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PRIVACY ACT STATEMENT - HEALTH CARE RECORDS

This form is not an authorization or consent to use or disclose your health information.

1. AUTHORITY FOR COLLECTION OF INFORMATION INCLUDING SOCIAL SECURITY NUMBER (SSN):

10 U.S.C. 136, Under Secretary of Defense for Personnel and Readiness; 10 U.S.C. Chapter 55, Medical and Dental Care;
42 U.S.C. Chapter 32, Third Party Liability for Hospital and Medical Care; 32 CFR Part 199, Civilian Health and Medical
Program of the Uniformed Services (CHAMPUS); DoDI 6055.05, Occupational and Environmental Health (OEH); and
E.O. 9397 (SSN), as amended.

2. PRINCIPAL PURPOSES FOR WHICH INFORMATION IS INTENDED TO BE USED:

Information may be collected from you to provide and document your medical care; determine your eligibility for benefits
and entitlements; adjudicate claims; determine whether a third party is responsible for the cost of Military Health System
(MHS) provided healthcare and recover that cost; evaluate your fitness for duty and medical concerns which may have
resulted from an occupational or environmental hazard; evaluate the MHS and its programs; and perform administrative tasks
related to MHS operations and personnel readiness.

3. ROUTINE USES:

Information in your records may be disclosed to:
« Private physicians and Federal agencies, including the Department of Veterans Affairs, Health and Human Services, and
Homeland Security (with regard to members of the Coast Guard), in connection with your medical care;
¢ Government agencies to determine your eligibility for benefits and entitlements;
¢ Government and nongovernment third parties to recover the cost of MHS provided care;
« Public health authorities to document and review occupational and environmental exposure data; and
« Government and nongovernment organizations to perform DoD-approved research.

Information in your records may be used for other lawful reasons which may include teaching, compiling statistical data, and
evaluating the care rendered. Use and disclosure of your records outside of DoD may also occur in accordance with 5 U.S.C.
552a(b) of the Privacy Act of 1974, as amended, which incorporates the DoD Blanket Routine Uses published at:
http://dpcld.defense.gov/privacy/SORNsIndex/BlanketRoutineUses.aspx.

Any protected health information (PHI) in your records may be used and disclosed generally as permitted by the HIPAA
Privacy Rule (45 CFR Parts 160 and 164), as implemented within DoD by DoD 6025.18-R. Permitted uses and disclosures of
PHI include, but are not limited to, treatment, payment, and healthcare operations.

4. WHETHER DISCLOSURE IS MANDATORY OR VOLUNTARY AND EFFECT ON INDIVIDUAL OF NOT PROVIDING
INFORMATION:

Voluntary. If you choose not to provide the requested information, comprehensive health care services may not be possible,
you may experience administrative delays, and you may be rejected for service or an assignment. However, care will not be
denied.

This all inclusive Privacy Act Statement will apply to all requests for personal information made by MHS health care treatment
personnel or for medical/dental treatment purposes and is intended to become a permanent part of your health care record.

Your signature merely acknowledges that you have been advised of the foregoing. If requested, a copy of this form will be
furnished to you.

5. SIGNATURE OF PATIENT OR SPONSOR 6. SOCIAL SECURITY NUMBER OR 7. DATE (YYYYMMDD)
DOD IDENTIFICATION NUMBER
OF MEMBER OR SPONSOR
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LIMITS OF CONFIDENTIALITY

For use of this form, see AR 40-66; the proponent agency is the Office of The Surgeon General.

As part of your healthcare team, our goal is to provide you with quality care and to protect the privacy of your personal information. The care we provide you
may include, but is not limited to: assessment, referral, individual therapy, couples therapy, family therapy, group therapy, substance abuse treatment,
psychiatric evaluation and medications.

As your providers, we will document information about your visits in your military health record (written and electronic) to ensure continuity of care. Your
health record is maintained as the property of the U.S. Government. In the majority of cases, we will not disclose any of your personal information nor
confirm/deny that we have met with you unless you provide us with written authorization to disclose your personal information. There are a few exceptions,
under which we may be required to release your personal information without obtaining your prior authorization. However, we will discuss these with you at
the beginning of treatment and throughout treatment, whenever possible. For example:

1. Safety: If you threaten to harm yourself, we may seek hospitalization and/or contact others to ensure your safety. If you threaten serious bodily
harm to another, we are required to take protective actions, such as contacting the potential victim, law enforcement, chain of command, or seeking
hospitalization.

2. Abuse: If we believe that a child, spouse/domestic partner, or vulnerable adult is being abused or neglected, state law and military regulation
require disclosure of such information. Suspected incidents of abuse or neglect must be reported to military agencies (CID, PM, FAP, ACS) and state
Child and/or Adult Protective Services.

3. Legal: If you are involved in legal actions/proceedings, your records may be subject to subpoena or court order. Under the Uniform Code of
Military Justice (UCMJ), there is a limited psychotherapist-patient privilege that may prevent your records from being disclosed in legal proceedings.
This privilege is not absolute and there may be situations where we may be required to divulge your information to the chain of command, law
enforcement, and/or other authorities. If you have any concerns related to this, please contact an attorney.

4. Self-Referrals: In accordance with DoDI 6490.08. healthcare providers will notify commanders if it is determined that your mental health condition,
including substance abuse, or treatment represents a serious risk of harm to self, others or mission; impairs performing potentially sensitive or urgent
mission requirements; is likely to impair your judgment, stability or reliability to protect classified, secret or higher information; requires inpatient care;
or interferes with your ability to perform your duties and responsibilities.

5. Substance Abuse: If you are a Service member, records related to any treatment for substance abuse will be released to individuals within the
Armed Forces who have an official need to know (e.g., chain of command, other healthcare providers involved in care). If you are a Service member
and information is released to someone outside of the Armed Forces or if you are a civilian, all releases of information related to any treatment for
substance abuse are subject to additional federal regulations under Code of Federal Regulation Title 42, Part 2, Chapter 1.

6. Fitness for Duty/Command-Directed Referrals: If you are command-referred for a behavioral health evaluation, your chain of command will not be
authorized to view your medical record but is entitled to limited information related to any duty limitation or restriction, security clearance, or treatment
indications that might affect duty performance or jeopardize the safety of yourself or co-workers, or your mission.

7. Care Coordination: Because we operate as a team with other healthcare professionals to provide you the best possible services, other members
of the military medical system are permitted access to your record. We may need to transfer treatment-related information to a new provider upon
your PCS/ETS. In most cases, your information will not be disclosed outside the clinic/hospital setting without your written permission.

8. Quality Care Review: Quality assurance personnel may review your medical record to ensure that recognized professional standards of care are
being met. If this occurs, the reviewer is required to keep your Identity confidential.

9. Accountability: Your commander may confirm that you attended a scheduled appointment for accountability. Beyond your commander or their
designated representative identified in writing, in most cases, we will not disclose any of your personal information nor confirm/deny that we met with
you without your written permission.

10. Assignments/Special Duty: A recent history (less than 12 months ago) of a behavioral health treatment may be viewed as a disqualifier for
assignments categorized as positions of trust and authority to include Drill Sergeant, Recruiter, CID, and SHARP. Certain diagnoses (alcohol abuse
disorder, personality disorders) or higher levels of care may also be disqualifiers.

11. Sexual Assault: Incidents of sexual assault must be reported to the Sexual Assault Response coordinator.

If you have any questions or concerns, please feel free to discuss it with us.

STATEMENT OF UNDERSTANDING/CONSENT TO ASSESSMENT and/or TREATMENT

Patient's Statement:
| have read the above and understand that clinical information about me will be safeguarded within the limitations mentioned above and
under the provisions of the Privacy Act - DD Form 2005 and the Health Insurance Portability and Accountability Act (HIPAA) of 1996.

PATIENT/CAREGIVER NAME PATIENT/CAREGIVER SIGNATURE DATE (YYYYMMDD)

Provider's Statement:
| have explained the nature of the assessment and treatment(s) including benefits and risks of proposed and alternatives treatments.

PROVIDER NAME PROVIDER TITLE

DEPARTMENT/SERVICE/CLINIC/MTF CODE PROVIDER SIGNATURE DATE (YYYYMMDD)

APD LC v1.00ES

DA FORM 8001, MAR 2019 PREVIOUS EDITIONS ARE OBSOLETE.






Patient Summary

Patient Name

Patient DOB

Phone Number

e-mail

Unit

Unit Phone Number

Commander Name

Commander Phone Number

Emergency Contact Name

Emergency Phone Number






Learning Needs Assessment

Preferred Spoken Language:

Preferred Written Language:

Preferred Mode of Communication: (pick one)
Verbal

Sign Language

Written

Assistive Technology

Communication Device

Preferred Method of Learning: (select all that apply)
Demonstration

Printed Materials

Verbal Explanation

Video/Educational TV

Internet

Other:

Preferred Method of Communication: (pick one)
No Preference

Printed Letter

Phone Call

Patient Portal

Secure Email

How often do you need to have someone help you when you read instructions, pamphlets, or other
written material from your doctor or pharmacy?
Never

Rarely

Sometimes

Often

Always

Cultural/Religious Beliefs that May Affect Care: [ ]Yes [ ] No [ ] Decline to answer. If yes, please
explain:

Are there any Barriers to Learning: [ ]Yes [ ] No [ ]Decline to answer. If yes, please explain:






Special Duty Status

Yes

No

Arming Status/Weapons Qualification

Aviation (Flight)

Dive

lonizing Radiation Worker

Jump

Landing Craft Air Cushion

Nuclear Field Duty

Personnel Reliability Program

Presidential Support Duty

Special Operations/Warfare

Submarine

DVPRS Pain Scale

No pain

Hardly notice pain

Notice pain, does not interfere with activities

Sometimes distracts me

Distracts me, can do usual activities

Interrupts some activities

Hard to ignore, avoid usual activities

Focus of attention, prevents doing daily activities

Awful, hard to do anything

O NGON|AHA WIN =IO

Can’t bear the pain, unable to do anything

[y
o

As bad as it could be, nothing else matters

Primary pain location:

Pain follow-up

Pain is being addressed

Patient agrees to seek medical care

Other:






Safety

Yes

No

Abuser present

Patient afraid of their partner

Patient afraid to go home

Physical violence increased in severity

Partner physically abused children

Children witnessed violence at home

Threats of suicide

Threats of homicide

Firearm present at home

Alcohol or substance abuse

If firearm present at home, is it securely stored? [ ] Yes [ ] No

Do you feel safe at home: [ ] Yes [ ] No If no, please explain:
Supplements

Do you take home dietary supplements: [ ] Yes [ ] No If yes, please list:






Tobacco Use

Do you or have you ever used tobacco products?

Yes — current everyday tobacco user

Yes — current some day tobacco user

Former tobacco user

Never tobacco user

If yes, which type? (check all that apply)

Cigarettes

Smokeless

Cigars/Pipes

Electronic Nicotine Delivery Systems (ENDS)

If cigarettes, how many cigarettes do you smoke per day?

Greater than 30 cigarettes (2 packs)/day

21-30 cigarettes (1 — 2 packs)/day

11-20 cigarettes (1/2 — 1 pack)/day

5-10 cigarettes (1/4 — 1/2 pack)/day

Less than 4 cigarettes (1/4 pack)/day

Cigars or pipes but not daily

If cigarettes, how soon after waking do you smoke your first cigarette?

Less than 5 minutes

5-30 minutes

31-60 minutes

Greater than 60 minutes

If smokeless, how many cans/pouches per week do you use?

More than 3 pouches/cans

2-3 pouches/cans per week

1 pouch/can per week

If smokeless, how soon after waking do you place your first dip?

Less than 5 minutes

5-30 minutes

31-60 minutes

Greater than 60 minutes

Do you wantto quit? [ ]Yes [ ] No
Are you interested in cessation medication? [ ]Yes [ ] No





Nutritional Screen

1a. Lost weight recently without trying? [ ] Yes [ ]No [ ] Unsure

1b. Amount of weight lost (Last 6 months):

1-5 kg (2-13 Ibs)

6-10 kg (14-23 Ibs)

11-15 kg (24-33 Ibs)

Greater than 15 kg (34 lbs or more)

Unsure

2. Eating poorly due to decreased appetite? [ ]Yes [ ] No
Do you have any concerns with your teeth that make it difficult toeat? [ ] Yes [ ] No

Do you regularly overeat to the point of feeling sick or make yourself vomit from eating too
much? [ ]Yes [ ] No

Have you gained or lost 10 pounds in the past 3 months without trying? [ ]Yes [ ] No

Do you have any food allergies, intolerance, special dietary needs, or ethnic, cultural or
religious preferences affecting your dietary needs? [ ]Yes [ ] No

Within the past 12 months, you worried whether your food would run out before you got
money to buy more. [ ] Often true [ ] Sometimestrue [ ] Never true

Within the past 12 months, the food you bought just did not last you and you did not have
the money to get more. [ ] Oftentrue [ ] Sometimestrue [ ] Never true

Housing Screen

Over the past year, was there a time when you couldn’t pay the rent or mortgage on
time? [ ]JYes [ ]No

Over the past year, were you homeless or living in a shelter at any time? [ ] Yes [ ] No

Over the past year, how many places have you lived:





