
Transitional Care for Service Related Conditions Application Worksheet 

Former Service Member must provide the following information: 

Name: 

Social Security Number: 

Date of Birth: 

Address: 

City: 

State: 

Zip Code: 

Telephone Number: Type: 

Type: Telephone Number: 

Condition(s) for which medical treatment is being requested: 

 

How is/are this/these condition(s) related to your time on Active Duty (please attach supporting 
documentation)? 

 

Dates of Qualifying Service:  From To: 
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