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GENERAL
 
The DD Form 3040-2, Dental Health Information documents dependent (“patient”) dental health in preparation for a move to a location where the patient may have limited access to dental care. It is not intended to address the patient's comprehensive dental needs.
 
One (1) form is completed for each dependent, as applicable. This form is completed and signed by a dentist prior to the Family Member Travel Screening (FMTS) in-person interview. 
 
NOTE: If the dependent is 12 months of age and older, a DD Form 3040-2, Dental Health Information is REQUIRED.
______________________________________________________
 
PART A: PATIENT INFORMATION
Completed by the dependent at age of majority or parent/guardian.
 
BLOCKS 1-3: Provides patient information.
 
BLOCKS 4-6: Provides Sponsor information.
 
NOTE: The Sponsor is usually the active duty Service member.
______________________________________________________ 
 
PART B: DENTAL EXAMINATION
Completed by a dentist.
 
BLOCK 7a-b: Indicates if a radiograph has been completed for the patient.
 
NOTE: A radiograph is considered current if it was taken within the last twelve (12) months.
 
DENTAL EXAMINATION RESULTS
The dentist records the patient's dental health. The suggested minimum for this examination is a clinical examination with mirror and probe and bite-wing radiographs.
 
BLOCK 8: If box(es) 8c and/or 8d is checked “YES”, the dentist should identify or briefly describe the condition(s), and include recommended treatment(s) in BLOCK 9. 
 
NOTE: If box 8a and/or 8b is checked “YES”, there are NO dental needs that require coordination with the gaining FMTS Office. If box(es) 8c and/or 8d is checked “YES”, there ARE dental needs that require this form to be sent forward to the gaining FMTS Office, and the DD Form 3040, Screening Verification PART C BLOCK 10c must be checked.
 
BLOCK 9: Provides a description of the reported conditions and recommended treatments.  
 
BLOCKS 10-14: Provides dentist information and the date the form is signed.
 
NOTE: The Appointed FMTS Medical Screener reviews the DD Form 3040-2, Dental Health Information during the screening to determine if there are dental needs that require coordination with the gaining FMTS Office. The Appointed FMTS Medical Screener annotates the DD Form 3040-1, Medical and Educational Information PART E BLOCK 27b and indicates any identified needs on the DD Form 3040, Screening Verification PART C BLOCK 10c.
DENTAL HEALTH INFORMATION
FAMILY MEMBER TRAVEL SCREENING 
(Completed by a dentist. Complete this form if the dependent is twelve (12) months of age and older. One (1) form per dependent.)
OMB No.  
OMB approval expires:
 
The public reporting burden for this collection of information is estimated to average 15 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including
suggestions for reducing the burden, to the Department of Defense, Washington Headquarters Services, at whs.mc-alex.esd.mbx.dd-dod-information-collections@mail.mil. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a collection of information if it does not display a currently valid OMB control number.
PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION. RETURN COMPLETED FORM AS DIRECTED.
PRIVACY ACT STATEMENT
AUTHORITY: 10 U.S.C. 136, Under Secretary of Defense for Personnel and Readiness; 20 U.S.C. 927, Allotment Formula; DoDI 1315.19, The Exceptional Family Member Program (EFMP); DoDI 1342.12, Provision of Early Intervention and Special Education Services to Eligible DoD Dependents.
PRINCIPAL PURPOSE(S): Information will be used by the Military Services during the family member travel screening portion of the assignment coordination process to identify dependents with potential travel concerns, which may include medical, educational, and/or dental needs, in order to coordinate the availability of required services at the projected OCONUS or overseas location.
ROUTINE USE(S): Disclosure of records are generally permitted under 5 U.S.C. 552a(b) of the Privacy Act of 1974, as amended.  Additional routine uses are listed in the applicable systems of records notices; DMDC 02 DoD; Defense Enrollment Eligibility Reporting Systems (DEERS), at http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/627618/dmdc-02-dod/; EDHA 07: Military Health Information System at: http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570672/edha-07/; DoDEA 26: DoDEA Educational Records at: http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570573/dodea-26/; and  DoDEA 29: DoDEA Non-DoD Schools Program at: http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570576/dodea-29/.   
DISCLOSURE: Mandatory for civilian employees and applicants for civilian employment. Mandatory for military personnel; failure or refusal to provide the information or providing false information may result in administrative sanctions or punishment under either Article 92 (dereliction of duty) or Article 107 (false official statement), Uniform Code of Military Justice. 
*Privacy Act Statement*
PART A: PATIENT INFORMATION 
(Completed by dependent at the age of majority or the parent/guardian.)
PART B: DENTAL EXAMINATION 
(Completed by a dentist.)
(The patient you are examining is a dependent of a member of the US Armed Forces who may be assigned to a location with limited dental support. The suggested minimum for this examination is a clinical examination with mirror and probe and bite-wing radiographs. Check the box(es) below that correspond to the dental health of the patient.)         
CHECK
YES
NO
DENTAL EXAMINATION RESULTS
8. Does the patient have:
     a. Good dental health (not expected to require dental treatment or reevaluation for twelve (12) months)?
     b. Oral conditions that are not expected to result in dental emergencies within twelve (12) months if not treated (e.g., requires           prophylaxis, symptomatic caries with minimal extension into dentin, edentulous areas not requiring immediate prosthetic treatment, etc.)?
     c. Oral conditions that are expected to result in dental emergencies within twelve (12) months if not treated?         (If “YES”, “X” the applicable box below, and specify the condition in the space provided in BLOCK 9.)         
          (1) Infections: Acute oral infections; pulpal or periapical pathology; chronic oral infections; or other pathologic lesions and lesions
          requiring biopsy or awaiting biopsy report.
          (2) Caries/Restorations: Dental caries or fractures with moderate or advanced extension into dentin; baby bottle tooth decay/early
          childhood caries; defective restorations or temporary restorations that patients cannot maintain for twelve (12) months.
          (3) Missing Teeth: Edentulous areas requiring immediate prosthodontic treatment for adequate mastication, communications, or acceptable esthetics.
          (4) Periodontal Conditions: Acute gingivitis or pericoronitis; active moderate to advanced periodontitis; periodontal abscess; progressive mucogingival    
          conditions; moderate to heavy subgingival calculus; or periodontal manifestations of systemic disease or hormonal disturbances.
          (5) Oral Surgery: Unerupted, partially erupted, or malposed teeth with historical clinical or radiographic signs, or symptoms of pathosis that are  
           recommended for removal.
          (6) Other: Temporamandibular disorders or myofascial pain dysfunction requiring active treatment.
     d. Active orthodontics treatment? (If “YES”, attach the treatment plan with the projected timeline for completion of care.)
LOSING APPOINTED FMTS MEDICAL SCREENER USE ONLY
The losing Appointed FMTS Medical Screener reviews this form for any dental needs that require coordination. Annotate the DD Form 3040-1, Medical and Educational Information BLOCK 27b. If BLOCK 8.c. and/or 8.d. on this form are checked “YES”, annotate the DD Form 3040, Screening Verification PART C BLOCK 10c and forward the DD Form 3040-2, Dental Health Information to the gaining FMTS Office.
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