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	Individual Information Sheet

	Name: 
	Grade: 
	SSN: 
	Age: 

	Marital Status
	Years Married
	Number Children

	Date entered service:
	Date assigned:
	Date returned last deployment:

	Primary MOS:
	Duty MOS:
	Years experience in duty position/MOS:

	Unit/Organization name and address: 

	Duty Phone:

	Local Address:

	Home Phone:

	Location at time of accident:


	Activity at time of accident:



	Physical Condition / Rest / Fatigue

	Were you hungry or thirsty at the time of the accident? (circle one)    Yes  /  No

	Were you under a lot of stress at the time of the accident? (circle one)    Yes  /  No

	What was the date your last leave ended:
	Type of leave: 
	Number of days:

	Hours on duty at time of the accident: 
	Duty hours remaining had accident not occurred: 

	Hours continuously awake prior to the accident:  Past 24 hrs _____   Past 48 hrs _____   Past 72 hrs _____

	Hours slept SINCE the accident:  Past 24 hrs _____   Past 48 hrs _____   Past 72 hrs _____

	Do you have sleep apnea or a sleep disorder? (circle one)   Yes   /   No

	Do you awaken frequently at night? (circle one)   Yes   /   No   If yes, why?_________________________________
_____________________________________________________________________________________________

	Do you snore? (circle one)   Yes   /   No   If yes, for how many years: _____

	Do you frequently take naps during the day? (circle one)   Yes   /   No

	Physical exam / Vision / Medications / Tobacco use/ Alcohol

	Date of last physical exam: 
	Date of last eye exam:

	Are you required to wear prescription glasses? (circle one):   Yes   /   No

	Were you wearing protective?  (circle one)   Yes   /   No Do you wear prescription glasses?     (circle one)   Yes   /   No (circle all that apply)  Prescription  /  Clear   /   Tinted

	Have you had vision corrective surgery? (circle one):   Yes   /   No   If yes, what type and which eye: ____________
_____________________________________________________________________________________________

	Are you currently taking prescribed medications? (circle one)   Yes   /   No   If yes, list: _______________________
_____________________________________________________________________________________________

	Are you currently taking over the counter medications? (circle one)   Yes   /   No   If yes, list: __________________
_____________________________________________________________________________________________

	Date started taking medications:   Prescribed: _______________  Over the Counter _______________

	Do you have any medical conditions? (circle one)   Yes   /   No   If yes, what type: ___________________________
_____________________________________________________________________________________________

	Do you suffer from seasonal or environmental allergies? (circle one)   Yes   /   No   

	Have you ever had surgery? (circle one)   Yes   /   No   If yes, what type: ___________________________________
_____________________________________________________________________________________________

	Do you use tobacco? (circle one)   Yes   /   No   If yes, Type? (circle)   Smokeless  /  Cigarettes  /  Cigars  /  Other
If yes, how much per day? _______________________________________________________________________
Do you use alcohol? (circle one)   Yes   /   No   If yes, how much per day? 


	Personal Protective Equipment

	ACH / Kevlar
	Required (circle one)   Yes   /   No
	Worn (circle one)   Yes   /   No

	Gloves
	Required (circle one)   Yes   /   No
	Worn (circle one)   Yes   /   No

	Eye Protection
	Required (circle one)   Yes   /   No
	Worn (circle one)   Yes   /   No

	Hearing Protection
	Required (circle one)   Yes   /   No
	Worn (circle one)   Yes   /   No

	IBA neck piece
	Required (circle one)   Yes   /   No
	Worn (circle one)   Yes   /   No

	IBA DAP
	Required (circle one)   Yes   /   No
	Worn (circle one)   Yes   /   No

	IBA groin piece
	Required (circle one)   Yes   /   No
	Worn (circle one)   Yes   /   No

	IBA ESAPI plate
	Required (circle one)   Yes   /   No
	Worn (circle one)   Yes   /   No

	Were you injured during this accident? (circle one)   Yes   /   No   If yes, describe your injuries:






	Accident History

	Number and date of any previous accidents on or off duty:  






	Previous traffic violations civilian and military in the past 5 years:






	

	Personnel Vehicle Information/History

	Date of last vehicle service: 
	

	Are you required to dispatch the vehicle? (circle one):   Yes   /   No  What date:

	Were you wearing seatbelts?  (circle one)   Yes   /   No 

	Are you familiar with the current Technical Manuals (TMs) for this vehicle? (circle one):   Yes   /   No   If yes, what TMs: ____________
_____________________________________________________________________________________________

	Are you currently trained or licensed to operate this vehicle? (circle one)   Yes   /   No   List all vehicles you are licensed to operate: _______________________
_____________________________________________________________________________________________

	When was your last training period while driving this vehicle?   
Who signed your vehicle training record? _______________
_____________________________________________________________________________________________
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