
EMAIL TO: Ashley (Gesek) Martinsen: ashley.l.gesek.ctr@mail.mil Bill Williams: william.r.williams2.ctr@mail.mil

: 

NYARNG SOLDIERS FAX TO: Ashley (Gesek) Martinsen & Sarah (Gesek) Vacca @ 518.270.1523 
& 


	Page 1

	Air Force F044 AF SG E Medical Record System httpdpdd defense govPdYacySORNslndexPOPwide SQRNArtideyjewArtjcie9flZZfQHsg: 
	1 SERVICE MEMBERS NAME Last First Middle Initial: 
	2 SOCIAL SECURITY NUMBER: 
	3 BRANCH OF SERVICE: 
	4 UNIT OF ASSIGNMENT: 
	5 UNIT ADDRESS: 
	6 EXAMINATION RESULTS Dear Doctor The individual you are examining is an Active DutyGuardReserveCivilian member of the United States Armed Forces This member needs your assessment of hisher dental health for worldwide duty Please mark X the block that best describes the condition of the member using as a suggested minimum a clinical examination with mirror and probe and bilewing radiographs determine fitness for prolonged duty without ready access to dental care and Is not intended to iomgreheoliille dents1I needliRow1: 
	1 Patient has good oral health and Is not expected to require dental treatment or reevaluation for 12 months: 
	6 EXAMINATION RESULTS Dear Doctor The individual you are examining is an Active DutyGuardReserveCivilian member of the United States Armed Forces This member needs your assessment of hisher dental health for worldwide duty Please mark X the block that best describes the condition of the member using as a suggested minimum a clinical examination with mirror and probe and bilewing radiographs determine fitness for prolonged duty without ready access to dental care and Is not intended to iomgreheoliille dents1I needliRow2: 
	6 EXAMINATION RESULTS Dear Doctor The individual you are examining is an Active DutyGuardReserveCivilian member of the United States Armed Forces This member needs your assessment of hisher dental health for worldwide duty Please mark X the block that best describes the condition of the member using as a suggested minimum a clinical examination with mirror and probe and bilewing radiographs determine fitness for prolonged duty without ready access to dental care and Is not intended to iomgreheoliille dents1I needliRow3: 
	6 EXAMINATION RESULTS Dear Doctor The individual you are examining is an Active DutyGuardReserveCivilian member of the United States Armed Forces This member needs your assessment of hisher dental health for worldwide duty Please mark X the block that best describes the condition of the member using as a suggested minimum a clinical examination with mirror and probe and bilewing radiographs determine fitness for prolonged duty without ready access to dental care and Is not intended to iomgreheoliille dents1I needliRow4: 
	3 Patient has oral conditions that you do expect to result in dental emergencies within 12 months if not treated Examples of such conditions are X the applicable block or specify in the space providedRow1: 
	3 Patient has oral conditions that you do expect to result in dental emergencies within 12 months if not treated Examples of such conditions are X the applicable block or specify in the space providedRow2: 
	3 Patient has oral conditions that you do expect to result in dental emergencies within 12 months if not treated Examples of such conditions are X the applicable block or specify in the space providedRow3: 
	3 Patient has oral conditions that you do expect to result in dental emergencies within 12 months if not treated Examples of such conditions are X the applicable block or specify in the space providedRow4: 
	3 Patient has oral conditions that you do expect to result in dental emergencies within 12 months if not treated Examples of such conditions are X the applicable block or specify in the space providedRow5: 
	3 Patient has oral conditions that you do expect to result in dental emergencies within 12 months if not treated Examples of such conditions are X the applicable block or specify in the space providedRow6: 
	f Other Temporomandibular disorders or myofascial pain dysfunction requiring active treatment: 
	4 If you selected Block 3 above please indicate the conditions you identified in this patient if they appear above or briefly describe the conditions below: 
	5 Were Xrays consulted: 
	IF YES DATE XRAY WAS TAKEN YYYYMMDD: 
	6 DENTISTS NAME Last First Middle Initial: 
	7 DENTISTS TELEPHONE NUMBER Include Area Code: 
	9 DENTISTS SIGNATURES LICENSE NUMBER: 
	10 DATE OF EXAMINATION YYYYMMDD: 


