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TO:  USAFCENT/SG															

FROM:  FILL IN PATIENT NAME

SUBJECT:  Request for OSA/CPAP waiver for deployment

1.  Demographic information:
		Name:  
		Rank:  
		SSAN:  Last 4

2.  Machine information:
		Type of machine:  
		Power requirement (voltage/Hz):  
		Dual voltage machine?  Yes or No
		Battery backup?  Yes or No
		Pressure settings:  
		
3.  I am aware that any FDA approved CPAP device is authorized; however, units with dual voltage and battery backup are required for deployment.  I am further aware that power in the USCENTCOM AOR is either 110V, 60Hz or 220V, 50Hz depending on location.  I understand USAFCENT does not guarantee the availability of electricity within the AOR.

4.  I am responsible for my own replacement supplies (i.e. sterile or distilled water, filters, masks, and/or mouth pieces).  I will ensure that I will acquire and bring at least one additional filter for every two weeks projected deployment.  I will replace the filter on my machine twice a month when deployed.  

5.  In the event of machine failure, I must request replacement from my home station and shipping costs to the AOR will be at my or home unit/MTF expense.  I will precoordinate with my home MTF the appropriate procedures on how to obtain these items if needed prior to my deployment.  I understand USAFCENT/deployed medical facilities have no capability to maintain or replace these devices and it is, therefore, my responsibility to coordinate this with my home unit.   

6.  I know the name of my home station Primary Care Manager (PCM), and how to contact them should I need to obtain a replacement device or supplies while deployed.  In the event I cannot reach my PCM, I will request the assistance of my home unit in contacting the sending medical group for assistance.

7.  By signing below, I acknowledge the above requirements for waiver approval and deployment with CPAP, should USAFCENT/SG approve this waiver request.


Signature/Signature Block/Phone Number (Commercial and DSN) of Patient
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