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FAMILY CARE CERTIFICATION
(PRIVACY ACT STATEMENT OF 1974 APPLIES - SEE BELOW)

AUTHORITY; 10 U.S.C. 8013 and E.O. 9397, Secretary of the Air Force: powers and duties; delegation by.

PRINCIPAL PURPOSE: To contact persons designated by the member as accepting family care responsibility, to verify their willingness to act for the
member in this capacity, to advise the caregivers when they are expected to discharge these responsibilities and to insure member's compliance with the
instruction.

ROUTINE USES: None.

DISCLOSURE IS VOLUNTARY; Use of the SSN is required to establish positive identification. Other information is required to ensure members have met
their family care responsibilities.

Failure to provide the information may result in discharge from the Active Air Force, Air National Guard, or Air Force Reserve.

SECTION I. MEMBER'S CERTIFICATION

1. | have been counseled and fully understand Air Force policy on family care responsibilities pertaining to the performance of military duties. | have read and
understand AFI 36-2908 and that | must arrange for family care so that | will remain worldwide available as defined in AFI 36-290, and | must report for duty as
required without my family members. | affirm | have made and will maintain arrangements for the care of my family to permit me to be worldwide available during
all the following circumstances: a. Duty Hours; b. Exercises; ¢. Unaccompanied Tours; d. Alerts; e. TDY; f. Extended Duty Hours; g. PCS or PCA, and h. Similar
Military Obligations. | understand | am subject to deployment on short notice and | will not be guaranteed special privileges because | have family members. |
understand if these arrangements for the care of my family fails, | must still report for duty.

2. | understand failure to make and maintain adequate family care arrangements may be grounds for disciplinary action and separation from the Air Force, Air
National Guard and/or Air Force Reserve components. | understand | must verify or revise this plan at least yearly or on reassignment, reenlistment,
extension of enlistment, or if circumstances for family care change. | have made all necessary arrangements (legal, educational, monetary, religious, etc.)
for a smooth, rapid turnover of family care responsibilities. | have arranged to complete travel that may be required to transfer my family members to the
designated person. If my primary long term family caregiver is not in the local area, | understand | must arrange with a nonmilitary person in the local area to
assume temporary custody of my family members until responsibility is transferred to my primary long term caregiver. | understand that while serving in an
oversea area, | must arrange for escort and care of my family members if a Noncombatant Evacuation Operation (NEO) is implemented, | know | will be
required to remain in place and perform my military duties.

3. All my family members are 19 or older and capable of self-care, (Initials)

4. | understand | may be subject to action under the Uniform Code of Military Justice (UCMJ) and/or appropriate Reserve component discharge authorities if this
statement is not accurate.

A. DATE TYPED OR PRINTED NAME, GRADE, AND SSN SIGNATURE

(Complete Block B. only when a military couple with family members share a joint domicile and have the same family care plan.)

B. DATE TYPED OR PRINTED NAME, GRADE, AND SSN SIGNATURE

SECTION Il. CAREGIVER CERTIFICATION (The following statements may be signed by as many as three different individuals or as few as one)

5. PRIMARY SHORT TERM CAREGIVER: | agree to accept responsibility for the family members of if he or she must

report for duty for extended work hours, recall or TDY for a duration of less than days. | also certify that the financial and travel arrangements
made by the legal guardian are adequate for the care of their family members while in my custody. | |:| will |:| will not be authorized use of commissary

and BX facilities. | know of possible behavioral changes in the family members and the nearest assistance center.

TYPED OR PRINTED NAME SIGNATURE [ DATE
ADDRESS - MUST BE IN LOCAL AREA (Include ZIP Code) HOME PHONE WORK PHONE
6. PRIMARY LONG TERM CAREGIVER: | agree to accept responsibility for the family members of if he or she is

reassigned in an unaccompanied status or deployed TDY for a duration to exceed the responsibilities of the short term caregiver. | also certify the financial and
travel arrangements made by the legal guardian are adequate for the care of their family members while in my custody. | |:| will |:| will not be authorized

use of commissary and BX facilities. | know of possible behavioral changes in the family members and the nearest assistance center.

TYPED OR PRINTED NAME SIGNATURE DATE

ADDRESS (Include ZIP Code) HOME PHONE WORK PHONE

7. ALTERNATE CAREGIVER: In the event the caregiver in item (item 5 and/or 6) is unavailable, | agree to accept responsibility for the family
members of | also certify that the financial and travel arrangements made by the guardian are adequate for the care of

their family members while in my custody. | |:| will |:| will not be authorized use of commissary and BX facilities. | know of possible behavioral changes

in the family members and the nearest assistance center.

TYPED OR PRINTED NAME SIGNATURE DATE

ADDRESS (Include ZIP Code) HOME PHONE WORK PHONE

SECTION Ill. TEMPORARY CUSTODY DESIGNATION OF A DUAL MILITARY COUPLE OR SINGLE PARENT

8. TEMPORARY CUSTODY DESIGNEE: | agree in the event of their death or incapacity to assume temporary custody of their family members until a legal guardian
is appointed by a court of competent jurisdiction.

TYPED OR PRINTED NAME SIGNATURE DATE

ADDRESS (Include ZIP Code) HOME PHONE WORK PHONE
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SECTION IV. CAREGIVERS CERTIFICATION FOR NONCOMBATANT EVACUATION OPERATION (NEQO) (For personnel assigned overseas only)

9. ESCORT CAREGIVERS: | agree to accept responsibility for the family members of to serve as
an escort, if evacuation from an oversea area becomes necessary.

A.TYPED OR PRINTED NAME - (PRIMARY) SIGNATURE DATE

ADDRESS - MUST BE IN SAME OVERSEA AREA(Include ZIP Code) HOME PHONE WORK PHONE

B. TYPED OR PRINTED NAME - (PRIMARY) SIGNATURE DATE

ADDRESS - MUST BE IN SAME OVERSEA AREA(Include ZIP Code) HOME PHONE WORK PHONE

C. TYPED OR PRINTED NAME - (ALTERNATE) SIGNATURE DATE

ADDRESS - MUST BE IN SAME OVERSEA AREA(Include ZIP Code) HOME PHONE WORK PHONE

D. TYPED OR PRINTED NAME - (ALTERNATE) SIGNATURE DATE

ADDRESS - MUST BE IN SAME OVERSEA AREA(Include ZIP Code) HOME PHONE WORK PHONE

10. POST EVACUATION CAREGIVER: | agree to accept responsibility for the family members of

after they have arrived at their Continental United States (CONUS) destination, if evacuation from an oversea area becomes necessary. | also certify
that arrangements made by the legal guardian are adequate for the care of their family members while in my custody. | know of possible behavioral

changes in the family members and the nearest assistance center.

TYPED OR PRINTED NAME SIGNATURE DATE

ADDRESS (Include ZIP Code) HOME PHONE WORK PHONE

SECTION V. STEPPARENT CERTIFICATION

11. STEPPARENT CERTIFICATION: | have read the Family Care Plan of my spouse. In no way will the presence of my spouse's family members in my household
preclude me from performing the full range of military duties as outlined in AFI 36-2908. | am also aware that at anytime | cannot perform my duties because

of these family members, | am subject to disciplinary action under the UCMJ and/or separation outlined in AFI 36-3908.

TYPED OR PRINTED NAME SIGNATURE OF STEPPARENT DATE

SECTION VI. COMMANDER CERTIFICATION (If additional space is needed, continue on bond paper)

12. | have reviewed this Family Care Certification and | am satisfied that the member has made adequate family care arrangements that will allow for a full
range of military duties and for worldwide availability as defined in AFI 36-2908.

A. SIGNATURE OF COMMANDER OR FIRST SERGEANT DATE

B. SIGNATURE OF COMMANDER OR FIRST SERGEANT DATE

C. SIGNATURE OF COMMANDER OR FIRST SERGEANT DATE

D. SIGNATURE OF COMMANDER OR FIRST SERGEANT DATE

SECTION VII. RECERTIFICATION (If additional space is needed, continue on bond paper)

13. | have reviewed this family care and certify they are still current

A.RECERTIFICATION REASON B. RECERTIFICATION REASON

SIGNATURE OF MEMBER DATE SIGNATURE OF MEMBER DATE
C. RECERTIFICATION REASON D. RECERTIFICATION REASON

SIGNATURE OF MEMBER DATE SIGNATURE OF MEMBER DATE
E. RECERTIFICATION REASON F. RECERTIFICATION REASON

SIGNATURE OF MEMBER DATE SIGNATURE OF MEMBER DATE
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FAMILY CARE PLAN

For use of this form, see AR 600-20; the proponent agency is DCS, G-1.

PRIVACY ACT STATEMENT
AUTHORITY: 10 U.S.C. Section 3013, Secretary of the Army: Army Regulation 600-20, Army Command Policy and E.O. 9397.

PRINCIPAL PURPOSE: To emphasize to soldiers the significance of their responsibilities to the military service and their family members while
performing required military duties.

ROUTINE USES: None

DISCLOSURE: Mandatory; Failure to maintain a Family Care Plan could subject the soldier to separation, administrative action, or
disciplinary action under the UCMJ.

PART | - SOLDIER'S FAMILY CARE

A . lwas counseled on (date) , and fully understand the policy on family member INITIALS
care responsibilities. | understand that | must arrange for care of my family members, remain available for deployment and training,
and report for duty as required without interference of responsibility for family members. | assume responsibility for all obligations for
such things as child care, food, adequate housing, transportation, and emergency needs of my family members regardless of age.

B. | have made and will maintain arrangements for the care of my family members during all the following:
1. Duty 6.  Temporary Duty 11. Deployment
2.  Exercises/field duty 7. Unit Training Assembly 12. Other Military Duty
3. Permanent Change of Station 8.  Active Duty Training 13. Emergencies
4.  Alerts 9.  Unaccompanied Tours 14. Leave/non-duty Time
5. Annual Training 10. Mobilization
C. lunderstand the importance of ensuring the proper care for my family members, and ensuring my own readiness and deployability

as well. I further understand that in light of the critical nature of both these requirements:

1. Failure to make and maintain adequate family member care arrangements in accordance with the Army's policy is grounds for
disciplinary action or separation.

2. Nonavailability for worldwide assignment and/or unit deployment may lead to my separation from the Army.

3. If arrangements for the care of my family members fail to work, | am not automatically excused from prescribed duties, unit
deployment, or reassignment.

4.  If| fail to maintain a Family Care Plan or provide false information regarding my plan, | am subject to separation, administrative
action, or disciplinary action under UCMJ.

5. I must maintain an up-to-date Family Care Plan and revise my Plan when circumstances change. | understand that Family Care
Plans may be tested at the discretion of the commander.

6. | will receive no special consideration in duty assignments or duty stations based on my responsibilities for my family members
unless enrolled in the Exceptional Family Member Program (EFMP) in accordance with AR 600-75.

D. | have made all necessary arrangements (legal, educational, financial, religious, special, etc.) to ensure a smooth, rapid turnover
of family member care responsibilities in case this plan is implemented.

E. | have arranged for necessary travel required to transfer my family members to a designated person. If my principal designee is not
in the local area, | have arranged with a nonmilitary person in the local area to assume temporary guardianship of my family
members until they are transferred to my principal care designee, or that designee arrives to assume responsibility for their care.

F. A copy of DA Form 5841 (Power of Attorney) or equivalent documents and a copy of DA Form 5840 (Certificate of Acceptance
as Guardian or Escort) for each escort or guardian whether temporary or long-term is attached to this plan.

G. The following additional required documents are completed, included in this plan, and will be put into effect as part of my Family Care
Plan.

1. DD Form 1172 (Application for Uniformed Services Identification Card - DEERS Enrollment) for each family member whether they
have a currently valid ID card or not.

2. DD Form 2558 (Authorization to Start, Stop or Change an Allotment) or other proof of financial support for expenses incurred
by guardian and family members.

3. Copies of Letters of Instruction (which have been forwarded to designated escorts or guardians along with powers of attorney and
other pertinent documents), outlining all special instructions concerning the care of my family members have also been included in
my Family Care Plan.

H. I have thoroughly briefed escorts and guardians on the full extent of their responsibilities and on procedures for gaining access to
military/civilian facilities, services, entitlements and benefits on behalf of my family members.

l. | am confident that my Family Care Plan is workable, and to the best of my knowledge, the guardian (s) and escort (s) | have
designated will be both willing and able to carry out the responsibilities of caring for my family members.

PART Il - DESIGNATION OF GUARDIANS/ESCORTS

A. | (We) have designated the following temporary guardian to care for my (our) family member (s) until responsibility is transferred to escort or
principal (long-term) guardian.

1. TYPED OR PRINTED NAME 2a. COMPLETE ADDRESS (Including Street, Apartment Number,
P.O. Box Number, Rural Route Number, City, State, and ZIP + 4
where applicable)

3.  TELEPHONE NUMBER (Include Area Code)

2b. E- MAIL ADDRESS
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B. | (We) have designated the following individual(s) as principal long-term guardian(s) for my(our) family member(s). The designated guardian(s)

reside in the continental United States or United States territories.

1. TYPED OR PRINTED NAME 2a. COMPLETE ADDRESS (Including Street, Apartment Number,
P.O. Box Number, Rural Route Number, City, State, and ZIP + 4
where applicable)

3.  TELEPHONE NUMBER (Include Area Code)

2b. E-MAIL ADDRESS

C. | (We) have designated the following individual(s) as escort for my(our) family member(s) if evacuation from OCONUS becomes necessary (applies

only to persons assigned OCONUS):

1. TYPED OR PRINTED NAME 2a. COMPLETE ADDRESS (Including Street, Apartment Number,
P.O. Box Number, Rural Route Number, City, State, and ZIP + 4
where applicable)

3.  TELEPHONE NUMBER (Include Area Code)

2b. E-MAIL ADDRESS
PART Il - DUAL MILITARY COUPLES ONLY
MILITARY SPOUSE AND COMMANDER CERTIFICATION

A. Spouse: We have made arrangements and will maintain arrangements for the care of our family member(s) in all circumstances required by our

commitment to the military and our family.

1. SIGNATURE OF SPOUSE 2. DATE (YYYY/MM/DD)

3. TYPED OR PRINTED NAME OF SPOUSE

a. INIT. ‘ DATE b. INIT. DATE c. INIT. DATE d. INIT. DATE e. INIT. DATE

4.  Recertification

B. Commander: | have counseled the military spouse assigned to my unit, reviewed the Family Care Plan, and | am satisfied that the members have

made adequate family care arrangements.

1. SIGNATURE OF COMMANDER 2. DATE 3. UNIT ADDRESS

4. TYPED OR PRINTED NAME OF COMMANDER

a. INIT. ‘ DATE b. INIT. DATE c. INIT. DATE d. INIT. DATE e. INIT. DATE

5. Recertification

PART IV - SOLDIER AND COMMANDER CERTIFICATION

A . Soldier: | (We) have made arrangements and will maintain arrangements for the care of my(our) family member(s) in all circumstances required by

my(our) commitment to the military and my(our) family.

1. SIGNATURE OF SOLDIER 2. DATE (YYYY/MM/DD)

3. TYPED OR PRINTED NAME OF SOLDIER

a. INIT. ‘ DATE b. INIT. DATE c. INIT. DATE d. INIT. DATE e. INIT. DATE

4. Recertification

B.  Commander: | have reviewed the Family Care Plan, and | am satisfied that the members have made adequate family care arrangements that will

allow for a full range of military duties and for worldwide availability as defined here.

1. SIGNATURE OF COMMANDER 2. DATE 3. UNIT ADDRESS

4. TYPED OR PRINTED NAME OF COMMANDER

a. INIT. ‘ DATE b. INIT. DATE c. INIT. DATE d. INIT. DATE e. INIT. DATE

5.  Recertification
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REQUIRING DIRECTIVE OPNAVINST 1740.4

FILLABLE FORM DEPARTMENT OF THE NAVY FAMILY CARE CERTIFICATE

PRIVACY ACT

AUTHORITY: 10 U.S.C. Section 5013, Secretary of the Navy and OPNAVINST 1740.4D

PRINCIPAL PURPOSE: To identify and ensure that single military members and military couples with dependents have made adequate dependent
care arrangements. To ensure the member is world-wide assignable. To ensure combat readiness and document a plan for the care of family
members in the event of a medium or long term absence. To evaluate compliance with DOD and Navy programs requiring Family Care Plans. To
ensure family members are cared for during deployments, reserve mobilizations, temporary duty, etc. and that arrangements are in place for the
financial well being of family members covered by the Family Care Plan during separations.

ROUTINE USES: Used by the Commanding Officer or his/her representative to ensure Family Dependent Care Program is in place.
DISCLOSURE: Individuals who fail to maintain a current Family Care Plan may be subject to separation from the Navy (OPNAVINST 1740.4D
paragraph 7.d.(6)).

PART |. SERVICEMEMBERS ACKNOWLEDGEMENT

1. I have been counseled and fully understand Navy policy on dependent care responsibilities. | have read and understand the Navy's INITIALS
policy that | must arrange for dependent care so that | will remain worldwide available as defined, and that | must report for duty without
dependents, as required.

2. lunderstand that failure to make and maintain an adequate Family Care Plan in accordance with the Navy's policy may be grounds
for disciplinary action or separation from the Navy, or both.

3. lunderstand that | may be subject to action under the Uniform Code of Military Justice if this statement is not accurate.

4. 1 understand that | am subject to deployments on short notice and that | will not be given special privileges because | have
dependents.

5. My normal working hours are from to . | have made arrangements for the care of my family members
during these hours as well as absences due to extended working hours and the execution of my military duties. | understand that if
these arrangements for the care of my dependents fail, my absence from assigned duty is without authority unless | have been excused
by my commanding officer.

6. | affirm that | have made and will maintain arrangements for the care of my dependents to permit me to be worldwide available
during Duty Hours, Extended Duty Hours, Exercises, Unaccompanied Tours, Temporary Additional Duty, Permanent Change of Station,
and other similar military obligations.

7. lunderstand that | must revise or verify this plan at least yearly or on reassignment, reenlistment, extension of enlistment, or within
60 days (90 days for Ready Reserve) of any change in my family or caregiver status.

8. | understand that while serving in an overseas area, | must arrange for the escort and care of my dependents by the designated
person. If my principal caregiver is not in the local area, | understand that | must arrange with a nonmilitary person in the local area to
assume temporary responsibility for my dependents until that responsibility is transferred to my principal caregiver.

9. In the event of my death or incapacity, (name, address, telephone number)

has agreed to assume temporary responsibility for my minor children until the guardian named in my will assumes responsibility, or until
a legal guardian or other custodian is appointed by a court of competent jurisdiction, or until my child(ren)'s non-custodial natural parent
assumes custody, whichever occurs first.

10. The attached form (NAVPERS 1740/7) explains what financial arrangements have been made to provide support for my family
member(s) while they are under someone else's care, what logistical arrangements have been made to get my family members to the
designated caregiver; where to go for routine and emergency medical treatment for my family member(s), and what the caregiver
should do in the event they are no longer able to care for my family members.

11. TYPED OR PRINTED NAME OF MEMBER: 12. RANK/RATE: 13. BLOCK

(NOT USED)
14. DATE (YYYYMMDD): 15. MEMBER'S SIGNATURE:
NAVPERS 1740/6 (Rev. 02-2011) FOR OFFICIAL USE ONLY PAGE 1 OF 3
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REQUIRING DIRECTIVE OPNAVINST 1740.4

DEPARTMENT OF THE NAVY FAMILY CARE CERTIFICATE (CONTINUED)

PART Il. CAREGIVER ACKNOWLEDGEMENT

16. Member's absence is for a duration of less than 30 days.

16A. TYPED OR PRINTED NAME OF CAREGIVER:

16B. ADDRESS OF CAREGIVER:

16C. SIGNATURE OF CAREGIVER:

16D. TELEPHONE NUMBER OF CAREGIVER (INCLUDE AREA CODE):

16E. TYPED OR PRINTED NAME OF WITNESS:

16F. WITNESS' SIGNATURE:

17. Member's absence is for a duration of greater than 30 days.

17A. TYPED OR PRINTED NAME OF CAREGIVER:

17B. ADDRESS OF CAREGIVER:

17C. SIGNATURE OF CAREGIVER:

17D. TELEPHONE NUMBER OF CAREGIVER (INCLUDE AREA CODE):

17E. TYPED OR PRINTED NAME OF WITNESS:

17F. WITNESS' SIGNATURE:

18. Applies to single servicemember sponsors & dual military couples with dependents serving overseas and accompanied by

dependents.

18A. | agree to be responsible for accompanying and caring for the family members of

as an escort if evacuation from an overseas area becomes necessary.

18B. TYPED OR PRINTED NAME OF ESCORT:

18C. SIGNATURE OF ESCORT:

18D. TYPED OR PRINTED NAME OF WITNESS:

18E. WITNESS' SIGNATURE:

PART Ill. FOR DUAL MILITARY COUPLES ONLY

19. Statement of Military Spouse: | have read my spouse's plan and concur.

19A. SPOUSE'S COMMAND:

19B. COMMAND'S FAMILY CARE PLAN COORDINATOR AND
TELEPHONE NUMBER:

19C. TYPED OR PRINTED NAME OF SPOUSE:

19D. SPOUSE'S SIGNATURE:

NAVPERS 1740/6 (Rev. 02-2011)

FOR OFFICIAL USE ONLY
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REQUIRING DIRECTIVE OPNAVINST 1740.4

DEPARTMENT OF THE NAVY FAMILY CARE CERTIFICATE (CONTINUED)

20. ADDITIONAL COMMENTS:

PART IV. CONSENTING NATURAL OR ADOPTIVE PARENT

21. | have reviewed this Family Care Plan and concur.

21A. TYPED OR PRINTED NAME: 21B. SIGNATURE: 21C. DATE (YYYYMMDD):

PART V. COMMAND CERTIFICATION

22. | have reviewed this Family Care Plan and (I am/I am not) satisfied that the member has made adequate family care arrangements
that will allow for a full range of military duties and for worldwide availability as defined here.

22A. TYPED OR PRINTED NAME OF COMMANDING OFFICER: |22B. SIGNATURE OF COMMANDING OFFICER: |22C. DATE (YYYYMMDD):

NAVPERS 1740/6 (Rev. 02-2011) FOR OFFICIAL USE ONLY PAGE 3 OF 3
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RABIES VACCINATION CERTIFICATE

PRIVACY ACT STATEMENT

AUTHORITY: 10 U.S.C. Section 3013, Secretary of the Army; 10 U.S.C. 5013, Secretary of the Navy; 10 U.S.C. 8013, Secretary of the Air Force;
DoD Directive 6400.4, DoD Veterinary Services Program; AR 40-905, SECNAVIST 6401.1B, AF| 48-131, Veterinary Health Services; and E.O. 9397
(SSN).

PRINCIPAL PURPOSE(S): The personal information will facilitate and document your animal's rabies vaccination status.

ROUTINE USE(S): Used by veterinarians and other health authorities to request and record the ownership, identity, and vaccination status of the
described animal. The information may also be used to aid in Federal, state, and local preventive health and communicable disease control programs;
compile statistical data; conduct research; teach; and assist in law enforcement; to include investigations and litigation.

DISCLOSURE: Voluntary; however, if the requested information is not furnished, the animal cannot be maintained on any military installation and
comprehensive health care may not be possible.

1. OWNER'S NAME (Last, First, Middle Initial) 2. TELEPHONE NUMBER (Include Area Code)

3. ADDRESS (Number, Street, City, State, ZIP Code)

4. ANIMAL

a. NAME b. MICROCHIP NUMBER(S) c. SPECIES d. SEX

e. AGE f. WEIGHT g. PREDOMINANT BREED h. COLOR(S)

5. VACCINE

a. PRODUCER (First 3 letters) b. LOT NUMBER c. EXPIRATION DATE d. VIRUS TYPE e. ADMINISTRATION SITE
6. VACCINATION 7. VETERINARIAN

a. RABIES TAG NUMBER b. DATE VACCINATED a. NAME b. LICENSE NUMBER

c. VACCINATION DURATION d. VACCINATION DUE c. SIGNATURE

8. FACILITY ADDRESS (Street, City, State, ZIP Code)

INSTRUCTIONS
OWNER'S NAME. Self-explanatory.
. TELEPHONE NUMBER. Self-explanatory.
. ADDRESS. Self-explanatory.
. ANIMAL.
a. NAME. Self-explanatory.
. MICROCHIP NUMBER(S). List all scannable microchips implanted in this animal.
. SPECIES. Self-explanatory.
. SEX. Self-explanatory.
. AGE. Self-explanatory.
WEIGHT. Self-explanatory.
. PREDOMINANT BREED. List only the predominant breed. If not purebred, followed by the word "mix".
. COLOR(S). Self-explanatory.
5. VACCINE.
PRODUCER. The first three letters of the company name of the company that produced the vaccine.
. LOT NUMBER. Production lot number of the vaccine used.
. EXPIRATION DATE. Expiration date of the vaccine used.
. VIRUS TYPE. Virus type of the vaccine used (e.qg., killed, modified live, recombinant).
. ADMINISTRATION SITE. Location and method of administration of the vaccine used (e.g., SQRS - subcutaneous over right shoulder).
6. VACCINATION.
a. RABIES TAG NUMBER. Self-explanatory.
b. DATE VACCINATED. Self-explanatory.
c. VACCINATION DURATION. Length of time in years that the vaccination is valid for.
d. VACCINATION DUE. Date that next rabies vaccination is due.
7. VETERINARIAN.
a. NAME. Name of the veterinarian responsible for the vaccination.
b. LICENSE NUMBER. Veterinary medical license number, to include two letter state of issuance, of the responsible veterinarian.
c. SIGNATURE. Self-explanatory.
8. FACILITY ADDRESS. Self-explanatory.
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		owner_name: 

		owner_phone: 

		owner_addr: 

		animal_name: 

		microchip: 

		species: 

		sex: 

		age: 

		weight: 

		breed: 

		color: 

		vacc_prod: 

		lot_no: 

		exp_date: 

		virus: 

		admin_site: 

		tag_no: 

		date_vacc: 

		vacc_dur: 

		date_due: 

		vet_name: 

		license: 

		vet_sign: 

		fac_addr: 

		Reset: 






VETERINARY HEALTH CERTIFICATE

PRIVACY ACT STATEMENT

AUTHORITY: 10 U.S.C. Section 3013, Secretary of the Army; 10 U.S.C. 5013, Secretary of the Navy; 10 U.S.C. 8013, Secretary of the Air Force;
DoD Directive 6400.4, DoD Veterinary Services Program; AR 40-905, SECNAVIST 6401.1B, AF| 48-131, Veterinary Health Services; and E.O. 9397
(SSN).

PRINCIPAL PURPOSE(S): The personal information will facilitate and document your animal's general health and rabies vaccination status to permit
interstate and international movement.

ROUTINE USE(S): Used by state, Federal, and international health authorities to request and record the ownership, identity, and vaccination status of
the described animal. The information may also be used to aid in Federal, state, and local preventive health and communicable disease control
programs; compile statistical data; conduct research; teach; and assist in law enforcement; to include investigations and litigation.

DISCLOSURE: Voluntary; however, if the requested information is not furnished, the animal may not be allowed interstate or international movement.

1. OWNER'S NAME (Last, First, Middle Initial) 2. TELEPHONE NUMBER (Include Area Code)

3. ADDRESS (Number, Street, City, State, ZIP Code)

4. ANIMAL
a. NAME b. SPECIES ¢c. SEX d. AGE e. WEIGHT
f. MICROCHIP NUMBER(S) g. PREDOMINANT BREED h. COLOR(S)

5. RABIES IMMUNIZATION DATA

a. PRODUCER (First 3 letters) b. LOT NUMBER c. VIRUS TYPE d. DATE VACCINATED e. VACCINATION DURATION

This is to certify that the above described animal has been examined by me on the date below and was found to be free of any
apparent communicable disease. This animal appears healthy for transport, but needs to be maintained at a temperature within its
thermal neutral zone. It is recommended that the ambient temperature of this animal's environment be maintained within the
specifications of USDA Regulation 9 CFR. 3.18. To the best of my knowledge this animal has not been exposed to rabies and did
not originate from a rabies quarantine area.

6. FACILITY ADDRESS (Street, City, State, ZIP Code) 7. VETERINARIAN
a. NAME b. LICENSE NUMBER
c. SIGNATURE d. DATE (YYYYMMDD)

INSTRUCTIONS

1. OWNER'S NAME. Self-explanatory.

2. TELEPHONE NUMBER. Self-explanatory.

3. ADDRESS. Self-explanatory.

4. ANIMAL.

a. NAME. Self-explanatory.
. SPECIES. Self-explanatory.
SEX. Self-explanatory; indicate if spayed or neutered.
. AGE. Self-explanatory.
WEIGHT. Self-explanatory.
MICROCHIP NUMBER(S). List all scannable microchips implanted in this animal.
. PREDOMINANT BREED. List only the predominant breed. If not purebred, followed by the word "mix".
. COLOR(S). Self-explanatory.
5. RABIES IMMUNIZATION DATA. Information derived from valid Rabies Vaccination Certificate for described animal.
PRODUCER. The first three letters of the company name of the company that produced the vaccine.
. LOT NUMBER. Production lot number of the vaccine used.
. VIRUS TYPE. Virus type of the vaccine used (e.qg., killed, modified live, recombinant).
. DATE VACCINATED. Self-explanatory.
. VACCINATION DURATION. Length of time in years that the vaccination is valid for.
6. FACILITY ADDRESS. Self-explanatory.
7. VETERINARIAN.
a. NAME. Name of the veterinarian performing the examination and verifying the rabies vaccination information.
b. LICENSE NUMBER. Veterinary medical license number, to include two letter state of issuance, of the responsible veterinarian.
c. SIGNATURE. Self-explanatory.
d. DATE. Self-explanatory.
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		animal_name: 

		species: 

		sex: 

		age: 

		weight: 
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ANIMAL NON-COMBATANT EMERGENCY EVACUATION CARD

OWNER NAME RANK SSN ANIMAL NAME

UNIT ASSIGNED HOME OF RECORD ADDRESS

HOME OF RECORD PHONE

ANIMAL DESCRIPTION: CANINE____~ FELINE____~ OTHER_______ BREED

MALE____ FEMALE______ COLOR(S) MARKINGS

MICROCHIP # DISPOSITION (circle one): TAME QUESTIONABLE AGGRESSIVE

MEDICATION Timesaday 1 2 3 4

MEDICATION Timesaday 1 2 3 4

MEDICATION Timesaday 1 2 3 4
CAGE NUMBER ANIMAL & CAGE WEIGHT MEDICATIONS

ANIMAL NON-COMBATANT EMERGENCY EVACUATION CARD

OWNER NAME RANK SSN ANIMAL NAME

UNIT ASSIGNED HOME OF RECORD ADDRESS

HOME OF RECORD PHONE

ANIMAL DESCRIPTION: CANINE___ FELINE___~ OTHER_______ BREED

MALE____ FEMALE______ COLOR(S) MARKINGS

MICROCHIP # DISPOSITION (circle one): TAME QUESTIONABLE AGGRESSIVE
MEDICATION Timesaday 1 2 3 4
MEDICATION Timesaday 1 2 3 4
MEDICATION Timesaday 1 2 3 4

CAGE NUMBER ANIMAL & CAGE WEIGHT MEDICATIONS
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