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EF-MP 
Exceptional

' 
. Family Member 

Program 

AR 608-75 mandates that all Soldiers who have a Family member with an identified medical and/or educational 
condition must enroll in the Exceptional Family Member Program (EFMP). Soldiers are also responsible to update 
EFMP enrollment every three years; however, updates can also be made anytime the condition changes. 

To enroll and/or update EFMP medical enrollment: 
• Complete personal information on the DD Form 2792 (EFMP Medical Summary).
• [For Updates ONLY] Contact the Bayne-Jones Army Community Hospital (BJACH) EFMP at 337-531-

3002 to request a copy of your EFMP Summary Report.
• Make an appointment with your Family member's Primary Care Manager (PCM) and bring your completed

DD Form 2792 and EFMP Swnmary Report to the appointment.
• Following appointment with PCM, take the completed DD 2792 to the BJACH EFMP Special Needs

+Advisor located in Family Practice, entrance B. The Special Needs Advisor will check for completeness
and send paperwork to Atlantic Regional Medical Command to update EFMP medical enrollment.

To enroll and/or update educational enrollment (for children on Individual Educational Plan (IEP)): 
• Complete personal information on the DD Form 2792-1 (EFMP Special Education/Early Intervention

Summary).
• Take DD Fonn 2792-1 to your child's Special Education Teacher to complete items 3-S(on page 3).
• Once DD Form 2792-1 is complete, take it and a copy of your child's IEP to the BJACH EFMP Special

Needs Advisor located in Family Practice, entrance B. The Special Needs Advisor will check for
completeness and send paperwork to Regional Medical Command to update EFMP educational enrollment.

If your Family member needs to be disenrolled from the EFMP (i.e. the condition no longer exists, child no longer 
on JEP, divorce, etc.), please contact BJACH EFMP for more information on how to disenroll. 

In the Fort Polk/JRTC Community, EFMP is here to assist you. BJACH EFMP can provide you with a copy of 
your EFMP Summary Report, information on enrollment/disenrollment, and will send your completed paperwork to 
Regional Medical Command for coding. Army Community Service (ACS) EFMP Family Support Services can 
provide you with information, support and advocacy once you are enrolled in the program. Please do not hesitate to 
contact us if you have questions or need more information. 

Tammy Summers 
BJACHEFMP 
Special Needs Advisor 
Bayne Jones Army Community Hospital 
337-531-3002
Tammx

1
k,�ummers.civ@mail.mil

Christina Barrett 
ACS EFMP Family Support Services 
System Navigator 
ACS Bldg. 920 1591 Bell Richard Ave 
337-531-7456
Christ ina.l. barrett2,ctr@army. mi.!

Trisha Kearns 
ACS EFMP Family Support Services 
Program Coordinator 
ACS Bldg. 920 1591 Bell Richard Ave 
337-531-2840
Trisha.n.k,eams.civ@arow.m i I
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Provider Instructions for Completing the DD Form 2792 

This document guides medical providers through the completion of the DD Form 2792, Family Member 

Medical Summary. 

Purpose of the DD Form 2792: 

Families are required to complete the DD Form 2792 for two different reasons: 

1. Document medical needs for potential enrollment into the Exceptional Family Member Program

(EFMP), which supports military families with special medical and/ or educational needs.

2. Document the potential travel concerns of a family member during Family Member Travel Screening

(FMTS). This information will be coordinated with the gaining FMTS Office to determine the availability

of medical services at the projected duty location.

Who completes the DD Form 2792: 

✓ The Sponsor, Parent or Guardian, or Person of Majority Age completes the demographics requested

on the form.

✓ A Qualified Medical Provider is responsible for assessing whether the services they are eligible to

prescribe are within the scope of their practice and their state licensing requirements. A Qualified

Medical Provider may include a Medical Doctor (MD). Doctor of Osteopathic Medicine (DO), Physician

Assistant (PA). Nurse Practitioner (NP), or Advanced Practice Nurse (APN).

C 
What to do after you complete the form:

0 

✓ Return the form back to the family, who will route the form accordingly.

Additional Tips for Completing the Form: 

❖ Complete each block with as much detail as possible; this form will help determine other needs of the

family (e.g. housing accommodations) as well as medical services needed by the family member.

❖ Pages 2-3 are completed by the Sponsor, Parent or Guardian, or Person of Majority Age and

Administrative Staff.

❖ Page 3 should be certified AFTER the Qualified Medical Provider has completed the form and it has

been reviewed by the Sponsor, Parent or Guardian, or Person of Majority Age for completeness,

legibility, and accuracy

❖ Pages 4-8* are completed and signed by the Qualified Medical Provider.

❖ Ensure that:

o The form 1s fully completed and legibly written or stamped,

o Frequency is noted properly on page 7* (MEDICAL SUMMARY, PART 8), and

o The form is signed at the bottom of pages 4-8* and has the required contact information of the

Qualified Medical Provider. Be sure to complete all items in the Provider Information section, as

it is possible that the section may be split between pages.

•Please note that the totol length of the form may increase based on the number of lines added to the

Medications section for each diagnosis
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, ,e 00 Fonn 2792 is completed to identify a family member with special medical needs. 

There is a Certification Section on page 3 that should be signed AFTER the entire fonn is 
completed by medical provider(s) and the form has been reviewed for completeness and 
accuracy. 

The Parent / Guardian or Person of Majority Age signs block 9 b, and the MTF case 
coordinator I authorized reviewer s'gns block 1 Ob. 

A Qualified Medical Provider is responsible for assessin11 whether the seivices they are 
eligible to prescribe are within the scope of their practice and their state �cens·ng 
requirements. 

AUTHORIZATION FOR DISCLOSURE (Pa11e 2J 

Health Insurance Portability and Accountability Act (HlPAA) Requ"rement. 

Each adult family member must sign for the release of his/ her own mitdical information. 
The sponsor or spouse cannot authorize the release of infonnation for those dependent 
family members who have reached the age of majority un'ess they are court-appointed 
guardians. Please consult with your military treatment facil:ty (MTF) or dental treatment 
facility (OTF) privacy/ HIPAA coordinator about questions regarding authorizations for

disclosure, 

DEMOGRAPHICS/ CERTIFICATION (Page 3) 

Item 1. Select the appropriate purpose for filling out the fonn and provide documentation. 

1tem 2.a. Family Member/ Patient Name. Name of fam,ly member described in subsequent 
pages. 

Item 2.b. Sponsor Name. Name or the mmtary member responsible for the family 
member identified in Item 2.a. 

Item 2.c. • e. Sell-explanatory. 
·"•m 2.f. Family Member Prefix (FMP) Only applies to Military medical beneficiary. The 

FMP is assigned when the family member is enrolled in the Defense Enrollment 
Eligibility Reporting System (DEERS). 

Item 2.g. DoO Benefits Number (OBN) This 11-digit number has two components. The 
first nine digits are assigned to the sponsor. the last two digits identify the specific 
person covered under that sponsor. The first nine dig"ts do not reflect the sponsofs 
nine-digit SSN. The DBN can be found above the bar code on the back of the 
beneficiary's 10 carcl. If the child has not been issued an 10 card, enter the first 9 d:gits 
of the parent's DBN. 

Item 2.h. • J. Self-exp•anatory. 

Item 3.a. • h. AU items refer to the sponsor. Self-explanatory. 
Item 3.1. Annotate whether the family member resides with the sponsor. If the family 

member does not, then provide an explanation. 

Item 4.a. Answer "Yes• if both spouses are on active duty or if the enrolling spouse was a 
former member of the U.S. military. If.Yes," complete Items 4.b. - e. 

Item S.a. • d. If "Yes.· enter DoD 10 #, name of sponsor and branch of Seivice. Military 
only. 

Item 6.a. If "Yes." complete 6.b .• c. Self-explanatory. 

ltem 7. To be completed by the administrator in consultation with the family. Requ:red 
Actions. Self-explanatory. 

Item 8.a. • c. To be completed by the administrator in consultation with the family. Mari< 
all seivices being provided to the family member. 

Item 9.a. • c. Parent/ Guardian or Person of Majority Age. Parent/ Guardian or Person of 
Majority Age certifies that the infonnation contained in the DD Form 2792 is correct. 
Individual must ensure that all applicable fonns are i.ompleted and 
attached before sjgnlng. 

Item 1 O.a. · f. The MTF authorized case coordinator I adm:nistrator name, signature, date. 
location of military treatment facility or certifylng EFMP program, telephone number. 
and official stamp Self-explanatory, Administrator must ensure that all fonns are 
complete and attached before signing. 

MEDICAL SUMMARY beglnning on page 4 must be i.ompleted by a Qualified Medical 
Provider. Sponsor, spouse, or family member of majority age must sign release 
authorization on page 2 before this summary Is completed. Please complete as 
accurately as poss·ble usin11 the current International Classif.cation of Diseases (ICO) 
Codll{s). 

Item 1.a. • b. Diagnosis 1. Enter the diagnosis and corresponding diagnostic code for the 
family member. 

Item 1.c. pcrognosis. Self-explanatory. 
Item 1.d(1) • 1.d(4) Medicat History for the Last 12 Months, Enter the number of outpatient 

visits, emergency room visits/ urgent care visits. hospitalizations. and ICU 
admiss,ons. 

Item 1.e{1) -1.e(3) Medications. Enter a� current med,cations associated with.DiagnoS'is 1. 
the dosage and frequency medication should be taken. 

Item 1.f. Treatment Plan for Diagnosis 1. lnc;lude medical and I or surg'cal procedures and 
spec'.al therap,es planned or recommended over the next three years Atso include 
the expected tength of trealmen� required participation of family members. and if 
trealment s ongoing. 

Item 2.a.- f. Diagnosis 2. Follow procedures for Items 1.a. -1.f. above. 

Item 3.a. • f. Provider Information. Official stamp or pllnted name and signature of the 
provider completing this page. date the page was signed, telephone numbers for the 
provider. emal and medical specialty. 

Item 4.a. • S.f. Diagnoses 3 and 4 Follow procedures for Items 1.a .• 1.f. above. 

Item 6.a. • f. Provider Information. Official stamp or printltd name and signature of the 
prov;der completing this page, date the page was signed, telephone numbers for the 
provider, ema�. and medical specialty. 

Item 7. History Associated with Asthma (if applicable). Answer "Yes· or 'No", and include 
additional details as directed on the patienrs asthma history far the last 5 years. as 
d.rected. 

11am 8. History Associated with Behavioral Health (if applicable). Answer "Yes" or "No"', and 
include additional details as directed on the patient's mental health history for 
the last five years. as directed. 

Item 9. Current lnteivention Therapies for Autism Spectrum Disorders and/ or 
Significant Developmental Delays (if applicable). 

Item 10. Communication. Indicate if the patient is verbal or non-verbal. If non-verbal, 
indicate the appropriate communication methods used. 

Item 11. Other lnteiventions / Therapies Used by the Family. Self-explanatory 

Item 12. Behavior. Answer "Yes· if the child exhibits high risk or dangerous behaviors. 

Item 13.a. • c. Provider lnlonnation. Official stamp or printed name and signature of 
provider completing the page and date the pa11e was signed 

Item 14. Health Care Required. In column 1, mark any specialists REQUIRED to meet 
the patient's needs. If a specialist was used to determine a diagnosis and is not 
necessary for ongoing care. DO NOT place an X next to that specialist. tf a 
developmental pediatrician is a child's primary cant manager. but a pediatrician 
meets the needs. 00 NOT mark developmental pediatrician. This section should 
reflect the providers that are necessary to meet the needs of the patient. 

Item 15. - 20. Self-explanatory, 
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FAMILY MEMBER MEDICAL SUMMARY 0MB No. 0704-0411 

(To be completed by Service member, adult family member, or civilian employee. 0MB APPROVAL EXPI RES 

Read lnstfl.lclions before completing this farm.} 20230930 

The public reporting burden for this collection of Information. 0704-041 1. is estimaled to average 30 minutes per response. rnC::uding the lime for reviewing mstruc1ions. searehing existing data 
sources. gathering and maintaining lhe data needed. and completing and reviewing the co•lectiOn of informalion Send comments regarding 11\e burden estimale or burden reduction suggestions to 
the Department of Defense, Washington Headquarters Services. al whs mc-alex,esd.mbx.dd-dod-informat1on-collections@mail m� Respondents should b• aware lhal notwilhsland,ng any olhet 
provision of law. no person shall be sub;ect to any penalty for failing 10 comply with a collection of !nfomnal1on if ii does not display a currently valid OMS conltol number 

PRIVACY ACT STATEMENT 

AUTHORITY: 10 U .S C 136. 20 U. S C. 927; OoDI 1 315.19: OoOI 1 342 12 

PRINCIPAL PURPOSE(SI: lnforrnalion wil be used by DoD personnel to evaluate and document the special medical needs of fam�y members. Ttus information will enable. (1) sponsors to enroll into 
the Exceptional Family Member Program (EFMPI, (2) mititary assignment personnel lo match lhe special medical needs of fam' ly members against the availability of medical services through the 
Family Member Travel Screen: ng {FMTSj pr«:ess. (3) EFMP Family Support staff to offer information on community support services. and (4) civ.:ian per$0<lnel offices lo advise civilian employees 
about the availability of medical services to meet lhe special medical needs of their fam,ly members The personally idenlifrable inlomnation collected on this form is covered by a number of system of 
records nolices pertaining to Official Milila,y Personnel F,les. Exceptional Family Member or Special Needs files. Civilian Personnel Files. and 000 Educaticn Activity files. 

The applicable SORNs and tQutine use$ that apply can be found at AAr Foree F036 AF PC C Military Personnel Records System at n11os lhtel;td;lc:an,11;1j.)l/£rjv�QRNslndex/� 
SOBt:f·Mici••Yi"'RIMicie-'56$82] �f::Q<;-,;/. F044 AF SG U: Special Needs and Educational and Developmental lntervenLon Serv..ces at: t!W>• M•® <IC'INJst mP!iY�.Qfilillna� 
wz!i}:SQflt;,[:Midt,IJiew/�9875lf044 af-s_g,yt. Almy: A0600-8-104b AHRC • Official Military Personnel Record at !lll�ru;!.<!�!�.!l gov/Pri•J!��� lfil::SQRl:9-Art,¢'1• 
Y...te.•� A0808b CFSC, Personnel Affairs Almy Community Service Assistance Files at hl!Pil(l,P,&l!Ld.'1Wlli'..9ruu'riv.ll�LSOB..N,Jmt�'.>'ii.4@-$Qf!N-�-
Yi!!!fi!![l!�fQ-;)il4/it�l;!�f� 
OHA: EOHA 07: Military Health lnforrnation System at l!JlP.11� �I�� lll!il�Vlo,llSQRNsl ndfl0'000·•·•1d� .a:llBN ilru:j.�'([e,jt1Ciei�ZltfiZ�/t.U!la:Jw 
OSO!JS: DMOC 02 OoD· Delense Enrollmenl Eligibility Reporting Systems (DEERS) at blllll.!� da'.enst 9ov!fllii,;w/SORN$lndo><100;>•,•rdt•SQBt,l�E!\'/'llffi.c.!!>1)2Z§J.�•dl"l:lj: 9z.dod' 
OPR 34 OoO. Defense CIVIiian Pe,sonnel Data System at: bll!I• rl!!P<;J� dtllAfi qC•'P!•,P'§9BM•IM�4A.$JlBJ'J:��,�,li'!O',./�.!�� 
EOHA 16 ooo Speci:al Needs Program Management lnf:mnation System (SNPMIS) Records al !J!lpil£.Ql!9d_d�JJ����\LJ,.:,t,Art"<Je;.?L0.2?� 
�!U.ll!i.: 
OoOEA 29 OoOEA Non-DoD $d'\ools Program al. !!.!!P.$..ll.d.P.d.�'2.v Pri'IJ!cy§Qfil/���A.<l!l:�IAl11;jol570576:dodp•2� 
OoDEA 26 Department of Defense Education Activity Educational Records at· lll!J!1.1L.dcdd d,e(C111t,OQt1'£(•"6:d$0R1ffln¢cdQOQ wl�Q£IN-AClj<:je;¼j!v11A1kfeJ$7M731!1®N-� 
Navy and Marine co,ps M01070- 6 Ma,ine Corps Official M1li 1a,y Personnel FWes al. �!'JIJ..i'.llJll:I� i!t/e:nse gO'l''l':11YMY'SOB.NM,1t.,oop.,,..ift-S.o.Bl:,!:80�./80•�i]ZOsiZ.�.l!lrn.!.P• 
M01 754-6. Exceptional Family Member Program Records at: !l!!M..!1.llMitUCW.a SIQ!!/El'i-•l;)'ISOfl!i1l!1<1t!/POO-w1de·SOR1>1,Jl.rtlde��C!.lL..54.f.• 
NO 1070-3: Navy M'itary Pe,sonnel Records System at 11nps ''d.llELd�ov1Pnv��rnmlfili'.QQQ:WltiQR.f'!•Art,cie-VewA11:ll;le-f5,ZOJ l0!.0.0JQ1il 
N0130 t-2 On-Line Oistnbution Information System (ODIS) at: llll/!1�& ��nu 9�•!f'n,ar.ytS08"'41•Cle1'00D-,.,dt,·SQBN-M1���012Q/pO] :l!l,1, l, 

DISCLOSURE: Voluntary far civilian employees and applicants for civiltan employmenl, Mandato,y tor m,�tary personnel; falure or refusal to provide the m�rrnation or provn!ing false informal on may 
result in edminisllalive sanctions or punishment under either Miele 92 (dere�etion of duly) or Article t 07 (false official llatement), Uniform Code of Military Justice. The OoD fde�tificati#n (OoO ID) 
number of lhe sponsor (and sponso(s spouse if dual military) allows the M ita,y Healthcare Syslem and Service personnel offices lo work togelher 10 ens...._ any special mediea J  needs of yqur 
dependenl can be met al your ne,t duty assignment. Dependent special needs are annotated in lhe official milila,y personnel files wh" ch are relrieved by name and OoD 10 number 

AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFORMATION 

Per OoD lnstructio�. Service members are required to enroll in the EFMP if lhey have a family member w.th a qualify,ng medica1 conditlon. Accor<fngly. the Sponsor will have access to 
the health information contained herein dunng the accomplishment and subm1ss,on of this apl)"Jcatlon. By sign'ng the below authorization for disclosure or medical information you 
acknowtedge your sponsor may have access to the health infomnation contained here:n . The authorizalion tor sponsor access is t11mninated onee lhe applicahon is received by EFMP. 
The sponsor may b11 held accountable for the accuracy and compleleness of the 00. Form 2792 and sho�d review all pages prior to signing on page 2. 

I authorize {MTF ID TF I Civll!an Provider) (Name of Provider) 

to release my patient information to the Exceptional Family Member Program (EFMP) med cal I the Family Member Travel Sc,eening (FMTS) Office and EFMP Famlly Support Office 
This information may be used lor enro ment into the EFMP, the family travel review process, and I or community support services to determine whether lhere are adequate medical, 
hous ng and community resources to meet you, needs at the sponsofs proposed duly location. and I 01 to assist family members with community support at the current and/or proiected 
duly location 

a The military medical department or appropriate headquarters lamiy support office will use the info,mabon to determine whether you meet the criteria for enrol ment inlo the EFM P and 
the milita ry medical depanments w,l provide recommendahons on the avaNabilily of care 1n commu nities where the sponsor may be assigned 01 employed. 
b Information that you have a special medical need {not the nature or scope or the need} may be inciuded in lhe sponsors personnel record. if EFMP enrollment criteria a,e met. 
c. Information may be shared w·th EFMP Fam y Support staff who assist the ramily and , or sponsor with appropria111 community resources. 
d The authorization applies to the summary data included on the med,cal summa,y fo,m, and subsequent updates to information on this form. If additional clarificat,on or information is 
needed, I author,ze ,ev,ew or my health reco,d,  wh ch may be ma,nta1ned in an electronic format This information may be s10,ed in electronic databases used for medica management 
or dedicated to the assignment process. Access to the information is •mited to representatives of the medical departmenls. the offices responsible lo, enrollment into the Excep110nal 
Fa mily M ember Program. the offices responsible for assignment coordlnation, the offices responsib e lor EFMP Family Support services, and. at your request, other agents responsible 
for ca,e or services Summary data may be transm'tted (e g. encrypted electronic mad or  faxing) using authorized secure media transfer. 

Start Date: The authorization start date is the date thal you srgn this rorm autnorizing re'ease of information. 
Expjral(on Date: The authorization shall continue until enrollment in lhe Exceplional Family Member Program is no longer necessary according to criteria specified in OoO 
Instruction 1 3 1 5  19. or if ram1y member no �nger meets the criteria to qualify u a dependent, or the sponsor is no longer in active military service or in the employment of the 
U.S. Government overseas, or completion of assignment coordination, or el g bilily determination for specialized serv·ces if lhat is the sole purpose for the completion of the form. 

I understand that: 
a Failure to release th·s inlormatfon or any subsequent revocation may result , n inellg,bility ro, accompanied family travel at government expense. 
b I have the right to revoke this authoriZation at any time My revocation must be r.n writing and provided 10 the facility where my or my cMd's medical records are kept. l am aware that 
if I later revoke lhis authorization. the person{s) I herei n name will have used and / or disclosed protected information on the basis of this authorization. My revocation w�I have no 
impact on disclosures made prior 10 the revocation. 
C. If I author�• my or my child's protected health information to be d,sdosed to someone who is not required to comply with federal privacy protection regulations then such information 
may be re-disclosed and would no longer be protected 
d. I have a right to inspect and rece,ve a copy of my own or my child"s protected health ,nforrnation to be used or disclosed, in accordance with the requirements of the federa privacy 
protection regulations found in the Privacy Act and 45 CFR 164 524 I request and authorize the named provider I treatment facility to release the information described above lo, the 
stated purposes, 
e Refusal to $ign does not preclude the provision of med,cal and dental illformabon authorized by other regulations and those noted in this document. 

NAME OF PATIENT SIGNATURE OF PATIENT / PARENT / GUARDIAN RELATIONSHIP TO PATIENT (if applicable) DATE (YYYYMMDD) 
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I 

FAMILY MEMBER/ PATIENT NAME (Last. First, Middle Initial) I SPONSOR NAME (Last, First, Middle Initial) ISPONSOR DoO 10 # 

DEMOGRAPHICS/ CERTIFICATION; To be completed by the Sponsor, Panint or Guardian, or Patient 
1. PURPOSE OF THIS l"ORM (Select One) 

J EFMP Enrollment or Update D Request Change rn EFMP Status: 
D Request for Government Sponsored Travel D No Longer Have Previously Identified Cond�ion D Family Member Deceased 

0 No Longer Qualifies ■s Dependent 0 Divorce I Change in Cuslody 
(Provide documentation to ..,.rify ch11ng• in st11tus.) 

2a. FAMILY MEMBER/ PATIENT NAME (Last, First Midd/11 lni/Jal) 
1

2b. SPONSOR NAME (LUI. First. Middle Initial) 
1

2c. SPONSOR DoO ID# 

2d. FAMILY MEMBER GENDER (Select On•1
1
2•· FAMILY MEMBER DATE OF BIRTH I 2f. FAMILY MEMBER 

□ □ 
(YYYYMMDO) PREFIX (FMP) 

Male Female 
1
2g. Do0 BENEFITS NUMBER (DBN) (On Back of ID Carri) 

2h. CURRENT FAMILY MEMBER MAILING ADDRESS (Streat. Apartment Number. City. State. 21. HOME TELEPHONE NUMBER (Include Country Codtt I An,a Code} 
ZIP Codtt, APO I FPO) 

2J. FAMILY HOME E-MAIL ADDRESS 

3a. SPONSOR RANK OR GRADE 
l 

3b. DESIGNATION/ NEC I MOS/ AFSC (Mi/;111,y Only} 
1
3c. INSTALLATION OF SPONSOR'S CURRENT ASSIGNMENT 

3d. BRANCH OF SERVICE (Military Only) 3e. STATUS (Se/eel One} 

0Army □ Navy 0 ,.,Force D Regular Active Serv'ce Member D Active Reserve 0 Active Guard 
n Marine Corps n Coast Guard n Reserves n National Guard n C.vllian 
31. SPONSOR'S OFFICIAL E-MAIL ADDRESS 

1
3g. DUTY TELEPHONE NUMBER 

1
3h. MOBILE NUMBER (Include Counlty Code I Area Code) 

3i. DOES FAMILY MEMBER RESIDE WITH SPONSOR? (Select Ontt. If "No." Explain.) 

D Yes □ No 

41. ARE YOU DUAL MILITARY LJ OR IS YOUR SPOUSE FORMER MILITARY?LJ (Milltary Only. If ttither is salected. complete 4b. • 4e below.) 

4b. SPOUSE'S NAME (Last. First Middle lnitittl) 14c. BRANCH OF SERVICE 4d. RANK I RATE I "·· SPOUSE DOD 10 # 

Sa. HAS THE FAMILY MEMBER EVER BEEN ENROi.LEO IN DEERS UNDER A DIFFERENT SPONSOR'S NAME OR OoD 10 #? iSelect One l 
'l Yas 

1
5b. IF "YES," UNDER WHAT OoO ID #? I Sc. UNDER WHAT SPONSOR'S NAME 7 

(L11st. First Middle lnih!JI) 
.......J No 

6a. DOES THIS FAMILY MEMBER RECEIVE CASE MANAGEMENT SERVICES? (Select One) 

□ Yes n No (If "YH. • Complete 6b, and 6c.) l&b. LOCATION OF CASE MANAGER (Select One} 

6c. CASE MANAGER CONTACT INFORMATION

I
Sci. BRANCH OF SERVICE 

I l MTF I I TRICARE I I Civilian

6c(1 ), NAME (Last, First, Middle Initial} 

I
6c(2). E-MAIL ADDRESS (If Availab!tt) 

I
6c(3). TELEPHONE NUMBER (lncJudt1 Country Code/ Area Code} 

FOR ADMINISTRATIVE USE ONLY 
7. REQUIRED ACTIONS (Select One} 

□ First Review of Medical History for the Fam�y Member 0 Qualifies for Change In EFMP Status: 

□ Request for Govemment Sponsorship/ Family Travel □ Family Member No Longer Has Previously ldentified Condition

□ UpdaJe to a Previous Evaluation for the Family Member □ FamUy Member Deceased" 

□ Other (e.g., EKl&nded Care Health Option (ECHOJ Elip1b'1ily) □ Family Member No Longer Qualifies as a Dependent"

□ o:,vorce I Change in Custody•
("Maintain documenlation to verify change m status • do not update medical ,nforma.ttOn.) 

8. SPECIAL ASSIGNMENT CONSIDERATIONS (Marl< alt that apply} 

D ea. Possible Special EduClltion / Eal'1y lntervention {If checked. DD Form 2792·1 must be completed,} 

□ 8b. Receiving TRICARE Extended Care Heath Option (ECHOJ Benefits 
n 8c. Receiving State Medicaid I Med·care Waiver Services 

CERTIFICATION 
9. CERTIFICATION. gg UQI �llBIIEl !l!;FQBl I!:!E MEQ!Sc!L f:!BQ�[Ql;B �Q!il!:!Ll;IE§ Itlli li!!IIBli E!:IBM. 

By signing below wt certify that the inforrnatio<\ subm�ed on !hi$ DO Form 2792 Is complete and accurate. 
PARENT/ GUARDIAN OR PERSON OF MAJORITY AGE 
9a. PRINTED NAME (Last. First. Middle Initial) 

1
9b. SIGNATURE 

1
9c. DATE (YYYYMMDO) !Of. OFFICIAL STAMP 

10. ADMINISTRATIVI! CERTIFICATION 

..) 
PRINTED NAME (Last. First, Middle Initial) 

1
10b. SIGNATURE 

1
10c. DATE (YYYYMMDO} 

10d. LOCATION OF MILITARY TREATMENT FACILITY OR CERTIFYING EFMP OFFICE
r

Oe. TELEPHONE NUMBER (Include Country Code I Area 
Code) 

DD FORM 2792, JAN 2021 
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Prescribed by: DoQI 1315 19 

FAMILY MEMBER/ PATIENT NAME (Last, First, Middle Initial) 
I 

SPONSOR NAME (Last, First, Middle Initial) SPONSOR OoO 10 # 

MEDICAL SUMMARY: To be completed by a Qualified Medical Provldar 

PART A - PATIENT STATUS (Authorization by patient or parent I guardian included on Page 2 of this form.) 

Please complete as accurately as possible using the current JCO Code(s), 0 
DIAGNOSIS INFORMATION 
1 a. DIAGNOSIS 1 1b, 

□□□ □DI II ICD CODE 

1 c. PROGNOSIS (Select One) □ EXCELLENT □ GOOD □ FAIR □ POOR □ GUARDED □ UNSTABLE 

1d. MEDICAL HISTORY FOR THE LAST 12 MONTHS (Associated with Oiag',,osis 1) 

1d{1). NUMBER OF OUTPATIENT VISITS 1d(2). NUMBER OF ER VISITS I URGENT 1d(3). NUMBER OF HOSPITALIZATIONS 1d(4). NUMBER OF ICU 
CARE VISITS ADMISSIONS 

1e. MEDICATIONS 

1e(1). CURRENT MEDICATION(S) 1e(2). DOSAGE 1 e(3). FREQUENCY 

1 f. TREATMENT PLAN FOR DIAGNOSIS 1 (Medical. mental hearth. surgical procedures or therapies provided in the last 12 months. or planned or recommended over the next three 
years. For cancer patients. include dale of diagnosis. types of treatment. responses to treatment. if treatment is active and if treatment is completed.) 

2a. DIAGNOSIS 2 2b. 
or l□ □□□□ ICOCODE 0

2c, PROGNOSIS (Select One) □ EXCELLENT □ GOOD □ FAIR □ POOR □ GUARDED □ UNSTABLE 

2d. MEDICAL HISTORY FOR THE LAST 12 MONTHS (Associated with Diagnosis 2) 

2d(1), NUMBER OF OUTPATIENT VISITS 2d(2). NUMBER OF ER VISITS / URGENT 2d(3). NUMBER OF HOSPITALIZATIONS 2d{4). NUMBER OF ICU ADMISSIONS CARE VISITS 

2e. MEDICATIONS 

2e(1). CURRENT MEDICATION($) 2e(2). DOSAGE 2e(3), FREQUENCY 

2f. TREATMENT PLAN FOR DIAGNOSIS 2 (Medical. mental health. surgical procedures or therapies provided in the last 12 months. or planned or recommended over the next three 
years. For cancer patients. include date of diagnosis. types of treatment. responses to treatment. if treatment is active and if treatment is completed.) 

PROVIDER INFORMATION 
3a, PROVIDER PRINTED NAME OR STAMP 

1
3b. SIGNATURE 3c. DATE {YYYYMMDD) 

3d. TELEPHONE NUM8ERS (Include Count,y Code I Area Code) 3e. OFFICIAL EMAIL ADDRESS 3f. MEDICAL SPECIALTY 
3d(1). COMMERCIAL 3d(2). DSN (Military Only) 0 

DD FORM 2792, JAN 2021 
PREVIOUS EDITION IS OBSOLETE. 
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'Prescribecl by: QoQI 1315 19 

FAMILY MEMBER/ PATIENT NAME (Last. First. Middl11 Initial) 
I 

SPONSOR NAME (Lasr. First, Middle JnitiaQ SPONSOR DoD 10 # 

MEDICAL SUMMARY (Continu11d): To be o::ompleted by a Qualified Medical Provider 

- PART A • PATIENT STATUS (Continued) 

,ase complete as ac:c:urately as possible using the current ICD Code(s). 

DIAGNOSIS INFORMATION 
4a. DIAGNOSIS 3 

I
4b. 

I II I . I II II II ICD CODE 

4e. PROGNOSIS (Sr,tect One) □ EXCELLENT □ GOOD □ FAIR □ POOR □ GUARDED □ UNSTABLE 

4d. MEDICAL HISTORY FOR THE LAST 12 MONTHS (Associated with Diagnosis 3) 

4d(1). NUMBER OF OUTPATIENT VISITS 4d(2). NUMBER OF ER VISITS/ URGENT 4d(3). NUMBER OF HOSPITALIZATIONS 4d(4). NUMBER OF ICU ADMISSIONS CARE VISITS 

4e. MEDICATIONS 

4e(1). CURRENT MEOICATION(S) 4e(2). DOSAGE 4e(3). FREQUENCY 

41. TREATMENT PLAN FOR DIAGNOSIS 3 (Medical. mental health, surgical procedures or therapies provided in the last 12 months, or plann11d or recommended over the neKt three 
years. For cancer patients. include date of diagnosis. types of treatment, responses to treatment, if treatment Is active and if treatmont Is completed.) 

DIAGNOSIS 4 

l 
Sb. 

01 II I I Jl II II I ICD CODE 

Sc. PROGNOSIS (Sehu;t Ona) D EXCELLENT □ GOOD □ FAIR □ POOR □ GUARDED □ UNSTABLE 

5d. MEDICAL HISTORY FOR THE LAST 12 MONTHS (Associated with Diagnosis 4.) 

5d(1). NUMBER OF OUTPATIENT VISITS· 5d(2.). NUMBER OF ER VISITS I 5d(3). NUMBER OF HOSPITALIZATIONS 5d[4). NUMBER OF ICU ADMISSIONS URGENT CARE VISITS 

Se. MEDICATIONS 

5e[1). CURRENT MEDICATION($) 5e(2). DOSAGE 5e(3). FREQUENCY 

Sf. TREATMENT PLAN FOR DIAGNOSIS 4 (Me�al. montal health. surgical proced1.1res or therapios provid11d fl> the fast 12 months, or planned or recommended over the n11Kf three 
years. For cancer patients. mcllidt dare of diagnosis, types of treatment. responses to treatment, if treatment is active and if treatment Is completed.) 

PROVIDER INFORMATION 
6a. PROVIDER PRINTED NAME OR STAMP 

1
6b. SIGNATURE 6c;. DATE (YYYYMMDD) 

I I i._..l tELEPHONE NUMBERS (In.elude Country Cod11 I Area Code) 6e. OFFICIAL EMAIL ADDRESS 6f. MEDICAL SPECIAL TY 

6d(1 ). COMMERCIAL 6d(2). DSN {Military Only) 

DD FORM 2792, JAN 2021 
PREVIOUS EDITION IS OBSOLETE. 
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Prescribed by: 0001 1315 19 

FAMILY MEMBER/ PATIENT NAME (Last, First, Middle Initial) I SPONSOR NAME (Last, First, Middle Initial) ISPONSOR DoD ID # 

. 
MEDICAL SUMMARY (Ccntinued): To be completed by a Quallfled Medical Provider 

PART A - PATIENT STATUS (Continued) 

ADDITIONAL INFORMATION FOR ASTHMA, BEHAVIORAL HEALTH, ANO AUTISM SPECTRUM DISORDERS AND/ OR SIGNIFICANT DEVELOPMENTAL DELAYS 
(Complete if patient has been evaluated or treated for asthma (within the past five years), a behavioral health condition (within the past five years) and I or autism spectrom disorders 0 

and I or significant developmental delays.) 

ASTHMA INFORMATION □ NIA 

7. HISTORY ASSOCIATED WITH ASTHMA (Saa note above for additional information) (Select as applicable) 

YES NO 

□ □ 7a. ARE THERE ANY TRIGGERS FOR THE PATIENT'S ASTHMA EXACERBATIONS? (If "Yes," specify exact trigger(s)) 

□ □ 
7b. HAS THE PATIENT EVER TAKEN ORAL STEROIDS DURING THE PAST YEAR FOR EXACERBATIONS? (prednisone. prednisolone) 

If "YES", NUMBER OF COURSES IN THE PAST YEAR; 

□ □ 
7c. HAS THE PATIENT REQUIRED AN URGENT VISIT TO THE ER OR CLINIC FOR ACUTE ASTHMA 
DURING THE PAST YEAR? IF "YES", INDICATE THE NUMBER OF VISITS 1N THE PAST YEAR: 

□ □ 
7d. DOES THE PATIENT HAVE A HISTORY OF ONE OR MORE HOSPITALIZATIONS FOR ASTHMA RELATED CONDITIONS WITHIN THE PAST FIVE YEARS? 
IF "YES," HOW MANY? INDICATE DATE OF LAST ADMISSION: (YYYYMMDD) 

□ □ 7e. DOES THE PATIENT HAVE A HISTORY OF INTENSIVE CARE ADMISSIONS?

BEHAVIORAL HEALTH INFORMATION □ NIA

8. HISTORY (Select and provide detail$ for each "Ye$· answflr) 

YES NO WITHIN THE LAST 5 YEARS, HAS THE PATIENT HAD A: 

□ □ 
Ba. HISTORY OF SUICIDAL BEHAVIORS/ ATTEMPTS? 
(If ''Yes.•· include dates) 

□ □ 8b. HISTORY OF SUBSTANCE MISUSE I ABUSE? 

□ □ 8c. HISTORY OF ADDICTIVE BEHAVIORS?

□ □ 8d. HISTORY OF EATING DISORDERS? 

□ □ Be. H ISTORY OF OTHER COMPULSIVE BEHAVIORS? 

□ □ 81. HISTORY OF PROBLEMS WITH LEGAL AUTHORITY OR AUTHORITY FIGURES? (If "Yes • specify$ 0 
□ □ Bg. HISTORY OF PSYCHOTIC EPISODES?

□ □ 
8h. HISTORY OF SERVICES RECEIVED FOR ALLEGATIONS OF FAMILY MALTREATMENT?
(If "Yes.· and SflNices are delivered by Family Advocacy, note case determination) 

CURRENT INTERVENTION THERAPIES FOR AUTISM SPECTRUM DISORDER ANO/ OR SIGNIFICANT DEVELOPMENT AL DELAYS □ NIA 

9a. TYPE 9b. SCHOOL OR EARLY 9c. TRICARE HOURS/ 9d. OTHER SOURCE 
9e. OTHER (To be completed by a Qualified Medical Professional in INTERVENTION HOURS/ WEEK HOURS/WEEK 

consultation with the family) WEEK (If known) (If known) (If known) 
/Identify) 

9a(1 ), Speech Therapy 

9a(2). Occupational Therapy 

9a(3). Physical Therapy 

9a(4), Psychological Counseling 

9a{5). Intensive Behavioral Intervention (Includes ABA) 

9a(6). Other (Specify) 

10. COMMUNICATION (Select one) 11. OTHER INTERVENTIONS I THERAPIES USED BY THE FAMILY

□ 
(Specify eltflrnate or complimentary therapies) 

VERBAL 

D NON-VERBAL (Uses:) 
12. BEHAVIOR: CHILO EXHIBITS HIGH RISK OR DANGEROUS BEHAVIOR

□ Signing □ Communication Device 
(If "Yes." provide deteils) □ YES □ NO 

Picture Exchange Communication 
□ Combination System (PECS)

PROVIDER INFORMATION 
13a. PROVIDER PRINTED NAME OR STAMP 13b. SIGNATURE 13c. DATE (YYYYMMDD) 0 

DD FORM 2792, JAN 2021 
PREVIOUS EDITION IS OBSOLETE. 
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. . 

Prescribed by: PPPI 1315 19 

FAMILY MEMBER/PATIENT NAME (Last, First, Middle Initial) I SPONSOR NAME (Last. First, Midd/11 Initial) I SPONSOR OoD ID # 

MEDICAL SUMMARY (Continued): To be completed by a Qualified Medical Provider 

PART B • REQUJREO MEDICAL SPECIAL TIES 

•1HEALTH CARE REQUIRED (Educational services should be noted on a DD Form 2792-1) 
INDICATE FREQUENCY OF CARE: A • ANNUALLY B - BIANNUALLY (Twice per year) Q -QUARTERLY M -MONTHLY Bl -BIMONTHLY W •WEEKLY 

(1) (21 (1) (2) 
CARE PROVIDER FREQUENCY CARE PROVIDER FREQUENCY 

(Select as A_pJJ_ropriateJ (See Above) (Select as A®rooriate} (See Above) 

a □ ALLERGIST/ IMMUNOLOGIST II □ OCCUPATIONAL THERAPIST-PEDIATRIC 

b □ APPLIED BEHAVIOR ANALYST JJ □ OPHTHALMOLOGIST - ADULT 

C □ AUDIOLOGIST kk □ OPHTHALMOLOGIST- PEDIATRIC 

d □ BEHAVIOR ANALYST II □ ORAL SURGEON 

e □ CARDIAC/ THORACIC SURGEON mm 0 ORTHOPEDIC SURGEON - ADULT 

I □ CARDIOLOGIST· ADULT nn □ ORTHOPEDIC SURGEON· PEDIATRIC 

g □ CARDIOLOGIST • PEOIA TRIC 00 □ OTORHINOLARYNGOLOGIST 

h □ CLEFT PALATE TEAM· PEDIATRIC pp □ PAIN CLINIC 

i □ COUNSELOR (Specify) qq □ PEDIATRIC NURSE PRACTITIONER 

j □ DERMATOLOGIST rr □ PEDIATRICIAN 

k □ DEVELOPMENTAL PEDIATRICIAN ss □ PEDIATRIC SURGEON 

I D DIALYSIS TEAM ti 0 PHYSIATRIST (Physical Rehabilitation) 

m □ DIETARY/ NUTRITION SPECIALIST uu □ PHYSICAL THERAPIST 

n □ ENDOCRINOLOGIST· AOUL T vv □ PLASTIC SURGEON • ADULT 

0 □ ENDOCRINOLOGIST - PEDIATRIC WW 0 PLASTIC SURGEON· PEDIATRIC 

□ 0 PODIATRIST 
I 

FAMILY PRACTITIONER ,ex 

q □ GASTROENTEROLOGIST - ADULT yy 0 PSYCHIATRIST -ADULT 

r □ GASTROENTEROLOGIST • PEDIATRIC u 0 PSYCHIATRIST· PEDIATRIC 

5 D GENERAL SURGEON Ha □ PSYCHIATRIST NURSE PRACTITIONER 

t □ GENETICS bbb □ PSYCHOLOGIST - ADULT 

u □ GYNECOLOGIST CCC □ PSYCHOLOGIST - PEDIATRIC 

V □ GYNECOLOGIST/ ONCOLOGIST ddd □ PULMONOLOGIST-ADULT 

w □ HEMATOLOGIST/ ONCOLOGIST - ADULT eee □ PULMONOLOGIST - PEDIATRIC 

)( D HEMATOLOGIST/ ONCOLOGIST. PEDIATRIC flt □ RADIATION ONCOLOGIST 

y D INFECTIOUS DISEASE ggg □ RESPIRATORY THERAPIST 

z □ INTERNIST hhh □ R HEU MA TOLOGIST ·ADULT 

aa □ NEPHROLOGIST - ADULT iii □ RHEUMATOLOGIST - PEDIATRIC 

bb D NEPHROLOGIST • PEDIATRIC JH □ SOCIAL V\ORKER 

cc □ NEUROLOGIST· ADULT kkk □ SPEECH ANO LANGUAGE PATHOLOGIST 

dd □ NEUROLOGIST - PEDIATRIC Ill 0 TRANSPLANT TEAM 

ee □ NEUROPSYCHIATRI ST mmm □ UROLOGIST - ADULT 

ff □ NEUROPSYCHOLOGIST nnn □ UROLOGIST· PEDIATRIC 

gg D NEUROSURGEON 000 □ VASCULAR SURGEON 

�hh □ OCCUPATIONAL THERAPIST - ADULT PPP □ OTHER (Specify) 

- " 
PROVIDER INFORMATION 

1 Sa. PROVIDER PRINTED NAME OR STAMP 115b. SIGNATURE 115c, DATE (YYYYMMOO) 

DD FORM 2792, JAN 2021 
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Prescribed by: DoDI 1315 19 

FAMILY MEMBER I PATIENT NAME (Last, First. Middle Initial) 
I 

SPONSOR NAME (Last. First Middle Initial) SPONSOR DoD 10 # 

MEDICAL SUMMARY (Continued): To be completed by a Qualified Medical Provider 

PART B ·REQUIRED MEDICAL SPECIALTIES (Continued} 

D16. ARTIFICIAL OPENINGS I PROSTHETICS (Select all that apply) 

D YES JF "YES": □ GASTROSTOMY □ COLOSTOMY D OTHER UNSPECIFIED OPENING (Specify) 

□ NO □ TRACHEOSTOMY □ ILEOSTOMY 

□ CSF SHUNT □ OTHER UNSPECIFIED PROSTHETICS 

/Specify) 

17. MEDICALLY INDICATED /As indicated in diagnostic information) ENVIRONMENTAL/ ARCHITECTURAL CONSIDERATIONS 

□ LIMITED STEPS (If selected. please explain below) □ AIR CONOITIONtNG 

□ COMPLETE WHEELCHAIR ACCESSIBILITY □ TEMPERATURE CONTROL □ POLLEN CONTROL 

□ SINGLE STORY I LEVEL HOUSE □ HE.PA FILTER □ AIR FIL TERiNG 

□ CARPET PROHIBITED □ OTHER (Specify below) 

(Specify and provide justifications for environmental I architectural considerations,: 

18. MEDICALLY NECESSARY ADAPTIVE EQUIPMENT/ SPECIAL MEDICAL EQUIPMENT (Identified In diagnostic information. If selected. describe) 

18a. TYPE OF EQUIPMENT (Select as 18b. DESCRIPTION 18a. TYPE OF EQUIPMENT /Select as 18b. DESCRIPTION 
applicable) appllcable) 

HOME VENTILATOR (Include 

□ APNEA HOME MONITOR □ make and modef under 
'Description j 

COCHLEAR IMPLANT (lnclud11 
INSULIN PUMP (lncludemak11 □ make and model under □ 

·Description"') and model under "Description"') 

0 
CONTINUOUS POSITIVE INTERNAL DEFIBRILLATOR 

□ AIRWAY PRESSURE (CPAP) □ /Include make and model under 
THERAPY "Description 'J

□ FEEDING PUMP {lnclud11 make 
□ 

PACEMAKER (Include make and 
and model und11r "Description, model under ·oescription") 

D 
HEARING AIDS (Include make 

□ 
SPLINTS. BRACES, 

and model under "Description") ORTHOTICS 

D HOME DIALYSIS MACHINE □ SUCTION MACHINE 

□ HOME NEBUUZER D WHEELCHAIR 

□ HOME OXYGEN THERAPY □ OTHER (Specify) 

19. IDENTIFY ANY LIMITATIONS FOR ACTIVITIES OF DAILY LIVING AND ANY TRAVEL LIMITATIONS (Please explain) 

PROVIDER INFORMATION 
20a. PROVIDER PRINTED NAME OR STAMP 20b. SIGNATURE 20c. DATE (YYYYMMOD) 0 

DD FORM 2792, JAN 2021 
PREVIOUS EDITION IS OBSOLETE. 
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•
Provider Instructions for Completing the DD Form 2792-1

This document guides early intervention or school staff through the completion of the DD Form 2792-1, Early 

Intervention/ Special Education Summary. 

Purpose of the DD Form 2792-1: 

Families are required to complete a DD Form 2792-1 for two different reasons: 

1. Document early intervention/ special education needs for potential enrollment into the Exceptional

Family Member Program (EFMP), which supports military families with special medical and / or

educational needs.

2. Document the early intervention/ special education needs of a family member during Family

Member Travel Screening (FMTS). This information will be coordinated with the Department of

Defense Education Activity (DoDEA) and the gaining FMTS Office to determine the availability of early

intervention/ education services at the projected duty location.

Who completes the DD Form 2792-1: 

✓ The Sponsor, Spouse, Legal Guardian, or Student who has reached Age of Majority completes the

demographics requested on the form.

✓ An early Intervention (El} or school representative.

What to do after you complete the form: 

✓ Return the form back to the family, who will route the form accordingly.

Additional Tips for Completing the Form: 

❖ Pages 2-3 are completed by the Sponsor, Spouse, Legal Guardian, or Student who has. reached Age of

Majority and Administrative Staff.

❖ Page 3 is also completed by school or early intervention staff.

❖ The family must submit the OD Form 2792-1 with a complete, up-to-date Individualized Education

Program (IEP) or Individual Family Service Plan (IFSP), if applicable.

❖ Public school personnel complete the DD Form 2792-1 for all families that receive services through the

public school, even if the families attend non-public school (e.g. homeschool, charter schools, private

schools).

❖ School personnel complete the DD Form 2792-1 for all families that are enrolled in the school, even if

the families do not receive early intervention or special education services.

❖ If a child is under five years of age, is not enrolled in school, a home school program, or engaged with

an Early Intervention Services program, and does not have any ldentified needs, the parent or guardian

can complete and sign page 2 and return it to the requesting office.

o The completion of page 3 is not required in this case.
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sponsor (and sponSOf's spousa ,f dual m ,taryl alloWI Iha M1•lary Healthcare Syslem and Service personnel offices lo won< logelller lo ens,.o any early inlervanltOO/speecal aducalion needs of your 
dependent cen be met al you< ne,I duly assignment Oepandent early intervenlion/special edu(:llion needs are aMo1aled ,n the off1c,a1 military persoMel f,les which are relrie•ed by name and OoO ID 
number 

INSTRUCTIONS FOR COMPLETING DD FORM 2792·1 , EARLY INTERVENTION / SPECIAL EDUCATION SUMMARY 

The 00 Form 2792-1 is completed to identify a family 
member with early intervention / special education needs 

�RAPHtes! 

•t1m• f .  7. io be completed by sponsor, spouse. legal guardian. or student who has 
�ached the age of maJority 

'Request (X one): 
• Exceptional Family Member Program (EFMP) Enrollment or Update - first 

enrollment applicalion for the family member or to update a previous 
evaluation for the family member 

• Government Sponsored Travel 

• Change in EFMP Status

1!!_ms 2.a. • h. ,Child / Student Information Self-explanatory. 

�terM 3.a . •  h. Sponsor Information Self-explanatory 
,_ 

Jtem 3:1. �hild I student enrolled in Defense Enrollment Eligibility Reporting System 
'tUEERSf under another sponsor Self-Explanatory 

ft•�• 4a. • d. Self-explanatory. 

t!em ·s. pompleted for children age birth to 3 

J(iims &!a. • f Completed for children ages 3 to 21 only. Children who are ages 3 to 
5 should have the OD Form 2792-1 completed at the school the child would normally 
attend for kindergarten High school graduates, students who have passed the 
G. E.D .. and college students are not required to complete the DD Form 2792·1 . 
NOTE. For 6.c. students that are home-schooled are eligible to receive some form of 
special education services in the public school setting .  Therefore they may have a 
private school service plan. Include a copy of the service plan as applicable. 

�ma,7 ·•· • d. SJgr,ature of sponsor. spouse. legal guardian. or student 
Who has reached the age of majority and completed the form Self-explanatory 

Items 8.a . •  f. Administrative Review. Completed by EFMP Office or Family Member 
Travel Screening (FMTS) Office responsible for enrollment or screening. NOTE· For 

-: .. if child is entered into DEERS under a DoD ID number other than what is 
, ovided in 8.a. and 8.b. ,  list the additional 10 in 8.c. 

DO FORM 2792-1 , JAN 2021 

EARLY INTERVENTION / SPECIAL EDUCATION SUMMARY. 

DD Form 2792-1 is completed by the parents and school or early interventron 
staff. Only this form should be provided to school or early intervention 
st11ff. Do not include medical information forms that may be used for 
family member travel screening or EFMP enrollment. 

Items 9.a. • d. Sponsor Information. Signature of sponsor. spouse. legal 
guardian. or student who has reached the age or majority 1s REQUIRED to 
authorize the school to release information. 

Items 10.a. • d. Child I Student lnformabon. Completed by sponsor, spouse. or 
legal guardian Self-explanatory 

Items 1 1 .a, - e, Early Intervention Summary (EIS) Information Completed 
by EIS or school personnel. Mark (X) Yes or No for each i4em. Include 
additional infonnalion as noted. 

Items 12.a . •  f. School Information. Completed by school personnel at the 
school the child attends Mark (X) Yes or No for each item I nclude addillonal 
information as noted. 

Item 13. Completed by school personnel. Mark (X) eligibility category Mark 
only one. 

Item 14. Completed by school personnel. Mark (X) an related services provided 
and indicate total time services are provided 

Items 15.a • c. Completed by EIS and school personnel Self-explanatory 

Items 16.a • J. Completed by EIS provider I school official information 
completing the form. Self-explanatory. 

NOTE: If child is under 5 years of age. is not enrolled in school. a home school 
program. or engaged with an Early Intervention Services program and does not 
have any identified needs. the parents or guardians can fil out and sign page 2 
or the DD Form 2792·1 and return it to the requesting office. The completion of 
Page 3 is not required in this case. 
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�-'f·INTERVENTION'f"SPECIAl"EDUCATION SUMMARY 
(Page 2. Items 1 • 7 to be completed by sponsor parent. or legal guardian, Read Pnvacy Act Statemsn'Tanff'J�structions before completing the form} 

DEMOGRAPHICS 

. �QUES "'(Select One) 

EFMP Enrollment or Update D Request Change in EFMP Status· 
D Request for Government Sponsored Travel 0 No longer requires IEP / IFSP 0 Divorce I change in custody•

D No longer quahfies as a dependent D Fami y member deceased 
L'Provide documentation to chan11_e status> 

·��HIL,t>./.SJ:!JDENT-INFORMATIONf(To be completed by sponsor. spouse, legal guardian. or student who has reached the age of majority.) 
i!_acCHILD /STUDENT NAME_)1ast, First. Middle Initial) . _2b. SPONSOR NAN!EJ(Last. First. Middle Initial) �.!f!(tf/'SJUQ.�N,: CURRENl 

M'AtllNG ADORE� (Stree 
Apartment Number, City.State. ZIP 

@tFAMflY MEMBER PREFl!9' ![21P. CHll!D / STUDENT DATE Qf nrr. CHILD/ STUDENT GENDE,t Code, APO I FPO) 
~· IRTH (YYYYMMDD) (Select one) 
OMate D Female 

�:"FAMll:Y HOME E-VAIL"ADDRE� rzt,.HOME TELEPHONE NUMBER"({litlude Country 
�e I Area Code} 

�-:--SPONSOR RANK OR GRADE .J [�2!!::,l�STALLATION OF'SPONSOR"S CURRE(!f:_ASSIGNMENT (Include City, State, Country) 

ie.5PONSOR'S OFFICIAL E-MAIL ADDRESJ "3¢" DUTY TECEPHONE NUMBERJ(lnclude Country .b,.MOBILE NQMB�R_.(lnclude Country Code/ 
'cocte I Area Code) I Area Code) 

�TATUJ (Select One) !L,11RAN�A-.6F SERVICE'ffilita,y Only) 

D Regular Active Service Member D Active Reserve 0 Active Guard OArmy 0 Navy O Air Force 

0 Reserves 0 National Guard D Civil:an 0 Marine Corps 0 Coast Guard 

�OE� CHILD RESIDE WITH SP.ONSOR?J(S&lect One. If No. Explain,) 
0 Yes D No 

-

( 
•3i':1S'THE CHIL'01 STUDE�T,ENROLLC:D'IN DEERS·UNDER A SPONSOR OTHER•THAN THE ONE LISTED AB0V§ (Select One If Yes provide 

rame o'Tsponsor) 
L] Yes □ No 

' A.a. ARE BOTH SPOUSES ON ACTIVE DUTY1 (Mifitary Only. Select One. If Yes. Complete 4b.- 4d, below) OYes □ No
4�TIVE DUTY SPOUSE"S NAME flasti:irst, Middle Initial) trBRANCH OF'SERVICE �-,RANK I R,ATE 

. FOR CHILDREN FROM BIRTH'TO AGE THREE ONLY/ 

0 Yes ONo Is your child be·rig evaiuated lor or eligible for early Intervention services on an Individualized Family Service Plan (IFSP)?
(Select one If No, sign Item 7 and return to the requesting office. If Yes. have early inte,vention professional complete page 3.) 

1'6:-EDUCATI0N SERVICES FOR DEPENDENTS-3 YE�RS ANO OLDER: / 
-

6a, Is your child be·ng home-schooled full-time or part-time? (Select one) D Yes. Part-Time 0 Yes, Full-Time D No (If Yes. complete 6a(1) and 6a{2J). 

6a(1). When drd you start home-schooling? (YYYYMMDD) 

6a(2) Name of home school programlt1Ue of courses: 
Sb. Is your ch-Id being evaluated for, or receiving special education services on an JEP? 
If Yes. have the child's school (or primary care provider if school is not in sesslon) complete page 3. OYes □ No 

6c. List any special education-related serv ces r�ceived in the last 3 years: {inClude a copy ofrhe service plan as applicable) 

[����SE OF INFORMATI0N_Uo be completed by sponsor. spouse. legal guardian. or student who has reached the age of ma,ority) I hereby authorize the
ease of Information on the DD Form 2792· 1. and the attached reports to appropriate personnel of the Department of Defense This 1nformatmn will be used 

to evacuate and document my child / student's needs for educational services for the purpose of assignment coordination. EFMP enrollment, or eligibility for 
other educationally related benefits. 

:!!;stGNATURE I 7b. PRINTED NAME TfuR�t.:ATIONSHIP TO CHILD I STUDENT j7d. DA!J'. (YYYYMMDD) 
·- -

8. ADMINISTRATIVE REVIEW (Completed after review of entire form by local MTF or office receiving form.) 

( 

Sa. SPONSOR DoD ID# 
1

8b. SPOUSE OoD ID# (If dual mifitary) 
'
Sc. DoD ID# USED IN DEERS (If different from sponsor's) Bf. STAMP

rd. MTF OR OFFICE RECEIVING COMPLETED FORM Se. DATE (YYYYMMDD) 
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( 

( 

( 

EARLY INTERVENTION I SPECIAL EDUCATION SUMMARY 
NOTE TO EOUCATIONAL AUTHORrrY COMPLETING THIS FORM: It is impo,t.,nt to tt'lt mlita,y and to tht' ramJy th•1 lhe selVice member be assigned to a loutiot1 lhat can meet the child's educa'kan,1l 11ttds Yo1,1r suppo,t ,n 
eompl■bng this r0rm ls app,.ciated. (II appiiu,n.. •tt•CIJ a (/'JPf OI lhe ch11d'.s most taClttl acli.,. lndividualiHd �•mily St MCI Pl,,,, (IFSPI Or MdMdualz«I EdtJQtiolt Program 11EP1 to lhi$ page J 
9, RELEASE OF INFORMATION (To be com�eted by •ponso, spouse, legal guardian. or ,tudent who has reaehed lhe age of ma,orityl I hereby autho<ize lhe release of information on the DO Form 2792-1 and 

111, attaehed reports 10 pfflonn•I or I/le Military □apartments This information will be used to evaluate and document my ehtld I studenrs needs 10< edueabonal services for the purpose or assignmettt coord,nabon. 
EFMP enrollment or eligibility 10, other educationally ratated benefits 

a. PRINTED NAME
I

9b. SIGNATURE 
I
9c. RELATIONSHIP TO CHILO I STUDENT 

I
9d. CATE (YYYYMMDD) 

. 
10. CHILD I STUDENT INFORMATION (To be completed by sponsor. spouse, or legal guardian) 

1 Oa. NAME OF CHILD I STUDENT (Lasr, Firit. M,ddlt fml••� I10b. CURRENT GRADE LEVEL /•t•c•ooJ•g•/
I
10c. DATE OF BIRTH 1YYYY1,1U001

1
10d, GENDER (Seleolone/ 
D Male D Fema•e

11. EARLY INTERVENTION SERVICES (EIS) - FOR CHILDREN UNDER 3 YEARS OF AGE (To be completed by EIS representative) 

YES NO 
D D 11 a. Is the child currently being evaluated for early intervention services?

O D 11b. Does this child receive earty intervention services under a current Individualized Family Service Plan (IFSP)? (If Yes. please attach current IFSP). 

Date of next annual review (YYYYMMDD) 

0 0 11c. Has the chrld been found eligible but the family declined IFSP services? 
11d. Basis for eligibility_ D Developmental Delay D Diagnosed physical or mental condition that has a high probability of resulting in a Developmental Delay
11 e. Is there an identified disability? (If known. please specify) 

12. SCHOOL INFORMATION - FOR STUDENTS AGES 3 -21 (To be completed by school representative - answer all questions) 

YES NO 

8 
□ 
D 
□ 

0 12a. Is this student currently being evaluated for special education services? 
0 12b. Has the child been found er.gib!'e for special education services? (If Yes. complete Item 13) 

D 12c. If your school determined the student eligible for special education services within the past 3 years did the parent decline special
education services? (If Yes, complete eligibility information in Item 13 and proceed to Item 16) 

D 12d. Does this child I student receive special education services under a current Individualized Education Program (IEP)?
Dale of next annual review (YYYYMMDD) (If Yes. complete Items 13 and following and attach a copy of the current IEP,) 

0 12e. Were tEP services terminated by the lEP team due to ineligibility within the last 2 years? Date of IEP termination (YYYYMMDD) 

D D 12f. Was the IEP terminated at the request of the parents within the last year (parents withdrew student from special education)? (If Yes. complete

Items 13 and following). Date of IEP termination (YYYYMMDD) 

13. ELIGIBILITY CATEGORY FOR CHILDREN 3 TO 21 YEARS OF AGE (Select only one} 0 NIA
□ Autism Spectrum Disorder 0 Communication Impaired D Behavioral I Conduct Disorder
□ Deaf D Articulation D Intellectual Disability
J Blind 0 Dysfluency □ Mild 
.__] Deaf/ Blind 0 Voice 0 Moderate
□ Visually Impaired D Language / Phonology 0 Severe I Profound 
□ Traumatic Brain Injury 0 Developmental Delay D Other Health Impaired (Specify) 

□ Hearing Impaired 0 Specifcc Learning Disability
r7 Orthooedicallv Jmoaired II Emolionaclv lmoaired
14. RELATED SERVICES ON IEP (Select boxes next to related seNices and indicate total number of minutes or hours that services are provided.) LJ 
SERVICE: M = Minutes. H • Hours per W = Week, M = Month (Exampfe: 20 M per W) 

Counseling per 0 Special Transportation (Describe) 

□ Occupational Therapy per 
□ Physical Therapy per 0 Other (Describe) □ Speech Therapy per 
□ Intensive Behavioral Intervention (such as ASA} per 
15. BEHAVIOR I COMMUNICATION (Select all that apply and specify in comments section) 

YES NO 15c. COMMENTS 
□ D 15a. Child exhibits high risk or dangerous behavior
0 0 15b Child is verbal (If No. answer 15b(1)-15b(4} The student u�s:) 

�B 1 Sb( 1 >· Signing
15b(2}. Picture Exchange Communication System (PECSJ 

R 
15b{3}. Communication Device
15b(4l. Other 

16. PROVIDER I SCHOOL INFORMATION
16a. NAME OF EARLY INTERVENTION PROGRAM OR SCHOOL l 16b. SCHOOL DISTRICT

N/A 

16c. CITY, STATE, COUNTRY 
j 

16d. TELEPHONE NUMBER (Include Country Code/ Area code) 
I 
16e. FAX NUMBER (Include Country Code/ Area Code) 

16f. E-MAIL ADDRESS 116g. NAME OF INDIVIDUAL COMPLETING THIS SECTION

T
6h. SIGNATURE 

1
16i. TITLE 

I
16j. DATE (YYYYMMDD) 
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