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I have been counseled concerning SBP and fully
understand the automatic enrollment and future 
enrollment provisions on the Plan.
G
ADMINISTRATIVE REMARKS (1070)
 
Articles UCMJ explained to me this date as
required by Article 137, UCMJ.
 
Articles UCMJ explained to me this date as
required by Article 137, UCMJ.
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	Remarks1:                  Temporarily Not Physically Qualified (TNPQ) Placement_______       I have been placed TNPQ this date due to a non-service (Initials)       related medical condition or injury. As a member of the                          United States Marine Corps Reserve, I am expected to                     maintain good physical health per DoDI 6025.19._______       I understand that while on TNPQ, per Marine Corps Order (Initials)       1001R.1K and Force Order 6000, I'm not authorized to                      perform Active Duty for Operational Support (ADOS)  or                      Active Duty for Training (ADT) greater than 30 days or                      perform any duties from which I have been restricted by                      the Inspector-Instructor Medical Department. Off-site                      ADOS or ADT is not authorized while in a TNPQ status.                      Off-site drills can be rescheduled or performed at the HTC. _______       I have been informed and understand that I have 180 days(Initials)       from the date of this page 11 to return to Full Duty. If                      required, I may request a one-time extension of 180 days                      from COMMARFORRES Physical Qualifications and                      Review (MED-32) to complete my medical treatment._______       I understand that while I am in the TNPQ status, I must (Initials)       provide medical documentation every 30 days from my                       physician. Updates on my treatment progress to the                      Inspector-Instructor Medical Department. Failure to                       provide required documentation could result in                      administrative actions, including, but not restricted to,                      administrative separation and/or (for enlisted personnel)                      reduction in grade per Marine Corps Order 1001R.1K._______       I understand I am on:(Initials)                              TNPQ DRILL       or       TNPQ NON-DRILL                                                            (circle one)
	Remarks2: _______       I have health insurance through ______________________.(Initials)_______       I do not have health insurance at this time.(Initials)_______       I have chosen to(Initials)                             PARTICIPATE     OR     NOT PARTICIPATE                                                     (circle one)                     in the TRICARE Reserve Select medical insurance program                      (TRS). I understand this program may help to defer the cost                      of my medical treatment.Member's Contact Information:Home Address: Phone Number: Email Address:  _____________________     _______________________      _______(Member's Printed Name)           (Member's Signature)             (Date)_____________________     _______________________      _______ (CO/I-I Printed Name)                  (CO/I-ISignature)                  (Date)              
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