RETENTION PACKAGE CHECKLIST
Revised 29 AUG 2011
· COMMAND LETTER: YES / NO

· From: Inspector-Instuctor, (Unit)
· The To: line is Chief, Bureau of Medicine and Surgery, (Code M32)

· The Via: line is Commander, Marine Forces Reserve (HSS)

· Subject lines states the intentions of unit’s request (Retention, waiver, TNPQ extension or re-submittal of NPQ).

· If requesting retention indicate number of good years in service.

· Give brief history of injury / illness.

· Statement from the Inspector-Instructor (is the member an asset? Is he/she recommended for retention?)

· Status of member at the time of injury. 
· NON-MEDICAL ASSESSMENT:   YES / NO

· NMA cannot be older than 6 months at time of submission to BUMED.
· LEVEL OF ACTIVITY STATEMENT SIGNED BY MEMBER: YES / NO

· A basic letter written and signed by the member, stating work, recreation, limitation and brief history of injury / incident.
· If no LOA, then a SF 600 explaining why there is no LOA.
· COPY OF CURRENT PHYSICAL HEALTH ASSESSMENT:  YES / NO

·  DD form 2807 and 2808 are excepted if documents are less than 2yrs old.
· CURRENT MEDICAL DOCUMENTATION: YES / NO

· All medical documentation pertaining to the illness/injury being considered in package.
· STATUS OF PACKAGE:
· ____   Submitted to MARFORRES / HSS

· ____   waiting for additional documentation from member.

· Date requested: _______________

· Date received:   _______________
REVIEW BY: ____________________________________ DATE: ______________
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UNITED STATES MARINE CORPS

<<Command Name>> 

<<Command Address>>

<<Command Address>>

<<Command Address>>
                                                                                                                                                                                                                                                     IN REPLY TO            



   6000
                                                                                                                                                                                                                            



  MED                                                                                                                               
From:  Inspector-Instructor, <<Company>>

TO:    Chief, Bureau of Medicine and Surgery (Code M32)

Via:   Commander, Marine Force Reserve, HSS 

Subj:
REQUEST DETERMINATION OF PHYSICAL QUALIFICATION FOR RETENTION IN THE MARINE CORPS RESERVE ICO <<RANK, FULL NAME>>, <<LAST FOUR SSN>>/<<service/component-regular, reserve, AR,FTS>> 

Ref:
  (a) Manual of the Medical Department Ch 15

       (b) MCO P1001R.1J


  (c) MCO P1900.16D


  (d) COMMARFORRES P6000. 
Encl:  (1) Periodic Health Assesement / DD Form 2807/2808

       (2) Non-Medical Assessment

       (3) Level of Activity Statement 

       (4) Medical Documents

1.  Request determination for retention in the U. S. Marine Corps Reserve (USMCR) is made for <<Rank Full Name>> per the references. The following enclosures are provided to assist in the determination. In addition the following information is provide:

      a. <<Rank / Full Name>> entered the USMCR on <<DD MMM YY>>. His/Her end of mandatory drill date is <<DDMMMYY>>. His/Her end of current contact is <<DDMMMYY>>.
      b. Inspector-Instructor comments: <<comments>>
2.  Point of contact in this matter is <<rank / Full Name>> at <<Phone Number>> and E-mail <<e-mail address>>

<<Commanding Officer>>

UNITED STATES MARINE CORPS


<<Command Name>>

<<Command Address>>

<<Command Address>>

<<Command Address>>
                                                                                                IN REPLY TO

6100                                                                                             Ser NPQ/



From:  Inspector-Instructor, <<Company>>

TO:    Chief, Bureau of Medicine and Surgery (Code M32)

Subj:  NON-MEDICAL ASSESSMENT (NMA) IN THE CASE OF <<FULL NAME>>, <<RANK/RATE>>, <<FULL SSN>>, << service/component-regular, reserve, AR,FTS>>

1. The following assessment is submitted to assist in their determination of Fitness/Unfitness of SNM:

a. Service member’s  UIC: <<UIC>>

b. Member’s current position: <<0000>>

c. Is the member currently working out of his/her specialty because of his/her medical condition? <<yes/no>>

d. Member did take the PRT/PFT: <<yes/no>>

e. Can member presently take the PRT/PFT? <<yes/no>>

f. Member’s height and weight: <<inches/lbs>>

g. Is the member within weight and boby fat standards? <<yes/no>> if not is member on weight control? <<yes/no>>

h. To your knowledge, is the member fully complying with the prescribed appointments and treatments for the therapy? <<yes/no>> Has the member complied in the past? <<yes/no>>   

i. What is the average number of work hour per week that the member’s condition has required the member to be away from current duties for treatment, evaluation, and/or recuperation? <<##>>

Subj:   NON-MEDICAL ASSESSMENT (NMA) IN THE CASE OF <<FULL NAME>>, <<RANK/RATE>>, <<FULL SSN>>, << service/component-regular, reserve, AR,FTS>>
j. Is member pending disciplinary action or involuntary administration separation for misconduct? <<yes/no>> If so, for what?

k. What is the member’s current length of service and date of entry into service? LOS <<years/months>> ADSD/ADBD <<mo/yr>>

l. Considering the member’s current phyical condition, is he/she worldwide assignable? <<yes/no>>

m. Does the member have good potential for continued service in his/her present physical and mental condition? <<yes/no>> 

n. Does the member desire to condition his/her military service? <<yes/no>>

o. Commanding Officers input: << Comments>>

2. POC at this command is  << Rank Name/position >> at <<Phone number>> or E-mail << e-mail>>.

<<Commanding Officer>>

LEVEL OF ACTIVTY STATEMENT

_________________

Date

From: ____________________________________

     Last             First          Rank

To:  ____________________________________ (Unit)

Via: MARFORRES HSS

Give a brief description of your work, recreations and medical limitations; also include a brief history of the injury/incident.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________                          ________________________________

Member’s Signature




 Medical Department Representative
