DOD Medical Standards Exemption Request

Full Name:

| |

Rank/Grade:

| |

Branch of Service:

| |

DOD ID Number:

| |
Unit/Organization:

| |

Medical Condition:

| |

Requested Exemption (Specify Standard):

|

Justification for Exemption:

Physician's Name:

| |

Date of Request:

| |

Submit Request ‘
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