
MOD 11 Tab B   CENTCOM Medical Waiver Request 
 

Patient Name (Last, First):     DOB:   SSN (Last 4):  
              
# Previous Deployments:          Destination (country):         Diagnosis (ICD9):  
              
Age:       Sex:           Grade:     Service:   Home Station/Unit:  
              
Years of Service:  Active/Reserve/Civilian:  MOS/Job Description: 
              
Length of Deployment:  Deployment Date:   Previous Waivers (Y/N):  
              
Waiver POC Name/E-mail/Phone:  
 
Case Summary (To be completed by provider, including clinical information necessary to make a disposition.  
See MOD 11 and accompanying PPG-TAB A for required information): 
 

 

 
 
 
 
 
I have reviewed the case summary and hereby submit this request. 
 
Signature:   

  
 

 
CENTCOM Surgeon / Component Surgeon Response 

 
Waiver Approval:     YES        NO 
 
Signature:   

 

Comments: 
 
 

For Official Use Only:  This document may contain information exempt from mandatory disclosure under the Freedom of Information Act (FOIA) of 1986 {Public Law 99-570, 5 USC 552(B)}.  This 

information is also protected by the Privacy Act of 1974 and the Health Insurance Portability and Accountability Act (HIPAA) of 1996 {Public Law 104-191} and any implementing regulations.  It must 

be safeguarded from any potential unauthorized disclosure.  If you are not the intended recipient, please contact the sender by reply e-mail and permanently delete/destroy all copies of the original 

message.  Unauthorized possession and/or disclosure of protected health information may result in personal liability for civil and federal criminal penalties. 
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