSTAND the instructions on pages 2 and 3 of this form.  I ALSO UNDERSTAND that: 
 


• This is a continuation of my beneficiary designation on page 2 of this form, Servicemembers’ Group Life Insurance Election and 
Certificate. 


• The proceeds will be paid to beneficiaries as stated in #6 on page 3 of the SGLV-8286, unless otherwise stated above. 
 
SIGN HERE IN INK  ¾_______________________________________________ Date:  ______________    


           (Your signature.  Do not print.) 
Do not write in space below.  For official use only. 


WITNESSED AND RECEIVED BY: 
 


RANK, TITLE OR GRADE ORGANIZATION DATE RECEIVED 
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What You Should Know About VA Benefits
Once you enter into the service, you may be eligible for a variety of benefits offered by the U.S. Depart-
ment of Veterans Affairs (VA).  These benefits include, but are not limited to, the following:


Compensation & Pension


You may be eligible for compensation for any
injuries or illnesses you suffer while on active duty
or any pre-existing disabilities which are aggra-
vated by your service in the Armed Forces.  You
may also be eligible for a disability pension if you
are a wartime veteran with limited income and you
are no longer able to work.


Education & Training


The Montgomery GI Bill is your chance to
secure a source of financial assistance for your
future education and training needs.  You can
only enroll in this program when you are
entering active duty for the first time.  After
completing 24 months of active duty service,
you can begin receiving your GI Bill benefits
for an approved program of education or
training.   Some family members of disabled or
deceased veterans are also eligible for educa-
tion benefits.


Vocational Rehabilitation & Employment


The Vocational Rehabilitation & Employment 
program helps certain servicemembers and 
veterans who incur injuries and/or illnesses  
during their military service to get and keep  
suitable employment.  Among the services 
offered are employment assistance,  self-
employment assistance, training in a rehabilitation 
facility, and college and other training.  Severely   
disabled veterans may receive assistance to 
improve their ability to live independently.


Life Insurance


You may be eligible for VA life insurance if
you are injured or disabled while you are in the
service and VA gives you a rating for your
injury or disability.  Up to $10,000 in life
insurance coverage is available at standard
insurance rates.  If you are totally disabled, you
may also apply for a waiver of premiums.  For
those veterans who are eligible for this waiver,
additional coverage of up to $20,000 is avail-
able.  You can also convert your SGLI insur-
ance to Veterans’ Group Life Insurance, which
offers renewable term coverage at competitive
rates.


Home Loans


VA can guarantee part of a loan from a private
lender to help you buy a home, a manufactured
home, a lot, or certain types of condominiums.
VA also guarantees loans for building, repair-
ing, and improving homes.  If you already have
a mortgage, VA may be able to help you refi-
nance your loan at a lower interest rate.


How To Contact VA
For more information about VA benefits, you may visit your local VA office or call us toll-free at
1-800-827-1000.  For information on VA life insurance benefits, call 1-800-669-8477.  For more informa-
tion on VA education benefits, call 1-888-442-4551.  You can also get information on VA’s website at
www.va.gov by clicking on Veterans Benefits & Services.


           Department of V           Department of V           Department of V           Department of V           Department of Veterans Affairseterans Affairseterans Affairseterans Affairseterans Affairs
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Please read the instructions before completing this form. 


Family Coverage Election 
Servicemember’s Information 


Last name First name Middle name Suffix (Jr., Sr., etc.) 
 
 
 


Date of Birth Social Security Number 


Branch of Service (Do not abbreviate)   
 
 
 


Rank, title or grade 


Amount of Insurance 
Family Coverage for Dependent Child(ren).  By law, if you are insured under SGLI, each of your dependent children (see page 3 
for a definition of dependent children for SGLI purposes) is automatically insured for $10,000.   
 
Family Coverage for Spouse.  By law, if you are insured under SGLI, your spouse is automatically insured for $100,000 or 
the amount of your SGLI coverage, whichever is less.  If you want less than the automatic amount of coverage for your 
spouse, please check the appropriate block below and write the amount desired and your initials.  Coverage is available in 
increments of $10,000.  If you do not want any coverage for your spouse*, check the appropriate block below and write (in your 
own handwriting), “I do not want coverage for my spouse at this time.”    
 


� I want coverage in the amount of $________________________ 
 


� _________________________________________________________________________ 
             (Write “I do not want coverage for my spouse at this time.”) 


 
*Note: Reduced or refused family coverage can only be restored by completing form SGLV 8285A with proof of good health and compliance with other requirements.   


It will also affect the amount of insurance your spouse can convert to when Family Coverage expires. 


Spouse’s Information  
(To be completed by member.  It is not necessary to complete this section if you’re declining coverage.) 


Last name First name Middle name Suffix (Jr., Sr., etc.) 
 
 
 


Social Security Number 


Date of Birth (dd-mmm-yyyy e.g. 24-AUG-1965) 
 
 
 


 


Premiums for Spousal Coverage 
Spouse's age: Monthly rate per $10,000 Monthly cost for $100,000 coverage 


Under 35 $.60 $6.00 
35-39 $.75 $7.50 
40-44 $1.00 $10.00 
45-49 $1.90 $19.00 
50-54 $2.80 $28.00 
55-59 $4.20 $42.00 


60 & older $5.40 $54.00 
I HAVE READ AND UNDERSTAND the instructions on pages 2 and 3 of this form and certify that the information I 
have provided is correct.    
 
SIGNATURE OF SERVICEMEMBER ¾ _____________________________________________     Date: ________________ 
                                                                                         (dd-mmm-yyyy e.g. 01-NOV-2001) 
                       


Do not write in space below.  For official use only. 
Witnessed and received by: (please print) 
 
 
 


Rank, title or grade Organization Date Received 
(dd-mmm-yyyy  e.g. 01-NOV-2001) 
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Directions To Servicemember 


 
 


Instructions For Completing This Form 
1.  Type or print in ink all items except where otherwise noted. 
2.  An authorized agent of the Uniformed Services should witness your signature. 
 
What You Should Know 
     Family Coverage is granted under the Servicemembers' Group Life Insurance provisions of title 38, United States  
 Code, and is subject to this law and the regulations pertaining to this law. 


 
Periods of Coverage      
  


 Coverage for spouses begins on November 1, 2001 for servicemembers insured under SGLI who are married  
  as of that date.  Otherwise, coverage for spouses begins on the date of marriage to the insured servicemember. 


 
       Coverage for spouses ends 120 days after any the following events: 


1). The date a servicemember elects in writing to terminate the spousal coverage. 
2). The date a servicemember elects in writing to terminate his or her own coverage. 
3). The date of a servicemembers’ death. 
4). The date a servicemember separates or is released from the uniformed service. 
5). The date of divorce from a servicemember. 


 
An insured spouse may elect to convert his or her coverage to a commercial policy within 120 days following one  
of the events listed above.  The servicemember or spouse must contact the Office of Servicemembers’ Group  
Life Insurance (OSGLI) as soon as possible after the event to get a list of participating companies and more 
information on converting.   A list of participating companies can also be found at www.insurance.va.gov. 
 
Coverage for dependent children of servicemembers insured under SGLI begins on November 1, 2001.   
Otherwise, coverage for natural children begins on the date of birth of the child.  Coverage for those who 
are not natural children of the insured servicemember begins on the date when the child becomes a qualified 
dependent of the member.  Dependent children include, but is not limited to, natural born children, legally-adopted 
children, and stepchildren who are members of the servicemember’s household, who are under the age of 18, or who 
became permanently incapable of self-support prior to age 18, or who are under age 23 and are full-time students.  
For a more complete definition of dependent children, please refer to title 38 USC, the first sentence 
of section 101(4)(A). 


 
 Coverage for children ends 120 days after any of the following events: 
  1). The date a servicemember elects in writing to terminate his or her own coverage. 
  2). The date a servicemember separates or is released from the uniformed service. 
  3). The date of a servicemember’s death. 
  4). The date the children no longer qualify as an insurable dependent of the servicemember. 


  
  Provisions For Payment Of Insurance 


The servicemember will receive the proceeds upon the death of his or her spouse or child.  If two insured  
servicemembers are married, the proceeds paid from the death of a child will be paid to the member who was  
eligible for SGLI coverage the longest.  If an insured servicemember is separated or divorced from another  
insured servicemember, insurance proceeds from the death of a child will be paid to the member who has  
custody of the child. 


 
 How To File A Claim 
       Upon the death of your spouse or child, you should notify the Casualty Office within your branch of service.  
       The Casualty Office will submit a Report of Death of Family Member (SGLV 8700) and a copy of the death  
       certificate to the Office of Servicemembers’ Group Life Insurance. 
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		cov: Off

		last: 

		first: 

		middle: 

		suff: 

		dob: 

		ssn: 

		rank: 

		ServBranch: [Choose Branch]

		slast: 

		sfirst: 

		smiddle: 

		ssuff: 

		sssn: 

		sdob: 








REQUEST AND AUTHORITY FOR LEAVE
This form is subject to the Privacy Act of 1974.  For use of this form, see AR 600-8-10.


28.  DATE ISSUED


13.  SIGNATURE AND TITLE OF
APPROVING AUTHORITY


PART III - DEPENDENT TRAVEL AUTHORIZATION


EXTENSION15.


EDITION OF 1 AUG 75 IS OBSOLETE


PART I


7.  TYPE OF LEAVE


ORDINARY EMERGENCY


PERMISSIVE TDY OTHER


NUMBER DAYS LEAVE DATES10.9.


12.  SUPERVISOR RECOMMENDATION/SIGNATURE


APPROVAL DISAPPROVAL


DEPARTURE14.


RETURN16.


PART IV - AUTHENTICATION FOR TRAVEL AUTHORIZATION


b.  RELATIONSHIP d.  PASSPORT NUMBER 


DEPENDENT INFORMATION


25.


Chargeable leave is from


PART II - EMERGENCY LEAVE TRANSPORTATION AND TRAVEL


18.  You are authorized to proceed on official travel in connection with emergency leave and upon completion of your leave and travel will


(Space available or required cash reimbursable) ONE WAY ROUND TRIP


APD PE v4.00


1. CONTROL NUMBER  


3.  SSN 4.  RANK


8.  ORGN, STATION, AND PHONE NO.


a.  ACCRUED b.  REQUESTED c.  ADVANCED d.  EXCESS a.  FROM b.  TO


11.  SIGNATURE OF REQUESTOR


a.  DATE b.  TIME c.  NAME/TITLE/SIGNATURE OF DEPARTURE AUTHORITY


a.  NUMBER DAYS b.  DATE APPROVED c.  NAME/TITLE/SIGNATURE OF APPROVAL AUTHORITY


a.  DATE b.  TIME c.  NAME/TITLE/SIGNATURE OF RETURN AUTHORITY


17.  REMARKS


20.  DEPARTED UNIT 21.  ARRIVED APOD


19.  INSTRUCTIONS FOR SCHEDULING RETURN TRANSPORTATION:


Should you require other assistance call PAP:   


29.  TRAVEL ORDER NUMBER 


26.  DESIGNATION AND LOCATION OF HEADQUARTERS 27.  ACCOUNTING CITATION  


23.  ARRIVED HOME UNIT


ORIGINAL 1DA FORM 31, SEP 1993


The proponent agency is ODCSPER.  (See instructions on reverse.)


6.  LEAVE ADDRESS (Street, City, State, ZIP Code and
 Phone No.)


24 .


a.  DEPENDENTS  (Last name, First, MI) c.  DATES OF BIRTH  (Children)


return to home station  (or location)  designated by military orders.  You are directed to report to the Aerial Port of Embarkation  (APOE)  for


(Space required) TRANSPORTATION AUTHORIZED FOR DEPENDENTS LISTED IN BLOCK NO. 25


2.  NAME (Last, First, Middle Initial) 5.  DATE


22.  ARRIVED APOE (return only)


For return military travel reservations in CONUS call the MAC Passenger Reservation Center (PRC) :  


30.  ORDER AUTHORIZING OFFICIAL  (Title and signature)  OR AUTHENTICATION


to


onward movement to the authorized international airport designated in your travel documents.  All additional travel is chargeable to leave. 
Do not depart the installation without reservations or tickets for authorized space required transportation.  File a no-pay travel voucher with a
copy of your travel documents or boarding pass within 5 working days after your return.  Submit request for leave extension to your
commander.  The American Red Cross can assist you in notifying your commander of your request for extension of leave.








NAME (Last, First, MI)


I certify ALL information regarding this authorization is correct. I will immediately notify the FAO/HRO of any changes in the information above, due to divorce, marriage, death,
living in government quarters etc, which could affect by BAQ or VHA entitlement.
IMPORTANT: Making a false statement or claim against the US Government is punishable by courts-martial. The penalty for willfully making a false claim or a false statement in
connection with claims is a maximum fine of $10,000 or imprisonment for 5 years, or both. 


PRIVACY ACT STATEMENT


AUTHORITY:


PRINCIPLE PURPOSE:


ROUTINE USE:


DISCLOSURE IS VOLUNTARY: 


For use of this form, see 37-104-3; the proponent agency is ASA (FM)


AUTHORIZATION TO START, STOP, OR CHANGE
BASIC ALLOWANCE FOR QUARTERS (BAQ),


AND/OR VARIABLE HOUSING ALLOWANCE (VHA)
37 USC 403; Public Law 96-343; EO 9397.


To start, adjust or terminate military member's entitlement to
basic allowance for quarters (BAQ) and/or variable housing
allowance (VHA).


To adjust member's military pay record, information may be
disclosed to Army components, such as USAFAC, major
commands, and other Army installations; to other DOD
components; other federal agencies such as IRS, Social
Security Administration and VA, GAO, members of
Congress; State and local government; US and State courts,
and various law enforcement agencies. Social Security
Number (SSN) is used for positive identification.


Nondisclosure may result in nonpayment of BAQ and/or VHA.
Disclosure of your SSN is voluntary. However, this form will
not be processed without your SSN because the Army
identifies you for pay purposes by your SSN. 


DATE 15.DATE 13.


Landlord's Name and Address: Rental/Residential Address: 


(3) 


MARTIAL/DEPENDENCY STATUS


(2) 


(4) 


(2) 


c. b. a. 


(1) 


(2) 


(3) 


(3)


(4) 


(Member in grade E7 and 
above)


(2) (1) 


DUTY LOCATION (Include Station, Name, City, State, and Zip Code)


(3)(2) 


(4) 


(1) 


(5) 


(6) 


c. 


a.


d. 


b.
(see blocks (1), (2) & (4))


QUARTERS ASSIGNMENT/AVAILABILITY


e. DEPENDENT CHILD
(see blocks (4), (5) & (6))


c. b.
(see blocks (1), (2) & (3))


d. 


a.


DATE/ACTION
(YYMMDD)


9.


GRADE SOCIAL SECURITY NUMBER 


4. 


WITHOUT DEPENDENTS 


If you check "OTHER" above, prepare DD Form 137 to establish dependency. 


MEMBER'S SIGNATURE 


EXPENSES, IF AUTHORIZED, I AM REQUESTING VHA BASED ON


If child support received from another militery member, complete (1), (2) & (3). 


DEPENDENTS/SHARERS (Continue on back if required)


CERTIFICATION OF DEPENDENT SUPPORT


BAQ TYPE


WITH DEPENDENTS PARTIAL 


TRANSIENT 
(see block (3))


ADEQUATE
(see block (1))


INADEQUATE 


NOT AVAILABLE 


QUARTERS
NO. 


FAIR RENTAL 
VALUE $ 


I certify that I provide, or am will to provide adequate support for the above named dependents. I am aware that failure to support the above named dependents may
result in stopping BAQ and recouping BAQ for any prior periods/nonsupport. 


IAW service regulations, I certify that the dependency status of my primary dependents, on whose behalf I am receiving BAQ, has not changed so as to affect my
entitlement thereto for the period 


CERTIFYING OFFICER'S SIGNATURE 


Sharer/Lease Information 


Effective Date: Expiration Date: Landlord's Phone No. 


Number of Sharers (show name(s) and address in block 10.)


My permanent duty station: My dependent's location: Both my permanent duty station and dependent's location. 


DOB OF CHILDREN


DependentMember


TOTALS 


Monthly Expenses: 


Mortgage (PITI) or Rent 


Insurance 


Other 


RELATIONSHIPCOMPLETE CURRENT ADDRESS (Include ZIP Code)NAME OF DEPENDENT/SHARER


Spouse/Former
Spouse SSN 


Child in
Custody of:


START


CORRECT


CANCEL


STOP


CHANGE


RECERTIFICATION


REPORT


DIVORCED (see
blocks (1), (2) & (3))


SINGLE MARRIED 


LEGALLY SEPARATED 
(see blocks (1), (2) & (3))


Member Spouse Former Spouse Other 


Spouse/Former
Spouse Duty Station 


Date of Marriage, 
Divorce/Separation 


7.


8.


10.


COMMANDER
DETERMINATION 
(Attached)


MEMBER ELECTION 


12. 


11. 


Address Information 


6. 5. 


2. 


TYPE OF ACTION 


3. 


FROM: TO: 


16. 


(1)(1) 


14.


DA FORM 5960, SEP 90 REPLACES DA FORM 3298, JUL 80 AND DA FORM 5545, JUL 86 WHICH ARE OBSOLETE USAPPC V2.00


1. 












PERSONNEL REGISTER
For use of this form, see AR 600-8-6; the proponent agency is ODCSPER


DA FORM 647-1, AUG 78 


SIGNATURE


ACTION


IN OUT LEAVE TDY PCS OTHER


REASON


USAPPC V2.00EDITION OF 1 MAY 76 IS OBSOLETE


REMARKS


NAME


DATE


TIME


GRADESOCIAL SECURITY NUMBER


ORGANIZATION








SPONSORSHIP PROGRAM SURVEY
For use of this form, see AR 600-8-8: the proponent agency is ODCSPER 


UNIT OR ACTIVITY


g. Other reason


INSTRUCTIONS: Check the appropriate box for each question or write in the information requested.


This survey is being conducted as part of a continuing effort to improve the sponsorship program.


RANK/GRADE


1. Were you offered a sponsor either before or after arrival?
Yes NoYes, but I declined


2. If you had a sponsor, when did that sponsor first contact you? 4. How helpful was your new unit or activity during your PCS move?


a. 90 or more days prior to my arrival
b. Less than 90, but more than 30 days prior
c. 30 or less days prior
d. Upon arrival at the installation


a. Extremely helpful
b. Very helpful
c. Moderatley helpful
d. Slightly helpful
e. Not at all helpful


a. Does not apply; I did not have a sponsor
b. Extremely helpful
c. Very helpful
d. Moderately helpful
e. Slightly helpful
f. Not at all helpful


3. How helpful was your sponsor during your PCS move?
5. How helpful was your old unit or activity during your PCS move?


a. Extremely helpful
b. Very helpful
c. Moderately helpful
d. Slightly helpful
e. Not at all helpful


6. Using the scale below, indicate how helpful each type of service below was for you (and your family)? Mark a response for each.


a. Did not need the service


b. Service was not available


c. Extremely helpful


d. Very helpful


e. Moderately helpful


f. Slightly helpful


g. Not at all helpful


Letter from your sponsor
Welcome packet
Installation newcomer orientation
Unit orientation
ACS overseas orientation briefings
ACS overseas video
ACS individual relocation counseling
ACS automated relocation information system


7. Overall, how satisified are you with the sponsorship assistance you
received at your current location?


8. Overall, how well is the sponsorship program working?


a. Very satisfied
b. Satisfied
c. Neither satisfied nor dissatisfied
d. Dissatisfied
e. Very dissatisfied


a. Very well 
b. Well
c. Not sure
d. Poorly
e. Very poorly


9. Why is the sponsorship program not working well? Mark all that apply.
a. Does not apply; it is working well
b. Sponsors are not carefully selected
c. Sponsors are not well informed or trained
d. Sponsors do not take the job seriously
e. Commanders do not fully support the program
f. Soldiers or civilian employees do not know about it


DA FORM 7274, JUN 93 USAPPC V2.00
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NAME:______________________________________________ DATE:___________ 
 
DUTY STATION:__________________________________________________ 


 
INPROCESSING PACKET CHECKLIST 


� PCS ORDERS W/AMENDMENTS_____ 


� PCS LEAVE FORM_____ 


� COPY of DRIVER LICENSE______ 


� ACCIDENT/AVOIDANCE CARD______ 


� PT/WEAPON CARD_____ 


� RECENT NCOER/EER/ or OER______ 


� ARC CERTIFICATE/RECRUITER BADGE______ 


� MEMO AWARDING RECRUITER PTS FROM SCHOOL HOUSE______ 


� PROMOTION PKT ______ 


� QTRs TERMINATION/ASSIGNMENT DOCS______ 


� IF RECENTLY MARRIED or DIVORCED – NEED DOCS______ 


� CPLS: NEED 4187 LATERAL PROMOTION FROM THE SCHOOL 


HOUSE_____ 


� CAC and PIN____ 


� CLASS A’s for the first day and ACU/BDU’s after_______ 


 
201 FILE 


� 1ST ENLISTMENT/ALL REENLISTMENT CONTRACT 


� LAST GOOD CONDUCT ORDERS 


� 2 Original of SGLI/DD form 93 


� ADDRESSES OF PARENTS/FAMILY MEMBERS THAT WILL BE 


ANNOTATED ON SGLI/DD FORM 93 

























































  STATEMENT OF UNDERSTANDING
ARMY SUBSTANCE ABUSE PROGRAM


(For use of this form see USAREC Suppl 1 to AR 600-85)


1. (Soldier's Initials) I understand the legal consequences of alcohol and drug abuse. Under the UCMJ, there are several articles that address


the abuse of drugs and alcohol. These articles could include:  Article 111 (Drunken or reckless driving), Article 112 (Drunk on duty), Article 112a (Wrongful


use, possession, etc., of controlled substances), and Article 134 (Drunkenness - incapacitation for performance of duties through prior wrongful indulgence


in intoxicating liquor or any drug).


2. (Soldier's Initials) I understand voluntary (self) identification is the most desirable method of discovering alcohol or drug abuse. I understand


that, if I have an alcohol or drug problem, I have a personal obligation to seek treatment and rehabilitation. Individuals seeking medical help through self-


identification are protected under the Limited Use Policy (AR 600-85, chap 10). Individuals voluntarily seeking medical assistance are not to have negative


comments entered on their noncommissioned officer evaluation report or officer evaluation report. I understand there are military and local civilian programs


available to treat alcohol and drug abuse. Information is available through the unit commander, first sergeant, battalion adjutant, unit prevention leader,


battalion prevention leader, brigade alcohol and drug control officer, USAREC Army substance abuse program (ASAP) coordinator, any installation ASAP


office, and the local Alcoholics Anonymous or Narcotics Anonymous support groups.


3.  In accordance with USAREC Reg 600-25, paragraph 2-5:


b. (Soldier's Initials) I understand that I cannot drive a Government-owned or -provided vehicle (including rental car) within 8 hours of


consuming alcohol.


scheduled to return to a recruiting facility or have contact with an applicant.


a. (Soldier's Initials) I understand that I cannot consume alcoholic beverages while on duty, including during meals or other breaks when


c. (Soldier's Initials) I understand that I cannot consume alcohol with a subject of recruiting efforts or use alcoholic beverages as a recruiting


incentive.


d. (Soldier's Initials) I understand that I cannot consume alcohol with or provide alcohol to a subject of a recruiting effort.


4. (Soldier's Initials) I understand that I am subject to Federal, state, and local government laws relating to alcohol and drug abuse, to include


driving under the influence (DUI).


5. (Soldier's Initials) I understand that if I am apprehended by the military or civilian police while in a military or civilian vehicle and cited for DUI, 


I am subject to such adverse actions as a bar to reenlistment, UCMJ punishment, and possible administrative separation under AR 635-200 or AR 600-8-24.


I further understand that the commander must, at a minimum, process me for a General Officer Memorandum of Reprimand and refer me to the installation


ASAP for evaluation and counseling.


6. (Soldier's Initials) I understand that I am required to submit a urine specimen when identified through random urinalysis testing or when


individually directed by the commander. I understand that failure to submit a specimen may result in UCMJ action.


7. (Soldier's Initials) I understand that a positive test result will render me flagged from any positive personnel actions in accordance with


AR 600-8-2. I also understand that I will be subject to UCMJ action (see Limited Use Policy for exceptions) and separation action will be initiated against


me and processed in accordance with AR 635-200 or AR 600-8-24, as applicable. I will also have my driving privileges suspended in accordance with


USAREC Reg 700-5. If I am a recruiter, I will be suspended from recruiting duties and my special duty assignment pay will be terminated in accordance


with USAREC Suppl 1 to AR 600-85 and AR 601-1.


8. (Soldier's Initials) As an officer or noncommissioned officer, I am responsible for the identification and referral of individuals employed by the


US Army who are suspected of abusing alcohol or drugs. I am also responsible for the maintenance of military discipline and the enforcement of the UCMJ,


when applicable.


PRINT OR TYPE SOLDIER'S FULL NAME: SOLDIER'S SIGNATURE: DATE:


PREVIOUS EDITIONS ARE OBSOLETEUSAREC Form 1124, Rev 1 Apr 2009 V2.00


e. (Soldier's Initials) I understand that I cannot report for duty with a blood alcohol content of .05 or greater which is presumed to be under


the influence of alcohol. In the absence of a blood alcohol test, direct or other evidence can be used to establish this condition and that the current MCM


definition of drunk on duty, which is found at Article 112, UCMJ, will be used to determine whether I, as a Soldier, am considered drunk while on duty.


f. (Soldier's Initials) I understand that I cannot possess, transport, or consume alcohol in any recruiting facility or Government vehicle, to


include Government-provided rental car. However, on temporary duty status I will be allowed to transport unopened containers of alcohol for personal use


in a rental car from the purchase site store back to my hotel room in accordance with state laws.


g. (Soldier's Initials) I understand that I cannot use alcoholic beverages as a recruiting incentive or consume alcoholic beverages with any


individual under the state drinking age.








THIS EDITION SUPERSEDES PREVIOUS EDITIONS
AND REPLACES USAREC FORM 1088 WHICH IS OBSOLETE


a. Last


18a. ACCESS REQUIRED


20. TYPE OF USER19. ACCESS TO CLASSIFIED REQUIRED?


USAAC INFORMATION SYSTEM ACCESS REQUEST
(For use of this form see USAAC Reg 380-XX to be published)


TYPE OF REQUEST INITIAL DELETION


PART I (To be completed by User)


PART II (To be completed by User's Supervisor)


NO YES


FUNCTIONAL


SYSTEM ADMIN


VERIFICATION OF NEED TO KNOW
I certify that this user requires access as requested in the performance of his or her job function.


PRIVACY ACT STATEMENT


2. SOCIAL SECURITY NUMBER


9. COMMAND OR ORGANIZATION


5. OFFICE SYMBOL/DEPARTMENT 6. RSID


7. JOB TITLE/FUNCTION


3. GRADE/RANK 4. PHONE (DSN or COMM)


16. USER SIGNATURE 17. DATE


21. JUSTIFICATION FOR ACCESS 


22a. SUPERVISOR NAME (Last, First, MI) 22b. PHONE NUMBER


22d. DATE


PART III (To be completed by User's Security Manager)


23. CLEARANCE LEVEL 24. TYPE OF INVESTIGATION 25. DATE OF INVESTIGATION


27a. SECURITY MANAGER'S NAME (Last, First, MI) 27b. PHONE NUMBER


27d. DATE


USAAC Form 101, Rev 1 Feb 2003 V2.00


AUTHORITY: 5 USC 552a(e)(3)(A) and 40 USC 1441.


PRINCIPAL PURPOSE: Used to identify, verify, and authorize automated information systems (AIS) users and assign user identification (ID) codes
required to access USAAC host systems.


ROUTINE USES: To assign user ID code(s) and add user ID for access to USAAC host system(s).


DISCLOSURE: Voluntary; however, failure to furnish requested information will result in denial of user ID issuance and access to the USAAC host system.


IAM/IASO


22c. SIGNATURE OF SUPERVISOR


27c. SECURITY MANAGER'S SIGNATURE


MODIFICATION


TSACSCOGNOS


ARISS


E-MAILUSAAC-NET


OTHER:


26. CHECK BOX IF NO RECORD OF
INVESTIGATION ON FILE


PKI


COML ISP HRAP UAN w/INTERNET


I have read and understand the USAAC Information Systems Security Briefing for Users, Supervisors, and Managers of Automated Information Systems.


10. BRIGADE OR DIRECTORATE 11. BATTALION OR DIVISION 12. COMPANY OR BRANCH


13. DATE OF BIRTH
a. CITY
14. PLACE OF BIRTH


b. COUNTY c. STATE d. COUNTRY
15. US CITIZEN


Yes No


APPLICATION DEVELOPER


OTHER:


OTHER:


1. NAME
b. First c. Middle d. Generation


8. AKO E-MAIL ADDRESS


18b. IF ARISS ACCESS REQUIRED, INCLUDE APPLICANT TYPE, MODULE,
AND MODULE ROLE AS LISTED IN BIGSUR.


OTHER:


FAZR


MPA


LEADS


PER


APPLICANT TYPE:


ROLE:


ROLE:


ROLE:


ROLE:


CCIMS


.MIL PORTAL












RECORD OF EMERGENCY DATA


PRIVACY ACT STATEMENT
AUTHORITY:  5 USC 552, 10 USC 655, 1475 to 1480 and 2771, 38 USC 1970, 44 USC 3101, and EO 9397 (SSN).
PRINCIPAL PURPOSES:  This form is used by military personnel and Department of Defense civilian and contractor personnel, collectively referred to
as civilians, when applicable.  For military personnel, it is used to designate beneficiaries for certain benefits in the event of the Service member's
death.  It is also a guide for disposition of that member's pay and allowances if captured, missing or interned.  It also shows names and addresses of
the person(s) the Service member desires to be notified in case of emergency or death.  For civilian personnel, it is used to expedite the notification
process in the event of an emergency and/or the death of the member.  The purpose of soliciting the SSN is to provide positive identification.  All items
may not be applicable.
ROUTINE USES:  None.
DISCLOSURE:  Voluntary; however, failure to provide accurate personal identifier information and other solicited information will delay notification and
the processing of benefits to designated beneficiaries if applicable.


INSTRUCTIONS TO SERVICE MEMBER


1.  NAME (Last, First, Middle Initial) 2.  SSN


3a.  SERVICE/CIVILIAN CATEGORY b.  REPORTING UNIT CODE/DUTY STATION
   


4a.  SPOUSE NAME (If applicable) (Last, First, Middle Initial) b.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER  


5.  CHILDREN
a.   NAME  (Last, First, Middle Initial) b.  RELATIONSHIP c.  DATE OF BIRTH 


    (YYYYMMDD) d.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER  


DD FORM 93, JAN 2008                             PREVIOUS EDITION IS OBSOLETE.


     This extremely important form is to be used by you to show the
names and addresses of your spouse, children, parents, and any
other person(s) you would like notified if you become a casualty. 
Not every item on this form is applicable to you.  This form is used
by the Department of Defense (DoD) to expedite notification in
the case of emergencies or death.  It does not have a legal impact
on other forms you may have completed with the DoD or your
employer.


     This extremely important form is to be used by you to show the names and
addresses of your spouse, children, parents, and any other person(s) you
would like notified if you become a casualty (other family members or fiance),
and, to designate beneficiaries for certain benefits if you die.  IT IS YOUR
RESPONSIBILITY to keep your Record of Emergency Data up to date to show
your desires as to beneficiaries to receive certain death payments, and to
show changes in your family or other personnel listed, for example, as a result
of marriage, civil court action, death, or address change. 


INSTRUCTIONS TO CIVILIANS


ARMY NAVY MARINE CORPS AIR FORCE CIVILIAN CONTRACTORDoD


SINGLE DIVORCED WIDOWED


  


  Adobe 7.0 Professional


IMPORTANT:  This form is divided into two sections:  Section 1 - Emergency Contact Information and Section 2 - Benefits Related
Information.   READ THE INSTRUCTIONS ON PAGES 3 AND 4 BEFORE COMPLETING THIS FORM.


SECTION 1 - EMERGENCY CONTACT INFORMATION


6a. FATHER NAME  (Last, First, Middle Initial) b.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER    


7a. MOTHER NAME  (Last, First, Middle Initial) b.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER    


8a. DO NOT NOTIFY DUE TO ILL HEALTH b.  NOTIFY INSTEAD


10. CONTRACTING AGENCY AND TELEPHONE NUMBER (Contractors only)  


9a. DESIGNATED PERSON(S) (Military only) b. ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER 







11a. BENEFICIARY(IES) FOR DEATH GRATUITY
       (Military only) 


c.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER d.  PERCENTAGE


12a. BENEFICIARY(IES) FOR UNPAID PAY/ALLOWANCES  
        (Military only) NAME AND RELATIONSHIP


b.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER c.  PERCENTAGE


13a. PERSON AUTHORIZED TO DIRECT DISPOSITION (PADD)
        (Military only) NAME AND RELATIONSHIP


14. CONTINUATION/REMARKS   


15. SIGNATURE OF SERVICE MEMBER/CIVILIAN (Include rank, rate,
      or grade if applicable)


16. SIGNATURE OF WITNESS (Include rank, rate, or grade 
      as appropriate)


17. DATE SIGNED
       (YYYYMMDD)


b. ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER 


SECTION 2 - BENEFITS RELATED INFORMATION


DD FORM 93 (BACK), JAN 2008 


  


b. RELATIONSHIP







All entries explained below are for electronic or typewriter
completion, except those specifically  noted.  If a computer
or typewriter is not available, print in black or blue-black ink
insuring a legible image on all copies.  Include "Jr.," "Sr.,"
"III" or similar designation for each name, if applicable. 
When an address is entered, include the appropriate ZIP
Code.  If the member cannot provide a current address,
indicate "unknown" in the appropriate item.  Addresses
shown as P.O. Box Numbers or RFD numbers should
indicate in Item 14, "Continuations/Remarks", a street
address or general guidance to reach the place of
residence.  In addition, the notation "See Item 14" should be
included in the item pertaining to the particular next of kin or
when the space for a particular item is insufficient.  If the
address for the person in the item has been shown in a
preceding item, it is unnecessary to repeat the address;
however, the name must be entered.  Those items that are
considered not applicable to civilians will be left blank.


ITEM 1.  Enter full last name, first name, and middle initial.


ITEM 2.  Enter social security number (SSN).


ITEM 3a.  Service.   Military:  Mark X in appropriate block.
Civilian:  Mark two blocks as appropriate.  Examples: an
Army civilian would mark Army and either Civilian or
Contractor; a DoD civilian, without affiliation to one of the
Military Services, would mark DoD and then either Civilian or
Contractor as appropriate.


ITEM 3b.  Reporting Unit Code/Duty Station.  See Service
Directives.


ITEM 4a.  Spouse Name.  Enter last name (if different from
Item 1), first name and middle initial on the line provided.  If
single, divorced, or widowed, mark appropriate block.


ITEM 4b.  Address and Telephone Number.  Enter the
"actual" address and telephone number, not the mailing
address.  Include civilian title or military rank and service if
applicable.  If one of the blocks in 4a is marked, leave blank.


ITEM 5a-d.  Children.  Enter last name (only if different from
Item 1) first name and middle initial, relationship, and date of
birth of all children. If none, so state.  Include illegitimate
children if acknowledged by member or paternity/maternity
has been judicially decreed. Relationship examples: son,
daughter, stepson or daughter, adopted son or daughter or
ward.  Date of birth example: 19950704.  For children not
living with the member's current spouse, include address
and name and relationship of person with whom residing in
item 5d.


ITEM 6a.  Father Name.  Last name, first name and middle
initial.


ITEM 6b.  Address and Telephone Number of Father.  If
unknown or deceased, so state.  Include civilian title or
military rank and service if applicable.  If other than natural
father is listed, indicate relationship.


DD FORM 93 (INSTRUCTIONS), JAN 2008


  


INSTRUCTIONS FOR PREPARING DD FORM 93
(See appropriate Service Directives for supplemental instructions for completion of this form at other than MEPS)


ITEM 7a.  Mother Name.  Last name, first name and middle
initial.


ITEM 7b.  Address and Telephone Number of Mother.  If
unknown or deceased, so state.  Include civilian title or
military rank and service if applicable.  If other than natural
mother is listed, indicate relationship.


ITEM 8.  Persons Not to be Notified Due to Ill Health.
a.  List relationship, e.g., "Mother," of person(s) listed in
Items 4, 5, 6, or 7 who are not to be notified of a casualty
due to ill health.  If more than one child, specify, e.g.,
"daughter Susan."  Otherwise, enter "None".
b.  List relationship, e.g., "Father" or name and address of
person(s) to be notified in lieu of person(s) listed in item 8a. 
If "None" is entered in Item 8a, leave blank.


ITEM 9a.  This item will be used to record the name of the
person or persons, if any, other than the member's primary
next of kin or immediate family, to whom information on the
whereabouts and status of the member shall be provided if
the member is placed in a missing status.  Reference 10
USC, Section 655.  NOT APPLICABLE to civilians.


ITEM 9b.  Address and telephone number of Designated
Person(s).  NOT APPLICABLE to civilians.


ITEM 10.  Contracting Agency and Telephone Number
(Contractors only). NOT APPLICABLE to military
personnel.  Civilian contractors will provide the name of
their contracting agency and its telephone number. 
Example: XYZ Electric, (703) 555-5689.  The telephone
number should be to the company or corporation's
personnel or human resources office.


ITEM 11a.  Beneficiary(ies) for Death Gratuity (Military
only). Enter first name(s), middle initial, and last name(s) 
of the person(s) to receive death gratuity pay.  A member
may designate one or more persons to receive all or a
portion of the death gratuity pay.  The designation of a
person to receive a portion of the amount shall indicate the
percentage of the amount, to be specified only in 10 percent
increments, that the person may receive.  If the member
does not wish to designate a beneficiary for the payment of
death gratuity, enter "None," or if the full amount is not
designated, the payment or balance will be paid as follows:  


(1) To the surviving spouse of the person, if any;
(2) To any surviving children of the person and the
descendants of any deceased children by representation;
(3) To the surviving parents or the survivor of them;
(4) To the duly appointed executor or administrator of the
estate of the person;
(5) If there are none of the above, to other next of kin of the
person entitled under the laws of domicile of the person at
the time of the person's death.


The member should make specific designations, as it
expedites payment.







ITEM 11a. (Continued)  Seek legal advice if naming a minor
child as a beneficiary.  If a member has a spouse but
designates a person other than the spouse to receive all or a
portion of the death gratuity pay, the Service concerned is
required to provide notice of the designation to the spouse. 
NOT APPLICABLE to civilians.


Item 11b. Relationship.  NOT APPLICABLE to civilians.


ITEM 11c.  Enter beneficiary(ies) full mailing address and
telephone number to include the ZIP Code.  NOT
APPLICABLE to civilians.


ITEM 11d.  Show the percentage to be paid to each person.
Enter 10%, 20%, 30%, up to 100% as appropriate.  The sum 
shares must equal 100 percent.  If no percent is indicated and 
more than one person is named, the money is paid in equal
shares to the persons named. NOT APPLICABLE to
civilians.


ITEM 12a.  Beneficiary(ies) for Unpaid Pay/Allowance
(Military only). Enter first name(s), middle initial, last
name(s) and relationship of person to receive unpaid pay
and allowances at the time of death.  The member may
indicate anyone to receive this payment.  If the member
designated two or more beneficiaries, state the percentage
to be paid each in item 10c.  If the member does not wish to
designate a beneficiary, enter "By Law."  The member is
urged to designate a beneficiary for unpaid pay and
allowances as payment will be made to the person in order
of precedence by law (10 USC 2771) in the absence of a
designation.  Seek legal advice if naming a minor child as
beneficiary.  NOT APPLICABLE to civilians.


ITEM 12b.  Enter beneficiary(ies) full mailing address and
telephone number to include the ZIP Code.  NOT
APPLICABLE to civilians.


ITEM 12c.  If the member designated two or more
beneficiaries, state the percentage to be paid each in this
section. The sum shares must equal 100 percent.  NOT
APPLICABLE to civilians.


ITEM 13a.  Enter the name and relationship of the Person
Authorized to Direct Disposition (PADD) of your remains
should you become a casualty. Only the following persons
may be named as a PADD: surviving spouse, blood relative
of legal age, or adoptive relatives of the decedent.  If neither
of these three can be found, a person standing in loco
parentis may be named.  NOT APPLICABLE to civilians.


INSTRUCTIONS FOR PREPARING DD FORM 93
(Continued)


DD FORM 93 (INSTRUCTIONS) (BACK), JAN 2008 


  


ITEM 13b.  Address and telephone number of PADD.  NOT
APPLICABLE to civilians.


ITEM 14. Continuations/Remarks.  Use this item for remarks
or continuation of other items, if necessary.  Prefix entry with
the number of the item being continued; for example, 5/John
J./son/ 19851220/321 Pecan Drive, Schertz TX 78151.  Also
use this item to list name, address, and relationship of other
persons the member desires to be notified. Other
dependents may also be listed.  This block offers the
greatest amount of flexibility for the member to record other
important information not otherwise requested but
considered extremely useful in the casualty notification and
assistance process.  Besides continuing information from
other blocks on this form, the member may desire to include
additional information such as:  NOK language barriers,
location or existence of a Will, additional private insurance
information, other family member contact numbers, etc.  If
additional space is required, attach a supplemental sheet of
standard bond paper with the information.


ITEM 15.  Signature of Service Member/Civilian.  Check and
verify all entries and sign all copies in ink as follows:  First
name, middle initial, last name.  Include rank, rate, or grade
if applicable.  May be electronically signed (see DoD
Instruction 1300.18 for guidelines).


ITEM 16.  Signature of Witness.  Have a witness
(disinterested person) sign all copies in ink as follows:  First
name, middle initial, last name.  Include rank, rate, or grade
as appropriate.  A witness signature is not required for
electronic versions of the DD Form 93 (see DoD Instruction
1300.18).


ITEM 17.  Date the member or civilian signs the form.  This
item is an ink entry and must be completed on all copies.





		name: 

		ssn: 

		xsvc: Off

		xdod: Off

		rpt_unit: 

		spouse_name: 

		xnospouse: Off

		addr: 

		childname_1: 

		childrel_1: 

		childdob_1: 

		childaddr_1: 

		childname_2: 

		childrel_2: 

		childdob_2: 

		childaddr_2: 

		childname_3: 

		childrel_3: 

		childdob_3: 

		childaddr_3: 

		childname_4: 

		childrel_4: 

		childdob_4: 

		childaddr_4: 

		childname_5: 

		childrel_5: 

		childdob_5: 

		childaddr_5: 

		dad_name: 

		dad_addr: 

		mom_name: 

		mom_addr: 

		not_notify: 

		instead: 

		des_pers: 

		des_addr: 

		ctr_agcy: 

		death_bens: 

		death_rel: 

		death_addr: 

		death_pct: 

		unpaid_bens: 

		unpaid_addr: 

		unpaid_pct: 

		padd_name: 

		padd_addr: 

		remarks: 

		mbr_rank: 

		sign_date: 

		wit_rank: 

		Reset: 








DD FORM 1351-2, MAR 2008


TRAVEL VOUCHER OR SUBVOUCHER


PREVIOUS EDITION MAY BE USED
UNTIL SUPPLY IS EXHAUSTED.


Exception to SF 1012 approved byGSA/IRMS 12-91.
Adobe Designer 7.0


Read Privacy Act Statement, Penalty Statement, and Instructions on back before
completing form.  Use typewriter, ink, or ball point pen.  PRESS HARD.  DO NOT use
pencil.  If more space is needed, continue in remarks.


1. PAYMENT
Electronic Fund
Transfer (EFT)
Payment by Check


SPLIT DISBURSEMENT: The Paying Office will pay directly to the Government Travel Charge Card (GTCC) contractor the portion of your reimbursement
representing travel charges for transportation, lodging, and rental car if you are a civilian employee, unless you elect a different amount.  Military personnel are  required
to designate a payment that equals the total of their outstanding government travel card balance to the GTCC contractor.


Pay the following amount of this reimbursement directly to the Government Travel Charge Card contractor: $
2. NAME (Last, First, Middle Initial) (Print or type) 3. GRADE 4. SSN 5. TYPE OF PAYMENT (X as applicable)


TDY


PCS


Dependent(s)


Member/Employee


Other


DLA


6. ADDRESS.  a. NUMBER AND STREET b. CITY c. STATE d. ZIP CODE


e. E-MAIL ADDRESS


7. DAYTIME TELEPHONE NUMBER &
    AREA CODE


8. TRAVEL ORDER/AUTHORIZATION
    NUMBER


9.  PREVIOUS GOVERNMENT PAYMENTS/
     ADVANCES


11. ORGANIZATION AND STATION


12. DEPENDENT(S) (X and complete as applicable)


ACCOMPANIED UNACCOMPANIED


a. NAME (Last, First, Middle Initial) b. RELATIONSHIP c. DATE OF BIRTH
    OR MARRIAGE


13. DEPENDENTS' ADDRESS ON RECEIPT OF
      ORDERS (Include Zip Code)


14. HAVE HOUSEHOLD GOODS BEEN SHIPPED?
      (X one)


YES NO (Explain in Remarks)


15. ITINERARY
a. DATE b. PLACE (Home, Office, Base, Activity, City and State;


 City and Country, etc.)


c.
MEANS/


 MODE OF
 TRAVEL


d.
REASON


FOR
STOP


e.
LODGING


COST


f.
POC


MILES


DEP


ARR


DEP


ARR


DEP


ARR


DEP


ARR


DEP


ARR


DEP


ARR


DEP


ARR


16. POC TRAVEL (X one) OWN/OPERATE PASSENGER 17. DURATION OF TRAVEL


12 HOURS OR LESS


MORE THAN 12 HOURS
BUT 24 HOURS OR LESS


MORE THAN 24 HOURS


18. REIMBURSABLE EXPENSES


a. DATE b. NATURE OF EXPENSE c. AMOUNT d. ALLOWED


19. GOVERNMENT/DEDUCTIBLE MEALS


a.  DATE b.  NO. OF MEALS a.  DATE b.  NO. OF MEALS


20.a. CLAIMANT SIGNATURE b. DATE


c.  REVIEWER'S PRINTED NAME f. DATE


21.a. APPROVING OFFICIAL'S PRINTED NAME d. DATE


10.  FOR D.O. USE ONLY


  a.  D.O. VOUCHER NUMBER


  b.  SUBVOUCHER NUMBER


  c.  PAID BY


d.  COMPUTATIONS


e.  SUMMARY OF PAYMENT


(1)  Per Diem


(2)  Actual Expense Allowance


(3)  Mileage


(4)  Dependent Travel


(5)  DLA


(6)  Reimbursable Expenses


(7)  Total


(8)  Less Advance


(9)  Amount Owed


(10) Amount Due


22. ACCOUNTING CLASSIFICATION


23. COLLECTION DATA


24. COMPUTED BY 25. AUDITED BY 26. TRAVEL ORDER/
   AUTHORIZATION POSTED BY


27. RECEIVED (Payee Signature and Date or Check No.) 28. AMOUNT PAID


b.  SIGNATURE c.  TELEPHONE NUMBER


d.  REVIEWER SIGNATURE e.  TELEPHONE NUMBER







PRIVACY ACT STATEMENT


AUTHORITY:  5 U.S.C. Section 5701, 37 U.S.C. Sections 404 - 427, 5 U.S.C. Section 301, DoDFMR 7000.14-R, Vol. 9,  and E.O. 9397.


PRINCIPAL PURPOSE(S):  This record is used for reviewing, approving, accounting, and disbursing money for claims submitted by Department
of Defense (DoD) travelers for official Government travel.  The Social Security number (SSN) is used to maintain a numerical identification  filing
system for filing and retrieving individual claims.


ROUTINE USE(S):  Disclosures are permitted under 5 U.S.C. 552a(b), Privacy Act of 1974, as amended.  In addition, information may be
disclosed to the Internal Revenue Service for travel allowances, which are subject to Federal income taxes, and for any DoD "Blanket Routine
Use" as published in the Federal Register.


DISCLOSURE:  Voluntary; however, failure to furnish the information requested may result in total or partial denial of the amount claimed.


PENALTY STATEMENT


There are severe criminal and civil penalties for knowingly submitting a false, fictitious, or fraudulent claim (U.S. Code, Title 18, Sections
287 and 1001 and Title 31, Section 3729).


INSTRUCTIONS
ITEM 1 - PAYMENT


    Member must be on electronic funds (EFT) to participate in split
disbursement.  Split disbursement is a payment method by which
you may elect to pay your official travel card bill and forward the
remaining settlement dollars to your predesignated account.  For
example, $250.00 in the "Amount to Government Travel Charge
Card" block means that $250.00 of your travel settlement will be
electronically sent to the charge card company.  Any dollars
remaining on this settlement will automatically be sent to your
predesignated account.  Should you elect to send more dollars  than
you are entitled, "all" of the settlement will be forwarded to  the
charge card company.  Notification:  you will receive your regular
monthly billing statement from the Government Travel  Charge Card
contractor; it will state: paid by Government, $250.00, 0 due.  If you
forwarded less dollars than you owe, the  statement will read as: paid
by Government, $250.00, $15.00 now due.  Payment by check is
made to travelers only when EFT  payment is not directed.


REQUIRED ATTACHMENTS


1.  Original and/or copies of all travel orders/authorizations and
amendments, as applicable.
2.  Two copies of dependent travel authorization if issued.
3.  Copies of secretarial approval of travel if claim concerns  parents
who either did not reside in your household before their  travel and/or
will not reside in your household after travel.
4.  Copy of GTR, MTA or ticket used.
5.  Hotel/motel receipts and any item of expense claimed in an
amount of $75.00 or more.
6.  Other attachments will be as directed.


ITEM 15 - ITINERARY - SYMBOLS


15c. MEANS/MODE OF TRAVEL (Use two letters)


GTR/TKT or CBA (See Note)  - T
Government Transportation    - G
Commercial Transportation
  (Own expense)                      - C
Privately Owned
  Conveyance (POC)               - P


Note:  Transportation tickets purchased with a CBA must not  be
claimed in Item 18 as a reimbursable expense.


Automobile  - A
Motorcycle  - M
Bus             - B
Plane          - P
Rail             - R
Vessel        - V


15d. REASON FOR STOP


Authorized Delay            - AD
Authorized Return           - AR
Awaiting Transportation  - AT
Hospital Admittance        - HA
Hospital Discharge          - HD


Leave En Route    - LV
Mission Complete - MC
Temporary Duty    - TD
Voluntary Return   - VR


ITEM 15e.  LODGING COST
Enter the total cost for lodging.


ITEM 19 - DEDUCTIBLE MEALS
Meals consumed by a member/employee when furnished with  or
without charge incident to an official assignment by sources other
than a government mess (see JFTR, par. U4125-A3g and JTR, par.
C4554-B for definition of deductible meals).  Meals furnished on
commercial aircraft or by private individuals are not considered
deductible meals.


29. REMARKS


a.  INDICATE DATES ON WHICH LEAVE WAS TAKEN:


b.  ALL UNUSED TICKETS (including identification of unused "e-tickets") MUST BE TURNED IN TO THE T/O OR CTO.


DD FORM 1351-2 (BACK), MAR 2008








MINNEAPOLIS RECRUITING BATTALION 
PERSONAL DATA SHEET 


 
LAST NAME FIRST NAME MIDDLE NAME 


SOCIAL SECURITY NUMBER RANK AKO EMAIL ADDRESS 


SPOUSE’S NAME & DATE OF BIRTH DATE OF MARRIAGE EFMP MEMBER & REASON 


CHILDREN’S NAME, SEX & DATE OF BIRTH   


CHILDREN’S NAME, SEX & DATE OF BIRTH   


CHILDREN’S NAME, SEX & DATE OF BIRTH   


CHILDREN’S NAME, SEX & DATE OF BIRTH   


CHILDREN’S NAME, SEX & DATE OF BIRTH   


   


   


   


   


   


   


   












PMTMCC/IN                                                                                                   DATE: ________________________


MEMORANDUM FOR DEFENSE MILITARY PAY OFFICE - FORT MCCOY


SUBJECT:  PCS In-processing Documentation


1.  Unit of Assignment: _________________________________________     Input Source Code: _____


2.  Attached are PCS related documents for:


    NAME: ________________________________________________       SSAN:  _____ - ____ - ______
     (Last)                                         (First)                           (MI)


3.  Required documents, (check appropriate box as document is attached):  


PCS orders w/all applicable amendments.  “Mandatory”.


DD Form 1351-2 (attach applicable receipts; any miscellaneous travel documents, etc.).  “Mandatory”.


DA Form 31 (must indicate sign-out date from last unit & sign-in date at new unit).  “Mandatory”.


DA Form 5960 (if dependency status has changed, supporting documents must be attached).  “Mandatory”.


Quarters assignment document - if member is assigned government quarters.


Quarters termination document - if member was assigned government quarters at last assignment.


4.  Optional documents/forms - (check appropriate box if document is attached):


Authorizing Document(s) - appropriate orders or DA Form 4187 if authorized SDAP or incentive pay.


DA Form 3685 and SF 1199A - to change pay option and or financial institution.


DD Form 2558 - Authorization to Start, Stop, or Change an Allotment.


TD IRS Form W-4 - to change withholding status and or number of exemptions claimed for tax withholding.


DD From 2058 - to change state of legal residence.


DD Form 2560 - Advance Pay Certification/Authorization.


TLE claim - (attach copy of all lodging receipts for dates claimed).


5.  Miscellaneous documents - (if documents other than those identified above are attached, check appropriate
     box, and list the document):


____________________________________________


____________________________________________


29Dec04 Deleted: 8Oct03





