SHIPRIDER REQUEST FORM

	
	Name
(Last, First, MI)
	Rank/Rate
	M/F
	SSN if available
	Organization
	POC & J-Dial
	Mustering Department
	Room Avail (Completed By S-5/S-11/ Personnel)
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EMBARKATION FORM

To assist the Personnel Officer in completing a required Sailing Diary, please answer the following questions:

1.  Full Name: 
2.  SSN: If Applicable


     3.  Rank/rate: N/A
4.  Sex M/F:   
5.  Type of Rider: d



6.  Status:  (military only)

    a.  Military                         a.  USN/USNR Officer (except AT)

    b.  DON civilian employee            b.  USN/USNR Enlisted

    c.  Contractor employee              c.  Officer (other services)

    d.  All other civilians              d.  Enlisted (other services)

                                         e.  USNR Officer/Enlisted performing

                                             AT, Drill Weekend, Midshipmen

7.  Service (if other than USN/USNR):  N/A
8.  Enter an abbreviated relationship of your 

    next-of-kin:  (civilians only)               
    Relationships include:  WIFE, HUSB, SON, DAU, MOTH, FATH, BRO, SIS, 

                            GMOTH, GFATH, AUNT, UNK, FRND

9.  Enter complete name and address of next-of-kin:  (civilians only)

10. Organization/Company to which attached:   
11. Number of days of planned embark:  
12. Dates of embark:  

SHIPRIDER MEDICAL SCREENING FORM









DATE:  DD MMM YYYY
NAME:  





SSN: (if available)
ACTIVITY/COMPANY:  

 SPONSOR DEPT: Media/ Public Affairs
Shipboard Medical Departments wish to provide you with the highest quality care.  We have limited capabilities for managing chronic disease, and it is imperative that the following questions be answered completely and with as much amplifying information as possible to help us determine if we can meet the level of care required for any pre-existing medical conditions that you might have.

Do you have any history of the following medical conditions?

Physical limitations that would prevent you from

easily transiting ladders?




NO/YES 
Chest pain or heart disease?




NO/YES
Asthma, emphysema or other breathing problems or
NO/YES
lung disease?

High blood pressure?





NO/YES
Diabetes?







NO/YES
Susceptibility to Motion Sickness?



NO/YES
Kidney Disease?






NO/YES
Immuno-suppressive Disease?




NO/YES
Are you on any Medications?




NO/YES        

If yes, list with dosages: _____________________________
Do you have any Allergies?




NO/YES
If yes, list:  _______________________________________________________

If you have answered yes to any of the questions listed above, please describe your current condition and any medical treatment that you are undergoing.  Please list all prescribed medications that you are taking in the space provided.  ______________________________________________________
Due to the wide variety of prescription medications available, we recommend that you ensure that you have an adequate amount of your prescription medication to last your planned underway period.

Signature:  FULL TYPED NAME
Reviewed:   __________________________________
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