
I N F O R M A T I O N : 

18511 Highlander Medics St 

3rd Floor, West Clinic 

Fort Bliss, Texas 79918 
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Phone: 915-742-3715 

Fax: 915-742-9333 
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Army Medicine 

Dear Healthcare Provider, 

The purpose of this letter is to guide you in completing the DD 
Form 2792 (Exceptional Family Member Medical Summary) to en-
sure accurate and thorough documentation of a patient’s medical 
needs. This form is essential for identifying military dependents 
with special medical needs and ensuring appropriate care and sup-
port are available at future duty stations. 

All steps to accurately fill out this form are listed in the following pages. 

Please remember, the goal of EFMP is to ensure that your patient has 

access to appropriate care at their Service Member’s next duty station. If 

you have any questions regarding this form, please contact us.  

Thank you for all you do! 



 

 

Below is a step-by-step guide to assist you in completing the form:  

 

STEP 1: 

Pages 2 & 3 are completed by the Service member or their family. Ensure page 2 is completed and signed be-

fore you proceed filling out the rest of the form.  

 

STEP 2: 

Pages 4 & 5 is where you will explain the diagnosis (section 1,2,4 & 5). Each page has space for 2 diagnoses, 

please only include one diagnosis per section, if you need to add more than 4 diagnoses, feel free to make 

copies of pages 4 or 5 and add them to the form. The sub-sections a, b & c boxes are self-explanatory, diagno-

sis, ICD code, and prognosis.  

STEP 3: 

Sub-section d (1-4) covers utilization of care over the last 12 months. Outpatient requires to be at least 1 visit 

(even if patient has yet to follow-up as an outpatient). All other sections require an entry, even if it is 0.  

STEP 4:  

Current medications for the diagnosis are listed in box e; please include medications that are given in your 

clinic or infusion clinic.  

 

 



 

 

STEP 5:  

The treatment plan is outlined in box f and should include specific treatments provided over the last 12 months 

and anticipated or recommended treatments over the next three years. In this section, please indicate if you 

feel that patient’s care can be transitioned back to a primary care provider and still meet the standard of care. 

If you are waiting labs results or follow-up by the specialist, please wait to fill out the form until you have a 

clear and concise picture of the treatment plan for the patient. Treatment plans saying “pending referral, await-

ing labs results or blank” will be rejected by our office.  

 

STEP 6: 

Sections 3 and 6 (a-f) at the bottom of pages 4 & 5 must be fully completed, even if a page is blank.  

STEP 7:  

Page 6, there are some specific questions regarding Asthma, Behavioral Health, and autism spectrum disorders 

and/or significant developmental delays that require you to document care that your patient has received over 

the last 5 years. If there is a diagnosis associated with Asthma, Behavioral Health or autism spectrum disor-

ders on pages 4 or 5, section 7, 8 or 9 must be completed as applicable, N/A should only be selected if there is 

not a diagnosis associated with the respective boxes, even if everything is no.  

 



 

 

 

STEP 8:  

Page 7 is used to indicate the types of medical providers a patient needs as well as frequency of visits. This 

information is utilized to determine how far your patient can travel to receive care; the more frequent the vis-

its, the closer services will need to be.  All specialists must be associated with a diagnosis, i.e., somebody with 

a diagnosis of acne and Dermatologist specialist is good, but if you select pulmonologist and only 1 diagnosis 

GERD on page 4 or 5, will cause this packet to be rejected. Please only use the acronyms on the top of the 

page to indicate the frequency of care. If you select Counselor (box i) or other (ppp), please specify. Do not 

use ‘PRN or as needed’ in these boxes.  

STEP 9: 

Page 8, The final page identifies any additional special needs such as ostomy care, prosthetics, or assistive 

devices. Service Members and their Families utilize housing supplied by the government and box 17 identifies 

environmental/architectural considerations for patients with mobility issues or environmental triggers of their 

diagnosis (asthma and allergies as an example).  

If you have identified any limitations in activities of daily living or specific travel limitation/constraints, 

please make this notation with explanation in box 19. If you select any of the conditions above, please ensure 

there is also a diagnosis associated with this. This page must be signed and dated on the bottom, even if it is 

blank. Please ensure that the care plan you document on the 2792 reflects the care plan documented in the 

medical record. A part of the process is to review a patient’s medical record to ensure that information provid-

ed on the 2792 is accurate. 


