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The applicant may be participating in strenuous activity, which may include exposure to extreme weather conditions, cold water, fatigue and remote 
locations. Please, complete the following items and summarize your findings in the section below. By your signature, you have determined that the 
applicant is fit for full duty in the New York Naval Militia. 
Medical examinations recorded on another agency or organizational record of medical examination form, with signature of licensed medical 
practitioner are acceptable in lieu of this completed form. Attach the completed other agency form to this form, and complete sections 1 and 2 below. 
Acceptance criteria for applicants to the New York Naval Militia include the ability to FULLY participate in militia activities. This includes strenuous 
physical exercise and activities. Defects that are cause for rejection of an applicant for actual enlistment or appointment into the naval service 
should be identified. Conditions that will or are likely to require treatment, particularly unresolved injuries and recurrent illness must be listed. The 
history of immunization should be verified to the satisfaction of the medical examiner. A licensed healthcare provider must ·complete this 
examination. 

1. UNIT INFORMATION 
1a. Unit Name I1b. NYNM Region 

2. PERSONNEL INFORMATION
2a. Last Name I 2b. First Name I2c. Ml 12d. Blank 

2e. Age I 2f. Date of Birth (DD MMM YY) I 2g. Sex 2h. Emergency Contact Person Name and Phone Number 
0 Male D i=omQle 

2i. Home Address 
I 2j. City I2k. State 121. Zip Code + 4

2m. Harne Phone 
I

2n. Date of Physical Examination (DD MMM YY) 120. Location of Physical Examination

3. CLINICAL EVALUATION

Normal 

3a. Head, Face, Neck, and Scalp D 
3b. Nose D 
3c. Sinuses D 
3d, Ears - General (Internal and External Canals) D 
3e. Ear Drum (Perforation) D 
3f. Eyes- General D 
3g. Ophthalmoscopic D 
3h. Pupils (Equality and Reaction) D 
3i. Heart (Thrust, Size, Rhythm, and Sounds) D 
3j. Lungs and Chest D 
3k. Abdomen and Viscera (Include Hernia) D 
31. External Genitalia (Genitourinary) D 
3m. Upper Extremities D 
3n. Lower Extremities D 
3o. Feet D 
3p. Spine and other Musculoskeletal D 

4. LABORATORY FINDINGS (as clinically indicated) 

4a. Urinalysis 
(1) Albumin: I (2) Sugar: 

5. MEASUREMENTS AND OTHER FINDINGS 
Sa. Height 

I Sb. Weight 

I
Sc. Obese 

inches lbs. 0 Yes O Na 
Sf. Audioaram /if available attach audioaram printout) 

HZ 500 1000 2000 3000 4000 6000 

Right 
Left 

Abnormal Normal Abnormal 

D 3q. Mouth and Throat D □ 

D 3r. Vascular System (Varicosities, etc.) D □ 

D 3s. Prostate D □ 

D t. Testicular □ □ 

□ 3u. Anus and Rectum □ □ 

D 3v. Endocrine System D □ 

D 3w. G-U System D □ 

D 3x. Skin, lymphatics D □ 

D 3y. Neurologic D □ 

D Notes: (Describe abnormalities in detail. Continue in Section 6 or additional sheets as necessary.) 

D 

D 

D 
D 

D 

D 

I
4b. Blood 
(1) Hemoglobin:

I
Sd. Pulse I Se. Blood Pressure 

(1) Systolic: 
Sg. Wears Glasses 

I
Sh. Wears Contacts 

8000 D Yes □ No 0 Yes O No 
Si. Color Vision 

I (2) Hematocrit: 

I (2) Diastolic: 
Sj. Best/Corrected Vision 
(1) Left: 20/ I (2) Right: 20/ 

Sk. Or valid NYS Driver License Number/Class 

51. Other Findings (if more room is needed, continue on reverse)
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The information requested below is required to provide the medical examiner an accurate history of illnesses and injuries that may affect the 
applicant's ability to perform the strenuous physical exercise and exposure to living and working environments that are a part of the New York Naval 
Militia. Also this information will be provided to medical examiners in case of injury or illness. If taking medications at time of agglication, list in 
Block 6. 

THE INFORMATION YOU PROVIDE MUST BE ACCURATE AND COMPLETE. You are encouraged to consult your private medical provider 
regarding past illnesses. 

1. UNIT INFORMATION 
1a. Unit Name 

11 b. NYNM Region 

2. PERSONAL INFORMATION 
2a. Last Name 

2e.Age 121. Date of Birth (DD MMM YY)

2i. Home Address 

1
2b. First Name 

1
2c. Ml 

1
2d. Blank 

1
29. Sex

1
2h. Emergency Person Contact Name and Phone Number         D X 

2j. City 

2k. State 

I
21. Zip Code + 4 I2m. Home Phone I2n. Date of Physical Examination (DD MMM YY) 

3. MEDICAL HISTORY (Mark each item "YES" or "NO" Every item marked YES must be fully explained in block 6: explain treatment to return member to medically fit for duty) 

HAVE YOU EVER HAD OR DO YOU NOW HAVE 

ANY OF THE FOLLOWING CONDITIONS: YES NO YES 

3a. Tuberculosis or live with someone with tuberculosis □ □ 3m. Head injury or concussion □ 

3b. Chronic or recurrent abdominal or stomach pain □ □ 3n. Seizures, convulsions, epilepsy, or fits □ 

3c. Asthma or breathing problems related to exercise, pollen, etc. □ □ 3o. Car, train, sea, and/or air sickness □ 

3d. Been prescribed or use an inhaler □ □ 3p. A period of unconsciousness □ 

3e. Loss of vision in either eye □ □ 3q. Heart trouble or murmur □ 

3f. Loss of hearing or wear a hearing aid □ □ 3r. Received counseling for emotional or behavior disorder □ 

3g. Impaired use of arms, legs, hands, feet □ □ 3s. Eating disorder {bulimia, anorexia) □ 

3h. Knee problems □ □ 31. Sleepwalking □ 

3i. Broken bones(s) (cracked or fractured) □ □ 3u. Frequent or severe headaches □ 

3j. Diabetes □ □ 3v. Been hospitalized (if yes, why, when, where) □ 

3k. Anemia (including sickle cell) □ □ 3w. Any illness or injury not mentioned above (if yes, explain) □ 

31. Dizziness or fainting spells (including after exercise) □ □ 3x. Advised to avoid certain physical activities (if yes, explain) □ 

4, IMMUNIZATION RECORDS 
IMMUNIZATIONS 

Month/Year Given Month/Year Given Month/Year Given 
Tetanus I Mumps I Tdap I 

Diptheria I Rubella I Hepatitis A I 

Pertussis I Polio I Hepatitis B I 

Measles I Chicken Pox I TB/PPD I 

Small Pox I Influenza I Anthrax I 

PREVIOUS EDITIONS ARE OBSOLETE 
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NO 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□

□ 

0 Male D i=omQle 




