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SUMMARY of CHANGE

AR 40-3
Medical, Dental, and Veterinary Care

This rapid action revision, dated 12 March 2010--
o Implements a new aeromedical evacuation standard (para 16-2).

o Adds humanitarian assistance missions to the list of acceptable uses of air
ambulances (para 16-2c(7)) .

o Provides Army senior leadership expectations and objectives for the new
aeromedical evacuation standard (para 16-4D).

o Adds requirement to have an approved airworthiness release and an approved
medical certification for patient movement items and equipment used on board

the aircraft (para 16-5d).

o Makes administrative changes (throughout) .
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History. This publication is a rapid action
revision (RAR). This RAR is effective 12
April 2010. The portions affected by this
RAR are listed in the summary of change.

Summary. This regulation addresses
specific programs (Aviation Medicine,
Army Blood, Army Transplant and Or-
gan/Tissue Donation) as well as auditory
evaluations, hearing aids, oral health serv-
ices, veterinary medical care, and or-
thopedic footwear. It provides operational
policy for nutrition care management,
pharmacy management, and medical labo-
ratory management. It sets policy and pro-
cedures for implementing advance
directives, do-not-resuscitate, and with-
hold/withdraw orders; medical libraries;
psychological test materials; emergency
medical services; and air ambulances. Per-
tinent Federal statutes, regulations, and
other standards governing these programs/
services are cited throughout.

Applicability. This regulation applies to
the Active Army, the Army National
Guard/Army National Guard of the United
States, and the U.S. Army Reserve, unless

otherwise stated. During mobilization, the
proponent may modify chapters and poli-
cies contained in this regulation.

Proponent and exception authority.
The proponent of this regulation is The
Surgeon General. The proponent has the
authority to approve exceptions or waivers
to this regulation that are consistent with
controlling law and regulations. The pro-
ponent may delegate this approval author-
ity, in writing, to a division chief within
the proponent agency or its direct report-
ing unit or field operating agency, in the
grade of colonel or the civilian equivalent.
Activities may request a waiver to this
regulation by providing justification that
includes a full analysis of the expected
benefits and must include formal review
by the activity’s senior legal officer. All
waiver requests will be endorsed by the
commander or senior leader of the requ-
esting activity and forwarded through
their higher headquarters to the policy
proponent. Refer to AR 25-30 for specific
guidance.

Army management control process.
This regulation contains management con-
trol provisions and identifies key manage-
ment controls that must be evaluated (see
appendix C).

Supplementation. Supplementation of
this regulation and establishment of com-
mand and local forms are prohibited with-
out prior approval from The Surgeon
General (DASG-HSZ), 5109 Leesburg
Pike, Falls Church, VA 22041-3258.

Suggested improvements. Users are
invited to send comments and suggested
improvements on DA Form 2028 (Recom-
mended Changes to Publications and
Blank Forms) directly to the Office of

The Surgeon General (DASG-HSZ), 5109
Leesburg Pike, Falls Church, VA
22041-3258.

Committee Continuance Approval.
The Department of the Army committee
management official concurs in the estab-
lishment and/or continuance of com-
mittee(s) outlined herein. AR 15-1
requires the proponent to justify establish-
ing/continuing the committee(s), coordi-
nate draft publications, and coordinate
changes in committee status with the U.S.
Army Resources and Programs Agency,
Department of the Army Committee Man-
agement Office (AARP-ZX), 2511 Jeffer-
son Davis Highway, 13th Floor, Taylor
Building, Arlington, VA 22202-3926.
Further, if it is determined that an estab-
lished “group” identified within this regu-
lation, later takes on the characteristics of
a committee, as found in the AR 15-1,
then the proponent will follow all AR
15-1 requirements for establishing and
continuing the group as a committee.

Distribution. This publication is availa-
ble in electronic media only and is in-
tended for command levels A, B, C, D,
and E for the Active Army, the Army
National Guard/Army National Guard of
the United States, and the U.S. Army
Reserve.

*This regulation supersedes AR 40-3, dated 18 October 2007. This edition publishes a rapid action revision of AR 40-3.
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Chapter 1
Introduction

1-1. Purpose

This regulation establishes policies, procedures, and responsibilities pertaining to selected Army Medical Department
(AMEDD) programs and initiatives. If any policy or procedure contained in this regulation changes current conditions
of employment of civilian bargaining unit employees, the servicing Civilian Personnel Office/Civilian Personnel
Advisory Center will be contacted to determine if there are bargaining obligations with recognized unions.

1-2. References
Required and related publications and prescribed and referenced forms are listed in appendix A.

1-3. Explanation of abbreviations and terms
Abbreviations and special terms used in this regulation are explained in the glossary.

1-4. Responsibilities

a. Responsibilities specific to subject areas addressed in this regulation are delineated in individual chapters and
pertain only to policies and procedures described in that chapter.

b. Heads of Headquarters, Department of the Army agencies and commanders of Army commands, installations, and
activities will have knowledge of AR 340-21 and AR 25-55.

Chapter 2
Advance Directives, Do-Not-Resuscitate, and Withhold/Withdraw Orders

2-1. Introduction

This chapter sets policy and procedures for the implementation of advance directives and for the initiation of orders to
suspend cardiopulmonary resuscitation (do-not-resuscitate (DNR) orders) or to withhold or withdraw life-sustaining
treatment.

2-2. Responsibilities

a. The military treatment facility (MTF) commander will provide operational guidance for implementation of the
policies in this chapter.

b. The entire health care team (including physicians, nursing personnel, administrators, attorneys, chaplains, social
workers, and patient representatives) will provide assistance with the formulation of advance directives and will help
patients and their families participate in their health care decisions. The physician primarily responsible for the
patient’s care is ultimately responsible for ensuring that the patient has adequate information on which to base his or
her decision and that the patient’s wishes are honored so far as possible.

2-3. Policy

a. A patient with decisionmaking capacity has the legal and moral right to participate in medical care decisions,
including the right to refuse medical treatment at any time even if it is lifesaving.

b. Upon admission, all adult patients will be informed in writing of their right to participate in their health care
decisions, including the right to accept or refuse medical or surgical treatment, and of their right to prepare advance
directives.

c. An order to resuscitate is a standing order and resuscitation will be initiated unless there is a written DNR order
to the contrary.

d. When a patient will not benefit from treatment, a decision to withhold or withdraw that modality, with the
concurrence of the patient or appropriate surrogate decisionmaker, may be justified and will be fully and accurately
documented.

e. An abatement order (see glossary) or an advance directive will not affect other treatment decisions. Specific
attention will be paid to making respectful, responsive, and competent care available for patients who choose to forego
life-sustaining treatment. Therefore, orders for supportive care will be written separately. All efforts to provide comfort
and relief from pain will be provided.

f. Only privileged physicians who are members of the medical staff may write an abatement order. Physicians in a
graduate medical education status can transcribe a verbal order from a privileged physician.

g. Physicians will promptly inform others who are responsible for the patient’s care, particularly the nursing staff,
about the abatement decision. All who are responsible for the patient’s care will clearly understand the order, its scope,
its rationale, and its implications.
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2—-4. Documentation

a. Advance directives.

(1) The presence or absence of an advance directive and/or the opportunity for the patient to formulate an advance
directive will be documented as part of the admission process. Documentation will be included in the admission clerk’s
checklist, the nurse’s intake assessment, and in the progress notes.

(2) A copy of the advance directive, if any, will be placed in the inpatient chart (see AR 40-66).

(3) A patient will not be coerced into formulating an advance directive.

b. Abatement orders.

(1) Documentation of the progress notes will explain the medical rationale for the order. It will also show the
patient’s decisionmaking capacity and the concurrence of the patient or surrogate. Any review and consultation by an
ethics committee will also be documented.

Note. If an ethics committee exists, notify the U.S. Army Medical Command (USAMEDCOM): Commander, USAMEDCOM
(MCHO-CL-C), 2050 Worth Road, Fort Sam Houston, TX 78234-6010. The notification will include complete contact information
for the committee chairperson and committee membership requirements. If no ethics committee exists, the ethics committee function
will be performed as determined by the MTF commander; this information will also be provided to the USAMEDCOM at the
address above. USAMEDCOM reporting requirements apply only to the existence of an ethics committee or, in its absence, the
means by which abatement decisions are reached; there are no MEDCOM reporting requirements relevant to a specific decision to
enter/not enter an abatement order.

(2) Any discussion with the patient or appropriate surrogate will be summarized in the progress notes. In no instance
will the patient or surrogate be asked to sign any type of “release.”
(3) The order will be written on the doctor’s orders sheet and will be dated and signed.

2-5. Review

Advance directives and abatement orders will be reviewed routinely on rounds and whenever there is a significant
change in the patient’s condition. If the patient is being considered for major invasive procedures (such as surgery), the
indications for the procedure and the rationale behind the intervention and the patient’s wishes will be reviewed.
Abatement orders will stand unless rescinded either by the attending physician (oral orders will be accepted), or at any
time when a patient with decisionmaking capacity or the surrogate makes this request known to any health care
provider responsible for the patient’s care. Rescission of the order will be documented as outlined in paragraph 2—4.

2-6. Abatement decisions for patients with decisionmaking capacity

a. The voluntary choice of a capable and informed patient will determine whether life-sustaining treatment will be
undertaken.

b. In an attempt to respect their wishes, patients will be given the opportunity to formulate advance directives
covering their preferences for end-of-life decisions. The attending physician will discuss advance directives with the
patient, preferably in advance of the critical situation.

c. If a patient requests an abatement order after full discussion and assessment of risks and benefits, the attending
physician will enter the order in the patient’s medical record. When the physician finds the patient’s preference to be
morally unacceptable and is unwilling to participate in carrying out the request, he or she will transfer responsibility for
the patient to another physician.

d. The patient will be asked if his or her Family may be informed of the advance directive or abatement order. If
consent is granted, the Family will be informed but will not be permitted to override the patient’s decision. Where the
capable patient requests that Family members not be involved in or informed of his or her decision, the patient’s
decision and request for confidentiality will be honored and documented in the medical record. This documentation
will be made by a person who is not a member of the treatment team.

2—7. Abatement decision for incapable patients

a. While capable of making decisions, patients may envision their later incapacity and deteriorating medical
condition. Such patients may have made firm and explicit verbal or written directives regarding their wishes. Such
directives will be discussed with the surrogate and will be honored.

b. An incapable patient may have no surrogate and the treating staff may feel that an abatement order is proper. If
so, consultation will be undertaken with the ethics committee, if available, and the supporting judge advocate and
documented.

c. Determining the patient’s decisionmaking capacity, informing the surrogate, and helping the surrogate to decide
may require time that is not available in an emergency. In general, therefore, because of its grave nature and
consequences, abatement decisions will be made under conditions that permit consultation and reasoned decision. In an
emergency, treatment will ordinarily be given if no prior decision has been made to forego life-sustaining treatment.

d. After assessment of the benefits and risks, if there is agreement between the attending physician and the patient’s
surrogate, an abatement order will be entered in the patient’s medical record. When a patient’s surrogate disagrees, the
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case will be carefully reviewed by an ethics committee or other mechanism as defined by the local MTF commander.
Every effort will be made to build consensus between the health care team and the surrogate.

2-8. Education
The education of health care professionals will include training on the patient’s right to make an advance directive as
well as to assist the patient and/or surrogate in making ethically supportable end-of-life decisions.

2-9. Active duty patients

While active duty (AD) patients usually determine their own care, occasionally the requirements of the service will
override their decision. These situations are unusual but when questions concerning mandatory medical or surgical
procedures on AD Soldiers arise, they will be referred to the Office of The Judge Advocate for guidance on a case-by-
case basis and resolution (AR 600-20). Because of the unusual nature of such situations involving AD patients,
physicians may wish to additionally consult with their institutional medical ethics committee.

2-10. Additional guidance
Questions concerning implementation of this policy will be directed to Commander, USAMEDCOM (MCHO-CL-C),
2050 Worth Road, Fort Sam Houston, TX 78234-6010.

Chapter 3
Army Aviation Medicine Program and Medical Care of Aviation Personnel

3-1. Program concept

The Aviation Medicine (AVMED) Program is designed to promote and maintain the aviation fighting force through
health promotion and sustainment of the mental and physical well-being of aviation personnel. Flight surgeons
(61IN9D) are graduates of the Army Flight Surgeon Primary Course and perform routine AVMED duties. They are
generally assigned to the battalion or squadron level. Specialists in AVMED (61N9C, B, A) are residency-trained in
aerospace medicine. This training includes earning a master’s degree in public health plus additional study in
preventive, occupational, and environmental medicine factors as they apply to the aviation environment. They are
generally assigned to brigade or regiment level and above, according to their seniority, and perform additional
supervisory functions in the AVMED Program.

3-2. Responsibilities

a. The Surgeon General (TSG) is responsible for training, development, fiscal planning, and oversight of Depart-
ment of the Army (DA) policies and programs for the AVMED Program.

b. All Army Command (ACOM), Army Service Component Command (ASCC), and Direct Reporting Unit (DRU)
commanders are responsible for enforcing the regulatory aspects of AVMED within their commands.

c. The AVMED consultant (to TSG) will assist TSG in policy formulation and provide technical supervision of all
aspects of the AVMED Program.

d. Regional Medical Command (RMC) commanders will—

(1) Ensure implementation of the AVMED Program.

(2) Assign a residency-trained specialist in aerospace medicine as RMC Chief, AVMED. When a specialist is not
available, an experienced flight surgeon (FS) will be temporarily assigned until a specialist is made available.

e. The RMC Chief, AVMED will oversee the RMC AVMED Program and act as the RMC advisor for aeromedical
policies and issues such as FS deployments, aeromedical evacuation policy, and regional review and disposition of
flight physicals.

f. The Director, Aeromedical Proponency, will—

(1) Direct and supervise the U.S. Army Aeromedical Activity in order to provide worldwide support of Army
AVMED programs through consultations, supportive services, and training in the areas of aviation and military
occupational disease prevention, surveillance, and evaluation.

(2) Review and recommend dispositions of flying duty medical examinations (FDMEs) and medical waiver requests
for continued flying duty according to AR 40-501 (see DA Form 4186 (Medical Recommendation for Flying Duty) as
prescribed in AR 40-501).

(3) Develop and update FDME practices and policies through the publication of aeromedical policy letters and
aeromedical technical bulletins (according to AR 40-501).

(4) Develop and maintain the Aeromedical Epidemiological Data Repository to support research and clinical studies
for aircrew medical standards and policy.

g. The Commander, U.S. Army Combat Readiness Center (see DA General Order (DAGO) 2005-05) will direct the
safety center surgeon to investigate human factors in aviation safety, aircraft design, and aviation mishaps.
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h. The Commander, U.S. Army Aeromedical Research Laboratory, will—

(1) Conduct research and development of aviation life-support equipment and aircrew protection.

(2) Conduct research in the effects of exogenous aeromedical factors in the aviation operational environment.

i. The Dean, U.S. Army School of AVMED, will—

(1) Oversee all aspects of AMEDD and U.S. Army Training and Doctrine Command aeromedical education and
training, including developing advanced aviation medicine qualification training and conducting the Army aerospace
medicine residency and the annual professional short course (Combined Operational Aeromedical Problems Course).

(2) Supervise the aeromedical portion of the aviation resources management survey.

j. The installation medical authority (MTF commander) of installations hosting both Active Army and Reserve
Component (RC) aviation assets will—

(1) Establish, supervise, administer, and support the AVMED Program.

(2) Appoint a senior installation FS or aeromedical physician assistant as Chief, AVMED.

(3) Ensure that the AVMED Program is included in the MTF’s specific organizational performance improvement
(PI) structure.

k. The chief of AVMED will oversee the installation AVMED Program and coordinate the efforts of the aviation
medicine team consisting of aviation psychology, dentistry, and optometry.

I. Unit-level FS responsibilities are described in paragraphs 3-5 and 3-6.

3-3. Aeromedical physician assistants
Aeromedical physician assistants will be under the supervision of an FS, and their duties will be as prescribed by AR
40-68.

3—4. Flight medical aidman

The flight medical aidman is trained and supervised to provide—
a. Medical aidman crew duties for air ambulance operations.
b. The basics of emergency medical care.
c. Administrative support of the AVMED clinic.

3-5. Flight surgeon clinical duties

a. Primary care. The FS will—

(1) Provide routine primary medical care to all unit aviation and aviation support personnel.

(2) Ensure appropriate maintenance of medical records on all aviation personnel, including air crewmembers in
nonoperational assignments even if not on active flying duty (on flight status). He or she will maintain a tracking
mechanism to ensure aeromedical documents such as FDMEs, DA Forms 4186, and so forth, arrive at their proper
destinations. He or she will also ensure aviation medical records are included in all supervising MTF health record
(HREC) quality assurance programs.

(3) Provide an AVMED primary care program, including health promotion and preventive medicine, for aviation
personnel Family members when mission requirements, staffing, and facilities can support such a program.

(4) Within the constraints of the local MTF, monitor and support the mental and physical well-being of aviation
personnel, Family members, and support personnel.

(5) Review care provided by other health care providers for impact on the flight status of aviation personnel.

b. Preventive medicine/occupational health. The FS will—

(1) Promote the health and safety of aviation personnel by instituting a health education program and monitoring the
conditions and hazards present in the work environment. The FS will advise the command when potential safety
problems are identified through participation in the Aviation Command Safety Council Program (per AR 385-10).

(2) Monitor aviation occupational hazards in accordance with established Army programs such as the Hearing
Conservation Program and the Occupational Vision Program, as described in AR 40-5.

(3) Assist unit aircrew life support equipment shop with Class VIII support and survival education.

c. FDMEs. The FS will—

(1) Conduct FDMEs as prescribed by AR 40-501 and applicable aeromedical policy letters and technical bulletins
as well as other special medical examinations when indicated.

(2) Review and monitor all FDMEs performed by other health care providers.

d. Aeromedical consultation. The FS will—

(1) Ensure that an on-call service for aeromedical emergencies and aeromedical evacuation consultations is in place
during all hours of flight operations.

(2) Interview newly assigned aviation personnel and review their medical records before granting a medical
clearance to fly.

(3) Establish procedures whereby air crewmembers are automatically grounded when treated in the emergency
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department or specialty clinic. Protocols will then require grounded air crewmembers to report to the FS as soon as
reasonably possible.

(4) Medically clear air crewmembers for further flight duty following temporary medical disqualification or aircraft
mishap.

(5) Ensure timely evaluation of aviation personnel who are medically disqualified.

3-6. Flight surgeon nonclinical duties

a. Liaison. The FS will—

(1) Serve as a liaison between the medical and aviation elements and act as an advocate for the AVMED Program.

(2) Act as a special staff member on the aviation commander’s staff.

(3) Serve as a member of, or a medical consultant to, flight evaluation boards, according to AR 600-105.

b. Readiness and mobility support planning. The FS will—

(1) Assist in medical staff planning activities associated with tactical aviation operations.

(2) Review aviation operations plans (OPLANS), including individual aviation training, team training, and tactical
field exercises to determine whether aeromedical factors that may adversely affect unit operations exist and ensure that
these factors are considered in future OPLANS revision.

(3) Monitor aircrew and advise the commander of physiological and psychological factors affecting aviation
operations.

(4) Recommend policies and procedures pertaining to exposure and decontamination of aviation personnel operating
in the vicinity of hazardous agents.

(5) Support the aviation commander’s Fighter Management (air crewmember endurance) Program.

c. Air crewmember aeromedical training program. The FS will assist unit commanders in developing an air
crewmember aeromedical training program to meet specific operational needs of the unit. He or she will also assist in
conducting unit mission analyses to determine special aeromedical training requirements as described in Field Manual
(FM) 3-04.301.

d. Air ambulance operations. The FS will—

(1) Function as medical technical advisor to local air ambulance unit commanders and MTF commanders. This
includes, but is not limited to, instructing medical evacuation personnel, reviewing reports of medical evacuations (run
sheets) for appropriateness of the mission and the care given, and evaluating equipment taken aboard medical
evacuation aircraft.

(2) Participate in actual air evacuation missions as appropriate.

e. Accident investigation board. The FS will—

(1) Serve as a member of, or medical consultant to, any accident investigation boards as determined by the
commander and per AR 385-10 and DA Pam 385-90.

(2) Participate actively in the board proceedings, including deliberations and drafting findings and recommendations.

(3) Organize and report on special medical consultations as required by the accident investigation board when
human factors or medical laboratory findings are involved in the proceedings.

f. Flight line operations. The FS will—

(1) Assist in aeromedical occupational inspections.

(2) Conduct aeromedical briefings held for both officer and enlisted personnel at unit-level training or aviation
safety meetings.

(3) Participate in aircraft mishap exercises and observe the effectiveness of response, equipment, and communication
of fire rescue, air ambulance, and medical teams. The FS will develop and periodically review the medical portion of
the unit’s pre-accident plan as described in AR 385-10, AR 40-21, and DA Pam 385-90.

(4) Observe flight operations in order to monitor physical and psychological stresses that contribute to fatigue and
human error in the flight environment.

(5) Participate in unit field training exercises and unit day-to-day flight activities.

(6) Participate in an operational capacity as an air crewmember in flight in each type of aircraft assigned to
supported units. An FS’s operational capacity will include observing flight crewmembers, monitoring patients, and so
forth. Flight will be in all flight environments—including emergency procedures—and mission profiles (for example,
nap of the earth, night vision goggles, and so on) according to AR 95-1 and AR 600-105. Flight simulators may be
used to broaden flight surgeon exposure to various flight environments and mission profiles. The purpose of this
simulator time is to ensure that FSs understand the mission profiles and stresses of the aviators that they support. Flight
simulator time does not count toward meeting the aviation career incentive pay flying hour requirement.

3-7. Supervision of medical care for aviation personnel

All aviation personnel will be provided ambulatory care by or under the direct supervision of an FS. If such care is not
available locally, an FS may be placed on temporary additional duty orders to supervise remotely AVMED operations
provided by local, non-FS health care providers. The arrangement must be approved and monitored by the RMC Chief
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of AVMED (see para 3-2d). The shortage condition must be rectified as soon as possible and may not be seen as a
lasting solution. Non-FS providers will not be authorized to provide the full spectrum of AVMED required by AR
385-10 or AR 95-1. The supervising FS and the non-FS health care providers will ensure adherence to the require-
ments in paragraph 3-8a and b.

3-8. Fitness for flying duty

a. When Army aviators and other personnel are on flight status, their fitness for flying duty must be determined
according to AR 40-501 and AR 40-8. Admission to an MTF or being placed on “quarters” status, dental treatment
requiring agents with systemic effects, and conditions specified in the above regulations are causes for removal from
flight status (see AR 600-105). The MTF will notify the person’s commander by means of DA Form 4186 as
prescribed in AR 40-501. For aviators in nonoperational flying jobs, DA Form 4186 is not required, but all other
procedures stated above apply.

b. Medical personnel administering or prescribing any type of treatment or evaluating any health-related condition of
aviation personnel will ensure that proper entries are made in their patient’s HRECs. They will also refer their patients
(with records) to an FS for further evaluation. However, aviators in nonoperational flying jobs who have minor
temporary conditions need not be referred to an FS.

3-9. Federal Aviation Administration medical examinations and certificates

a. General.

(1) This paragraph establishes procedures by which Army FSs become designated Federal Aviation Administration
(FAA) aviation medical examiners (AMESs) and by which personnel listed in paragraph 3-9bmay be given a medical
examination for the issuance of a second-class or third-class FAA medical certificate.

(2) The following personnel may be given FAA medical examinations:

(a) Commissioned officers and warrant officers on AD with the Army who are designated Army aviators.

(b) Army personnel who are performing or may perform military air traffic control duties and who desire FAA
certification or for whom such certification is desired.

(c) Designated Army aviators of the Army National Guard and designated Army aviators in the Army Reserve
Aviation Officer Training Program.

(d) Civilian flight instructors and test pilots employed by DA.

(e) Non-rated Army personnel who currently hold valid second- or third-class FAA medical certificates or who
desire to obtain such certificates.

(f) Other personnel eligible under DOD or DA medical programs.

b. Designated Army aviation medical examiners.

(1) TSG, through the consultant for AVMED, may request the Manager, FAA Aeromedical Education Division to
assign an Army FS a designation number to permit issuance of second- and third-class FAA airman medical certificates
and combined medical/student pilot certificates and to authorize the conduct of certification examinations at specified
military clinics. The procedures for application, notification, and conditions of appointment are described in DOT FAA
Order 8520.2E, Aviation Medical Examiner System, located in the FAA Guide for Aviation Medical Examiners (FAA
AME Guide) (also see para 3-9f(1)).

(2) It is FAA policy to assess the performance of designated FSs and to terminate their designation, if appropriate.
Designation of a military FS to conduct FAA examinations as an AME will terminate when he or she leaves
Government service. Reports of AME performance and notification of changes in designation status will be provided
by the Manager, FAA Aeromedical Education Division, to the designated FS and to the consultant for AVMED, if
applicable. It is the responsibility of the military AME to report changes in his or her status or location to the FAA.

c. Examinations. Designated military AMEs will conduct medical examinations for personnel coming within the
scope of this section, subject to availability of time, personnel, and facilities as determined by the commander. Military
AMEs are prohibited from using their designation number to conduct FAA examinations outside of the military such as
while performing off-duty employment or, in the case of RC physicians, in their civilian practice.

d. Authority to issue certificates. By agreement with the FAA, authority to issue class 2 or class 3 medical
certificates is delegated to the certified military AME. Upon successful qualification, applicants will be issued class 2
or class 3 FAA medical certificates in accordance with the provisions of the FAA Guide for Aviation Medical
Examiners.

e. Disposition of examination reports. Upon completion of examination, whether or not the candidate is qualified,
the completed FAA Form 8500-8, (Application for Airman Medical Certificate or Airman Medical and Student Pilot
Certificate) will be sent directly to the FAA using either the FAA’s encrypted Internet Web site or the return self-
addressed envelope supplied for this purpose. Personnel may also transmit the exam via the Internet at www.cami.jccbi.
gov. There is a link to the FAA Aeromedical Certification Subsystem support page on the Civil Aeromedical Institute
home page that contains useful information regarding the Internet transmission of FAA physical exams.

f. Supply of Federal Aviation Administration.
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(1) Required miscellaneous forms will be distributed by the FAA directly to facilities concerned. FAA 8500-8
forms are serially numbered and assigned to individual military AMEs and must be treated as controlled forms.

(2) Requests to restock these items will be made by the authorized designee to Manager, FAA Aeromedical
Education Division, by using the requisition card (AC Form 8500-33 (Medical Forms and Stationary Requisition)).
Contact information is located on the reverse of this form.

Chapter 4
Auditory Evaluation and Hearing Aids

4-1. Auditory evaluation and treatment facilities

This chapter establishes policy for audiologic evaluations and hearing loss treatment services for eligible beneficiaries.
Patients will be referred for these services to the facilities listed in paragraphs 4-1a through c. Referrals will be based
on professional considerations, mission requirements of the MTF, organizations supported by the MTF, travel econo-
my, and the time required to obtain evaluation, diagnosis, and treatment. AR 40-400 (chap 3 and app B) further
describes personnel eligible to receive hearing aids provided by Army MTFs.

a. Basic hearing test clinics.

(1) Designation. Any MTF capable of administering pure-tone audiometry may be considered a basic hearing test
clinic (BHTC).

(2) Services provided. BHTCs will conduct audiometry for physical examinations, hearing readiness, and hearing
conservation. Persons with hearing levels poorer than H-1 standards (as defined in AR 40-501) will be retested to
confirm the hearing loss. Persons with confirmed or suspected hearing loss compatible with an H-2, H-3, or H-4
profile will be referred by the BHTC for further evaluations, profiling, or treatment to the nearest MTF with an
audiologist holding privileges to provide independent clinical services noted in paragraph 4-1b(2).

b. Auditory diagnostic clinics.

(1) Designation. Any MTF with an assigned audiologist holding privileges to provide independent clinical services
noted in paragraph 4-1b(2) may be considered as having an auditory diagnostic clinic.

(2) Services provided. Auditory diagnostic clinics provide comprehensive audiology assessments to determine the
site of lesion and etiology of hearing loss and appropriate treatment strategy. Diagnostic services include pure-tone air
and bone conduction, speech reception threshold, word recognition in quiet and noise, acoustic immittance,
electrophysiologic tests, vestibular tests, other diagnostic tests as needed, and treatment services (hearings aid evalua-
tions, hearing aid fitting, and counseling for individuals with hearing loss or parents of children with hearing loss).

(3) Special auditory and vestibular services. The RMC commanders will determine requirements for additional
special auditory and vestibular services at individual MTFs within their command based on recommendations from the
RMC audiology consultant.

¢. U.S Army Audiology and Speech Center. The U.S. Army Audiology and Speech Center (AASC) represents the
highest echelon of auditory evaluation and treatment in the AMEDD and sets clinical practice guidelines for audiology
and speech services provided across the AMEDD. The AASC coordinates Army clinical audiology programs, conducts
basic and applied research, and provides consultation for treatment programs and clinical audiology services. The
AASC also provides the full spectrum of available audiologic care and services as an auditory diagnostic clinic.

4-2. Disposition of patients with hearing impairment

a. Active duty personnel examined for separation or retirement and found to have hearing compatible with H-3 and
H-4 profiles may be evaluated at any auditory diagnostic clinic or the AASC, according to AR 40-501 and AR
635-40.

b. Patients with temporary hearing loss (for example, middle ear disease) will receive medical treatment according
to local policy before a hearing profile is issued.

4-3. Procurement of hearing aids

The prescription of hearing aids for AD personnel will be limited to those instruments approved by the Department of
Veterans Affairs (VA) and included on the VA purchasing contract unless the hearing aid required for a patient (based
on the audiologist’s recommendation) is not on the VA contract. Procurement will be made by the medical supply
officer (MSQ) based on specifications from the MTF audiologist.

4-4. Records of hearing aid issue

When a hearing aid is issued, the following information will be entered in the patient’s outpatient treatment record
(OTR): make, model, and serial number of the hearing aid issued and date of issue. This record will be used to support
subsequent hearing aid repairs and followup services.
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4-5. Repair and replacement of hearing aids

a. Individuals will report any hearing aid malfunction or loss to the MTF audiologist or designated representative.

b. Hearing aid repairs will be provided worldwide through the nearest MTF with applicable services. The
audiologist, audiology support staff, or authorized representative will check the batteries and electrical or mechanical
contacts of a malfunctioning or defective hearing aid.

(1) Inoperable hearing aids covered by manufacturer’s warranty will be repaired in house or sent by the MTF
directly to the manufacturer for repair.

(2) Inoperable hearing aids no longer covered by the manufacturer’s warranty will be sent for repair through local
service contracts. When local service contracts are not feasible, the hearing aid may be shipped to the AASC, Walter
Reed Army Medical Center, Washington, DC 20307 with the following information: user’s name, rank, social security
number (SSN), home address, telephone number, date of issue, location of MTF issuing hearing aid, and a full
description of the defect or complaint. The sender should contact the Hearing Aid Lab at the AASC for shipping
instructions prior to sending the hearing aid(s). The contact phone number is (202)782-8593/4.

c. When a hearing aid cannot be repaired, the AASC or MTF will notify the user and recommend a hearing re-
evaluation and new hearing aid prescription at the nearest MTF with applicable services.

d. A back-up hearing aid may be issued for AD users if, at the MTF audiologist’s discretion, the hearing impairment
is sufficiently handicapping as to render the wearer markedly disadvantaged during the time the primary hearing aid is
undergoing repair. Multiple factors will be taken into consideration in determining if a back-up hearing aid is needed to
include (but not limited to) the severity of hearing loss, the hearing impairment, and whether the wearer is to be
deployed. The type and style of the backup hearing aid will also be at the discretion of the MTF audiologist, MSO, or
designated representative.

e. Two packs of hearing aid batteries will be provided with each hearing aid at time of initial issue unless at the
discretion of the dispensing audiologist additional batteries are warranted. A reasonable stock of batteries will be
maintained for and issued to AD hearing aid users by their MTFs. Consideration will be given to maintaining a small
stock of batteries for mobilization missions supported by an MTF. Hearing aid batteries can be obtained from the
Department of Veterans Affairs Denver Acquisition and Logistics Center (DALC). Hearing aid batteries can also be
provided by the DDC directly to AD Army personnel who are assigned to remote locations (more than 50 miles from
an MTF), provided the Soldier’s hearing aid is registered in the VA Remote Order Entry System (ROES). In order to
register a Soldier’s hearing aid in the ROES, the Soldier’s name, grade, SSN, and the name of the MTF that has
confirmed the Soldier is still on AD and eligible for care must be submitted to the RMC’s primary audiology clinic
(usually at the medical center level). The RMC’s primary audiology clinic has access to and will register the hearing
aid in the ROES. The AASC will coordinate this program and funding support for hearing aid batteries procured from
the DALC for Soldiers assigned to remote locations.

4-6. Accountability and responsibility

Individuals are accountable for proper care of their hearing aids, consistent with instructions received at the time of
hearing aid fitting. If loss, damage, or destruction of a hearing aid is due to the user’s misconduct, pecuniary liability
will be determined. If indicated, a reimbursement will be made to the Government for such loss, damage, or
destruction.

Chapter 5
Army Blood Programs

5-1. General

This chapter addresses the command blood programs and the Army Blood Program and their relationships with the
Armed Services Blood Program, other uniformed services’ blood programs, civilian blood programs, National Blood
Policy, and the National Emergency Blood Program. This chapter implements Department of Defense Directive
(DODD) 6000.12 for the Armed Services Blood Program Office (ASBPO) and pertains to all Army blood collection
and transfusion facilities.

5-2. Responsibilities

a. The Surgeon General will—

(1) Manage the ASBPO and provide administrative support for its internal administration and operation according to
AR 10-64/OPNAVINST 6700.2/AFR 160-29/MCO 5420.18A.

(2) Program, budget, and finance all costs of operations of the ASBPO and its staff, except the pay, allowances, and
permanent-change-of-station travel of military personnel members and assigned staff which are the responsibility of the
military department providing the military personnel.

(3) Fund for blood procurement from civilian sources including the costs of transportation to the appropriate Armed
Services Whole Blood Processing Laboratory (ASWBPL) when overall military requirements exceed the organic
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capability of the military services. However, nothing will preclude a service from obtaining local purchases of blood in
any emergency where time or other considerations make such purchase desirable.

(4) Conduct research and develop programs devoted to progress and improvement in the areas of blood, blood
derivatives, and plasma volume expanders including related techniques, facilities, and material according to policy
guidance from the Assistant Secretary of Defense (Health Affairs) (ASD(HA)) and the Under Secretary of Defense for
Research and Engineering.

(5) Appoint the holder of the DA establishment and product licenses as specified in the memorandum of agreement
(MOA) between the Food and Drug Administration (FDA) and the Department of Defense (DOD).

b. Commanders, U.S. Army Training and Doctrine Command, Installation Management Agencies, and U.S. Army
Forces Command will—

(1) Formally establish a donor blood program.

(2) Use their own units, subordinate units, and tenant units to provide volunteer donors at the frequency and in
sufficient quantity to enable Army MTFs to maintain a working inventory of blood for treatment needs.

(3) Provide maximum support and resources to meet critical blood quotas assigned to the USAMEDCOM blood
donor centers during contingencies and/or mobilization periods.

¢. The Commander, USAMEDCOM will—

(1) Serve as FDA Responsible Person for the Department of the Army Blood Bank License and provide oversight of
the Army Blood Program.

(2) Provide the necessary blood donor centers and medical/technical personnel in support of the Army Blood
Program.

(3) Provide and operate, in compliance with terms of the FDA license, designated donor centers, manufacturing
locations, and specifically designated products.

(4) Ensure that unlicensed (registered only) USAMEDCOM treatment facilities operate within the standards promul-
gated in Current Good Manufacturing Practices for Blood and Blood Components in Title 21, Code of Federal
Regulation, parts 210, 211, and 600-680 (21 CFR 210, 211, 600-680) and those standards set forth by the American
Association of Blood Banks (AABB) according to technical manual (TM) 8-227-3/NAVMED P-5101/AFMAN
41-119.

(5) Provide the requisite blood donor collection and manufacturing services from AMEDD resources or arrange for
these services from other approved sources.

d. The Army Blood Program Manager will—

(1) Provide technical oversight and policy guidance to Army blood establishments to ensure compliance with blood
bank regulatory/accrediting agencies and higher headquarters policies and directives.

(2) Act as Alternate Responsible Head of the DA FDA blood banking license by—

(a) Serving as the sole point of contact between the Army facilities and FDA on licensing and operational issues.

(b) Standardizing blood banking practice within the Army’s FDA license.

(c) Processing all correspondence pertaining to the FDA license to include but not limited to error/accident reports,
inspection findings and responses, license applications, license amendments, license supplements, and so on.

(d) Overseeing the quality improvement program for the Army Blood Program according to FDA requirements.

(3) Coordinate blood program operations with the blood program managers at DOD and other service levels, and, as
appropriate, with other Federal and civilian agencies having blood programs.

(4) Coordinate and establish procedures and guidelines for USAMEDCOM activities related to—

(&) The procurement and exchange (resource sharing) of in-date blood and blood components.

(b) The disposal of outdated blood and/or blood components.

(5) Establish quotas at USAMEDCOM activities for the manufacture and distribution of blood and blood compo-
nents during readiness and mobilization according to the USAMEDCOM Base Mobilization Plan (Unclassified).

(6) Establish accounting procedures with civilian agencies that handle the resource sharing of blood, blood compo-
nents, and/or blood credits.

(7) Establish periodic operational reports and reporting procedures.

(8) Provide recommendations to TSG on research and development requirements that ensure continued progress and
improvement of blood banking techniques, procedures, equipment, and material.

(9) Provide guidance and approval of locally negotiated MOAs with civilian blood collection agencies on DA
installations. (A sample template for such an MOA is available on request from the Army Blood Program Office.)

(10) Oversee, perform, and maintain data for the U.S. Army Human Immunodeficiency Virus Look-Back Program
as required by Federal and DOD policy.

e. Regional Medical Command commanders will—

(1) Develop and monitor the U.S. Army Blood Program at a regional level.

(2) Provide and/or arrange for consultation services and mutual blood support agreements among hospitals within
the region.
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(3) Program periodic staff visits to member hospitals of the region to assist in licensing and accrediting of their
blood banks by the FDA and AABB, respectively.

(4) Ensure that RMC blood managers conduct at least one evaluation visit biannually to all FDA licensed medical
department activities (MEDDACS) within their region. The purpose of the visit is to comply with FDA guidelines to
ensure management is exercising control over all blood banking activities within the Army’s U.S. license.

(5) Ensure that all evaluations performed are reported through normal channels to the U.S. Army Blood Program
Manager, USAMEDCOM (MCHO-CL-R), 2050 Worth Road, Fort Sam Houston, TX 78234-6010, as the Alternate
Responsible Head for the FDA license.

(6) Monitor and recommend movement of blood inventories among hospitals within the region to—

(a8) Reduce outdating of blood and components.

(b) Provide for individual MTF shortfalls in blood inventories and emergencies.

(7) Maximize the use of the regional donor resources.

(8) Provide for the AABB National Blood Exchange (NBE) services for member hospitals of the region.

(9) Appoint an NBE participant within their regions to assist the MEDDAC installation blood program by providing
for the transfer of blood credits on behalf of the MEDDAC as required.

f. Commanders, USAMEDCOM installations and activities having an assigned blood program mission will—

(1) Operate blood banks and blood donor centers to support the U.S. Army Blood Program as approved by the
Army Blood Program office.

(2) Affect coordination with and provide support for designated USAMEDCOM activities not having blood donor
center capability to ensure—

(@) An adequate supply of blood and blood components is provided by the most practical and efficient means,
making every effort to minimize outdating of blood or blood products.

(b) Blood donor resources are utilized to the maximum extent possible. This may include joint blood donor
operations conducted by USAMEDCOM activities, operations in coordination with other uniformed services, and/or
operations conducted in coordination with civilian blood agencies.

(3) Coordinate and assist the installation in the planning of all military blood donor drives and offer assistance and
support to hospital commanders on installations not having a blood donor center.

(4) Ensure that all blood drives are coordinated with the commander of the installation, organization, or agency who
controls the donor population to ensure blood donor operations do not conflict with appropriate operational and training
missions.

(5) Promote an installation blood program regulation to include the designation of a committee consisting of key
members from organizations scheduled to donate blood for the purpose of assisting the responsible commander in
planning and conducting routine blood drives, assigning quotas, and responding to emergency requirements.

(6) Publicize all favorable results of donor drives to ensure that donors and their organizations are aware of the
success of their participation in the U.S. Army Blood Program.

(7) Publish administrative directives addressing those actions necessary to—

(a) Transfer blood or blood components between regional activities or through appropriate civilian programs.

(b) Provide for emergencies requiring blood or blood components.

(8) Coordinate negotiations with civilian agencies for the procurement, sale, and exchange of blood and blood
components with final approval of such written agreements by the Army Blood Program Manager.

(9) Consolidate and forward electronically to the Army Blood Program Office the quarterly blood program opera-
tional report.

(10) Maintain an ongoing donor recruitment and educational program on the host installation and, if requested, assist
similar programs on other installations.

(11) Establish and implement U.S. Army Blood Program standardized policies and procedures as well as operating
procedures which may be unique to each site. These will include but are not limited to—

(a) Donor selection, blood production, processing, and quality control procedures.

(b) Maintenance of donor, patient, compatibility, and transfusion records which clearly establish an audit trail. Such
records will be maintained at least 5 years past the expiration date of blood products manufactured according to 21
CFR 210, 211, 600-680.

(c) Mutual support arrangements to include copies of written agreements.

(d) Provision for an adequate inventory to meet operational requirements.

(e) Resource sharing MOA for both in-date and expiring products.

(12) Provide facilities, staffing, and funding of their blood banking elements commensurate with mission and
regulatory requirements.

(13) Designate in writing a quality assurance (QA) coordinator.

(14) Ensure appropriate MOAs with civilian blood collection agencies are in force as required by DOD policy.

g. Unit commanders will—
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(1) Develop and maintain a program of donor motivation and education. The award of time off for “exceptional
performance of duty” to military personnel who donate blood is encouraged. Additionally, all DOD health care
beneficiaries will be encouraged to donate (see para 5-3d(5)).

(2) Be responsible for ensuring that the organization issuing the Common Access Card and identification tag is
informed of the correct blood group and type so that they may be properly recorded on the Soldier’s identification card
and tag.

(3) After coordinating with the responsible blood donor center, ensure that student/trainee groups located within a
blood donor center’s collection area include time for blood donations in their training schedules.

h. The MTF commander will ensure proper performance of the blood grouping and typing tests and will ensure that
personnel performing the tests are properly trained and supervised. This typing will be performed using forward and
reverse typing procedures according to Clinical Laboratory Improvement Program (CLIP) standards.

i. Installation commanders of other ACOMs, ASCCs, and DRUs must establish an installation blood program and
provide blood donors to MTFs conducting blood donor center operations. Blood donor resources will be made
available to blood donor centers operating in support of installation, area, or regional missions.

5-3. Policy

a. The U.S. Army Surgeon General will—

(1) Operate an Army Blood Program.

(2) For all patients receiving care in its MTFs, provide blood and blood component requirements from its own
resources without adverse impact on blood programs in civilian communities.

(3) Restrict peacetime DOD blood donor center blood collections to military installations except during periods of
national emergency, mobilization, or war.

b. The Director, U.S. Army Blood Program will—

(1) Provide for the blood requirements of USAMEDCOM facilities by the most efficient and cost effective means
possible, consistent with established Federal regulations and approved blood banking principles and practices (for
example, 21 CFR 211, 600-680 and TM 8-227-3/NAVMED P-5101/AFMAN 41-119).

(2) Provide for the most effective utilization of blood donor resources and blood inventories at U.S. Army
installations supported by the USAMEDCOM with an outdate rate goal of less than 5 percent for red blood cells for
continental United States (CONUS) facilities. Facilities outside CONUS may have outdate rates slightly higher due to
readiness concerns.

(3) Provide the capability to rapidly expand to meet readiness and mobilization blood requirements established for
the program by the ASBPO and Army leadership.

(4) Ensure the integration of the U.S. Army Blood Program with the blood programs of the other services under lead
agent initiatives.

(5) Ensure that all USAMEDCOM blood banks and transfusion services meet or exceed the highest accepted
standards for the operation of such services and are accredited by the AABB.

(6) Comply with requirements of the DOD CLIP.

(7) Obtain/maintain FDA licensure for blood collecting and manufacturing facilities under procedures established by
the DOD, Office of The Surgeon General (OTSG), and the USAMEDCOM in coordination with the FDA.

(8) Operate in a current good manufacturing practices environment as required by the FDA.

(9) Interface with civilian regional/community blood programs when it does not adversely affect the U.S. Army
Blood Program. MOAs will be established within current guidelines to delineate current local relationships with
civilian blood programs. MOAs with civilian blood collection agencies will be reviewed biannually and copies
provided to the Commander, USAMEDCOM (MCHO-CL-R), 2050 Worth Road, Fort Sam Houston, TX 78234-6010.
MOAs must meet all requirements of ASD(HA) policies and directives.

(10) Fulfill contingency blood requirements to the ASWBPLs as required by DOD and the Army Blood Program
Office.

(11) Be prepared to support with blood a national emergency anywhere in the world in a rapid, efficient, and
adequate manner.

(12) Ensure the Army Blood Program supports DOD directed requirements.

(13) Encourage resource sharing with civilian blood programs after service requirements are met.

(14) Maintain an improving organizational performance (IOP) program which meets the requirements of the
licensing and accrediting agencies (for example, FDA, AABB, The Joint Commission (TJC), and CLIP). This includes
the timely submission of error/accident reports as mandated by the FDA.

c. The following policies apply to the operation of the U.S. Army Blood Program.

(1) Operation of the program will be decentralized to the maximum extent possible, consistent with proper manage-
ment and control. RMC blood program officers will report directly to the U.S. Army Blood Program Manager
according to requirements of the FDA, thus demonstrating central control of the Army FDA license. RMC blood
program officers will be appointed in writing by each RMC.
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(2) The U.S. Army Blood Program will cooperate and integrate with similar programs of other uniformed services
and/or Federal services while maintaining the best interests of the U.S. Army Blood Program.

(3) The U.S. Army Blood Program will cooperate and integrate with civilian blood programs at the regional/
community level while maintaining the best interests of the U.S. Army Blood Program and ensuring consistency with
DOD and DA policies.

(4) Blood resources that exceed the needs of a USAMEDCOM facility will be distributed in the following order of
priority:

(@) DOD ASWBPL quotas in peace and war.

(b) Other USAMEDCOM facilities within the same RMC.

(c) Other RMCs.

(d) Other uniformed services facilities.

(e) VA facilities.

(H Civilian blood banking activities for predetermined credits or fees.

(5) Army blood banks and transfusion services will not correspond directly with the FDA. All correspondence
involving interaction with the FDA must be directed through the U.S. Army Blood Program Manager, USAMEDCOM
(MCHO-CL-R), 2050 Worth Road, Fort Sam Houston, TX 78234-6010.

d. Policy addressing donors includes the following.

(1) Donors will not be provided in support of civilian blood programs without written authority of the USAMED-
COM commander so as not to adversely affect the Army’s capability to provide for its own needs.

(2) Donor nourishments will be provided to assist in preventing minor donor reactions and for other medical
reasons. Provision of these nourishments is an authorized Army expense from local funds. Nourishment in connection
with blood collections accomplished by civilian organizations will be furnished by those organizations.

(3) All donations under the auspices of the unified/specified command blood programs will be voluntary in
compliance with current FDA and AABB requirements. When standards are not identical, the more stringent will be
followed.

(4) The voluntary blood donor is a person who meets patients’ blood and component needs by donating without
receiving compensation from the collecting facility, sponsor, or other external sources. Each Soldier will be afforded
the opportunity to donate voluntarily.

(5) Commanders will support and encourage Soldiers and civilian personnel to voluntarily donate. Although donors
may not be forced or coerced to donate, reasonable incentives, inducements, and recognition may be offered to
encourage donations. Pressure exerted by the chain of command to donate is not appropriate. A commander’s policy of
time off in order to donate blood will not be considered payment or inducement. It is permissible to use lesser value
incentives that would not motivate a potential donor to conceal detrimental medical background made available to all
potential donors. Recognition items for donation milestones (for example, gallon donor awards, special donor recogni-
tion letters, and so on) are not considered inducements.

(6) Donors give blood with a full expectation that their living human tissue will be used for maintaining the life or
improving the health of another human. In keeping this faith with the donor, extraordinary attention and effort must be
used in avoiding waste (outdating) when at all possible. Managerial actions are a primary influence.

e. Army Blood Bank Centers have regional responsibility for providing inventory control and regional blood and
blood product support as directed by the Army Blood Program Office.

f. Army collection centers will provide continuing training opportunities for technical services and skill develop-
ment. They will also maintain blood collection equipment for mobilization and emergency requirements.

g. Each MTF that uses or expects to use blood for patient care will establish a sound business plan to support its
blood and blood component needs. Each facility operating a blood collection facility will be FDA licensed. Contin-
gency plans for mass casualty and mobilization must be in place.

h. When needs exceed local supplies, utilization of other uniformed services’ blood programs is expected, with
secondary alternatives to be exchange arrangements with local civilian blood banks. When blood or blood components
cannot be obtained from the above sources, they may be purchased from licensed blood centers. Charges paid by the
Army may not exceed the current local rate charged by civilian hospitals. Conversely, when local supplies exceed local
requirements, excess stocks will be made available to other DOD facilities. If the requirements of DOD facilities are
met and an excess still exists, facilities are encouraged to offer excess blood and blood products to civilian institutions
at the going rate to help defray manufacturing costs.

i. Recovered Plasma Exchange Program agreements with commercial firms are authorized and encouraged. This
maximizes use of a valuable resource.

j. A records system will be developed and maintained to account for the manufacturing, acquisition, utilization, and
disposition of all blood products to include recovered plasma assets in the medical blood programs as well as
identifying all transient, acute, or chronic problems related to blood collection, transfusion, or other dispositions.
Records retention will be according to FDA requirements.

12 AR 40-3 « 22 February 2008



k. Transfusion medicine programs related to the therapeutic use of blood and blood components, and the establish-
ment and operation of transfusion services is beyond the scope of this chapter and will not be addressed.

5-4. Organization

a. Army blood banks and transfusion services will remain under the command and control of the appropriate MTF
commander.

b. The U.S. Army Blood Program Manager, by virtue of being the Alternate Responsible Head for the DA FDA
blood banking license, must have access and reporting authority to local QA coordinators. Therefore, some QA
activities and requirements will be directed by the U.S. Army Blood Program Manager and reporting requirements may
be mandated.

¢. The QA coordinator will report to the management of the blood donor center or laboratory, as appropriate. This
individual is part of the management team and will not be directly involved with the work he/she reviews. In smaller
facilities, it may prove impossible to have a separate individual from the testing work force fulfill this requirement. If
the blood bank supervisor, for instance, is designated as the blood bank QA coordinator, that supervisor cannot review
his/her own work. The reporting authority for the local QA coordinator is to local management which has the authority
to make changes and enforce requirements.

5-5. Individual blood group and type

a. All AD Soldiers will have their blood group determined by both cell and serum grouping tests and their blood
type determined by the use of Anti-Rho (D) serum.

b. The results of the grouping tests will be recorded using the international (Landsteiner) classifications of “A,” “B,”
“0,” and “AB.” This blood typing will be noted on the standard form (SF) 600 (Medical Record—Chronological
Record of Medical Care) overprint and filed in each Soldier’s HREC as a blood type for record. The results of the Rh
typing test will be recorded as “POS” or “NEG.” The individual blood group and type is used primarily for
identification purposes, but can serve as a convenience in donor prescreening when only selected bloods are needed.

c. Blood group and type determination will be made for all individuals processed through reception stations, training
divisions, or similar organizations before transfer to other organizations. Blood group and type determinations for
individuals not processed through such organizations ordinarily will be made at the initial Army installation or
organization where the Soldier reports for duty provided appropriate facilities are available.

5-6. Disposition of blood products

a. Surplus blood products.

(1) Blood is donated to the military in anticipation that it will be utilized to fulfill the need of someone in surgery
who requires a transfusion of blood or blood products or other emergency purpose. This is a volunteer donation and, as
such, there is a moral obligation to ensure the donated product is utilized as intended. Also, blood is in short supply
within the U.S. and resource sharing is essential in order to meet the blood needs of the military and civilian health
care systems.

(2) Blood and blood products have a short shelf life that ranges from 24 hours to 10 years depending on how the
product was collected, preserved, and stored. Frequently, Army blood banks have product on hand or have the wrong
ABO/Rh mix on hand in surplus of current requirements. In order to keep the trust of the donating public as well as to
optimize the use of a product in short supply, sharing, exchanging, selling, or buying blood products is an important
factor in doing business. The following guidelines are provided for local use.

(a) Excess blood will be made available on the open market.

(b) Blood will not be given away but it is reasonable to recover collection, processing, and storage costs when blood
is provided to a civilian user. Reasonable fees may be recovered and will be based on cost or current market value.

(c) Blood or blood products licensed by the FDA may be exchanged or moved across State lines according to
Federal regulations. In the District of Columbia, all commerce within the District is considered Interstate. Intrastate
movement of blood or blood products does not require the facility or product to be licensed.

(d) Any recovery of expenses will be credited to the appropriation supporting the maintenance and operation of the
local facility according to Title 10, United States Code, Section 1095 (10 USC 1095).

b. Disposition of outdated blood products.

(1) General.

(a) Stored blood products have a short shelf life and on occasion disposal of outdated products is required. Outdated
products may include recovered plasma, platelets, red blood cells, and many other products. These blood products
frequently have value for the further manufacture into products used for treatment of medical conditions, diseases, or
laboratory reagents.

(b) Since these outdated products frequently have residual value, it is recommended that such products be sold,
traded, or exchanged in such a manner that the residual value may be recovered by the local MTF. This is authorized
under 10 USC 1095.

(2) Records. Records tracing each blood product from collection to disposition must be strictly maintained allowing
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any inspector or auditor to establish a complete audit trail. FDA also requires strict manufacturing records maintenance
and retention.

(3) Labeling and shipment.

(a) Products so disposed of will be labeled “FOR USE IN MANUFACTURE OF NONINJECTABLE PRODUCTS
ONLY” according to FDA labeling guidelines. If the products are not labeled for noninjectable manufacture only, a
short supply agreement is required.

(b) The label will meet current regulatory and accrediting requirements and contain all information required by law.

(c) For the purpose of uniformity and clarity in labeling, all labels used for this product must be approved by the
U.S. Army Blood Program Manager.

5-7. Exchange or sale of outdated blood plasma

U.S. Army medical center (MEDCEN)/MEDDAC commanders will ensure that purchasing officers establish an
exchange/sale agreement with a commercial processor of blood products whereby outdated blood products may be
exchanged, sold, or otherwise capture the product’s value. According to 10 USC 1095, any revenue generated by such
an agreement may be retained at the local MTF.

Chapter 6
Dental Care

6-1. General

This chapter provides guidance for the delivery of oral health services within the Army Dental Care System (ADCS).
AR 40-400 addresses dental care for AD personnel not assigned to an Army installation. The dental commander is
responsible for delivery of effective and efficient dental care. Dental care provided will be consistent with accepted
professional standards.

6—2. Authorization of care
All AD personnel are entitled to comprehensive dental care. Care to other-than-active-duty beneficiaries is authorized
depending on space availability and according to statutory requirements.

6-3. Dental care priority
Dental commanders will determine how to employ available resources to improve oral health and dental readiness of
supported personnel, taking into consideration the following factors:

a. Acuteness of the condition. Dental emergencies have the highest priority for care. The provision of all other dental
care will be left to the professional judgment of the attending clinician consistent with the use of available resources as
determined by the dental commander.

b. Impact on the Army's mission effectiveness. The major impact of oral disease on mission effectiveness occurs
when military personnel develop acute oral conditions. The extent of this impact depends on the accessibility of dental
care. Potential areas of concern are as follows:

(1) Army personnel being assigned or likely to be assigned to combat areas or deployed in support of operations
other than war.

(2) Army personnel being assigned to isolated or remote areas.

c. Entitlement of care. The basis for degree of entitlement to care at a military dental treatment facility (DTF) is as
stated in AR 40-400.

6—4. Dental examinations and screenings

a. Dental examinations. A dental examination must be performed by a dental officer or a privileged dentist (general
schedule (GS) or contract). The examination will include: a review of DA Form 5570 (Health Questionnaire for Dental
Treatment); a thorough intraoral and perioral soft/hard tissue clinical evaluation; the Periodontal Screening and
Recording; and the use of any necessary diagnostic radiographs to allow the dentist to determine the absence or
presence of any disease process as well as its severity. Radiographs (for example, bitewings) will be taken according to
FDA guidelines and the clinical judgment of the examining dentist.

(1) Personnel entering initial AD will have a panoramic x ray taken during initial dental processing as indicated.
There are no specific time-related guidelines for retaking panoramic x rays. Panoramic x rays will be taken when—

(@) There is a diagnostic requirement.

(b) There have been significant changes to the oral cavity and the existing x ray no longer reflects the current oral
condition of the patient.

(2) A dental examination is required each year for AD Army personnel and selected Reserve personnel. Periodic
dental examinations may be suspended for Soldiers serving in a deployed status outside continental United States
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(OCONUS). Deferred examinations will be performed within 90 days of the return from the OCONUS deployment.
Requests for deferment of dental examinations will be forwarded to OTSG (DASG-DC), 5109 Leesburg Pike, Falls
Church, VA 22041-3258.

(3) Dental examinations for persons evaluated under various medical fitness standards will be conducted under the
provisions of AR 40-501. Appropriate diagnostic aids will be used as required.

(4) The findings of dental examinations will be recorded consistent with the instructions contained in Technical
Bulletin, Medical (TB MED) 250.

b. Dental screenings. A screening of the oral cavity is utilized to detect gross pathology and to identify patients
requiring treatment of potentially emergent conditions. Screening examinations may be performed by a trained
technician under the supervision of a dentist. Dental screenings will not be used, in lieu of dental examinations, to
determine dental readiness classification.

6-5. Dental readiness classification

a. Recording. Recording dental classification in dental HRECs is useful in patient scheduling and dental care
management.

b. Dental readiness profile. The primary measure of unit dental readiness is the dental readiness profile, defined as
the percent of the unit in each class. Using summaries of the percent in each class to profile supported units, dental
commanders can describe the oral health status to unit commanders. The classification will be entered where indicated
on SF 603 (Health Record—Dental) and SF 603A (Health Record—Dental-Continuation). See AR 40-66 for instruc-
tions on the use of these forms. The oral health status of personnel will be classified based upon the DOD Oral Health
and Readiness Classification System (see Health Analysis (HA) Policy #02-011 or superseding policy).

(1) Class 1 are patients with a current dental examination, who do not require dental treatment or reevaluation. Class
1 patients are worldwide deployable.

(2) Class 2 are patients with a current dental examination, who require nonurgent dental treatment or reevaluation
for oral conditions which are unlikely to result in dental emergencies within 12 months. Class 2 patients are worldwide
deployable.

(3) Class 3 patients who require urgent or emergent dental treatment. Class 3 patients are normally not considered to
be worldwide deployable.

(4) Class 4 are patients who require dental examinations. This includes patients who require annual or other required
dental examinations and patients whose dental classifications are unknown.

6—6. Dental appointments

a. Whenever possible, DTFs will schedule appointments based upon the dental readiness status and the mission
essential duties of the patient. The patient and/or unit commanders will be notified when scheduled appointments must
be changed or canceled.

b. Unit commanders are responsible for the dental readiness of their personnel and for their personnel reporting for
appointments promptly. The DTF will be notified as soon as possible when appointments must be canceled.

c¢. In coordination with responsible unit commanders, dental commanders will reduce broken and canceled appoint-
ments to minimum levels. Management techniques will be used to fill open appointments to the maximum extent
possible.

d. Flexible appointment scheduling, determined by the type and extent of treatment planned, is essential for an
efficient operation of a DTF.

e. Whenever possible, patients will be provided a written record of their scheduled appointments. DA Form 3982
(Medical and Dental Appointment) provides an effective format for this purpose; use of this form is optional.

f. Dental commanders will collect and analyze data on broken and canceled appointments. Time lost because of
unfilled appointments will be analyzed and corrective actions taken as necessary.

6—7. Audit system

Dental commanders will implement a functional audit system. This system will ensure that electronically generated
dental workload reports are correct and the daily treatment entry on the SF 603/603A accurately represents the care
provided. A standard-of-care evaluation of the treatment provided will be part of the audit system.

6-8. Preventive dentistry

a. The prevalence of oral disease and injury among Army beneficiaries is so great that cure and restoration of these
conditions exceed the capability of the ADCS. The costs associated with providing direct care or dental insurance
programs can be reduced by the avoidance of preventable diseases and injuries. To reduce the prevalence of oral
disease and injury, the ADCS will conduct a preventive dentistry program with three components: the Oral Health
Fitness Program, the Clinical Preventive Dentistry Program, and the Community Preventive Dentistry Program. AR
40-35 explains these programs.

b. The community director of dental services (DDS) will conduct preventive dentistry programs for the military
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population within his/her area of responsibility. The highest priority will be given to services that improve the dental
readiness of Soldiers in support of military operations.

c. All dental treatment plans will include measures to promote oral health and prevent dental disease and injury.

d. General health promotion and disease prevention (for example, hypertension screening, tobacco intervention, and
nutrition education) will be integrated into dental programs. The DDS will also seek ways to integrate oral health
promotion and disease prevention into AMEDD and community programs (for example, nutrition, neonatal education,
community health visits, school programs, physical examinations, and outpatient and troop medical clinic visits).

e. Installation water fluoride adjustment is important for the maintenance of adult dental health as well as child
dental health. The DDS will establish procedures to assist in periodic fluoride surveillance and educate the community
on requirements for safe and effective fluoride measures.

Chapter 7
Medical Libraries

7-1. Purpose

This chapter prescribes policies, responsibilities, standards, procedures, and provides guidance for the Army Medical
Library Program, the AMEDD Medical Library and Information Network (AMEDD MEDLI-NET). It prescribes a
command and control concept based on centralized administration and support and decentralized mission execution to
maximize the network’s effectiveness.

7-2. Applicability

This chapter applies to all libraries, library systems, information centers, and library programs within the AMEDD.
Specifically included are the USAMEDCOM libraries, U.S. Army Medical Research and Materiel Command
(USAMRMC) libraries, Stimson Library at the AMEDD Center and School (AMEDD C&S), and the U.S. Army
Center for Health Promotion and Preventive Medicine (USACHPPM) library. Specifically excluded are the Armed
Forces Medical Library (AR 10-64/OPNAVINST 6700.2/AFR 160-29/MCO 5420.18A), patient libraries under
monitorship of the USAMEDCOM, and other general library collections and services offering diverse self-developmen-
tal reading.

7-3. Objectives
The objectives of the Army Medical Library Program are to—

a. Organize all AMEDD libraries into an integrated library and information network providing the level and degree
of information services required by all elements of the AMEDD.

b. Make the latest library and information science techniques and network technologies available to AMEDD
libraries and information centers and their clientele through the AMEDD MEDLI-NET and other electronic gateways.
c. Ensure the highest quality library and information services are provided to all echelons of the AMEDD.

d. Promote and facilitate efficiencies through consortia, networks, and consolidations to optimize resource sharing
and cooperative partnerships.

7-4. Responsibilities

a. The Assistant Chief of Staff for Health Policy and Services, USAMEDCOM, is the executive agent responsible
for developing policies and procedures for the Army Medical Library Program.

b. USAMEDCOM, USAMRMC, AMEDD C&S, and USACHPPM commanders at all levels will ensure compliance
with this regulation.

c. The USAMEDCOM Library Program Director (ACOM)/ASCC/DRU Librarian) will—

(1) Advise the Assistant Chief of Staff for Health Policy and Services, on all matters concerning the command’s
library program including facilities, design guides, space criteria, equipment, disaster planning, programs, staffing, and
automation.

(2) Serve as Deputy Career Program Manager for medical librarians in the Army Civilian Librarian Career Program
and represent the command on its panels, task forces, and meetings.

(3) Serve as principal spokesperson for the USAMEDCOM on medical library matters.

(4) Serve as the commander’s representative to Federal, non-Federal, civilian, and Army library groups/committees.
Functions as the AMEDD medical library representative and liaison with DA, DOD, other Federal agencies, academia,
industry, professional associations, information management, or knowledge management committees, work groups, and
task forces.

(5) Establish the vision, mission, and supporting goals and objectives for the Army Medical Library Program.

(6) Establish and implement policies, procedures, and standards that govern the mission accomplishment of the
Army Medical Library Program consistent with applicable DOD and DA policies and professional standards.
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(7) Ensure the USAMEDCOM Emergency Management Plan includes contingency planning/continuity of operations
plan for the organization’s medical library services.

(8) Serve as the USAMEDCOM library focal point on knowledge management and digitization.

(9) Assess the library program and individual library activities through consultation and onsite visits to CONUS and
overseas USAMEDCOM medical library facilities with coordination of key Army personnel.

(10) Consolidate AMEDD libraries requirements for consortium group licensing of electronic access to a select
group of knowledge-based biomedical information resources to support the AMEDD medical readiness mission.

(11) Serve as Web master administrator for the USAMEDCOM Library System’s AMEDD Virtual Library, main-
taining its currency and expanding coverage of Web-based, knowledge-based resources and databases.

(12) Advise, coordinate, and support professional development and training for the command’s library personnel.

(13) Provide guidance on Army competitive sourcing and other business initiatives.

(14) Review, analyze, and consolidate the AMEDD libraries’ management reports submitted to the Department of
Army Library Program (see para 7-9).

d. The USAMRMC Command Librarian, AMEDD C&S Library Director, USACHPPM Library Director, and the
RMC/MEDCEN Library Directors will—

(1) Advise the USAMEDCOM major subordinate command (MSC) and RMC commanders on all matters concern-
ing MSC and regional libraries, knowledge management, and information services.

(2) Establish the vision, mission, and supporting goals and objectives for the MSC/RMC library/libraries program
consistent with the Army Medical Library Program.

(3) Establish and implement policies, procedures, and standards that govern mission accomplishment of the MSC
library/libraries consistent with applicable DOD, DA, and MEDCOM npolicies and professional standards.

(4) Conduct staff visits and provide professional consultative support on library services and systems, coordinating
with key Army personnel to review, evaluate, and analyze the MSC/RMC/MTF libraries.

(5) Provide support, as needed and feasible, to any USAMEDCOM consortium member library requiring assistance
in the event of emergency and contingency operations, including loss of electronic access to knowledge-based
information resources.

(6) Advise, coordinate, and support professional development and training for library personnel.

e. The librarian/technical information specialist will be responsible for all aspects of the library program to include
at least the following:

(1) Develop programs and services in support of the AMEDD that are customer oriented, demand driven, and
knowledge based.

(2) Plan, budget, and manage resources for facilities, personnel, information technology, library materials, equip-
ment, supplies, and other resources needed to operate libraries in accordance with the mission and recognized
standards.

(3) Provide program planning and direction and recruit, select, train, and supervise staff.

(4) Provide expert retrieval and evaluation of information in support of knowledge- and evidence-based clinical,
research, and administrative decision making.

(5) With approval by the commander or a designee, develop local policies and regulations governing the use of an
AMEDD library consistent with the Army’s Medical Library Program policies, procedures, and recognized standards.

(6) Initiate and implement efficiencies through consortia, networks, and consolidations to optimize resource sharing
and cooperative partnerships.

(7) Apply rapidly changing information technologies and knowledge management principles in the acquisition,
storage, management, and dissemination of knowledge-based information.

(8) Develop an effective marketing plan to promote the library collection, products, and services.

(9) Evaluate the performance and continuous improvement of AMEDD libraries through the use of formal and
informal needs assessment surveys.

7-5. Directives

a. Medical Library Association Standards for Hospital Libraries 2007 (or current edition). AMEDD libraries will
use these standards to assess and meet the knowledge-based information resource and service needs to the organization
and the library’s physical space and staffing requirements.

b. The Joint Commission standards. AMEDD libraries will comply with TJC standards to ensure the library’s
services support clinical/service and management decision making, educational and research needs, patient and Family
information, performance improvement and patient safety, and a plan to provide access to information when electronic
systems are unavailable.

c. Department of Defense guidance on space allocations. Space allocated for medical library facilities will conform
to appropriate DOD guidance. The space will be planned to meet the separate and distinct functions of providing
service space for users and workspace for the library staff. Medical libraries will be planned according to the Office of
the Secretary of Defense(HA) DOD Space Planning Criteria for Health Facilities, with command or agency library staff
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guidance. Medical library facilities will not be used for office, work, storage space, or other functions not specifically
related to library services, with the exception of conference rooms that may be used for nonlibrary meetings.

d. Privacy Act. A general privacy act notice for Library Borrowers’/Users’ Profile Files is listed located at the DOD
Privacy Act Systems of Records Notices Web site (www.defenselink.mil/privacy/notices) (see Administrative Order
215-1 DAPE). Library circulation records are for internal use only. Release of information on circulation records will
occur only after a review of the request by the appropriate official. Records are destroyed when no longer needed to
obtain and/or control library materials.

e. Copyright. AMEDD libraries will comply with and inform their clientele of the requirements of copyrights (17
USC). The Army point of contact on copyright law issues is the Intellectual Property Division, U.S. Army Legal
Services Agency.

f. Mailing of library material. AMEDD libraries may use registered, insured, and express mail services to meet
mission requirements according to AR 25-51.

g. Class determination and findings authorizing Army Libraries to use FEDLINK. This Determination and Findings,
executed by the Army Senior Procurement Executive, authorizes the Library of Congress FEDLINK Program, under
the authority of the Economy Act, to procure commercial information; publications in any format; library support;
related accounting, education, and information; and support services on behalf of participating Federal libraries.

h. Multiyear subscriptions for publications. Subscriptions for periodicals, newspapers, and other publications for
which it is known in advance that a continuing requirement exists and funding is available, may be for multiple years
rather than for a single year to take advantage of lower multiyear subscription rates. Under 31 USC 3324(d)(2),
advance payment is authorized for “charges for a publication printed or recorded in any way for the auditory or visual
use of the agency.”

i. Network security. AMEDD libraries will comply with AR 25-2 information assurance requirements.

j. Networks. AMEDD libraries will participate in both Federal and non-Federal library networks, including the
Federal Library and Information Center Network (FEDLINK) see 2 USC 182(c)). Memberships may be determined by
geographical region, library consortia, or functional area.

7-6. Policy

a. Staffed medical libraries (see para 7-7a) will be established at all MEDCENs and MEDDACs and may be
established at other health care facilities to include Army health centers and clinics, subject to the approval of the
Commander, USAMEDCOM (MCHO-CL), 2050 Worth Road, Fort Sam Houston, TX 78234-6010.

b. Libraries established at the AMEDD C&S, USACHPPM, and USAMRMC are subject to approval by the
responsible major subordinate commander.

¢. Medical libraries will comply with the TJC standards for knowledge-based information ensuring the MTF has the
resources and services required to effectively meet their knowledge-based information needs.

d. MEDCEN and MEDDAC medical libraries will use Medical Library Association (MLA) hospital library stand-
ards to develop and evaluate services and/or policies.

e. At graduate medical education program sites, the level of services and on-site accessibility to the library will
comply with the accrediting requirements of the Accreditation Council for Graduate Medical Education and the
residency review committees for the various specialties.

f. A medical library committee representing a cross section of the professional staff will be established to serve in an
advisory capacity to the medical librarian.

g. All AMEDD libraries will participate in the AMEDD MEDLI-NET consortium.

h. AMEDD libraries will share their collective resources through the following services: interlibrary loan/document
delivery; bibliographic access to journals, monographs, technical reports, and audiovisual information via the desig-
nated AMEDD MEDLI-NET integrated online library system; duplicate/excess journals exchange; and cooperative
technical processing.

i. AMEDD libraries will use commercial search services and networks to ensure AMEDD staffs have access to the
required multimedia bibliographic and online services. Consortium group licensing will be used for electronic access to
a select group of knowledge-based biomedical information resources.

j. Libraries will provide reference and bibliographic services to all authorized users and to personnel who are on
temporary duty (TDY) to the facility.

k. The library staff will conduct a continuous program of orientation and instruction for the AMEDD staff in the use
of the library and managing knowledge-based information.

I. The library’s circulation system records will ensure the proper lending, safeguarding, and return of library
materials. There will be an organized plan for the systematic follow-up and return of overdue library materials.

m. Indefinite loan collections will be kept to a minimum and will include only items used daily.

n. Library personnel will ensure that interlibrary loan (ILL) policies—

(1) Conform to the ILL codes of the National Library of Medicine (NLM), the American Library Association, and
the guidelines of the Commission on New Technological Uses of Copyrighted Works.
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(2) Comply with the AMEDD MEDLI-NET’s designated automated interlibrary loan and referral system, NLM’s
DOCLINE®.

(3) Comply with the NLM’s Serial Holdings annual update requirement.

(4) Promote the use of the most expeditious and cost-effective interlibrary loan/commercial document delivery
services for obtaining the loan or photocopy of materials required by staff in connection with their official duties.
Libraries may enter into agreements with local, regional, national, or international ILL networks. Libraries reserve the
right to terminate ILL agreements with any Government or non-Government institution for misuse/violation of
established ILL practices or policy, such as reciprocity agreements.

(5) Address payment for ILLs/document delivery by establishing accounts with the Federal Library and Information
Network and non-Federal institutions.

(6) Comply with the provisions of 17 USC 107 et seq. On-demand systematic copy services staffed by Government
employees are not authorized; such a service is in violation of the copyright law. Libraries may make photocopies for
interlibrary loan within the guidelines of the law. Libraries will transfer electronic documents according to licensing
agreements established between libraries and the database vendors. Paper copies obtained from electronic sources will
also be subject to licensing agreements.

(7) Authorize the use of appropriate telecommunications, capabilities, technologies, and services (for example,
telephone, facsimile, e-mail, digital scanner, electronic document delivery, tagged image file format, portable document
format, Ariel® document delivery software, and so forth) to participate fully in ILL systems and essential library
networks.

(8) Authorize the use of registered, insured, and express mail services when necessary to meet mission requirements.

0. When feasible, technical services functions of acquisitions, cataloging, and shelf-ready processing may be
consolidated for AMEDD libraries collocated on the same installation.

p. The NLM Classification Scheme and NLM Subject Headings will be used for cataloging and classifying books.
Library of Congress (LC) classification and subject headings will be used for nonmedical titles. Cataloging digital
resources and collections will use accepted taxonomies and metadata standards.

g. Libraries without online access to the Online Computer Library Center (OCLC) will order cards from commercial
sources that use the standard machine-readable cataloging format and provide cataloging from the NLM and the LC.
Original cataloging will not be done locally unless OCLC access is available on site.

r. Membership in the MLA is recommended for all AMEDD libraries.

s. Each medical librarian will obtain copies of the U.S. edition of the North Atlantic Treaty Organization (NATO)
Handbook of Emergency War Surgery (CMH Pub 83-3) in sufficient quantity to allow issuance by commanders to
each medical, dental, and veterinary corps officer upon entry into AD. These handbooks become the personal property
of the officer and are not accountable.

t. The medical library committee may advise on the selection of those materials that will be housed in the library or
exist on the library inventory. The librarian/technical information specialist will serve as reviewer for the acquisition of
library materials in various formats for the organization. The librarian/information specialist is not authorized to make
credit card purchases of materials not housed in the library or existing on the library inventory.

u. The AMEDD libraries and information centers will be staffed during the facility’s regular duty hours. After
hours, key-card access is authorized in compliance with appropriate TJC standards and standards of other accrediting
agencies.

v. According to MLA standards, physical facilities will be readily accessible to the staff and will be large enough to
house the collection and have space for services provided without encroaching on reading and study areas. Reading and
study areas will be reserved for library users (see para 7-5a).

w. The AMEDD libraries will have the appropriate equipment to most cost effectively accomplish the facility’s
mission. Photocopiers and digital scanners will be maintained for all AMEDD libraries to ensure maximum use of the
collection and minimize losses of collection materials.

7-7. Personnel

a. The AMEDD libraries will be staffed by individuals in the following series according to the provisions of Job
Qualification System for Trades and Labor Occupations (formerly Handbook X-118) and the Qualification Standards
for General Schedule Positions Operating Manual:

(1) GS-1410, Professional Librarian. Libraries without an individual in the GS-1410 series will request periodic
consultations from the command medical librarian or their regional MEDCEN.

(2) GS-1411, Library Technician.

(3) GS-1412, Technical Information Specialist.

b. Appointments or placements for GS—-1410 vacancies in which another librarian is not in the supervisory chain at
the activity require prior approval of the recommended applicant’s qualifications by the USAMEDCOM Library
Program Director/Civilian Career Program-34 Manager Librarian track.

c. The AMEDD libraries staffed by a professional librarian in the GS-1410 series will place the librarian on orders
as the accountable property officer (APQ) for the library according to AR 735-17. If a library technician (GS 1411),
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technical information specialist (GS 1412), or Government contractor is in charge of the library, a DOD commissioned
officer will be put on orders as the APO. A copy of the library’s property account appointment orders will be sent to
the Commander, USAMEDCOM (MCHO-CL), 2050 Worth Road, Fort Sam Houston, TX 78234-6010. Requests for
an exception will be forwarded through the MEDCOM Library Program Office (MCHO-CL) to the U.S. Army
Community and Family Support Center (CFSC-CR-L), Alexandria, VA 22302-4418.

d. The APO may not also serve as the Government credit card holder.

e. Clinical and research libraries will, whenever feasible, be directed by a qualified medical librarian holding a
graduate degree in library and information science from an American Library Association accredited library school. A
medical librarian supervises or performs work that requires a full professional knowledge of the theories, objectives,
principles, and techniques of librarianship for the selection, organization, preservation, access, and dissemination of
knowledge-based information. Reliance on commercial electronic resources to meet the clinical and research informa-
tion needs of the organization cannot substitute for a qualified medical librarian.

f. All library activities will have adequate clerical support for the performance of routine medical library functions.

g. Mission essential training and continuing education courses are required for AMEDD library staffs to develop
skills and specializations required by the continually evolving disciplines of library and information science. MLA
certification is desirable and recommended. The MLA credentialing program, the Academy of Health Information
Professionals, demonstrates initiative in completing an approved educational program for professional development.

h. The AMEDD library staffs are encouraged to join and participate in local consortia and additional professional
library organizations.

i. At clinical libraries adequately staffed by individuals in the GS-1410 or GS-1412 series, specialized services
(such as a Clinical Medical Librarianship Program or Literature Attached to Charts Program) may be established, as
required.

j. Librarians will coordinate the use of volunteer services with the local judge advocate, the activity volunteer
program coordinator, and the servicing personnel office.

7-8. Collection development

a. Collections will support the patient care, health care administration, education, training, readiness, and research
needs of the organization.

b. Regional cooperative collection development policies for AMEDD libraries will be developed to eliminate
unnecessary duplication.

c. Development of the AMEDD library collection will be based on the collection development guidelines deter-
mined by the library staff. Collections will include print and electronic access to material in the following categories as
determined by the librarian/technical information specialist and recommended by the medical library committee, as
appropriate:

(1) Journal subscriptions.

(2) Monographs and textbooks.

(3) Reference materials.

(4) Reprints of staff and other source publications.

(5) Patient education/consumer health.

d. Reliance on commercial electronic resources to meet all of the organization’s clinical and research information
needs cannot substitute for a locally held physical library collection. TJC requires hospitals to have a backup to
electronic resources when systems are unavailable.

e. The AMEDD libraries will, where feasible, retain first copies of all texts in the library’s collection and will not
sign them out on indefinite loan. Second and successive copies may be purchased for indefinite loan libraries pending
the review by the librarian and the availability of funds.

f. The AMEDD libraries will establish a local policy for providing access to consumer health/patient library
resources to support the needs of patients and their families.

g. A local policy for binding and/or acquiring backfiles of journals in microform will be formulated in clinical
libraries; priority will be given to those journals indexed in standard indexing services such as NLM’s List of Journals
Indexed in Index Medicus, Psychological Abstracts, and so forth.

h. If local policy dictates, audiovisual/visual information units will be cataloged and incorporated into the library’s
collection.

i. The AMEDD libraries will develop a local policy for withdrawing outdated or unused materials from the library
collection. This policy will identify any mission-related requirements impacting the retention of these materials.

j. In keeping with mission requirements, AMEDD libraries will utilize preservation and conservation measures,
including digital archiving, either in house or by contract services. The librarian/technical information specialist will
coordinate with the chief information officer to develop procedures and acquire storage media for digital resources.

k. Increased demand for access to electronic information in the collection requires the availability of hardware and
software to support customer needs. Services and technologies will conform to the appropriate industry technical
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standards and specifications to ensure interoperability. As a minimum standard, AMEDD libraries will have the
technology to use CD-ROMSs/DVDs and access automated services, such as online bibliographic and cataloging
services, the AMEDD MEDLI-NET, the Internet, and other electronic information sources.

7-9. Management reporting

Each AMEDD library will complete and submit the DA Library Program’s Web-based statistical report by 31
December. This collection and resource usage statistical reporting tool, the Measurement, Tracking, and Information
Collection System, is available at the Digital Army Library Service, https://www.libraries.army.mil/metrics.

7-10. Accountability
Policies addressing accountability and inventory will be according to AR 735-17. AMEDD libraries will be issued a
DOD activity address code to identify the library’s property account (see AR 725-50).

7-11. Procurement

The AMEDD libraries and information centers will utilize the most cost-effective and responsive means of acquiring
materials in support of the facility’s mission. AMEDD MEDLI-NET member libraries are encouraged to use the
Library of Congress FEDLINK program for procuring library publications and library support services. Benefits
include availability of Federal and/or consortium discounts, contracts written and competed by FEDLINK, and
litigation or corrective action for vendor failure to perform provided by FEDLINK at no added cost to the library.

Chapter 8
Nutrition Care Management

8-1. Purpose and scope

This chapter prescribes regulatory policies for the operation of the Nutrition Care Division (NCD) in fixed MTFs. For
operational policies and procedures for food service in non-fixed MTFs, refer to AR 30-22, DA Pam 30-22, and FM
4-02.56.

8-2. Mission
The mission of the NCD is to provide—

a. Comprehensive nutritional care.

b. Safe, wholesome foods including modified diets, as required, to patients and personnel authorized to subsist in the
MTF.

c. Dietary/nutritional assessment.

d. Medical nutrition therapy.

e. Nutrition education and health promotion.

f. An American Dietetic Association (ADA) accredited dietetic internship program.

g. Consultation and support to commanders on the nutritional aspect of Army programs, field training exercises,
joint training exercises, AD weight control program, and nutrition-related force health protection issues such as Soldier
use of dietary supplements.

h. Applied research.

8-3. Organization and functions
The organization and functions of the NCD will be as prescribed by the medical command having jurisdiction over the
MTF.

8—4. Responsibilities

a. MTF commanders will—

(1) Ensure the provision of nutritionally adequate meals within the value of the Basic Daily Food Allowance
(BDFA) and according to AR 40-25/BUMEDINST 10110.6/AFI 44-141.

(2) Ensure that the hospital meal charge policy is implemented according to DOD 7000.14-R, volume 12, chapter
19, and DA guidance. However, when changing meal charge policies, servicing civilian personnel offices will be
consulted regarding any bargaining obligations to recognized unions under the Labor Relation Statute.

(3) Ensure mechanisms are in place that guarantee the ongoing competence of all categories of nutrition care
personnel, to include use of clinical privileges according to AR 40-68 as appropriate.

(4) Ensure proper utilization of dietitians and nutrition care specialists according to AR 40-1 and DA Pam 611-21.

(5) Ensure that adequate internal controls exist according to AR 11-2 for procurement of safe and wholesome
subsistence and prevention of waste, fraud, and abuse of subsistence and supplies.
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b. The Chief, NCD, will—

(1) Be responsible to the commander for operating all NCD activities.

(2) Provide the vision, leadership, and motivation to guide the division in accomplishing its mission.

(3) Initiate internal control measures to promote economical and effective use of personnel, equipment, supplies, and
funds.

(4) Maintain standards established by TB MED 530, TJC, and local hospital regulations.

(5) Integrate a locally approved performance improvement plan into the MTF’s organizational performance im-
provement structure according to AR 40-68 and the TJC.

(6) Ensure 65C and 91M Professional Filler System positions are filled and trained.

(7) Maintain a viable annex to the MTF’s emergency management plan according to USAMEDCOM guidance. The
annex will address food safety and food security.

¢. The noncommissioned officer in charge will—

(1) Assist and serve as an adviser to the Chief on all matters related to NCD management.

(2) Develop and enforce standing operating procedures for cashiers and cash accountability to the medical services
accountable officer (MSAQ) according to USAMEDCOM guidance.

(3) Provide overall supervision and training of all enlisted personnel, including a medical proficiency training (MPT)
program with the local modified table of organization and equipment (TOE) unit and training with RC personnel.

8-5. Persons authorized to eat in the Military Transplant Center Nutrition Care Division

a. The primary purpose of the NCD is to feed inpatients and enlisted personnel entitled to subsistence-in-kind (SIK).
The MTF commander may authorize other personnel access on a regular or occasional basis.

b. Meal rates charged to authorized personnel using the MTF dining facility are based on guidance contained in
DOD 7000.14-R, volume 12, chapter 19, and DA guidance.

¢. The MTF must establish a method of identifying categories of authorized personnel that is consistent with MSAO
requirements.

8-6. Cash collections

a. Nutrition care cash collection and control procedures established by the USAMEDCOM (MCHO-CL-R) will
govern the entire NCD cash control process including proper accountability of dining facility cash collection and
change funds. These procedures establish internal controls to ensure proper handling of Government funds.

b. When used to collect cash reimbursements for meals, the cash register system will—

(1) Provide paper receipt to each patron that indicates the diner category and the total value of the transaction.

(2) Maintain—electronically or on paper tape—a retrievable detailed record of all entries into the cash register.

(3) Provide access to the cash drawer when power is not available.

¢. Manual cash collections of meal reimbursements will use DA Form 3032 (Signature Headcount Sheet) for SIK
personnel.

d. An electronically generated form will be used to show accountability and collections for the 24-hour period.

e. Change funds to support cash collections are established locally and maintained by the NCD staff.

8-7. Personnel management

a. An established training and orientation program is essential for optimal work performance and staff competence.
Training, at a minimum, will include topics identified by the TIJC and DOD (for example, ethics training). Registered
dietitians and registered dietetic technicians will earn sufficient continuing education credits to maintain registration,
credentials, and State licensure according to AR 351-3 and AR 40-68.

b. The NCD training program and MPT Program for nutrition care specialists (91M) will emphasize career
development and military occupational specialty (MOS) proficiency. Training programs to support RC units are
tailored to support the NCD mission and if time permits individual needs. Overall training must address common
Soldier tasks for tables of distribution and allowances (TDA) and TOE MTFs.

8-8. Standard hospital diets
The most current ADA manual is the only authorized diet manual for use in Army MTFs.

8-9. Clinical dietetics management
a. The patient’s medical nutrition therapy will be planned and will include collaborative nutritional screening,
assessment, and monitoring to enhance recovery, promote optimum nutritional status, decrease health risks, and
eliminate or promote effectiveness of drug therapy. Dietitians, dietetic technicians, diet aides, and nutrition care
specialists (91M) perform the professional and supportive duties required to ensure the prescribed diet is served.
b. Standard diet orders are found in the most current ADA manual. The physician or other individual with
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appropriate clinical privileges will order the diet before any food or other nutrient is administered to the patient. The
diet orders will be transmitted to the Clinical Dietetics Branch.

c. All patients treated at the MTF will be screened for nutritional risk that will define priority of care. The criteria
for screening will be locally developed and implemented. For patients at nutritional risk, a treatment plan will be
developed and periodically updated. Patients not at nutritional risk will be rescreened at intervals determined locally
based on patient acuity levels and average length of stay.

d. The mechanism for identifying patients who need dietary counseling will be locally developed and implemented.
Patients will be counseled on nutrition and modified diets and instructed on potential drug-nutrient interactions. When a
patient is discharged to another health care organization, a description or copy of the diet information is forwarded to
the receiving facility according to Health Insurance Portability and Accountability Act (HIPAA) standards.

e. Nutritional care will be documented in the patient’s medical record. This includes pertinent subjective dietary
history information; objective medical, clinical, anthropometric, and diet order information; the assessment of the
patient’s nutritional status; recommendations and/or plans for implementation of nutritional intervention; use of
nutritional supplements; and quantifiable dietary goals. Inpatient nutritional care documentation is recorded on the SF
509 (Medical Record—Progress Notes), and outpatient care is documented on the SF 600 (Medical Record—Chrono-
logical Record of Medical Care) or an authorized automated equivalent. Locally approved overprints on DA Form 4700
(Medical Record—Supplemental Medical Data) may also be used according to AR 40-66.

f. SF 513 (Medical Record—Consultation Sheet) is used to document response to consultations. Dietetic consulta-
tions will be reported to the requesting practitioner by entry on SF 513 or an automated equivalent. A dietetic
consultation is not required for nutrition assessment and general nutrition education.

g. Registered dietitians with advanced training in clinical nutrition and nutritional assessment will be members of
the nutrition support team.

h. Procedures for service of food to patients will be determined by organizational policy and will be coordinated
with chiefs of clinical dietetics and nursing services. Tray service will be limited to inpatient feeding. Duty personnel
are prohibited from eating food intended for patients. Exception to policy may be made to provide tray service for
security personnel while guarding a patient and Family members in an extreme situation when appropriate payment or
signature is obtained.

(1) Each tray served will be identified with the patient’s name, ward, room and bed number, date meal served, and
diet prescription.

(2) Isolation procedures will be established within each MTF and will be approved in writing by the local MTF
infection control committee.

(3) DA Form 1829 (Hospital Food Service Ward—Diet Roster) or equivalent documentation will be maintained by
the Clinical Dietetics Branch to ensure accurate transmission of diet order and tray delivery information.

(4) The NCD will deliver nourishments and supplemental fluids to the wards at locally established times. Nursing
personnel are normally responsible for nourishment receipt and distribution.

i. Nutrition education will be provided in support of health promotion and wellness programs, the Army Weight
Control Program (AR 600-9), Child Development Services, the Army Substance Abuse Program, and the military
community to the extent resources permit.

j- The Chief, Clinical Dietetics Branch, is responsible for recommending medical nutritional products for inclusion
in the MTF formulary. A local policy with written approval by the pharmacy and therapeutics (P&T) committee will
direct the procedures involved with dispensing medical nutritional products to patients.

k. Clinical dietitians will participate in locally established peer review committees that use the patient’s medical
record as the basis for determining the quality and appropriateness of nutritional care.

8-10. The military treatment facility menu

The MTF menu will be planned to provide nutritionally adequate meals within established monetary limitations. All
menus for regular and modified diets will be preplanned, approved, and signed by a registered dietitian. The Chief,
NCD will incorporate the provisions of AR 40-25/BUMEDINST 10110.6/AFI 44-141 into the MTF menu.

8-11. Subsistence and supply management

Efficient operation of the NCD is largely dependent upon adequate control over purchase, inspection, receipt, storage,
and issue of food items and supplies. Losses and discrepancies will be immediately investigated and the Chief, NCD
will initiate appropriate follow-up action. Subsistence procured with appropriated funds will not be used to support
meetings, conferences, staff calls, boards, visits of dignitaries, or social functions unless appropriate reimbursement is
provided. Procedures for support of social functions are outlined in AR 215-1.

a. Food requisitions. All subsistence items for a fixed MTF, including special patient feeding items, will be supplied
by the VA, Defense Supply Center Philadelphia (DSCP), or other contracted Prime Vendor (according to DSCP and
regional contracting office policies), Troop Issue Support Activity (TISA) (according to AR 30-22), and/or the
installation commissary (according to Defense Commissary Agency Directive (DECA) 70-6).

b. Receipt of food.
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(1) The Prime Vendor Contractor/TISA/commissary store issues subsistence only to persons with proper identifica-
tion authorized by the Chief, NCD. For appropriate control, the individual authorized to receive subsistence will not be
the same person authorized to order it. The receipt copy of the food requisition or vendor invoice serves as the basis
for food receipt entries into the Nutrition Management Information System (NMIS) or other automated food service
management accounting system.

(2) All food items not required for immediate use will be stored in a temperature controlled, secure food supply
storeroom. Secure refrigerated storerooms will be used. All nonfood supplies will be stored in secure nonfood storage
areas and designated as nonfood storage.

c. Physical inventory. All subsistence items on hand will be physically counted on the last working day of each
month. The Chief, NCD will appoint personnel to assist in the physical inventory. Two teams will be used. The
reconciliation of counts between the teams will not take place until the entire inventory has been completed. The MTF
commander or designee will appoint a disinterested officer or noncommissioned officer (staff sergeant and above) to at
least one inventory team to verify procedures semiannually. Inventory value is determined by multiplying the number
of issue units on hand by the most recent price of the item received (current costing).

(1) Inventory control. Optimally, NCDs will maintain a just-in-time inventory with no more than 3 to 5 days worth
of subsistence on hand. Consideration of the NCD Emergency Preparedness Plan will be made when determining the
correct value of food inventory items maintained. As a guideline, the value of the food inventory will normally not
exceed 10 percent of the previous fiscal year (FY) authorized monetary value allowed for subsistence. Differences
greater than one half of one percent or .05 of the total value for all items under perpetual inventory will be
investigated, explained, and corrected.

(2) Perpetual inventory. NMIS or other automated food service management inventory system will provide a
perpetual inventory on all subsistence items. A 10 percent sample of total inventory line items will be selected monthly
for review.

d. Operational rations. Operational rations required to support medical field training will not be charged against the
MTF subsistence account. Defense Finance and Accounting Service—Indianapolis Center (DFAS-IN) Manual
37-100-FY permits the MTF budget officer to charge field rations for both officer and enlisted personnel against the
Military Personnel Appropriation Project 1321-0. The MTF cash collection and signature headcount sheet (DA Form
3032) will not be used for field training exercises. Ration accountability will be according to DA Pam 30-22 for all
field training that incorporates overnight field billeting. The accounts of the field feeding operation will not be
combined with that of the fixed facility. Accountability is the responsibility of the commander conducting the exercise.

e. Issuing subsistence. Written procedures for processing and issuing subsistence will be developed and enforced.
Procedures will ensure that all food issued is recorded on NMIS inventory/withdrawal and requisition lists, other
automated food service management inventory system, or manually prepared on individually serial numbered DA Form
2930 (Hospital Food Service—Kitchen Requisition). Facilities will adhere to the guidelines provided in Training
Circular (TC) 8-502.

8-12. Food management

a. Control measures will be established to ensure all production planning reports and therapeutic worksheets are
completely and accurately filled out and high quality food products are prepared according to standardized recipes. The
NCD will be in compliance with TB MED 530 and appropriate TJC standards.

b. Box meals may be offered to those personnel authorized to subsist in the NCD. The standard meal rate is
applicable for box meals, carry-out meals, and meals consumed in the dining facility. If economically feasible, a night
meal may be served to support night-duty personnel and patients admitted after the scheduled dinner meal.

8-13. A la carte meal service

a. The MTFs are authorized to use a la carte meal service in lieu of the traditional meal service. (The Traditional
Meal Pricing System charges a fixed price for a complete meal, while the A La Carte Meal Pricing System charges for
individual menu items.) The a la carte meal service will be used only when the following are present:

(1) The NMIS or other automated food service management recipe costing system.

(2) Physical layout that controls access to the serving line and places the cash register at the end of the food serving
area.

(3) Point-of-sale cash register appropriate for the A La Carte Meal Pricing System.

b. Workload calculations and authorized monetary value for a la carte subsistence operations are as follows.

(1) Patient and SIK meal days are computed by multiplying meals by the appropriate conversion factor in table 8-1.

(2) Each dining facility patron counts as a “meal” regardless of the amount of food consumed. Meals are converted
to meal days by multiplying by the appropriate conversion factor in table 8-1.
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Table 8-1
Meal conversion factors (weights)

Meal Factor

Breakfast 0.2

Lunch 0.4

Dinner 0.4

Brunch 0.45

Supper 0.55 (see note 1.)
Night meal .20 or .40 (see note 2.)
Holiday .65 (see note 3.)

Notes:

1 If a brunch meal is served, a supper meal must also be served.
2 Depends on whether breakfast or dinner menu is served.

3 .40 lunch plus .25 percent of BDFA.

(3) To determine the authorized monetary value allowed for subsistence (earnings), SIK meal days are multiplied by
the MTF BDFA, and patient meal days are multiplied by the patient BDFA (MTF BDFA times 15 percent or 1.15). To
determine earnings from cash patrons, the operating costs are subtracted from the total cash collected.

¢. Commanders may authorize use of fixed meal prices for special occasions such as Thanksgiving or Christmas.
The price charged may be either the DOD established holiday rate or a rate established by a weighted average of
individual meal component prices. Additional funds are not authorized if the DOD rate is used and it is less than the
cost of the food.

8-14. Ration accounting

a. The BDFA is computed by Army Center of Excellence, Subsistence (ACES) and found on the ACES BDFA Web
page. It will be obtained/updated monthly by the NCD cost accountant prior to the beginning of each accounting
period. The NCD cost accountant will maintain accurate records of meals served and meal days (rations) served to
provide cost and earnings data for management and reporting purposes.

b. The Daily Facility Summary (generated by the NMIS or other automated food service management accounting
system) will be completed for each dining facility.

¢. The Monthly Monetary Record (generated by the NMIS or other automated food service management accounting
system) is used to manage and control food costs for an a la carte operation. Weighted meal days and earned income,
by category and total, are reported along with subsistence purchases and issue information. When closing inventory is
entered, account status and other management ratios are displayed.

d. For the traditional Thanksgiving, Christmas, and Army birthday special meals, an increased holiday allowance of
25 percent is authorized for these meals only.

8-15. Food cost management

a. The Chief, NCD is responsible for maintaining proper security measures and adequate control over supplies. The
Chief, NCD is responsible for maintaining the total value of subsistence between plus 3 percent overspent and minus
10 percent underspent of the total authorized monetary value allowed for subsistence during the FY. The primary goal
of the NCD is to conclude the FY at zero or underspent in the year-to-date status.

b. When the authorized monetary value allowed for subsistence is insufficient to provide adequate subsistence,
commanders may request authority through their RMC to Commander, USAMEDCOM (MCRM), 2050 Worth Road,
Fort Sam Houston, TX, 78234-6010, to use a higher MTF subsistence allowance rate. Normally, requests will be
submitted only when less than 100 meal days per day are being served. Requests will include the following:

(1) Average number of meal days served per day for each of the 3 preceding calendar months and the authorized
MTF BDFA for each of the 3 months.

(2) Forecast of the average number of meal days to be served per day for the current month and each of the
succeeding 3 months and the MTF BDFA for the current month.

(3) Statement of the conditions necessitating an increased allowance.

(4) Recommendation as to the amount of increased allowance needed, expressed as a percentage (for example, a 10
percent increase) over the MTF BDFA.

(5) Ability of the MTF to finance the increased allowance.

(6) A statement indicating that costs will not be increased as a result of providing items or services to non-patient
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personnel when such items or services are not provided in installation troop feeding facilities. (The intent is that non-
patient personnel subsisting in the NCD be provided subsistence at a comparable level with troop feeding facilities.)

8-16. The Nutrition Care Division activities report

The Nutrition Care Activities Report and Significant Activity Report memorandum will be submitted to the appropriate
regional NCD chief. (These reports are published and are available from the USAMEDCOM (MCHO-CL-R).)
Regional personnel will consolidate the report and send to Commander, USAMEDCOM (MCHO-CL-R), 2050 Worth
Road, Fort Sam Houston, TX 78234-6010, by the 20th calendar day following the end of the reporting month.

8-17. Nutrition Care Division contracts
The NCD contract officer’s representative will be responsible for operating the food production service according to all
provisions of this regulation. The following specific guidance is provided.

a. All food production forms will be retained for a period of time specified in the contract. In the absence of a
contractual provision requiring a specified period of time to retain food production forms, such forms will be retained
in accordance with AR 40-66.

b. For purpose of the monthly physical inventory, Government food service QA specialists are considered disinter-
ested participants.

c. Contract provisions, when more stringent, will prevail.

d. Contractor personnel will not be included in the personnel strength totals on the Nutrition Care Activities Report.

8-18. Termination of military treatment facility nutrition care operations

a. During the inactivation period of an MTF, the reduction of food inventory and food procurement will be
commensurate with diminishing feeding requirements. Surplus items will be returned to the commissary, prime vendor,
or appropriate contracted vendor for reimbursement to Army medical activities funds. To the extent practicable,
economical utilization of subsistence supplies on hand will take precedence over additional food procurement.

b. When NCD operations terminate, subsistence items (including special patient feeding items), expendable supplies,
and equipment items that are not returnable for reimbursement will be made available to another Army MTF (usually
the nearest facility) as directed by the RMC concerned. Perishable subsistence that cannot be returned for reimburse-
ment or absorbed in inventory by another nearby Army MTF will be laterally transferred to the installation food
advisor for distribution to garrison dining facilities on or near that installation to preclude loss to the Government
because of spoilage. Transfer will be according to AR 710-2.

8-19. Other food service support

a. The A La Carte Meal Pricing System is a customer-oriented system having the capability of computing the full
reimbursement value of food items provided for purposes other than meals, for example, official functions. While this
capability makes other food service support possible, it is limited to those MTFs that have the A La Carte Meal Pricing
System and to appropriate hospital or military functions that can be accomplished without compromising patient and
staff feeding. Provision of this support is not intended to become a significant part of the NCD workload.

b. The NCD resources are provided to support the primary mission of feeding patients and authorized patrons. Other
food service support will not be considered an additional mission, but rather a value added enhancement. If the primary
mission changes, the provision of other food service support may be curtailed or eliminated if additional resources are
not made available.

¢. The MTF commanders will establish local written policies to clearly define implementation procedures for other
food service support. Policies will include measures to prevent misuse (actual or perceived) of Government facilities,
equipment, food, and personnel and to provide specific guidance on internal control measures, reimbursement, and
accountability of funds, food, and supplies.

d. Additional information and specific guidance for implementation of the A La Carte Meal Pricing System is
available from the USAMEDCOM (MCHO-CL-R), 2050 Worth Road, Fort Sam Houston, TX 78234-6010.

8-20. Subsistence for observation and ambulatory procedure visit patients

a. Observation patients are those nonadmitted patients on hospital premises using a bed who, by order of a
physician, are periodically monitored by nursing or other staff. Any nourishment provided incidental to observation
care services is provided as an oral challenge to evaluate the patient’s re-establishment of normal physiological
response or functioning as a precondition of release.

b. Beneficiaries classified as ambulatory procedure visit (APV) patients are not considered inpatients. In certain
cases, food and beverage items provided to these patients are considered part of the medical treatment. Normally,
limited items or no more than the equivalent of one meal will be provided to meet the oral challenge.

c. To determine when food and beverages consumed by either observation or APV patients require payment from
beneficiaries, the following guidance will be used.
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(1) Payment is not required when food items are used to evaluate physiological response or function (for example,
food required to determine if gastrointestinal tract is functioning).

(2) Payment is required when food and beverage is not an essential component of medical treatment and is provided
solely to relieve hunger.

d. All observation and APV meals will be entered into the NMIS or other automated food service management
accounting system that provides an audit trail of meals served and associated costs. Each MTF will establish local
procedures for reimbursement from the MTF budget to pay for subsistence provided to observation and APV patients.

8-21. Food service support during mass casualty

The NCD annex to the MTF Emergency Preparedness Plan will state what subsistence will be provided during a mass
casualty. The ultimate goal is to provide responsive, appropriate, and necessary nutritional support to MTF staff,
patients, and their families. The NCD must keep a record of the written request, food items provided, and the cost of
food provided. Reimbursement may be requested from organizations such as the chaplains’ fund or other local
organizations willing to assist and provide relief.

8-22. Food service support for military training exercises
The MTF commander may request that the NCD provide warming or cooling beverages to Soldiers for unit training
events such as sergeant’s time training, weapons ranges, or common task tests. Items such as soup, coffee, and fruit
punch may be requested and will be provided as long as adequate reimbursement is obtained for all subsistence items
provided. NCD must keep a record of the written request, food items provided, and the cost of food provided.
a. Soldiers in an SIK status will sign DA Form 3032 and the cost of subsistence provided will be entered into the A
La Carte Meal Pricing System for reimbursement.
b. All other categories of diners will pay for food consumed.

Chapter 9
The Army Organ Transplant and Organ/Tissue Donation Programs

9-1. The Army Organ Transplant Program

a. Objective. The Army Organ Transplant Program is established to perform organ transplantation in DOD MTFs
for patients who have statutory entitlement to care or are covered by VA/DOD health care resource sharing agreements
(38 USC 8111) and require this service.

b. Palicy.

(1) Organ procurement and distribution will utilize the established national system of Organ Procurement Organiza-
tions (OPOs) and listing program of the Organ Procurement and Transplantation Network (OPTN) except as noted in
paragraph 9-1b(2).

(2) The Army Organ Transplant Program may establish voluntary MOAs with MTFs and their local OPOs to
implement the Military Organ Donor Program that allows use of organs procured from DOD beneficiaries preferen-
tially in DOD recipients.

(3) Cadaveric organ and tissue donation will be promoted in all Army MTFs. The Chief, Army Organ Transplant
Program, will collaborate as needed with MTF commanders to ensure education of their personnel regarding organ
donation but use of the local OPO will be the standard for this function.

(4) Living-related and living-unrelated organ donors may be utilized fr