PHYSICIAN’S CERTIFICATION FOR MEDICAL TRAVEL
	Patient Information
Name of Patient (Last/First/MI):                                                                                  Last 4 of SSN:      

	Name of Sponsor:                                                          Organization:                                 

	Work Phone:                                                                  Home Phone:     

	Medical Information (This section must be completed by a certified physician)
 (Please choose only one and complete the reason):   
 FORMCHECKBOX 
 Medical Care       FORMCHECKBOX 
 Emergency Dental Care       FORMCHECKBOX 
 Required Dental Care       FORMCHECKBOX 
 Periodontal Disease

 Reason for Required Health Care/Treatment:   ________________________________________________     
  (Please certify by checking applicable boxes):   
  FORMCHECKBOX 
  I have determined that local medical facilities, both on-base and off-base are not able to accommodate the  

       patient’s needs and provide suitable care.   The designated point which is the closest medical facility 
       available is; 
· Name of Hospital:      ________________________________________________      
· Location of Hospital: ________________________________________________            
  FORMCHECKBOX 
  I have determined that transportation to another location is urgent, and if delayed, could result in worsening 
       the condition.

· Date of Appointment:  _______________       Date of Surgery:  ___________________           
· Inpatient Care Dates (approx):        From: ________________    To: ________________           
· Outpatient Care Dates (approx):     From: ________________    To: ________________           
(Please check one only):   
 FORMCHECKBOX 
 The patient is physically capable of traveling alone.

 FORMCHECKBOX 
 The patient is physically incapable of traveling alone and will require an attendant to travel along to accompany  

      the patient, to consult the treating health care provider, and to make necessary return travel arrangements.  

      I hereby appoint: ___________________________     Relationship:_______________________        
 FORMCHECKBOX 
 The patient is a minor and an attendant who is a family member is required to resolve medical or legal problems, render psychological support during impatient confinement, or provide parental care while awaiting inpatient admission and/or during outpatient treatment.

(Please check one only):

 FORMCHECKBOX 
 The patient is medically safe to fly commercial air travel including Air Mobility Command (AMC) transportation.
 FORMCHECKBOX 
 Specialized transportation is necessary due to;                     



	Medical Certification 
Signature                             _________________________________             _________________
Certifying Physician’s Name:                                                                                               DATE 
Phone No.                   
E-mail:                 





ENCLOSURE (2)


