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	OTC Date Stamp and Address for return of completed form

	     

	For Medical use only

	

	 FORMCHECKBOX 

	PASS PENDING GP CORROBORATION

	 FORMCHECKBOX 

	FAIL

	 FORMCHECKBOX 

	DEFER

	 FORMCHECKBOX 

	SPECIALIST INVESTIGATIONS REQUIRED

	 FORMCHECKBOX 

	ADDITIONAL GP / NHS INFO REQUIRED

	 FORMCHECKBOX 

	MILITARY SPECIALIST OPINION REQUIRED
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	1.1 PERSONAL DETAILS
	

	
	
	
	
	

	
	Family name
	
	Forenames
	

	
	     
	
	     
	

	
	
	
	
	

	
	Previous family names
	
	Date of birth
	

	
	     
	
	     
	

	
	
	
	
	

	
	Gender
	
	Country of birth
	

	
	     
	
	     
	

	
	
	
	
	

	
	Nationality
	
	Country of residence
	

	
	     
	
	     
	

	
	
	
	
	

	
	Time of residence in UK
	
	Telephone number
	

	
	     
	
	     
	

	
	
	
	
	

	
	Address (you must tell us if you move)
	
	Mobile number
	

	
	     
	
	     
	

	
	
	
	
	

	
	
	
	Email address
	

	
	
	
	     
	

	
	
	
	
	

	1.2(a) MEDICAL
	

	We need to know about your medical history so that we can see whether you meet the Army’s medical standards for entry.  This is very important, because Army personnel need to be physically and mentally fit enough to train, serve and fight anywhere in the world. Your medical information will b be held in confidence, and only people who need access to it will be able to see it.  If you don’t tell us about a medical condition and it is discovered later you might be discharged from the Army, so it is best to be honest. This list is not exhaustive, and your application may be rejected due to other medical conditions subject to the discretion of the Army medical authorities. 
By signing section 1.5 you are declaring that you do not have any of the conditions listed in this section and you understand that if your application is unsuccessful this form will be held for seven years by the Ministry of Defence. If your application is successful then this form will become part of your service medical records and will be held for one hundred years from your date of birth.

After signing the declaration, you will be asked to give your permission for your GP to complete a medical report from your medical records.

	
	A history of the following conditions make you unsuitable for enlistment
	

	
	Heart and blood vessels
	Heart valve abnormalities.  Cardiomyopathies.  High blood pressure. Raynaud’s disease. Previous deep vein thrombosis (DVT)  Previous pulmonary embolus (PE)...
	

	
	Eyes 
	Glaucoma,  Keratoconus,  Double vision. Visual field defects. Night blindness. Corneal grafts.  Recurrent corneal ulcers. Detached retina. Blindness in one eye. Squint surgery in the previous six months. Laser eye surgery in the previous 12 months.
	

	
	Ear, nose and throat disorders
	Nasal polyps now or in the past whether treated or not. Meniére’s disease. Deafness requiring hearing aids or cochlear implant.  Obstructive sleep apnoea/hypopnoea syndrome.  Ongoing ear infection.  Ongoing grommets.  Ongoing perforated eardrum. 
	

	
	Lungs and breathing
	Asthma in the last four years. Bronchiectasis.  Cystic fibrosis.
	

	
	Gut and diet
	Untreated hernia. Crohn’s disease.  Ulcerative colitis. Hirschsprung’s disease.  Loss of spleen.  Coeliac disease (gluten sensitivity). Lactose intolerance.  Requirement for specific dietary restrictions, including any food allergies or intolerances.  Two or more surgical treatments for pilondial sinus.  Any surgery for stomach ulcer.  Any surgery for intestinal pouch.  Weight loss surgery (gastric bypass/band). Ongoing abdominal, digestive or liver disease.. 
	

	
	Kidneys
	Urinary incontinence.  Nocturnal enuresis (bed wetting) in the last two years.  Polycystic kidney disease.  Kidney stones.  Donation of a kidney in the last six months.
	

	
	Brain and nerves 
	Ongoing epilepsy.  More than one seizure (fit) after sixth birthday.  Single seizure (fit) in the last 10 years.  Multiple sclerosis.  Hydrocephalus (with or without shunt).  Migraine in the last two years.  Previous head injury resulting in ongoing intellectual (thinking), mental health or brain/nerve problems.  Previous brain surgery.  Recurring faints or unexplained loss of consciousness. Tourette syndrome.
	

	
	Glands
	Diabetes.  Adrenal disorders.  Pituitary disorders.
	

	
	Skin
	Ongoing psoriasis affecting a area of skin equivalent in size to the front of the forearm.  Ongoing severe acne requiring specialist care affecting the face, neck, shoulder, chest or back.  Contact dermatitis/eczema (where the skin becomes inflamed when it is contact with certain substances) now or in the past.  Allergic dermatitis/eczema (where skin becomes inflamed but the cause is unknown) in the last three years.   
	

	
	Bones and joints
	Club foot.  Hammer toe. Complete loss of either big toe. Complete loss of either thumb. Loss of a limb.  Knee pain when exercising in the last year.  Any joint replacements. Ongoing arthritis (joint inflammation) of any cause. Osgood-Schlatter disease within the last two years.  Any fracture that has only fully healed in the last six months. Spine: any previous fracture, disc surgery in the last two years, any other spine surgery.  Shoulder dislocation: a single episode in the last year, two or more episodes in the same shoulder, more than one shoulder stabililsation operation on the same shoulder. Back pain: a single episode lasting more than six weeks, three or more episodes lasting less than 48 hours (with no sciatica and no requirement to seek medical attention) in the last 12 months. 
	

	
	Mental health
	Ongoing mental health issues. Alcohol dependence. Drug or substance dependence in the last four years.  Manic disorder.  Bipolar affective disorder.  One episode of depression lasting more than 12 months or three or more separate episodes of depression of any length. More than two episodes of panic or generalised anxiety disorder. Psychosis. Schizophrenia.  Obsessive compulsive disorder (OCD) Autisum. Personality disorder.  Two or more episodes of deliberate self harm of any type.  Post-traumatic stress disorder (PTSD)  attention deficit hyperactivity disorder (ADHD), unless you have been symptom free and have not needed treatment for the last three years.  Eating disorders including anorexia nervosa and bulimia nervosa.   
	

	
	Cancer
	Ongoing cancer or treated cancer under hospital or specialist follow up.
	

	
	Allergies 
	Severe allergic ractions and/or anaphylaxis.  Latex allergy. Vaccine allergy (including tetanus allergy)
	

	
	Infections 
	Ongoing tuberculosis (TB) human Immunodeficiency Virus (HIV)  Current acute or chronic hepatitis. Carrier of Hepatitis B or C viruses. 
	

	
	Other
	Have received a transplanted organ.  Known carrier for Huntington’s disease, malignant hyperthermia or neurofibromatosis.  Ongoing pelvic inflammatory disease (PID).  Ongoing endometriosis.
	


	1.2(b) Past History of Asthma Only
	

	If you have had asthma at any stage of your life, including during childhood, but you have been completely symptom free and off all asthma treatment within the last four years tick YES.
If YES, a history of asthma of more than four years ago may meet the medical standards for entry. To help us assess your fitness you may be sent (a) a lungs and breathing questionnaire (b) a peak flow rate meter and (c) a 28-day peak flow rate diary.
      FORMCHECKBOX 
 Yes       FORMCHECKBOX 
  No


	1.3 TEMPORARY CONDITIONS
	

	The following conditions require the selection procedure and/or entry to be temporarily put on hold until you are fully recovered, discharged from hospital follow-up, and fit to undergo arduous training:

» Pregnancy
» Waiting list for an operation
» Temporary illness or injury

At the discretion of Service Medical Authorities, your application may be rejected due to other medical reasons.




	1.4 YOUR GP
	

	

	
	Provide details of your GP including Name, Address including postcode and Telephone number
	

	
	     
	

	
	
	
	

	
	How long have you been registered with this practice? months/years
	     
	

	
	
	
	


	1.5 DECLARATION
	

	
	I declare that I do not have or have ever had a history of any of the conditions listed in sections 1.2(a) and 1.3 and that all answers and information given are true to the best of my knowledge. I fully understand that if information is withheld, suppressed, deliberately misleading or false then I will, if employed by Her Majesty’s Government, be liable to be dismissed or have other disciplinary action taken against me. 
	

	
	Signed *
	
	Date
	

	
	
	
	     
	

	
	
	
	
	

	
	Signature of parent or guardian if applicant is under 16
	
	Date
	

	
	
	
	     
	

	
	
	
	
	

	
	Guardian - please print name
	
	Address for correspondence to be sent, if applicant is under 16
	

	
	     
	
	     
	

	
	
	
	
	

	
	Guardian Telephone number if applicant is under 16
	
	
	

	
	     
	
	
	

	
	
	
	
	


	1.6 DENTAL
	

	If you have significant problems with your mouth or teeth you may not be fit to enlist.

Applicants with a brace only:

» If you are still being treated, you must keep seeing your civilian orthodontist

» You must not discharge yourself from the care of your orthodontist until told to by a military dentist

» Fixed or removable retainer (used to hold the teeth in position after your braces are taken off) will not stop you joining and must continue to be worn

Do not stop any treatment or have braces removed to try to get fit for joining the Army.

	
	Your dental health
	Provide details here
	

	
	Since the age of 16, have you needed medication to make you drowsy (sedation) or needed medication to put you to sleep (general anaesthetic) for fillings or other routine dentistry?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	

	
	Have you ever refused to undergo dental treatment because it involved having an injection?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	

	
	Are you waiting for or have you been told to have treatment in a hospital oral surgery department?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	

	
	Do you have any other mouth or teeth problems or treatment planned?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	

	
	Do you have a dental brace in place?

If Yes, what date is the course of treatment due to be completed?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	

	
	
	
	


	1.7 EYESIGHT
	

	It is important to have good eyesight, although visual correction, such as spectacles or contact lenses (within certain limits), is allowed for most Army jobs.

	
	Your eyesight
	Details of any eyesight related problems
	

	
	Do you currently wear, or have you ever worn spectacles or contact lenses?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	

	
	Have you ever had a squint or lazy eye?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	

	
	Have you had any eye operations for a squint or to correct your vision (for example laser eye surgery) ?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	

	
	Do you have any sight problems or any injuries in either eye

(other than needing glasses) ?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	

	
	Do you currently have or have you had, any other eye problem?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	

	
	If you have answered YES to any of these questions then you must ask your optometrist to complete section 2.1 ‘RGMD Optometrist’s Report’. Once your optometrist has completed the report, take it to your GP and ask them to complete section 3.1, ‘Patient Medical Report’.
	

	
	Has a copy of the ‘RGMD Optometrist’s Report' been filled in?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	

	
	I declare the above answers to be correct to the best of my knowledge and give permission for my Optometrist to complete the form if needed.
	

	
	Signed *
	
	Date
	

	
	
	
	     
	

	
	
	
	


The candidate has applied to join the Army and has answered YES to a question in section 1.7:

An optometrist’s report based upon an examination within the last 12 months is required as part of the screening process whereby 
the Army seeks to exclude applicants with certain visual conditions. The application cannot be processed further until this report is provided. Please examine the candidate (if not seen in the last 12 months) and record your findings and answers to the questions. Once complete please return to the applicant.
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Date of visual assessment

	     


Is the client’s visual is equal to or better than the minimum standard of corrected Snellen visual acuity of 6/12 in the right eye and 6/36 in the left eye, with maximum permissible refractive error of -7 to +8 dioptres in any meridian. Please document correction to 
minimum standards here.
	Right Eye
	Left Eye

	Visual acuity
	Visual acuity

	Uncorrected
	     
	Corrected
	     
	Uncorrected
	     
	Corrected
	     

	Refraction
	Refraction


	Sph
	     
	Cyl
	     
	Axis
	     
	Sph
	     
	Cyl
	     
	Axis
	     


Please record any other significant history or findings (attach extra sheets if necessary)
	     


	1.
Is your client’s visual acuity equal to or better than the minimum standard of corrected Snellen visual acuity 
of 6/12 in the right eye and 6/36 in the left eye, with a maximum permissible refractive error of +6.00 to -6.00 dioptres in any meridian*
in any meridian*
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	2.
Has your client had corneal refractive surgery other than the following procedures: Radial Keratotomy (RK), Astigmatic Keratotomy (AK), Photorefractive Keratectomy (PRK), Laser Epithelial (LASEK), Laser in-situ keratomileusis (LASIK), Intrastromal corneal rings/segments (ICRs/ICSs)?  
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	3.
If your patient has a squint, has had squint correction or any other eye surgery/ procedure- do they have diplopia or any other visual defect?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	4.
Does your client have any other general eye, lid, lacrimal apparatus, conjunctival, corneal, lens, uveal tract, retinal, scleral, optic nerve, visual field, ocular motility or lid disorder? 
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


If Yes to any question, provide details
	     


	Optometrist's signature
	
	Branch Stamp

	
	
	

	Optometrist's name - please print
	
	

	     
	
	

	Optometrist's telephone number
	
	

	     
	
	


These limits apply only to any one dimension of spherical or cylindrical correction unless the mathematical sign (+ or -) is the same for both – in such cases the sum of the correction applies, e.g. sphere of –6.00 and cylinder of +3.00 = -6.00, sphere of –1.00 and cylinder of +6.00 = +6.00, sphere of –6.00 and cylinder of -3.00 = -9.00, sphere of +3.00 and cylinder of +5.00 = +8.00

	1.8 CONSENT FOR OBTAINING MEDICAL REPORTS
	
	
	

	Under 'The Access to Medical Reports Act 1988'

Please read the following carefully before signing. By signing this form you are giving permission for your GP to complete a medical report from your medical records.   Also, as part of the pre-service medical assessment,  you are also giving your consent to any request for a verbal or written medical report from anyone how has been responsible for your healthcare, including hospital and other specialists.  You are also giving your consent to be referred to a medical specialist for an opinion should this be needed (you will be told if this is necessary)
If your application is unsuccessful this report will be held by the Ministry of Defence (MOD) for seven years before it is destroyed. If you are successful this form will become part of your service medical records and will be held for 100 years from your date of birth.
Please print in capital letters.

	
	I (print name)
	     
	

	
	
	

	
	authorise my Doctor (GP)
	     
	

	
	
	

	
	of (Practice name)
	     
	

	* If you are not currently registered with a GP please give the name and address of your most recent doctor’s practice

	
	to disclose relevant medical records and copies of reports in relation to the declaration in order that my medical fitness for service can be assessed. The information requested will be used only for the purpose of establishing my medical fitness for service and will only be accessed by personnel bound by medical confidentiality.

Please read the statements outlining the terms of the Access to Medical Reports Act 1988 below before signing:

» You have the right to withhold your consent for the Ministry of Defence (MOD) to apply to your family doctor or hospital specialist 
for medical information. If you give consent, you have the right to see information about your medical condition before it is supplied 
to the MOD.

» You have 21 days from the date of the MOD letter notifying you that a medical report has been requested in which to make arrangements with your GP, hospital or other specialist to see the report.

» Your GP,   hospital or other specialist will tell you if you cannot see any part of the report for professional medical reasons. 
» If you regard any information in the medical report as incorrect or misleading, you can ask in writing for it to be amended.

» If your GP, hospital  or otherl specialist does not accept that the information is incorrect or misleading, they are not required to make any amendment. In these cases your GP, hospital or other specialist will invite you to prepare a written statement on the disputed information that will be attached to the medical report when it is sent to the MOD.

» Subject to the provisions of the Act, you have the right to see information about your medical condition for up to 6 months after it has been sent to the MOD. Arrangements should be made with the doctor who originally prepared the report.

» If your GP, hospital or other specialist gives you a copy of the medical report at your request, they may charge you a reasonable fee to cover the cost of supplying it.

Please tick the box against one of the following statements (your application may be delayed if you do not tick one of the boxes):
	

	
	 FORMCHECKBOX 
 I do not wish to have access to the medical report.
	 FORMCHECKBOX 

	I want to see to the medical report before it is sent.

I understand that I must contact my GP, hospital or other specialist  within 21 days to arrange to see the report. I may be required to pay a reasonable fee if I wish a personal copy of the report.

I understand that requesting access will delay my application.
	

	
	
	

	
	Signed *
	
	Date
	

	
	
	
	     
	

	
	
	

	
	Parent/Guardian signature if applicant is under the age of 16
	

	
	Signed
	
	Date
	

	
	
	
	     
	

	
	
	

	
	Print name
	
	
	

	
	     
	
	
	

	
	
	


	Your patient has applied to join the British Army. In order for their application to proceed the following booklet must be completed by you as their General Practitioner (GP) with reference to the applicant’s medical record. This booklet is laid out in several sections. The first section (1.1) contains basic information related to the applicant. The second section (1.2(a), 1.2 (b) and 1.3) is intended to screen out applicants who are unsuitable given the physical and mental demands of the environment in which they will be expected to serve.
	
	The following sections (3.2-3.6) are designed to be open, encouraging the provision of all available information.

The information you provide will be used to ensure the Army complies with Health & Safety Legislation. Where appropriate please provide copies of relevant hospital, General Practice records and any other relevant documentation. A medical examination and opinion as to the medical fitness for enlistment are not required. You will find your patients consent on section 1.8. Please do not miss out any diagnosis as ‘not relevant’ or because the patient is now in good health.
Please review section 1.2 (a), which lists conditions that are an absolute bar to recruitment.  These diagnoses should be considered whilst answering the questions that follow.


If you are not the applicant’s GP or do not hold their medical records please return the form to the attached address and indicate why below:
	     


	Payment

The MoD will pay £65.00 for completion of this declaration.. The questions are intended to be answerable in 20- 30 minutes. Additional incidental expenses, (e.g. charges for photocopying relevant clinical documents at 35p per copy, postage etc.) may also be claimed.

To ensure prompt payment please complete and return this RG Medical Declaration form to the relevant UOTC address given on the front of this form:
PLEASE DO NOT SEND THE COMPLETED FORM TO THIS ADDRESS 

	
	Return of Medical Report
Please send the completed declaration and all additional reports to the address given below.  Please ensure that the envelope is clearly marked 'MEDICAL IN CONFIDENCE 
PLEASE DO NOT SEND YOUR INVOICE TO THIS ADDRESS

	
	
	The completed report will be treated in accordance with the Data Protection Act 1998. 



	
	
	Practice Stamp

	
	
	

	
	
	

	

	Registered with practice from
	     
	
	Any gaps in patient records since birth?
	     

	
	
	
	
	

	Last consultation date
	     

	
	NHS number
	     

	
	
	
	
	

	Reason for last consultation
	     

	
	
	
	
	


3.2 VACCINES
Complete the following vaccination record or attach a computer summary of the vaccination history.
	Vaccine
	Course
	Detail
	Date

	DTP
	Initial course
	1st dose administered
	     

	
	
	2nd dose administered
	     

	
	
	3rd dose administered
	     

	
	Pre-school
	Administered
	     

	
	2nd booster
	Administered
	     

	Polio
	Initial course
	1st dose administered
	     

	
	
	2nd dose administered
	     

	
	
	3rd dose administered
	     

	
	Pre-school
	Administered
	     

	
	2nd booster
	Administered
	     

	MMR
	Initial
	1st dose administered
	     

	
	Pre-school
	Administered
	     

	BCG
	
	Administered
	     

	Heaf test
	
	tested
	     

	
	
	result
	     

	Mantoux
	
	Administered
	     

	
	
	result
	     

	HPV
	
	Administered
	     

	Hepatitis B
	Initial course
	1st dose administered
	     

	
	
	2nd dose administered
	     

	
	
	3rd dose administered
	     

	
	2nd booster
	Administered
	     

	
	
	results of antibody levels
	     

	Meningitis
	Initial course
	1st dose administered
	     

	
	
	2nd dose administered
	     

	
	2nd booster
	Administered
	     

	Travel vaccines for example; hepatitis A, typhoid, polio, yellow fever, Japanese encephalitis, rabies
	     
	     
	     


       Tick here to indicate you have attached a summary   FORMCHECKBOX 

	Do the records you hold on this patient do they have any reference to current or past problems with their medical history?

	3.3 MEDICAL HISTORY
	 FORMCHECKBOX 
 Yes (provide details below)
	 FORMCHECKBOX 
 No (go to next question)

	Key diagnoses
Asthma     All wheeze (including childhood wheeze)      Any inhaler prescriptions     Allergies (hay, fever, food,

medications, other)      Psoriasis     Eczema     Occupational Dermatitis     Chronic seizures     Blackouts     Cardiac murmurs     Migraine
Headaches     Childhood cardiac problems     Grommets     Hearing problems     Bleeding disorders     Head injuries     
Testicular/Gynaecological problems     Abnormal smears     Malignancy     Operations     Hospital admissions     
Family history cardiac disease     Inherited conditions

	Key information required: treatment received, date of last symptoms/consultation/treatment, copies of relevant clinic letters .

	Date of diagnosis
	Diagnosis
	History
	Date of last consultation

	e.g. 02/01/07
	Asthma
	Attended 3/12 Hx wheeze, PF 350/500, commenced on beclomethasone 100mg BD, last prescription Jan 2010, last PF 470/500 Jan 10
	21/01/10

	     
	     
	     
	     


	Do the records you hold on this patient do they have any reference to current or past problems with their musculoskeletal system?

	3.4 MUSCULOSKELETAL SYSTEM
	 FORMCHECKBOX 
 Yes (provide details below)
	 FORMCHECKBOX 
 No (go to next question)

	Key diagnoses
Back pain     Whiplash     Scoliosis     Fractures     Dislocations     Subluxations     Knee pain     Physiotherapy     

Operations     Metalwork     ACL repairs

	Key information required: treatment received, date of last symptoms/consultation/treatment, copies of relevant clinic letters .

	Date of diagnosis
	Diagnosis
	History
	Date of last consultation

	     
	     
	     
	     


	Do the records you hold on this patient do they have any reference to current or past problems with their mental health?

	3.5 MENTAL HEALTH
	 FORMCHECKBOX 
 Yes (provide details below)
	 FORMCHECKBOX 
 No (go to next question)

	Key diagnoses
All depression     All self harm     Eating disorders     Alcohol or substance misuse problems     ADHD     

Counselling/CPN contact     Psychotic illness     Any psychiatric admission or referral to psychiatrist

	Key information required: treatment received, date of last symptoms/consultation/treatment, copies of relevant clinic letters .

	Date of diagnosis
	Diagnosis
	History
	Date of last consultation

	     
	     
	     
	     


3.6 ANY OTHER COMMENTS AND ALL CURRENT AND REPEAT PRESCRIPTIONS
Army recruits must be of a robust constitution and free from disease or pre-existing injury in order to undertake the physically and mentally demanding challenges of training and future service. Additionally, modern Armed Forces operate with minimal manning margins so that illness, especially in key personnel, may have an immediate and even profound impact upon operational effectiveness.  These constraints place considerable reliance upon medical screening at the pre-entry stage, of which the recruit’s GP’s report is a vital component, to ensure that thosr recruits that are excepted start their training with the best chance of success and subsequently serve, for the period of their engagement as fit, healthy and dependable service men and women.

If you are aware of any other existing condition or history of a medical condition that may impact on the applicant’s ability to meet these requirements, please provide details below (including dates affected, diagnosis, investigations, treatment and outcome, current and repeat prescriptions)  and attach copies of any relevant documentation including all hospital/specialist correspondence,

	     


3.7 DECLARATION

I confirm the information I have entered within this form is to the best of my knowledge correct and I have not knowingly withheld any information.
	Signature
	
	Qualifications

	
	
	     

	Print Name
	
	Date Completed

	     
	
	     


	HR Form 382B
	 
	Rev (12/12)
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	Claim for Fees in Respect of Medical Reports 

For Army Recruits by Civilian Medical Officers
	 
	 

	
	If you need any help completing this form contact the People Service 

Centre (PSC) on 93345 7772 (Mil) or 0800 345 7772 (STD)

 
	
	

	Please write in BLACK ink in BLOCK CAPITAL LETTERS inside the boxes. * Mandatory Fields – must be completed.

	*Section 1 – Details of Medical Practitioner (To be completed by Practice Manager or GP)

	Surname
	     
	Forename(s)
	          
	Title
	DR
	 

	Payee (if different from above)
	          
	 

	Practice Address Including Postcode
	 

     
	Account Number
	 
	  
	  
	  
	  
	  
	  
	  
	 
	 
	 

	
	
	 

	
	
	Sort Code
	  
	  
	-
	  
	  
	-
	  
	  
	 

	
	
	 

	
	
	Building Society Roll Number
	          
	 

	
	
	 

	
	
	Account Name
	          
	 


 
	Warning: If the required fields are not completed there may be a delay in this form being processed.


 
	Section 2 – Claim Details 

	 *Name of Applicant
	          
	*Date of Birth
	  
	  
	  
	  
	  
	  
	  
	  
	 

	 
	Fee 
	 
	 
	VAT 
	 
	*Total 
	 

	 FORMCHECKBOX 

	Pre-employment Questionnaire (RG8)
	£65.00
	+
	£
	  
	  
	●
	  
	  
	=
	£
	  
	  
	  
	●
	  
	  

 FORMTEXT 
 
	 

	 FORMCHECKBOX 

	Copy of Records (Data Protection scale of fees applies)
	£
	  
	  
	●
	  
	  
	+
	£
	  
	  
	●
	  
	  
	=
	£
	  
	  
	  
	●
	  
	  
	 

	 FORMCHECKBOX 

	RG8 Supplementary Medical Report (For ADSC use only)
	£
	  
	  
	●
	  
	  
	+
	£
	  
	  
	●
	  
	  
	=
	£
	  
	  
	  
	●
	  
	  
	 

	(GP - Please note that if VAT is applicable and is to be paid a VAT invoice must accompany the claim form)


 
	Section 3 – Declaration by GP or Practice Manager

	I can confirm that this work has been completed and despatched
	 FORMCHECKBOX 

	 
	 

	This work will be completed and despatched on receipt of remittance
	 FORMCHECKBOX 

	 
	 

	Unsigned Forms will not be accepted.
	 

	*Signature
	          
	*Date
	  
	  
	  
	  
	  
	  
	  
	  
	 

	*Contact Number
	          
	 


 
	*Section 4 – Originating Office Details (To be completed by SESST))

	URN
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	ADSC/AOSB
	          
	 

	UIN
	     
	RAC
	     
	Careers Office
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	In accordance with the Data Protection Act 1998, the Ministry of Defence will collect, use, protect and retain the information on this form for the purpose of exercising or performing rights and obligations in connection with employment including the protection of management information, which will be collected centrally.  If you have any concerns you should advise the People Service Centre (PSC).


 
 
 
 
	Section 5 - What to do next

	Send this form 

	By post to: Relevant UOTC.

	Only submit page 1 and a VAT invoice if appropriate – DO NOT ENCLOSE MEDICAL REPORTS – which should be sent to the relevant UOTC or any other information and do not use staples.

	PLEASE NOTE FAXED COPIES OF THIS FORM WILL NOT BE ACCEPTED.

	Thank You


	Guidance: The following guidance should help you complete the Claim for Fees in Respect of Medical Reports Form.  Please read the notes carefully before completion.

	*Section 1 – Details of Medical Practitioner (To be completed by GP or Practice Manager)

	Surname
	Enter your surname.

	Forename(s)
	Enter your forename(s).

	Payee (if different from above)
	Enter the name of the payee if required.

	Practice Address including postcode
	Enter your full practice address.

	Account Number
	Enter bank account number.

	Sort Code
	Enter bank sort code.

	Building Society Roll Number
	Enter the Building Society Roll Number.

	Account Name
	Enter account name.

	Section 2 – Claim Details (GP - Please note that if VAT is applicable and is to be paid a VAT invoice must accompany the claim form)                                                        

	Name of Applicant
	Enter applicant’s name.

	Date of Birth
	Enter applicant’s date of birth (DDMMYYYY).

	Pre employment Questionnaire (RG8) 
	The stated Fee is in accordance with BMA guidelines.

	VAT
	Enter VAT figure.

	Total
	Enter sum of fees and VAT.

	Copy of Records (Data Protection scale of fees applies Max £50)
	Enter the relevant amount.

	VAT
	Enter VAT figure.

	Total
	Enter sum of fees and VAT.

	RG8 Supplementary Medical Report (For ADSC use only)
	Enter the relevant amount.

	VAT
	Enter VAT figure.

	Total
	Enter sum of fees and VAT.

	*Section 3 – Declaration by GP or Practice Manager

	I can confirm that this work has been completed and despatched

	Tick this check box if required.

	This work will be completed and despatched on receipt of remittance

 
	Tick this check box if required.

	*Signature
	This is your declaration to confirm that the fees you are claiming are correct.

Unsigned forms will not be accepted.

	*Date
	Enter the current date.

	*Contact Number
	Enter your contact number.

	 
	 

	*Section 4 – Originating Branch details

	URN
	Enter the URN.

	ADSC/AOSB
	Enter the name of the ADSC/AOSB.

	Careers Office
	Enter the name of the Careers Office.


RMAS MED1 DECLARATION


HOW TO COMPLETE THIS FORM





Step 1 – Print out the form and fill in all of section 1 (from 1.1 to 1.8)





Step 2 – Sign sections 1.5, 1.7 and 1.8 in the places marked with an asterisk (*). If you are under 16 your parent or guardian also needs to sign it.





Step 3 – If you answered ‘YES’ to any question in section 1.7, ask your optometrist to fill in section 2.1, then go to step 4. If you did not answer ‘YES’ to any question in section 1.7 you should leave section 2.1 blank and go straight to step 4.





Step 4 – Take the form to your GP and ask them to fill in section 3.1. Once they have done this, they need to send it back to us. Please ask them to send it back within 21 days.








The candidate’s distant visual acuity is to be tested using the standard Snellen chart at a distance of six metres. Different charts are to be used for each eye, uncorrected and corrected using complete occlusion of the eye not being tested. No errors in a line are allowed (e.g. 6/12 –1 is to be recorded as 6/18).
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