Howto Submit

U 5. Department of S&te “DME AFPROVAL HD . 14060088
L. Ofiice of Medical Serices, Room L101, 5A-1, Washington, DC 2052240102 E?x;;“g:;;fﬁ:ﬂ;
K% ME DICAL HISTORY AND EXARMMNATION FOR FOREIGN SERVICE ’

FOR INDIVIDUALS A GE 12 A ND OLDER

PRINA CY A CT NOTICE
A UTHORITIES: The infomaton is sowght pursuant o the Forsign Servce Act of 1580, as amended {22 U.5.C. §§ 4084, 3501, 3584).
PURPOSE: The information solicied on this form will be used b make appropriate medical clearance decisions.

ROUTIME USES: The information on this fom maybe shared with personnel in the Office of Medical Services. Unless otherwise proecied by medical
privacy regulatons, the inbrmabon may be made Swilable to approprise agencies, whether Federal, staie, local or foraagn, for law enbroement and
administration purposes. |t mayalso be disdosed pursuant to cowrt order. More infbrmation on the Routine Lises for the sysem can be found in the
Sy=em of Records Nofice Staie-24, Medical Records.

DISCLOSURE: Prowding this infbrmation is voluntary. Howewer, Silure to provide the informaton requesied on this form may result in denial of a
medical clearance. Also, if you are an applicant i the Forsign Sarvice, your failure o provide the informaton requested on this formmay afect your
Forsign Service eligibility.

PAPERANORHK REDUCTION ACT STATEMENT: Public reporting burden for this collection of infrmation is estimaed i average one (1) howr per
response, induding time reguired for searching exsfing data sources, gathering the necessany documentsfion, prowiding the infbrmation andior
documents required, and reviewing the inal collection. You do not hawe o supphy his informaton bnless this collecion displays a cumenthy wlid OMB
control number.  |f you have comments on the sccuracy of fhis burden ecimiat andior recommendations Br red g it plesse =end them o
MMEDEX, RoomLE1T 581, U5, Department of Sk, Washingon, DC 20522

|. To Be Filled Out By Examinee {Com pleie all s=ctons, fype or inink.)

1. Mame of Examines (La=, First, M) Cste {mm -dd-yd

2. Full Mame of Employes/Applicant’Sponsor 3. eMED Number if known (Emplopes/ApplicantSponsor)
4. Date ofBirth {mm-ddyad 5. Sex I:l sl I:l — 7. Btatus
E Pl ofEh [ ] ApplicantEmpioyee [ |Spouse [ | Daughter
City State Country I:‘ Son [Joter
E. Mame of your Health Insurance Plan 10. Agency of EmployesifpplicantSponsor
[]set= [ Jusan Foreign Commercial

5. Purpose of Exam

Foreign Agrriculiural I S SR
(] sewion [Jrsewee  [Jrecrsmmen | I8 [oossorsussmsns o

11. “our Mailing Address (Medical Glearance Absiract wall be maded io bzied (12, Post of Assignment and Dates of Departure’Arrival
sddress |

3. Proposed Post

EDA
Telephons Number b. Present Post
{where you can be ED
ﬁ]ﬁg;‘:}rw e net {mm -y

. Last 2 Posts

a

E-mail {where pou
can be reached for
the next 80 dajs)

Tao the Doctor: The Genetic Information Mondiscrimination Act of 2008 (GIMA) prohibits employers and other enfities covered by GINA Title I from
requesting or requiring gensticinformation of an individual or &mihy member of the individual, except as speciicalhy allowed by this law. To comiphywith
this law we are asking that wou NOT provide any genetic infbrmation when responding to this reguest for medical information. "Genetic inbrmation’ as
defined by GIMNA, indudes an individuals famihy medical history, the results ofan indiwduals or @miby member's genetic s, the fact hat an individus]
or an individuals &mihy member sought or received genstic services, and genstic infrmation of 3 fetus caried by an individusl or an individus!'s &miby
member or an embryo lewislhy held by an individual or &mihy member receiving assistive reproductive serices.
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Il. Hawve ¥ou Had In The Past 5 ¥ears:

Mame of Examinee:

1. Freguent or severs headaches 7
. Dzy spells, fainting, or sezures?
. Meurolegical disorders?

o R L)

. Chronic eye trouble, or wsion problems?

. Tooth ar gum probiems?
Ear, nose, or throat problems, induding
hearing dificulties, hoarseness, or allergies?

o

. Abnormal chest -y
. Hisoryof positive TB skin Estor dinical
uberculosis, TH exposure, or BCG waccinaton?

o =

10. Palpitstions, chest pressure, MUrmrsor any
ofher heart problems?

11. History ofaneurysm or blood clos?

12. High blood pressure or high chaesierol 7

13. Esophagus, siomach, inestinal, rectal, liver,
gallbladder problems or hemis?

=]

14. Have you had a colonoscopy or sigmoidoscopy?
Cate (mm -dd-)44

15. A change in urinany habits, wrinary ractinfection
or stones, blood or protein in urine?

|:Il|

. Ssxuslhstransmited disease?

17. Senious infection?

000 O 0 000 O 000 OO0 O000F
aF

OO0 O O ood O oodo od Oodd

18. Cancer of any type?

. Ciough, wheszing, shortness of breath or asthma?

=
w
wn

15, Rheumatologic-problems; tendon, joint or back paininjury;
bome-defomityor Tacture?

. Malaria or other ropical disease?

21. Anyhair, nail or skin problems or disorders?

22. Diabetes; thyroid or other hormonal’metabolic disease?

. Anemis or blood transfsion?

. Hawe you ever had an organ transplant or been an organ
donor?

. Recent gain or loss of 10 lbs or more?

. Thickening or lump in breast, Esficle or elsewhera?

. Felt unususlhy depressad, sad, blue or had fraquent crying
spelis?

. Difficulty in relaxing or calming down; Eh panicky; irmitable,
angry, lyper or nervwous?

. Special education needs?

. Have you ewer used tobacoo products?

31. Hawve you ever used alcohol?

. Hawe you used marijuana, hallednogenic drugs, narootics,
of cocine in the last 10 years?

. Hawe you ever been refered to or received mentl health
trestmant?

Primary Cara PT3D 3cresn

R A A R T

jouh e & j Sars
Ln&gﬁ%g_ﬂgt% Eﬁa& Pr?{ﬂ n;gﬂc.pa riance thatw as so fightening honmibds, or

0o

O 0Oood O 0od oogod O
O 0OdOd O g oodod Os

34. Hawe had nightmam=s sbout it or thought sbout it when you
diid not wantto?

25, Tried hard not to think abouwt it or went out of your way ©

avoid sitwabons that reminded you of it?

38 Were constanthyon guard, watchiul, or easily strtled?

Women Cnly

0 [ ==
0 ==

Do you have menstrus] oydes?

Date of lxst menstrual peried

Hawe you had an abnormal PAP test in the last
Sy=ars?

D=t (mm-dd-yy) of last PAP Est

D=t (mm-dd-yy) of abnormal PAP

sarroundings ?
40. Hawe you ever had 3 mammogram?

41. Ar= you pregnant?

0 O
0 O
|:| D AT, Felt nurmb or datsched fom ofiers, acivibes, or your
0o
OO
O

42, Are you nursing?

Pregnancy History: (numberof imes)

R=sult Pregnant Liwe births
Il. Hospitalizations/Operations/Medical Evacuations (Indude sl medical and pspchaing ilinesses )
Date [mm-dd-pd llness or Operaticn MName of Hospital City and State

Please recheck all items for completeness and accuracy. DO NOT INDICA TE: " Previously Answered.”™

IV. Explanations required for “yes answers to questions 1 to 42. Attach additional sheet

they are hired. Current employess may also be subject o discipglinary acton for intentional omission of information.

The inentional omission ofany crecsl medicsl information is a criminal ofiense (Secion 1001 of the UL5.C Tife 18). Pre-employment applicants who
intentonally omit infrmaton which would make tham ineligible for appointrent, will be subject o disdplinany action, induding separation for causs if

Signature of Examinee (! ceniffr | hawe resd and undersiznd the above safkements)
zer Mame) | P Egn | Fassword Egn |

Cate (mm-dd-pd

V. Bxaminer Comments on Significant History and Examination Findings: Comment on all tems checked YES in section Il
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Vl. To Be Completed By The Examiner Name Of Examines:

1. Height 2. Weight 1. Pulse 4. Blood Pressure [stbng) ITabowe T407ES repeat 3

> fimes and record. If consistently elevated
| in. o lbs. or consider treatment

Cm _ kgs

L

Clinical Evaluation Motes
Normal | Abnormal MNE {Descabe ewery abnomality in deizil.

Check each iem as indicsied. Chedk "NE” if not evalusted. Include perfinent ifem number before esch comment )

1. Gensral'Constiution

Skin

Eyes

el L !‘\-.l

. Ears/MosaT hroat

on

. MeduThiyroid

o

. Lungs Tharas

. Breasts

. Cardiovascular

. Abdomen

. Male Genislia

1. Anus/Recum/Prostae

Musouloskzle]

. Lymphatic

. Meurolegical

. Female Gynecologic

o

18. Miscellansous

17

Papanicolaou dons |:| Mot done I:l Resson if not done

18,

Attzch cybology report.

WIll. List Current Medications (Include prescapon, ower the cownier, Wizmins, and herbals) Drug Or Orher Allergies

. Instructions

Disposition of Records:

E:aminee or sponsor must sign on page 2. Medical provider must sign on page 4.

All reports must be in English and identifed with the fll name and date o f birth of the examines.
Do Mot Submit Reports by LS Mail.

Do Mot Submit Reports by ProEssional Couner Service (e.g. FedEx or DHL).

Keep originals as a permanent record.

For U.5. Department of State Health Units:
The prefered methed o submit the D5-184 3 is by wayofeForms to Medical Records. |fthis is not possible, please submit the
completed document by FAX.

For Private Health Care Providers:
Flease FAX the completed D'5-1843 directhy to Medical Reconds.

Department of State, Medical Records:
The prefered methed o submit the D5-184 3 is to scan and send by email o: MEDMR@sEE.go v
Ifit is not possible to scan, then please &x the D5-1843 b Medical Records at Fase: T03-875-4850.

Ifyou wish o confirm that your 2xam forms were received please email MEDMRE s & gov

DE-1843 Faged of 4




X ANTests Requinsd Unisss Ofherwlss 3pecifled Pleess attsc hall rs ports.

Nams of Examines:

1. Hematology Differential
Hematct > | o Granulocytes
or _—
Hemoglokin gme,  Lymphocytes
WEC foenm Ecsinophils
Cther

6. Urinalysis [when indicated)

Spedic _
Gravity WEC
Albumin REC
Suga Cazt=

2. Bereening Chemistry [pre-employment and af leas every J pears)

T.ECG (30 pears orearlier when indicafed. All pre-employment 40
years and abowe. Submit 2 recngs.)

Bleod Sugar Creatinins
Choleseral ALT Rezulis
! Y peret B. Chest X-Ray [required for persons T8 pears and ower or
HOLLDL GET pre-em plopment and separaton, for new TE shin fes comeerizrs or
Trighyernides HbATC [when indicaizd) Lmi?n indicaied. ¥ pregnant basdine chestX-ray required afier
delivend
3. Serology (speciyies and resulis) (12 years and over for Cste (mm-dd-ya0d Recults
pre-em ployment and approx everySyea-rs after] - : -
. |8 Tuberculin Test (STUFPFL) 1. Peemployment
RFRNDRL gjemmmgn:leﬂ_ﬂjr agémmeesmﬂumng ﬁ:;td in Service if
. : ose with previous ) rEVigUs|
HI VIl antibody _ Fre \ ' durz. (not f::?
Diste fmm-dd-jy) separanon)

HepB surce antigen 1 Mot Dene, Explain

HepC: anfibody Has-t.-ltsc - mim of induration 2. Blood Type
EN SEBDI Tam f";f“gt Blood |5 Coion Screen Previous Positive _ Ye= Mo AED

rs or earfier when (z0 shen indicats mimre B O - - pp—_
et (oge Pormpenndisiedty | PreviousRxCompiets Ve No| (D
cwrrent siandards of care) Date Completed (mm-dd-pa0d fweak) D
ER Pos MNesg - J—
: &[gﬂi&ﬁ“-m Mew Conwerter Yes M
b. Pos Meg ’ [#-Rayrequired)
N Pos Neg Attzch most recent results, g Fr—

(5 Mammogram [required 25& 50 years or when indicaled By Nk Tsciors acoording [0 cuTent Sandzrds of care. ARachment maost recent result |

Xl A ssessment Or Problem List

Ell. Recommendation for Treatment’Further Study/Consultation
or Follow-Up

Typed Mame of Examinsr Signsturs £ Bign Dae (mm-dd-j)
[ (Tsar Mame) |  Passward sign
Examining Facility Address
Telephone Number
Fax Mumber
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