
DEPARTMENT OF THE AIR FORCE 

4TH FIGHTER WING (ACC) 
SEYMOUR JOHNSON AIR FORCE BASE NC 

 
 

4th Medical Group 

For additional reprints of this form, please download at 
http://www.seymourjohnson.af.mil/shared/media/document/AFD-151208-006.pdf 

Version 3 

D
EP

AR
TMENT OF DEFEN

SE

UNITED STATES OF AMERIC
A

 

         1 Oct 15 

MEMORANDUM FOR  REFERRED TO PROVIDERS 

FROM:  4 MDG/CC  

SUBJECT:  Referred Medical Care Documentation for Military Specific Medical Status Requirements 
                    and Restrictions 

1.  ____________________________/____________ is on active duty flying//controlling//Personnel  
    (Patients Name)                                (Last 4 of SSN) 
Reliability Program//special duty/operations//deployment//fitness status.  Our guidelines require a 
medical review of all patient care by an Air Force Provider to determine if the patient is fit to continue, or 
now needs further restrictions, within these military unique status categories. 

2.  I understand and appreciate the demands on your valuable time, however, please take a moment to 
provide the requested information below.  In addition, we look forward to formally receiving your clear 
and legible reports within the appropriate timeframe.   

3.  Your cooperation, partnership, and understanding of our military specific medical requirements are 
greatly appreciated.  Questions/concerns can be directed to the referring provider by calling the numbers 
listed on the reverse of this form. 

4.  For our patients, please return this completed form, after every visit with this provider, to the front 
desk of your referring clinic at the 4 MDG no later than the next duty day after this visit. 

                                                                                                        //Signed// 
                                                                      PAUL N. CONNER, Colonel, USAF, MSC, CDFM, FACHE                                    
 Commander, 4th Medical Group 

To be completed by Referral Physician/Provider 
Diagnosis: 

Procedures: 

New medications: 

Restrictions: 

This appointment is:  Initial / Follow-up 

Follow-up appointment(s): Yes / No    Date of next appointment: _________________ 

Estimated duration patient will be under your care: _______________________ 

____________________________                                            ____________________ 
Referral Provider Signature                                                                     Date 

http://www.seymourjohnson.af.mil/shared/media/document/AFD-151208-006.pdf


 
 
Flight Medicine:  (919) 722-1580                                     Physical Therapy:  (919) 722-1846 
Family Medicine:  (919) 722-1526                                    Mental Health:  (919) 722-1883 
Pediatric Clinic:  (919) 722-1536                                      Optometry:  (919) 722-1869     
Women’s Health:  (919) 722-1558 
 

Below information to be completed by 4 MDG Providers: 

Concur // Non-Concur 

No action // DNIF // Continue DNIF // RTFS 

No action // DNIC // Continue DNIC // RTCS 

No action // Continue PRP Suspension // PRP Certified 

No action // Continue Special Duty/Operations Suspension // Special Duty/Operations Certified 

No action // 469 updated – MR/FR/DR //RTD/WWQ – Y/N 

Remarks related to visit annotated on SF 600: Yes / N/A 

____________________                                                  ____________________________________________ 
Date Reviewed                                                                 Reviewing Providers Signature and Stamp 


