Interstate Transfer (IST)
	LNAME, FNAME: ___________________________________ RANK:_______ SSN: ________________________ 
FROM: _______________________________________________ GAINING UNIT: _________________________

CONDITIONAL RELEASE EXPIRATION DATE:_________________ AOC:_________________

SUC:________ UIC:________PARA: _______ LINE: _______ Duty Title: _________________ Vice:_____________




------------------------------Losing Unit Provides----------------------------------

[   ]  DA Form 4187 (Losing Unit) (per Encl 1, All State Log# p95-0115, NGB-ARP-PO, dtd. 07 Aug 97) 
[   ]  Commanders Release Memorandum (Conditional Release/IST, see Fig 3-7, NGR 600-100
[   ]  DD2807-1 and DD2808 Chapter 2 or MEDPROS IMR (Within 2 years, AV dated within 1 Year) 
[   ]  DA 2-1 or ORB
[   ]  NGB Form 23B RPAM
[   ]  SIDPERS GPFR-1790 PQR (Personal Qualification Record)
[   ]  Initial Appointment Order to Current State
[    ]   Federal Recognition Order (NGB Form 0122E) 
------------------------------Gaining Unit Provides----------------------------------

 [   ]  Letter of Acceptance 
------------------------------Transferring Soldier Provides----------------------------------

[   ]  SGLV 8286/SGLV8286a -Life Insurance (Signed by Officer)   

[   ] DD Form 93-Emergency Data Card (Signed by Officer,  Instr. To Service Member & Block 14)
[   ] SF 1199A-Direct Deposit 
[   ] W4 (IRS)
[   ] DA Form 5960 (with Marriage Certificate/Divorce Decree)  
[   ] DD Form 2058
------------------------------IST Coordinator Provides----------------------------------

[   ]  NGB 337 (Date Sworn In _____________________) 

[   ]  DA Form 4187 (Gaining Unit Info) 

AGTX-PR-OA MARCH 2008                                           
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RECORD OF EMERGENCY DATA


PRIVACY ACT STATEMENT
AUTHORITY:  5 USC 552, 10 USC 655, 1475 to 1480 and 2771, 38 USC 1970, 44 USC 3101, and EO 9397 (SSN).
PRINCIPAL PURPOSES:  This form is used by military personnel and Department of Defense civilian and contractor personnel, collectively referred to
as civilians, when applicable.  For military personnel, it is used to designate beneficiaries for certain benefits in the event of the Service member's
death.  It is also a guide for disposition of that member's pay and allowances if captured, missing or interned.  It also shows names and addresses of
the person(s) the Service member desires to be notified in case of emergency or death.  For civilian personnel, it is used to expedite the notification
process in the event of an emergency and/or the death of the member.  The purpose of soliciting the SSN is to provide positive identification.  All items
may not be applicable.
ROUTINE USES:  None.
DISCLOSURE:  Voluntary; however, failure to provide accurate personal identifier information and other solicited information will delay notification and
the processing of benefits to designated beneficiaries if applicable.


INSTRUCTIONS TO SERVICE MEMBER


1.  NAME (Last, First, Middle Initial) 2.  SSN


3a.  SERVICE/CIVILIAN CATEGORY b.  REPORTING UNIT CODE/DUTY STATION
   


4a.  SPOUSE NAME (If applicable) (Last, First, Middle Initial) b.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER  


5.  CHILDREN
a.   NAME  (Last, First, Middle Initial) b.  RELATIONSHIP c.  DATE OF BIRTH 


    (YYYYMMDD) d.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER  


DD FORM 93, JAN 2008                             PREVIOUS EDITION IS OBSOLETE.


     This extremely important form is to be used by you to show the
names and addresses of your spouse, children, parents, and any
other person(s) you would like notified if you become a casualty. 
Not every item on this form is applicable to you.  This form is used
by the Department of Defense (DoD) to expedite notification in
the case of emergencies or death.  It does not have a legal impact
on other forms you may have completed with the DoD or your
employer.


     This extremely important form is to be used by you to show the names and
addresses of your spouse, children, parents, and any other person(s) you
would like notified if you become a casualty (other family members or fiance),
and, to designate beneficiaries for certain benefits if you die.  IT IS YOUR
RESPONSIBILITY to keep your Record of Emergency Data up to date to show
your desires as to beneficiaries to receive certain death payments, and to
show changes in your family or other personnel listed, for example, as a result
of marriage, civil court action, death, or address change. 


INSTRUCTIONS TO CIVILIANS


ARMY NAVY MARINE CORPS AIR FORCE CIVILIAN CONTRACTORDoD


SINGLE DIVORCED WIDOWED


  


  Adobe 7.0 Professional


IMPORTANT:  This form is divided into two sections:  Section 1 - Emergency Contact Information and Section 2 - Benefits Related
Information.   READ THE INSTRUCTIONS ON PAGES 3 AND 4 BEFORE COMPLETING THIS FORM.


SECTION 1 - EMERGENCY CONTACT INFORMATION


6a. FATHER NAME  (Last, First, Middle Initial) b.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER    


7a. MOTHER NAME  (Last, First, Middle Initial) b.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER    


8a. DO NOT NOTIFY DUE TO ILL HEALTH b.  NOTIFY INSTEAD


10. CONTRACTING AGENCY AND TELEPHONE NUMBER (Contractors only)  


9a. DESIGNATED PERSON(S) (Military only) b. ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER 







11a. BENEFICIARY(IES) FOR DEATH GRATUITY
       (Military only) 


c.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER d.  PERCENTAGE


12a. BENEFICIARY(IES) FOR UNPAID PAY/ALLOWANCES  
        (Military only) NAME AND RELATIONSHIP


b.  ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER c.  PERCENTAGE


13a. PERSON AUTHORIZED TO DIRECT DISPOSITION (PADD)
        (Military only) NAME AND RELATIONSHIP


14. CONTINUATION/REMARKS   


15. SIGNATURE OF SERVICE MEMBER/CIVILIAN (Include rank, rate,
      or grade if applicable)


16. SIGNATURE OF WITNESS (Include rank, rate, or grade 
      as appropriate)


17. DATE SIGNED
       (YYYYMMDD)


b. ADDRESS (Include ZIP Code) AND TELEPHONE NUMBER 


SECTION 2 - BENEFITS RELATED INFORMATION


DD FORM 93 (BACK), JAN 2008 


  


b. RELATIONSHIP







All entries explained below are for electronic or typewriter
completion, except those specifically  noted.  If a computer
or typewriter is not available, print in black or blue-black ink
insuring a legible image on all copies.  Include "Jr.," "Sr.,"
"III" or similar designation for each name, if applicable. 
When an address is entered, include the appropriate ZIP
Code.  If the member cannot provide a current address,
indicate "unknown" in the appropriate item.  Addresses
shown as P.O. Box Numbers or RFD numbers should
indicate in Item 14, "Continuations/Remarks", a street
address or general guidance to reach the place of
residence.  In addition, the notation "See Item 14" should be
included in the item pertaining to the particular next of kin or
when the space for a particular item is insufficient.  If the
address for the person in the item has been shown in a
preceding item, it is unnecessary to repeat the address;
however, the name must be entered.  Those items that are
considered not applicable to civilians will be left blank.


ITEM 1.  Enter full last name, first name, and middle initial.


ITEM 2.  Enter social security number (SSN).


ITEM 3a.  Service.   Military:  Mark X in appropriate block.
Civilian:  Mark two blocks as appropriate.  Examples: an
Army civilian would mark Army and either Civilian or
Contractor; a DoD civilian, without affiliation to one of the
Military Services, would mark DoD and then either Civilian or
Contractor as appropriate.


ITEM 3b.  Reporting Unit Code/Duty Station.  See Service
Directives.


ITEM 4a.  Spouse Name.  Enter last name (if different from
Item 1), first name and middle initial on the line provided.  If
single, divorced, or widowed, mark appropriate block.


ITEM 4b.  Address and Telephone Number.  Enter the
"actual" address and telephone number, not the mailing
address.  Include civilian title or military rank and service if
applicable.  If one of the blocks in 4a is marked, leave blank.


ITEM 5a-d.  Children.  Enter last name (only if different from
Item 1) first name and middle initial, relationship, and date of
birth of all children. If none, so state.  Include illegitimate
children if acknowledged by member or paternity/maternity
has been judicially decreed. Relationship examples: son,
daughter, stepson or daughter, adopted son or daughter or
ward.  Date of birth example: 19950704.  For children not
living with the member's current spouse, include address
and name and relationship of person with whom residing in
item 5d.


ITEM 6a.  Father Name.  Last name, first name and middle
initial.


ITEM 6b.  Address and Telephone Number of Father.  If
unknown or deceased, so state.  Include civilian title or
military rank and service if applicable.  If other than natural
father is listed, indicate relationship.
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INSTRUCTIONS FOR PREPARING DD FORM 93
(See appropriate Service Directives for supplemental instructions for completion of this form at other than MEPS)


ITEM 7a.  Mother Name.  Last name, first name and middle
initial.


ITEM 7b.  Address and Telephone Number of Mother.  If
unknown or deceased, so state.  Include civilian title or
military rank and service if applicable.  If other than natural
mother is listed, indicate relationship.


ITEM 8.  Persons Not to be Notified Due to Ill Health.
a.  List relationship, e.g., "Mother," of person(s) listed in
Items 4, 5, 6, or 7 who are not to be notified of a casualty
due to ill health.  If more than one child, specify, e.g.,
"daughter Susan."  Otherwise, enter "None".
b.  List relationship, e.g., "Father" or name and address of
person(s) to be notified in lieu of person(s) listed in item 8a. 
If "None" is entered in Item 8a, leave blank.


ITEM 9a.  This item will be used to record the name of the
person or persons, if any, other than the member's primary
next of kin or immediate family, to whom information on the
whereabouts and status of the member shall be provided if
the member is placed in a missing status.  Reference 10
USC, Section 655.  NOT APPLICABLE to civilians.


ITEM 9b.  Address and telephone number of Designated
Person(s).  NOT APPLICABLE to civilians.


ITEM 10.  Contracting Agency and Telephone Number
(Contractors only). NOT APPLICABLE to military
personnel.  Civilian contractors will provide the name of
their contracting agency and its telephone number. 
Example: XYZ Electric, (703) 555-5689.  The telephone
number should be to the company or corporation's
personnel or human resources office.


ITEM 11a.  Beneficiary(ies) for Death Gratuity (Military
only). Enter first name(s), middle initial, and last name(s) 
of the person(s) to receive death gratuity pay.  A member
may designate one or more persons to receive all or a
portion of the death gratuity pay.  The designation of a
person to receive a portion of the amount shall indicate the
percentage of the amount, to be specified only in 10 percent
increments, that the person may receive.  If the member
does not wish to designate a beneficiary for the payment of
death gratuity, enter "None," or if the full amount is not
designated, the payment or balance will be paid as follows:  


(1) To the surviving spouse of the person, if any;
(2) To any surviving children of the person and the
descendants of any deceased children by representation;
(3) To the surviving parents or the survivor of them;
(4) To the duly appointed executor or administrator of the
estate of the person;
(5) If there are none of the above, to other next of kin of the
person entitled under the laws of domicile of the person at
the time of the person's death.


The member should make specific designations, as it
expedites payment.







ITEM 11a. (Continued)  Seek legal advice if naming a minor
child as a beneficiary.  If a member has a spouse but
designates a person other than the spouse to receive all or a
portion of the death gratuity pay, the Service concerned is
required to provide notice of the designation to the spouse. 
NOT APPLICABLE to civilians.


Item 11b. Relationship.  NOT APPLICABLE to civilians.


ITEM 11c.  Enter beneficiary(ies) full mailing address and
telephone number to include the ZIP Code.  NOT
APPLICABLE to civilians.


ITEM 11d.  Show the percentage to be paid to each person.
Enter 10%, 20%, 30%, up to 100% as appropriate.  The sum 
shares must equal 100 percent.  If no percent is indicated and 
more than one person is named, the money is paid in equal
shares to the persons named. NOT APPLICABLE to
civilians.


ITEM 12a.  Beneficiary(ies) for Unpaid Pay/Allowance
(Military only). Enter first name(s), middle initial, last
name(s) and relationship of person to receive unpaid pay
and allowances at the time of death.  The member may
indicate anyone to receive this payment.  If the member
designated two or more beneficiaries, state the percentage
to be paid each in item 10c.  If the member does not wish to
designate a beneficiary, enter "By Law."  The member is
urged to designate a beneficiary for unpaid pay and
allowances as payment will be made to the person in order
of precedence by law (10 USC 2771) in the absence of a
designation.  Seek legal advice if naming a minor child as
beneficiary.  NOT APPLICABLE to civilians.


ITEM 12b.  Enter beneficiary(ies) full mailing address and
telephone number to include the ZIP Code.  NOT
APPLICABLE to civilians.


ITEM 12c.  If the member designated two or more
beneficiaries, state the percentage to be paid each in this
section. The sum shares must equal 100 percent.  NOT
APPLICABLE to civilians.


ITEM 13a.  Enter the name and relationship of the Person
Authorized to Direct Disposition (PADD) of your remains
should you become a casualty. Only the following persons
may be named as a PADD: surviving spouse, blood relative
of legal age, or adoptive relatives of the decedent.  If neither
of these three can be found, a person standing in loco
parentis may be named.  NOT APPLICABLE to civilians.


INSTRUCTIONS FOR PREPARING DD FORM 93
(Continued)
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ITEM 13b.  Address and telephone number of PADD.  NOT
APPLICABLE to civilians.


ITEM 14. Continuations/Remarks.  Use this item for remarks
or continuation of other items, if necessary.  Prefix entry with
the number of the item being continued; for example, 5/John
J./son/ 19851220/321 Pecan Drive, Schertz TX 78151.  Also
use this item to list name, address, and relationship of other
persons the member desires to be notified. Other
dependents may also be listed.  This block offers the
greatest amount of flexibility for the member to record other
important information not otherwise requested but
considered extremely useful in the casualty notification and
assistance process.  Besides continuing information from
other blocks on this form, the member may desire to include
additional information such as:  NOK language barriers,
location or existence of a Will, additional private insurance
information, other family member contact numbers, etc.  If
additional space is required, attach a supplemental sheet of
standard bond paper with the information.


ITEM 15.  Signature of Service Member/Civilian.  Check and
verify all entries and sign all copies in ink as follows:  First
name, middle initial, last name.  Include rank, rate, or grade
if applicable.  May be electronically signed (see DoD
Instruction 1300.18 for guidelines).


ITEM 16.  Signature of Witness.  Have a witness
(disinterested person) sign all copies in ink as follows:  First
name, middle initial, last name.  Include rank, rate, or grade
as appropriate.  A witness signature is not required for
electronic versions of the DD Form 93 (see DoD Instruction
1300.18).


ITEM 17.  Date the member or civilian signs the form.  This
item is an ink entry and must be completed on all copies.
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Standard Form 1199A (EG)
(Rev. June 1987)
Prescribed by Treasury
     Department
Treasury Dept. Cir. 1076


DIRECT DEPOSIT SIGN-UP FORM
OMB No. 1510-0007


DIRECTIONS
To sign up for Direct Deposit, the payee is to read the back of this form
and fill in the information requested in Sections 1 and 2. Then take or
mail this form to the financial institution.  The financial institution will
verify the information in Sections 1 and 2, and will complete Section 3. 
The completed form will be returned to the Government agency
identified below.


A separate form must be completed for each type of payment to be
sent by Direct Deposit.


The claim number and type of payment are printed on Government
checks.  (See the sample check on the back of this form.)  This
information is also stated on beneficiary/annuitant award letters and
other documents from the Government agency.


Payees must keep the Government agency informed of any address
changes in order to receive important information about benefits and to
remain qualified for payments.


SECTION 1 (TO BE COMPLETED BY PAYEE)
NAME OF PAYEE (last, first, middle initial)A


ADDRESS (street, route, P.O. Box, APO/FPO)


CITY STATE ZIP CODE


TELEPHONE NUMBER    


       AREA CODE          
NAME OF PERSON(S) ENTITLED TO PAYMENTB


CLAIM OR PAYROLL ID NUMBERC


       Prefix      Suffix    


TYPE OF DEPOSITOR ACCOUNTD CHECKING  SAVINGS


DEPOSITOR ACCOUNT NUMBERE


TYPE OF PAYMENT (Check only one)F
Social Security


Supplemental Security Income


Railroad Retirement


Civil Service Retirement (OPM)


VA Compensation or Pension


Fed. Salary/Mil. Civilian Pay


Mil. Active


Mil. Retire.


Mil. Survivor


Other
(specify)


THIS BOX FOR ALLOTMENT OF PAYMENT ONLY (if applicable)G
TYPE AMOUNT


PAYEE/JOINT PAYEE CERTIFICATION


I certify that I am entitled to the payment identified above, and that I have
read and understood the back of this form. In signing this form, I
authorize my payment to be sent to the financial institution named below
to be deposited to the designated account.


JOINT ACCOUNT HOLDERS’ CERTIFICATION (optional)


I certify that I have read and understood the back of this form,
including the SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS.


SIGNATURE DATE


SIGNATURE DATE


SIGNATURE DATE


SIGNATURE DATE


SECTION 2 (TO BE COMPLETED BY PAYEE OR FINANCIAL INSTITUTION)
GOVERNMENT AGENCY NAME GOVERNMENT AGENCY ADDRESS


SECTION 3 (TO BE COMPLETED BY FINANCIAL INSTITUTION)
NAME AND ADDRESS OF FINANCIAL INSTITUTION ROUTING NUMBER CHECK


DIGIT


DEPOSITOR ACCOUNT TITLE


FINANCIAL INSTITUTION CERTIFICATION


I confirm the identity of the above-named payee(s) and the account number and title.  As representative of the above-named financial institution, I
certify that the financial institution agrees to receive and deposit the payment identified above in accordance with 31 CFR Parts 240, 209, and
210.


PRINT OR TYPE REPRESENTATIVE’S NAME SIGNATURE OF REPRESENTATIVE TELEPHONE NUMBER DATE


Financial institutions should refer to the GREEN BOOK for further instructions.
THE FINANCIAL INSTITUTION SHOULD MAIL THE COMPLETED FORM TO THE GOVERNMENT AGENCY IDENTIFIED ABOVE.


NSN 7540-01-058-0224 PAYEE COPY 1199-207
Designed using Perform Pro, WHS/DIOR, Mar 97







BURDEN ESTIMATE STATEMENT


The estimated average burden associated with this collection of information is 10 minutes per respondent or recordkeeper,
depending on individual circumstances.  Comments concerning the accuracy of this burden estimate and suggestions for
reducing this burden should be directed to the Financial Management Service, Facilities Management Division, Property &
Supply Section, Room B-101, 3700 East-West Highway, Hyattsville, MD 20782 or the Office of Management and Budget,
Paperwork Reduction Project (1510-0007), Washington, D.C. 20503.


PLEASE READ THIS CAREFULLY


     All information on this form, including the individual claim number, is required under 31 USC 3322, 31 CFR 209 and/or
210.  The information is confidential and is needed to prove entitlement to payments.  The information will be used to
process payment data from the Federal agency to the financial institution and/or its agent.  Failure to provide the requested
information may affect the processing of this form and may delay or prevent the receipt of payments through the Direct
Deposit/Electronic Funds Transfer Program.


INFORMATION FOUND ON CHECKS
    Most of the information needed to complete boxes A,
C, and F in Section 1 is printed on your government
check:


Be sure that payee’s name is written exactly as it ap-
pears on the check.  Be sure current address is shown.


Claim numbers and suffixes are printed here on checks
beneath the date for the type of payment shown here.
Check the Green Book for the location of prefixes and
suffixes for other types of payments.


Type of payment is printed to the left of the amount.


SPECIAL NOTICE TO JOINT ACCOUNT HOLDERS
     Joint account holders should immediately advise both the Government agency and the financial institution of the death
of a beneficiary.  Funds deposited after the date of death or ineligibility, except for salary payments, are to be returned to
the Government agency.  The Government agency will then make a determination regarding survivor rights, calculate
survivor benefit payments, if any, and begin payments.


CANCELLATION
     The agreement represented by this authorization remains in effect until cancelled by the recipient by notice to the
Federal agency or by the death or legal incapacity of the recipient.  Upon cancellation by the recipient, the recipient should
notify the receiving financial institution that he/she is doing so.
     The agreement represented by this authorization may be cancelled by the financial institution by providing the recipient
a written notice 30 days in advance of the cancellation date.  The recipient must immediately advise the Federal agency if
the authorization is cancelled by the financial institution.  The financial institution cannot cancel the authorization by advice
to the Government agency.


CHANGING RECEIVING FINANCIAL INSTITUTIONS
     The payee’s Direct Deposit will continue to be received by the selected financial institution until the Government agency
is notified by the payee that the payee wishes to change the financial institution receiving the Direct Deposit.  To effect this
change, the payee will complete a new SF 1199A at the newly selected financial institution. It is recommended that the
payee maintain accounts at both financial institutions until the transition is complete, i.e. after the new financial institution
receives the payee’s Direct Deposit payment.


FALSE STATEMENTS OR FRAUDULENT CLAIMS
     Federal law provides a fine of not more than $10,000 or imprisonment for not more than five (5) years or both for
presenting a false statement or making a fraudulent claim.


A


C


F


United States Treasury 15-51
000


AUSTIN, TEXAS Check No.
0000  415785


Month Day  Year 
08 31 84


29-693-775     00


Pay to
the order of JOHN DOE


123 BRISTOL STREET
HAWKINS BRANCH  TX  76543


DOLLARS      CTS 


$****100 00


     28       28


VA  COMP


NOT NEGOTIABLE
’:00000518’:  041571926"


C


A


F


SF 1199A (Back)
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STATE OF LEGAL RESIDENCE CERTIFICATE


DATA REQUIRED BY THE PRIVACY ACT OF 1974


AUTHORITY:


PURPOSE:


ROUTINE USES:


MANDATORY OR
VOLUNTARY
DISCLOSURE:


Tax Reform Act of 1976, Public Law 94-455.


Information is required for determining the correct State of legal residence for purposes of withholding
State income taxes from military pay.


Information herein will be furnished State authorities and to Members of Congress.


Disclosure is voluntary.  If not provided, State income taxes will be withheld based on the tax laws of the
State previously certified as your legal residence, or in the absence of a prior certification, the tax laws of
the applicable State based on your home of record.


NAME (Last, first, middle initial) SOCIAL SECURITY NUMBER (SSN)


LEGAL RESIDENCE/DOMICILE (City or county and State)


INSTRUCTIONS FOR CERTIFICATION OF STATE OF LEGAL RESIDENCE


The purpose of this certificate is to obtain information with respect to your legal residence/domicile for the purpose of determining
the State for which income taxes are to be withheld from your "wages" as defined by Section 3401(a) of the Internal Revenue Code
of 1954.  PLEASE READ INSTRUCTIONS CAREFULLY BEFORE SIGNING.


The terms "legal residence" and "domicile" are essentially interchangeable.  In brief, they are used to denote that place where you
have your permanent home and to which, whenever you are absent, you have the intention of returning.  The Soldiers’ and Sailors’
Civil Relief Act protects your military pay from the income taxes of the State in which you reside by reason of military orders unless
that is also your legal residence/domicile.  The Act further provides that no change in your State of legal residence/domicile will
occur solely as a result of your being ordered to a new duty station.  


You should not confuse the State which is your "home of record" with your State of legal residence/domicile.  Your "home of
record" is used for fixing travel and transportation allowances.  A "home of record" must be changed if it was erroneously or
fraudulently recorded initially.


Enlisted members may change their "home of record" at the time they sign a new enlistment contract.  Officers may not change their
"home of record" except to correct an error, or after a break in service.  The State which is your "home of record" may be your State
of legal residence/domicile only if it meets certain criteria.


The formula for changing your State of legal residence/domicile is simply stated as follows: physical presence in the new State with
the simultaneous intent of making it your permanent home and abandonment of the old State of legal residence/domicile.  
In most cases, you must actually reside in the new State at the time you form the intent to make it your permanent home.  Such intent
must be clearly indicated.  Your intent to make the new State your permanent home may be indicated by certain actions such as: (1)
registering to vote; (2) purchasing residential property or an unimproved residential lot; (3) titling and registering your
automobile(s); (4) notifying the State of your previous legal residence/domicile of the change in your State of legal
residence/domicile; and (5) preparing a new last will and testament which indicates your new State of legal residence/domicile. 
Finally, you must comply with the applicable tax laws of the State which is your new legal residence/domicile.


Generally, unless these steps have been taken, it is doubtful that your State of legal residence/domicile has changed.  Failure to
resolve any doubts as to your State of legal residence/domicile may adversely impact on certain legal privileges which depend on
legal residence/domicile including among others, eligibility for resident tuition rates at State universities, eligibility to vote or be a
candidate for public office, and eligibility for various welfare benefits.  If you have any doubt with regard to your State of legal
residence/domicile, you are advised to see your Legal Assistance Officer (JAG Representative) for advice prior to completing this
form.


I certify that to the best of my knowledge and belief, I have met all the requirements for legal residence/domicile in the State claimed
above and that the information provided is correct.


I understand that the tax authorities of my former State of legal residence/domicile will be notified of this certificate.


SIGNATURE DATECURRENT MAILING ADDRESS (Include ZIP Code)


DD Form 2058, FEB 77 (EG) Designed using Perform Pro, WHS/DIOR, Jul 94





		Reset: 

		name: 

		ssn: 

		legal_res: 

		sign: 

		mail_addr: 

		date: 

		coverup: 

		appl: Adobe Professional 7.0






_1457864266.pdf


Form W-4 (2013)
Purpose. Complete Form W-4 so that your 
employer can withhold the correct federal income 
tax from your pay. Consider completing a new Form 
W-4 each year and when your personal or financial 
situation changes.


Exemption from withholding. If you are exempt, 
complete  only  lines 1, 2, 3, 4, and 7 and sign the 
form to validate it. Your exemption for 2013 expires 
February 17, 2014. See Pub. 505, Tax Withholding 
and Estimated Tax.


Note. If another person can claim you as a 
dependent on his or her tax return, you cannot claim 
exemption from withholding if your income exceeds 
$1,000 and includes more than $350 of unearned 
income (for example, interest and dividends).


Basic instructions. If you are not exempt, complete 
the Personal Allowances Worksheet below. The 
worksheets on page 2 further adjust your 
withholding allowances based on itemized 
deductions, certain credits, adjustments to income, 
or two-earners/multiple jobs situations. 


Complete all worksheets that apply. However, you 
may claim fewer (or zero) allowances. For regular 
wages, withholding must be based on allowances 
you claimed and may not be a flat amount or 
percentage of wages.


Head of household. Generally, you can claim head 
of household filing status on your tax return only if 
you are unmarried and pay more than 50% of the 
costs of keeping up a home for yourself and your 
dependent(s) or other qualifying individuals. See 
Pub. 501, Exemptions, Standard Deduction, and 
Filing Information, for information.


Tax credits. You can take projected tax credits into 
account in figuring your allowable number of 
withholding allowances. Credits for child or 
dependent care expenses and the child tax credit 
may be claimed using the Personal Allowances 
Worksheet below. See Pub. 505 for information on 
converting your other credits into withholding 
allowances.


Nonwage income. If you have a large amount of 
nonwage income, such as interest or dividends, 
consider making estimated tax payments using Form 
1040-ES, Estimated Tax for Individuals. Otherwise, you 
may owe additional tax. If you have pension or annuity 


income, see Pub. 505 to find out if you should adjust 
your withholding on Form W-4 or W-4P.


Two earners or multiple jobs. If you have a 
working spouse or more than one job, figure the 
total number of allowances you are entitled to claim 
on all jobs using worksheets from only one Form 
W-4. Your withholding usually will be most accurate 
when all allowances are claimed on the Form W-4 
for the highest paying job and zero allowances are 
claimed on the others. See Pub. 505 for details.


Nonresident alien. If you are a nonresident alien, 
see Notice 1392, Supplemental Form W-4 
Instructions for Nonresident Aliens, before 
completing this form.


Check your withholding. After your Form W-4 takes 
effect, use Pub. 505 to see how the amount you are 
having withheld compares to your projected total tax 
for 2013. See Pub. 505, especially if your earnings 
exceed $130,000 (Single) or $180,000 (Married).


Future developments. Information about any future 
developments affecting Form W-4 (such as 
legislation enacted after we release it) will be posted 
at www.irs.gov/w4.


Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one else can claim you as a dependent . . . . . . . . . . . . . . . . . . A


B Enter “1” if: { • You are single and have only one job; or
• You are married, have only one job, and your spouse does not work; or                                   . . .
• Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.


} B


C Enter “1” for your spouse. But, you may choose to enter “-0-” if you are married and have either a working spouse or more 
than one job. (Entering “-0-” may help you avoid having too little tax withheld.) . . . . . . . . . . . . . . C


D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . . . . . . . . D
E Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) . . E
F Enter “1” if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit . . . F


(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.) 
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.


• If your total income will be less than $65,000 ($95,000 if married), enter “2” for each eligible child; then less “1” if you                      
have three to six eligible children or less “2” if you have seven or more eligible children. 


• If your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if married), enter “1” for each eligible child . . . G
H Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.)  ▶ H


For accuracy, 
complete all 
worksheets 
that apply. {


• If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions 
    and Adjustments Worksheet on page 2.  
• If you are single and have more than one job or are married and you and your spouse both work and the combined 
earnings from all jobs exceed $40,000 ($10,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to 
avoid having too little tax withheld.
• If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.


Separate here and give Form W-4 to your employer. Keep the top part for your records.


Form   W-4
Department of the Treasury  
Internal Revenue Service 


Employee's Withholding Allowance Certificate
▶  Whether you are entitled to claim a certain number of allowances or exemption from withholding is 


subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 


OMB No. 1545-0074


2013
1        Your first name and middle initial Last name


Home address (number and street or rural route)


City or town, state, and ZIP code


2     Your social security number


3 Single Married Married, but withhold at higher Single rate.


Note.  If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.


4 If your last name differs from that shown on your social security card, 


check here. You must call 1-800-772-1213 for a replacement card.  ▶


5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . . . 6 $


7 I claim exemption from withholding for 2013, and I certify that I meet both of the following conditions for exemption.
• Last year I had a right to a refund of all federal income tax withheld because I had no tax liability, and
• This year I expect a refund of all federal income tax withheld because I expect to have no tax liability.
If you meet both conditions, write “Exempt” here . . . . . . . . . . . . . . .   ▶ 7


Under penalties of perjury, I declare that I have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.


Employee’s signature  
(This form is not valid unless you sign it.)  ▶ Date ▶


8        Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) 9  Office code (optional) 10     Employer identification number (EIN)


For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2013) 







Form W-4 (2013) Page 2 
Deductions and Adjustments Worksheet


Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.
1 Enter an estimate of your 2013 itemized deductions. These include qualifying home mortgage interest, charitable contributions, state 


and local taxes, medical expenses in excess of 10% (7.5% if either you or your spouse was born before January 2, 1949) of your 
income, and miscellaneous deductions. For 2013, you may have to reduce your itemized deductions if your income is over $300,000 
and you are married filing jointly or are a qualifying widow(er); $275,000 if you are head of household; $250,000 if you are single and 
not head of household or a qualifying widow(er); or $150,000 if you are married filing separately. See Pub. 505 for details . . . 1 $


2 Enter: { $12,200 if married filing jointly or qualifying widow(er)
$8,950 if head of household                                               . . . . . . . . . . .
$6,100 if single or married filing separately


} 2 $


3 Subtract line 2 from line 1. If zero or less, enter “-0-” . . . . . . . . . . . . . . . . 3 $
4 Enter an estimate of your 2013 adjustments to income and any additional standard deduction (see Pub. 505) 4 $
5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits to 


Withholding Allowances for 2013 Form W-4 worksheet in Pub. 505.) . . . . . . . . . . . . 5 $
6 Enter an estimate of your 2013 nonwage income (such as dividends or interest) . . . . . . . . 6 $
7 Subtract line 6 from line 5. If zero or less, enter “-0-” . . . . . . . . . . . . . . . . 7 $
8 Divide the amount on line 7 by $3,900 and enter the result here. Drop any fraction . . . . . . . 8
9 Enter the number from the Personal Allowances Worksheet, line H, page 1 . . . . . . . . . 9


10 Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet, 
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10


Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)
Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if 


you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more 
than “3” . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2


3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter 
“-0-”) and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . . . . . . . . . 3


Note. If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4 through 9 below to     
figure the additional withholding amount necessary to avoid a year-end tax bill.


4 Enter the number from line 2 of this worksheet . . . . . . . . . . 4
5 Enter the number from line 1 of this worksheet . . . . . . . . . . 5
6 Subtract line 5 from line 4 . . . . . . . . . . . . . . . . . . . . . . . . . 6
7 Find the amount in Table 2 below that applies to the HIGHEST paying job and enter it here . . . . 7 $
8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed . . 8 $
9 Divide line 8 by the number of pay periods remaining in 2013. For example, divide by 25 if you are paid every two 


weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2013. Enter 
the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld from each paycheck 9 $


Table 1
Married Filing Jointly


If wages from LOWEST 
paying job are—


Enter on  
line 2 above


 $0   -   $5,000 0
 5,001  -   13,000 1


13,001  -   24,000 2
24,001  -   26,000 3
26,001  -   30,000 4
30,001  -   42,000 5
42,001  -   48,000  6
48,001  -   55,000 7
55,001  -   65,000 8
65,001  -   75,000 9
75,001  -   85,000 10
85,001  -   97,000  11
97,001  - 110,000 12


110,001  - 120,000 13
120,001  - 135,000  14
135,001  and over 15


All Others


If wages from LOWEST 
paying job are—


Enter on  
line 2 above


 $0  -   $8,000 0
8,001  -   16,000  1


16,001  -   25,000 2
25,001  -   30,000  3
30,001  -   40,000 4
40,001  -   50,000 5
50,001  -   70,000  6
70,001  -   80,000  7
80,001  -   95,000  8
95,001  - 120,000  9


120,001  and over 10


Table 2
Married Filing Jointly


If wages from HIGHEST 
paying job are—


Enter on  
line 7 above


$0  -  $72,000 $590
72,001  -  130,000 980


130,001  -  200,000 1,090
200,001  -  345,000 1,290
345,001  -  385,000 1,370
385,001  and over 1,540


All Others


If wages from HIGHEST 
paying job are—


Enter on  
line 7 above


$0  -  $37,000 $590
37,001  -    80,000 980
80,001  -  175,000 1,090


175,001  -  385,000 1,290
385,001  and over 1,540


Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this 
form to carry out the Internal Revenue laws of the United States. Internal Revenue Code 
sections 3402(f)(2) and 6109 and their regulations require you to provide this information; your 
employer uses it to determine your federal income tax withholding. Failure to provide a 
properly completed form will result in your being treated as a single person who claims no 
withholding allowances; providing fraudulent information may subject you to penalties. Routine 
uses of this information include giving it to the Department of Justice for civil and criminal 
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and possessions 
for use in administering their tax laws; and to the Department of Health and Human Services 
for use in the National Directory of New Hires. We may also disclose this information to other 
countries under a tax treaty, to federal and state agencies to enforce federal nontax criminal 
laws, or to federal law enforcement and intelligence agencies to combat terrorism.


You are not required to provide the information requested on a form that is subject to the 
Paperwork Reduction Act unless the form displays a valid OMB control number. Books or 
records relating to a form or its instructions must be retained as long as their contents may 
become material in the administration of any Internal Revenue law. Generally, tax returns and 
return information are confidential, as required by Code section 6103. 


The average time and expenses required to complete and file this form will vary depending 
on individual circumstances. For estimated averages, see the instructions for your income tax 
return.


If you have suggestions for making this form simpler, we would be happy to hear from you. 
See the instructions for your income tax return.
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statement in connection with claims is a maximum fine of $10,000 or imprisonment for 5 years, or both.  


I certify ALL information regarding this authorization is correct. I will immediately notify the FAO/HRO of any changes in the information above, due to divorce,
marriage, death, living in government quarters etc, which could affect by BAQ or VHA entitlement.
IMPORTANT: Making a false statement or claim against the US Government is punishable by courts-martial. The penalty for willfully making a false claim or a false


PRIVACY ACT STATEMENT


AUTHORITY:


PRINCIPLE PURPOSE:


ROUTINE USE:


DISCLOSURE IS VOLUNTARY: 


For use of this form, see AR 37-104-4; the proponent agency is ASA (FM)


AUTHORIZATION TO START, STOP, OR CHANGE


AND/OR VARIABLE HOUSING ALLOWANCE 
37 USC 403; Public Law 96-343; EO 9397.


To start, adjust or terminate military member's entitlement


DATE  15.DATE  13.


Landlord's Name and Address:  Rental/Residential Address:  


(3) 


MARITAL/DEPENDENCY STATUS


(2) 


(4) 


(2) 


c. b. a. 


(1) 


(2) 


(3) 


(3)


(4) 


(Member in grade E7 and 


(2) (1) (3)(2) 


(4) 


(1)  


(5) 


(6) 


c. 


a.


d. 


b.


QUARTERS ASSIGNMENT/AVAILABILITY


e.  DEPENDENT CHILD


c.  b.


d. 


a.


DATE/ACTION


9.


GRADE  SOCIAL SECURITY NUMBER  


4.  


WITHOUT DEPENDENTS  


If you check "OTHER" above, prepare DD Form 137 to establish dependency.   


MEMBER'S SIGNATURE   


EXPENSES, IF AUTHORIZED, I AM REQUESTING VHA BASED ON


If child support received from another military member, complete (1), (2) & (3).  


CERTIFICATION OF DEPENDENT SUPPORT


BAQ TYPE


WITH DEPENDENTS  PARTIAL  


TRANSIENT   


ADEQUATE INADEQUATE  


NOT AVAILABLE 


QUARTERS
NO. 


FAIR RENTAL 
VALUE $ 


CERTIFYING OFFICER'S SIGNATURE  


Sharer/Lease Information  


Effective Date: Expiration Date: Landlord's Phone No.  


My permanent duty station:     My dependent's location:  Both my permanent duty station and dependent's location.  


DOB OF CHILDREN


DependentMember


TOTALS  


Monthly Expenses:  


Insurance  


Other  


RELATIONSHIPNAME OF DEPENDENT/SHARER


Spouse/Former
Spouse SSN 


Child in
Custody of:


START


CORRECT


CANCEL


STOP


CHANGE


RECERTIFICATION


REPORT


SINGLE MARRIED  


LEGALLY SEPARATED 


Member Spouse Former Spouse Other  


Spouse/Former
Spouse Duty Station 


Date of Marriage, 
Divorce/Separation  


7.


8.


10.


COMMANDER
DETERMINATION  


MEMBER ELECTION  


12. 


11. 


Address Information   


6.  5. 


2.  


TYPE OF ACTION   


3.  


FROM: TO: 


16. 


(1)(1) 


14.


DA FORM 5960, SEP 1990  REPLACES DA FORM 3298, JUL 80 AND DA FORM 5545, JUL 86 WHICH ARE OBSOLETE APD PE v2.04ES


1.  NAME   (Last, First, MI)


  BASIC ALLOWANCE FOR QUARTERS  (BAQ),
(VHA)


to basic allowance for quarters (BAQ)  and/or
variable housing allowance  (VHA).


above)


DUTY LOCATION   (Include Station, Name, City, State, and Zip Code)


(see blocks (1), (2) & (4))


(see blocks (4), (5) & (6))


(see blocks (1), (2) & (3))


(YYYYMMDD)


DEPENDENTS/SHARERS  (Continue on back if required)


(see block (3))


(see block (1))


Number of Sharers  (show name(s) and address in block 10.)


Mortgage  (PITI)   or Rent 


COMPLETE CURRENT ADDRESS  (Include ZIP Code)


DIVORCED (see


blocks (1), (2) & (3))


(see blocks (1), (2) & (3))


(Attached)


To adjust member's military pay record, information may
be disclosed to Army components, such as USAFAC,
major commands, and other Army installations; to other
DOD components; other federal agencies such as IRS,
Social Security Administration and VA, GAO, members
of Congress; State and local government; US and State
courts, and various law enforcement agencies. Social
Security Number (SSN) is used for positive identification.


Nondisclosure may result in nonpayment of BAQ and/or
VHA. Disclosure of your SSN is voluntary. However, this
form will not be processed without your SSN because
the Army identifies you for pay purposes by your SSN.


I certify that I provide, or am will to provide adequate support for the above named dependents. I am aware that failure to support the above named
dependents may result in stopping BAQ and recouping BAQ for any prior periods/nonsupport.


IAW service regulations, I certify that the dependency status of my primary dependents, on whose behalf I am receiving BAQ, has not changed so as to affect
my entitlement thereto for the period





		1 NAME Last First MI: 

		SOCIAL SECURITY NUMBER 2: 

		GRADE 3: 

		TYPE OF ACTION: 

		CANCEL: 

		CHANGE: 

		STOP: 

		5 DUTY LOCATION   Include Station Name City State and Zip Code: 

		WITH DEPENDENTS: 

		BAQ TYPE: 

		WITHOUT DEPENDENTS: 

		undefined: 

		undefined_2: 

		undefined_3: 

		undefined_4: 

		undefined_5: 

		undefined_6: 

		undefined_7: 

		undefined_8: 

		undefined_9: 

		1 SpouseFormer Spouse SSN: 

		2 SpouseFormer Spouse Duty Station: 

		3 Date of Marriage DivorceSeparation: 

		QUARTERS: 

		2 FAIR RENTAL VALUE: 

		4 Child in Custody of Member Spouse Former Spouse Other: 

		undefined_10: 

		undefined_11: 

		undefined_12: 

		undefined_13: 

		3 FROM TO: 

		MEMBER ELECTION: Off

		COMMANDER: Off

		NAME OF DEPENDENTSHARERRow1: 

		COMPLETE CURRENT ADDRESS Include ZIP CodeRow1: 

		RELATIONSHIPRow1: 

		DOB OF CHILDRENRow1: 

		NAME OF DEPENDENTSHARERRow2: 

		COMPLETE CURRENT ADDRESS Include ZIP CodeRow2: 

		RELATIONSHIPRow2: 

		DOB OF CHILDRENRow2: 

		NAME OF DEPENDENTSHARERRow3: 

		COMPLETE CURRENT ADDRESS Include ZIP CodeRow3: 

		RELATIONSHIPRow3: 

		DOB OF CHILDRENRow3: 

		undefined_14: 

		undefined_15: 

		EXPENSES IF AUTHORIZED I AM REQUESTING VHA BASED ON: 

		Member1 Mortgage PITI or Rent: 

		Dependent1 Mortgage PITI or Rent: 

		Member2 Insurance: 

		Dependent2 Insurance: 

		RentalResidential Address 1: 

		Landlord s Name and Address 1: 

		Member3 Other: 

		Dependent3 Other: 

		MemberTOTALS: 

		DependentTOTALS: 

		2 Effective DateTOTALS: 

		3 Expiration DateTOTALS: 

		2 Landlord s Phone NoTOTALS: 

		13 MEMBERS SIGNATURE: 

		DATE 14: 

		15 CERTIFYING OFFICER S SIGNATURE: 

		DATE 16: 

		RECERTIFICATION: 

		CORRECT: 

		My permanent duty station: 
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   Share Payment Option 
   to each  (Lump sum* or 
Primary 
Name and Address 


Social Security Number Relationship (% or $ 36 equal monthly 
(If available) to you amounts) payments)


1.


2.


3.


4.    


Secondary      


1.


2.


3.


 
4.


   


1. About You 


3. About Your Beneficiaries  Complete this section unless you are declining coverage.


2. About Your Coverage    


Print Name (First, Middle, Last) Rank, title or grade Social Security Number


Current Amount of SGLI Coverage Duty Location  Branch of Service


I am completing this form to: (Check all that apply)


 Name or update my SGLI beneficiary. You must complete sections 3 and 5.


 Increase or restore my SGLI coverage to $_______________. You must complete sections 3, 4, & 5.


 Reduce my SGLI coverage to $________________. You must complete sections 3 & 5.


 Decline (cancel) SGLI coverage. You must complete section 5.


�Have more beneficiaries? Check the box and complete Supplemental SGLI Beneficiary Form, SGLV 8286S.


If you do not name beneficiaries above, your insurance will be paid by law (see page 3). 


*  If the insured member elects a lump sum payment, the beneficiary(ies) will be given the option of receiving the lump sum payment either through the Prudential Alliance 
Account or by check. Alliance is not available for payments less than $5,000, payments to individuals residing outside the United States and its territories, and certain other 
payments. These will be paid by check.


Open Solutions Inc. is the Service Provider of the Prudential Alliance Account Settlement Option, a contractual obligation of The Prudential Insurance Company of America, 
located at 751 Broad Street, Newark, NJ 07102-3777.  Check clearing is provided by JPMorgan Chase Bank, N.A. and processing support is provided by First Data Payment 
Services (FDPS). Alliance Account balances are not insured by the Federal Deposit Insurance Corporation (FDIC). Open Solutions Inc., JPMorgan Chase Bank, N.A., 
and First Data Payment Services are not Prudential Financial companies.


Page 1 of 4


Coverage is 
available in 


increments of  
$50,000 up to a


maximum of  
$400,000


    


    


    


    


    


    


    


    


Servicemembers’ Group Life Insurance 
Election and Certificate



http://www.insurance.va.gov/sglisite/forms/8286S.pdf
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4. About Your Health  Complete this section ONLY if you are restoring or increasing coverage.


Your date of birth (MM, DD, YYYY) Your weight Your height


Have you had, been treated for, or  
had known indications of: Yes No


a. A heart condition? � 


b. High blood pressure? � 


c. A neurological disorder? � 


d. Diabetes? � 


e. Cancer or tumors? � 


f.   Have you ever been diagnosed as having a  
disease of the immune system? � 


g.  Do you have any known physical impairments,  
deformities, or ill health not covered above? � 


       Your gender  Female
�  Male


Page 2 of 4


I have read the instructions and understand that


n This form cancels any prior beneficiary or payment instructions.


n I can have SGLI and VGLI coverage at the same time, but the combined amount cannot be more than $400,000.


n  Reducing or declining SGLI coverage can affect the amount of my family coverage, traumatic injury  
coverage and post-separation coverage (see instructions for details).


n  If I am married or get married after completing this form and have not declined SGLI, Family SGLI automatically covers my spouse.  
I must register my spouse in DEERS so my branch of service can deduct premiums from my pay. Failure to register my spouse in DEERS 
will result in my owing debts for unpaid premiums. I can decline Family SGLI coverage by completing SGLV 8286A.


5. Your Signature       You must complete this section.    


Service Member Signature Social Security Number Date (MM, DD, YYYY)


For Branch of Service Official Use Only


Received by Personnel Clerk Rank, title or grade Organization Date


Approve  Disapprove     OSGLI Representative Date


Did you answer “YES” to any 
question? If so, reference the 
question by letter and list date, 
duration and details below.
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Information for the Service Member


About your SGLI Coverage


Servicemembers’ Group Life Insurance (SGLI) is granted under title 38, United States Code, and is subject to the provisions of that title  
and its amendments, and title 38 Code of Federal Regulations.


The following charts provide information you should review before naming a beneficiary or selecting a payment option.


Naming Beneficiaries who will receive the insurance 


If you… Then…


are married and name someone  
other than your spouse or child as  
your beneficiary


The Branch of Service will notify your spouse that he or she is not the named beneficiary. 


are married and reduce or decline  
your coverage


The Branch of Service will notify your spouse that you reduced or declined coverage.


have any life event such as  
marriage, divorce, or children after 
completing this form 


You should complete a new beneficiary form. Beneficiaries are not automatically changed by life events.


want to name more than four  
primary or secondary beneficiaries


You must complete the SGLI Supplemental Beneficiary Form, SGLV 8286S.


name minors as beneficiaries n 


n 


n 


 SGLI will pay the insurance benefit to the court-appointed guardian of the children’s estate,  
if the beneficiary is a minor at time of claim.


 You can establish a trust for the benefit of the children and name the trust as  
beneficiary. A trust names a trustee of your choice to be legally responsible for  
administering the insurance proceeds for the children. 


 Naming a trust as a beneficiary on this form does NOT create a trust.


name more than one primary 
beneficiary and one or more of them 
predeceases you


SGLI will pay the shares equally among the remaining primary beneficiaries.


have no surviving  
primary beneficiaries


SGLI will divide the insurance benefit among the secondary beneficiaries.


do not name a beneficiary or  SGLI will pay the insurance benefit in the following order:
there are no surviving primary  1. Widow or widower
or secondary beneficiaries  2.  Children in equal shares (the share of any deceased child will be distributed equally among the  
OR descendants of that child)
indicate that payment should be made 3. Parent(s) in equal shares or all to surviving parent
by law


4. A duly appointed executor or administrator of your estate
5. Other next of kin


Payment Options


If you want the beneficiary to… Then…


receive the insurance proceeds in one Write the phrase “lump sum” under Payment Options. If you elect a lump sum payment, your beneficiary(ies) 
lump sum will be given the option of receiving the lump sum payment either through the Prudential Alliance Account* 


or by check.


* Alliance Account is not available for payments less than $5,000, payments to individuals residing outside the  
United States and its territories, and certain other payments. These will be paid by check.


receive the insurance proceeds in  n Write “36” under the Payment Option.
36 equal monthly payments n Your beneficiary cannot change this payment option.


have a choice Write the phrase “lump sum” under Payment Option or leave blank.
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2. ����After the form is completed, Personnel Clerk should:


  File a copy in the member’s official personnel file


  Provide a copy to the service member


  Provide a copy of the form to the payroll office for the member’s unit


  �Submit the form to OSGLI ONLY if the member is increasing or restoring SGLI coverage and answered  
“Yes” to one or more of the health questions


Page 4 of 4


Instructions for Personnel Clerk and the Service Member


1. �A representative of the Uniformed Services must complete the “For Branch of Service Official Use Only”  
section to indicate receipt of the form from the member after reviewing the following table:


If the service member…


               


The Personnel Clerk should inform  
the service member that…


 
Then Personnel Clerk should…


is increasing or restoring SGLI he or she must complete Section 4,  
About Your Health.


n 


n 


 Approve form if the responses to questions 4a 
through 4g are “No” and forward the form to payroll 
to change SGLI premium deductions.


 Send form to OSGLI if any answer to questions 4a 
through  4g is “Yes” and  only inform payroll when 
approved by OSGLI.


is reducing SGLI n 


n 


 an application with health questions is required to 
increase coverage at a later date.


 if the member is married, the  Branch of Service must 
provide written notification to his or her spouse that  
the member reduced coverage.


Forward the form to payroll to change SGLI premium 
deductions.


is declining SGLI n 


n 


 this will also cancel Family SGLI coverage— 
both spousal coverage and dependent child coverage— 
and Traumatic Injury Protection (TSGLI).


 if the member is married, the Branch of Service must 
provide written notification to his or her spouse that  
the member declined coverage.


n 


n 


 Have the service member complete SGLV 8286A  
to end payment of Family spousal premiums.  
The service member does not need to complete  
a form to end payment of TSGLI premiums.


 Forward the form to payroll to change  
SGLI premium deductions.


is married or gets married  
after completing this form


n 
n 


n 


 Family SGLI automatically covers spouse.


 he or she must register their spouse in DEERS for  
payroll to deduct premiums.


 If the member wants to decline coverage or take a  
lesser amount of spousal coverage, the member must 
complete SGLV 8286A.


If applicable, forward the form to payroll to begin 
premium deductions for the spousal coverage.
Forward the form to payroll to begin  premium 
deductions for the spousal coverage, if applicable.


has questions about this form the advice of a military attorney is available at no expense. Direct them to the appropriate resource.


wants to designate more  
beneficiaries than the form allows


he or she must complete the Supplemental SGLI 
Beneficiary Form SGLV 8286S.


Attach the Supplemental Beneficiary Form to the 8286.


wants to designate an unusual 
beneficiary given their family 
circumstances


n 


n 


 while the member is free to designate anoyone he or she 
choses as beneficiary, the member must certify that he 
or she undersands the designation is unusual and the 
person named will receive the benefit.


 if the member is married, the Branch of Service must 
provide written notification to his or her spouse that  
the member changed the designation.


 Have the member sign a paper with the following 
statement: I certify that I understand my beneficiary 
designation is unusual, and I intend <named 
beneficiary> to receive my insurance proceeds in 
the event of my death. I also understand that if I am 
married, my spouse will be notified that he/she is not 
my designated beneficiary.  
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WARNING:  The information you have given constitutes an official statement.  Federal law provides severe penalties (up to 5 years confinement or a
$10,000 fine or both), to anyone making a false statement.  If you are selected for enlistment, commission, or entrance into a commissioning program
based on a false statement, you can be tried by military courts-martial or meet an administrative board for discharge and could receive a less than
honorable discharge that would affect your future.


REPORT OF MEDICAL HISTORY
(This information is for official and medically confidential use only and will not be released to unauthorized persons.)


X ALL APPLICABLE BOXES:


OMB No. 0704-0413
OMB approval expires 


PLEASE DO NOT RETURN YOUR  FORM TO THE ABOVE ORGANIZATION.  RETURN COMPLETED FORM AS INDICATED ON PAGE 2.


1.  LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) 2. SOCIAL SECURITY NUMBER  3.  TODAY'S DATE (YYYYMMDD)  


4.a. HOME ADDRESS (Street, Apartment No., City, State, and ZIP Code)     


  b. HOME TELEPHONE (Include Area Code)    


5.  EXAMINING LOCATION AND ADDRESS  (Include ZIP Code)


Army


Navy


Marine Corps


Air Force


Regular 


Reserve


National Guard


c.  PURPOSE OF EXAMINATION
Enlistment


Commission


Retention


Separation


Medical Board


Retirement


U.S. Service Academy


ROTC Scholarship Program


Other (Specify)


7.a. POSITION (Title, Grade, Component)


  b. USUAL OCCUPATION


8.  CURRENT MEDICATIONS (Prescription and Over-the-counter) 9.  ALLERGIES (Including insect bites/stings, foods, medicine or other substance)


HAVE YOU EVER HAD OR DO YOU NOW HAVE: YES NO


     c.  Coughed up blood
     d.  Asthma or any breathing problems related to exercise, weather,
           pollens, etc.
     e.  Shortness of breath


     f.  Bronchitis


YES NO


11.a.  Severe tooth or gum trouble


     b.  Thyroid trouble or goiter


     c.  Eye disorder or trouble


     d.  Ear, nose, or throat trouble


     e.  Loss of vision in either eye


     f.   Worn contact lenses or glasses


     g.  A hearing loss or wear a hearing aid


     c.  Recurrent back pain or any back problem


     d.  Numbness or tingling


     e.  Loss of finger or toe


     b.  Recent unexplained gain or loss of weight


     c.  Currently in good health (If no, explain in Item 29 on Page 2.)


     d.  Tumor, growth, cyst, or cancer


     k.  Any need to use corrective devices such as prosthetic devices, knee 
           brace(s), back support(s), lifts or orthotics, etc.
     l.   Bone, joint, or other deformity


     m. Plate(s), screw(s), rod(s) or pin(s) in any bone


     n.  Broken bone(s) (cracked or fractured)
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13.a.  Frequent indigestion or heartburn


     b.  Stomach, liver, intestinal trouble, or ulcer


14.a.  Adverse reaction to serum, food, insect stings or medicine


     l.  Sexually transmitted disease (syphilis, gonorrhea, chlamydia, genital 
          warts, herpes, etc.)


     j.   Any knee or foot surgery including arthroscopy or the use of a scope
           to any bone or joint


12.a.  Painful shoulder, elbow or wrist (e.g. pain, dislocation, etc.)


     b.  Arthritis, rheumatism, or bursitis


     h.  Surgery to correct vision (RK, PRK, LASIK, etc.)


     j.   Sinusitis


     k.  Hay fever


     l.   Chronic or frequent colds


     g.  Wheezing or problems with wheezing


     i.   A chronic cough or cough at night


     h.  Been prescribed or used an inhaler


10.a.  Tuberculosis


     b.  Lived with someone who had tuberculosis
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     c.  Gall bladder trouble or gallstones


     d.  Jaundice or hepatitis (liver disease)


     e.  Rupture/hernia


     g.  Skin diseases (e.g. acne, eczema, psoriasis, etc.)


     h.  Frequent or painful urination


     i.   High or low blood sugar


     j.   Kidney stone or blood in urine


     k.  Sugar or protein in urine


     f.   Rectal disease, hemorrhoids or blood from the rectum


6.a. SERVICE


12. (Continued)


     f.   Foot trouble (e.g., pain, corns, bunions, etc.)


     g.  Impaired use of arms, legs, hands, or feet


     h.  Swollen or painful joint(s)


     i.   Knee trouble (e.g., locking, giving out, pain or ligament injury, etc.)


PRIVACY ACT STATEMENT
AUTHORITY:  10 U.S.C. 136, DoD Instruction 6130.03, and E.O. 9397, as amended (SSN).
PRINCIPAL PURPOSE(S):  The primary collection of this information is from individuals seeking to join the Armed Forces.  The information collected on this form is used
to assist DoD physicians in making determinations as to acceptability of applicants for military service and verifies disqualifying medical condition(s) noted on the
prescreening form (DD 2807-2).  An additional collection of information using this form occurs when a Medical Evaluation Board is convened to determine the medical
fitness of a current member and if separation is warranted.  Completed forms are covered by recruiting, medical evaluation board, and official military personnel file SORNs
maintained by each of the Services.
ROUTINE USE(S):  The Blanket Routine Uses found at http://privacy.defense.gov/blanket_uses.shtml apply to this collection.
DISCLOSURE:  Voluntary.  However, failure by an applicant to provide the information may result in delay or possible rejection of the individual's application to enter the
Armed Forces.  An applicant's SSN is used during the recruitment process to keep all records together and when requesting civilian medical records.  For an Armed Forces
member, failure to provide the information may result in the individual being placed in a non-deployable status.The SSN of an Armed Forces member is to ensure the
collected information is filed in the proper individual's record.


b.  COMPONENT
Coast
Guard


Mark each item "YES" or "NO".  Every item marked "YES" must be fully explained in Item 29 on Page 2.


  


 Adobe Professional 8.0


The public reporting burden for this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering
and maintaining the data needed, and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing the burden, to the Department of Defense, Washington Headquarters Services, Executive Services Directorate, Information Management Division, 1155 Defense
Pentagon, Washington, DC 20301-1155 (0704-0413). Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with
a collection of information if it does not display a currently valid OMB control number.







a.  Sensitivity to chemicals, dust, sunlight, etc.


b.  Inability to perform certain motions


c.  Inability to stand, sit, kneel, lie down, etc.


d.  Other medical reasons (If yes, give reasons.)


19. Have you been refused employment or been unable to hold a job
      or stay in school because of:


28. Have you ever been denied life insurance? 


22. Have you ever had, or have you been advised to have any
      operations or surgery?  (If yes, describe and give age at which
      occurred.)


21. Have you ever been a patient in any type of hospital? (If yes,
      specify when, where, why, and name of doctor and complete
      address of hospital.)


20. Have you ever been treated in an Emergency Room?  
      (If yes, for what?)


24. Have you consulted or been treated by clinics, physicians,
      healers, or other practitioners within the past 5 years for 
      other than minor illnesses?  (If yes, give complete address 
      of doctor, hospital,  clinic, and details.)


25. Have you ever been rejected for military service for any
      reason? (If yes, give date and reason for rejection.)


26. Have you ever been discharged from military service for any
      reason?  (If yes, give date, reason, and type of discharge;
      whether honorable, other than honorable, for unfitness or
      unsuitability.)


27. Have you ever received, is there pending, or have you ever
      applied for pension or compensation for any disability
      or injury?  (If yes, specify what kind, granted by whom, 
      and what amount, when, why.)


23. Have you ever had any illness or injury other than those 
      already noted?  (If yes, specify when, where, and give details.)


29. EXPLANATION OF "YES" ANSWER(S) (Describe answer(s), give date(s) of problem, name of doctor(s) and/or hospital(s), treatment given and current medical
      status.)


NOTE:  HAND TO THE DOCTOR OR NURSE, OR IF MAILED MARK ENVELOPE "TO BE OPENED BY MEDICAL PERSONNEL ONLY."
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     b.  Habitual stammering or stuttering


     c.  Loss of memory or amnesia, or neurological symptoms


17.a.  Nervous trouble of any sort (anxiety or panic attacks)


     e.  Received counseling of any type


     d.  Frequent trouble sleeping


     g.  Been evaluated or treated for a mental condition


     h.   Attempted suicide


     i.   Used illegal drugs or abused prescription drugs


     f.  Depression or excessive worry


18. FEMALES ONLY.  Have you ever had or do you now have:
      a.  Treatment for a gynecological (female) disorder


      b.  A change of menstrual pattern


      c.  Any abnormal PAP smears


      d.  First day of last menstrual period  (YYYYMMDD)   


      e.  Date of last PAP smear (YYYYMMDD)                  


YES NO YES NO
15.a.  Dizziness or fainting spells


     b.  Frequent or severe headache


     c.  A head injury, memory loss or amnesia


     d.  Paralysis


     e.  Seizures, convulsions, epilepsy or fits


     f.   Car, train, sea, or air sickness


     g.  A period of unconsciousness or concussion


     h.  Meningitis, encephalitis, or other neurological problems


     c.  Pain or pressure in the chest


     d.  Palpitation, pounding heart or abnormal heartbeat


     e.  Heart trouble or murmur


     f.   High or low blood pressure


     b.  Prolonged bleeding (as after an injury or tooth extraction, etc.)


16.a.  Rheumatic fever


Mark each item "YES" or "NO".  Every item marked "YES" must be fully explained in Item 29 below.
HAVE YOU EVER HAD OR DO YOU NOW HAVE: 


   







  a.  COMMENTS


  b.  TYPED OR PRINTED NAME OF EXAMINER (Last, First, Middle Initial) d.  DATE SIGNED
     (YYYYMMDD)


c.  SIGNATURE


DD FORM 2807-1, AUG 2011                            Page 3 of 3 Pages


LAST NAME, FIRST NAME, MIDDLE NAME (SUFFIX) SOCIAL SECURITY NUMBER  


30. EXAMINER'S SUMMARY AND ELABORATION OF ALL PERTINENT DATA (Physician/practitioner shall comment on all positive answers in
      questions 10 - 29.  Physician/practitioner may develop by interview any additional medical history deemed important, and record any
      significant findings here.)
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REPORT OF MEDICAL EXAMINATION
1. DATE OF EXAMINATION
     (YYYYMMDD)


  3. LAST NAME - FIRST NAME - MIDDLE NAME
      (SUFFIX)


2.  SOCIAL SECURITY NUMBER


  6. GRADE


  4.  HOME ADDRESS (Street, Apartment Number, City, State and ZIP Code) 5.  HOME TELEPHONE
     NUMBER
     (Include Area Code)


7.  DATE OF BIRTH
      (YYYYMMDD)


  8. AGE 9.  SEX


Female


Male


10.a. RACIAL CATEGORY (X one or more)


White


Black or African
American


American Indian or
Alaska Native


12. AGENCY (Non-Service Members Only) 13. ORGANIZATION UNIT AND UIC/CODE11. TOTAL YEARS GOVERNMENT
      SERVICE
  a. MILITARY  b.  CIVILIAN  


16. NAME OF EXAMINING LOCATION, AND ADDRESS
      (Include ZIP Code)


14.a. RATING OR SPECIALTY (Aviators Only)   b. TOTAL FLYING TIME


44. NOTES:  (Describe every abnormality in detail.  Enter pertinent item
      number before each comment.  Continue in item 73 and use additional
      sheets if necessary.)


DoD exception to SF 88 approved by ICMR, August 3, 2000.
PREVIOUS EDITION IS OBSOLETE.


Asian


  c. LAST SIX MONTHS


15.a. SERVICE 


Army


Navy


Marine Corps


Air Force


Active Duty


Reserve


National Guard


  c.  PURPOSE OF EXAMINATION


Enlistment


Commission


Retention


Separation


Medical Board


Retirement


U.S. Service Academy


ROTC Scholarship Program


Other


Nor-
mal


Ab-
norm NE


17. Head, face, neck, and scalp


18. Nose


19. Sinuses


20. Mouth and throat


22. Drums (Perforation)


23. Eyes - General (Visual acuity and refraction under items 61 - 63)


24. Ophthalmoscopic


25. Pupils (Equality and reaction)


26. Ocular motility (Associated parallel movements, nystagmus)


21. Ears - General (Int. and ext. canals/Auditory acuity under item 71)


27. Heart (Thrust, size, rhythm, sounds)


28. Lungs and chest (Include breasts)


29. Vascular system (Varicosities, etc.)


30. Anus and rectum (Hemorrhoids, Fistulae) (Prostate if indicated)


31. Abdomen and viscera (Include hernia)


32. External genitalia (Genitourinary)


33. Upper extremities


34. Lower extremities (Except feet)


35. Feet (See Item 35 Continued)


36. Spine, other musculoskeletal


37. Identifying body marks, scars, tattoos


38. Skin, lymphatics


39. Neurologic


40. Psychiatric (Specify any personality deviation)


41. Pelvic (Females only)


42. Endocrine
43. DENTAL DEFECTS AND DISEASE 


35.  FEET (Continued) (Circle category)


Normal Arch


Pes Cavus


Pes Planus


Mild


Moderate


Severe


Asymptomatic


Symptomatic


DD FORM 2808, JAN 2003 Page 1 of 3 Pages


CLINICAL EVALUATION  (Check each item in appropriate column.  Enter "NE" if not evaluated.)


b. COMPONENT 
Coast
Guard


PRIVACY ACT STATEMENT


AUTHORITY:  10 USC 504, 505, 507, 532, 978, 1201, 1202, and 4346; and E.O. 9397.
PRINCIPAL PURPOSE(S):  To obtain medical data for determination of medical fitness for enlistment, induction, appointment and retention for
applicants and members of the Armed Forces.  The information will also be used for medical boards and separation of Service members from
the Armed Forces.
ROUTINE USE(S):  None.
DISCLOSURE:  Voluntary; however, failure by an applicant to provide the information may result in delay or possible rejection of the
individual's application to enter the Armed Forces.  For an Armed Forces member, failure to provide the information may result in the individual
being placed in a non-deployable status.


Class


Acceptable


Not Acceptable


(Please explain.  Use dental form if completed
by dentist.  If dental examination not done by
dental officer, explain in Item 44.)


Decline to Respond


Native Hawaiian or
Other Pacific Islander Hispanic/Latino


Not Hispanic/
Latino


b.  ETHNIC CATEGORY


Decline
to
Respond







MEASUREMENTS AND OTHER FINDINGS
53. HEIGHT 54. WEIGHT 56. TEMPERATURE


58. BLOOD PRESSURE


a. 1ST


SYS.  


DIAS.  


b. 2ND


SYS.  


DIAS.  


c. 3RD


SYS.  


DIAS.  


57. PULSE 


61. DISTANT VISION


Right 20/  


Left 20/    


Corr. to 20/ 


Corr. to 20/ 


62. REFRACTION BY AUTOREFRACTION OR MANIFEST


By  


By  


S.


S.


CX


CX


63. NEAR VISION


Right 20/ 


Left 20/ 


Corr. to 20/ 


Corr. to 20/ 


by


by
64. HETEROPHORIA (Specify distance)


ES    EX    R.H.   L.H.   Prism div.  Prism Conv
CT           


NPR  PD  


65. ACCOMMODATION


Right Left  


66. COLOR VISION (Test used and result) 67. DEPTH PERCEPTION (Test used and score) AFVT 


PIP   /14  


68. FIELD OF VISION


59. RED/GREEN (Army Only)


71a. AUDIOMETER


Right


Left


500 1000 2000 3000 4000 6000


73. NOTES (Continued) AND SIGNIFICANT OR INTERVAL HISTORY (Use additional sheets if necessary.)


60. OTHER VISION TEST


Uncorrected  Corrected  


69. NIGHT VISION (Test used and score) 70. INTRAOCULAR TENSION


O.D.   


72a. READING ALOUD 
        TEST
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HZ


Unit Serial Number    


     Date Calibrated (YYYYMMDD)       


a. Albumin  


b. Sugar    


LABORATORY FINDINGS


TESTS


46. URINE HCG 47. H/H


RESULTS


49. HIV


50. DRUGS


51. ALCOHOL


52. OTHER


  a.  PAP SMEAR


  b.


  c.


   


HIV SPECIMEN ID LABEL DRUG TEST SPECIMEN ID LABEL


55. MIN WGT - MAX WGT


O.S.    


SAT UNSAT


45. URINALYSIS


MAX BF %


lbs.


Right


Left


500 1000 2000 3000 4000 6000HZ


71b.  Unit Serial Number    


Date Calibrated (YYYYMMDD)       


48.  BLOOD TYPE


72b. VALSALVA


SAT UNSAT







b. PHYSICAL PROFILE


P U L H E S X


74.a.  EXAMINEE/APPLICANT (check one)


IS QUALIFIED FOR SERVICE


IS NOT QUALIFIED FOR SERVICE


76. SIGNIFICANT OR DISQUALIFYING DEFECTS
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OATHS OF OFFICE
The proponent agency is NGB-ARH.  The prescribing directive is NGR (AR) 600-100 and NGR (AR) 600-101.


AUTHORITY:  Title 32 USC Section 308 and 312, and Executive Order 9397.
PURPOSE:  Used for persons appointed as an officer of the National Guard to subscribe to an appointment oath required by provisions of 
Title 32 USC Sections 308 and 312.
ROUTINE USES:  None.
DISCLOSURE:  Voluntary;  However, failure to provide the SSN could result in a delay in processing the Officer Military Personnel File (OMPF).


  I,


do solemly swear (or affirm) that I will support and defend the Constitution of the United States


and the Constitution of the State (Commonwealth, District, Territory) of 


against all enemies, foreign and domestic; that I will bear true faith and allegiance to the same; 


that I will obey the orders of the President of the United States and the Governor of the State 


(Commonwealth, District, Territory) of


duties of the Office of 


(Commonwealth, District, Territory) of


in the Army/Air National Guard of the State


upon which I am about to enter,


so help me God.


without any mental reservations or purpose of evasion, and that I will well and faithfully discharge the


, that I make this obligation freely,


(First, Middle, Last Name) (SSN)


(Grade)


(Signature in Full)


PRIVACY ACT STATEMENT


NATIONAL GUARD OFFICER


TEMPORARY FEDERAL RECOGNITION


Sworn to and subscribed before me at


this


(Signature)


day of ,  . 


(or affirm) that during such temporary Federal Recognition I will perform all Federal duties as if I had been


do solemnly swear 


appointed as a Reserve Officer of the Army/Air Force.


of the State (Commonwealth, District, Territory) of


Army/Air National Guard 


AUTHENTICATION


Name, Grade, Component or Authorized Official Administering Oath(s)


(PREVIOUS EDITIONS ARE OBSOLETE.)


  I,


having been granted temporary Federal Recognition in the grade


(First, Middle, Last Name) (SSN)
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