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DOES THE “TOTAL FORCE” ADD UP? THE IM-
PACT OF HEALTH PROTECTION PROGRAMS
ON GUARD AND RESERVE UNITS

TUESDAY, MARCH 30, 2004

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON NATIONAL SECURITY, EMERGING
THREATS AND INTERNATIONAL RELATIONS,
COMMITTEE ON GOVERNMENT REFORM,
Washington, DC.

The subcommittee met, pursuant to notice, at 10 a.m., in room
2154, Rayburn House Office Building, Hon. Christopher Shays
(chairman of the subcommittee) presiding.

Present: Representatives Shays, Schrock, Kucinich, Turner,
Maloney, Ruppersberger, Tierney, and Jo Ann Davis of Virginia.

Staff present: Lawrence Halloran, staff director and counsel,;
Kristine McElroy, professional staff member; Robert Briggs, clerk;
Jean Gosa, minority assistant clerk; and Andrew Su, minority pro-
fessional staff member.

Mr. SHAYS. A quorum being present, the Subcommittee on Na-
tional Security, Emerging Threats and International Relations
hearing entitled, “Does the ‘Total Force’ Add Up: The Impact of
Heal;clh Protection Programs on Guard and Reserve Units,” is called
to order.

When Reservists and National Guard members join their active
duty counterparts to form what is called the total force, they bring
unique health needs to the battlefield. Long deployments and sepa-
ration from family can have an especially negative impact on
Guard and Reserve morale and performance. Cursory pre-deploy-
ment physical and mental health assessments might miss ailments
and conditions that would be diagnosed and treated in the more
closely monitored regular forces.

Accessing care during and after mobilization is too often a
dispiriting struggle against a bureaucracy prone to minimize or dis-
parage their wounds, literally adding insult to injury. So today we
ask, do current deployment health programs meet the specific
health care needs of the citizen soldiers who make up a vital and
growing part of the force structure?

In the course of our oversight of 1991 Gulf war veterans’ ill-
nesses, we learned that weaknesses in force health protections ex-
posed U.S. forces to avoidable risks. Pesticides were widely dis-
persed without adequate warning or safeguards. Use of experi-
mental drugs was not properly monitored. Poor medical record-
keeping shifted the burden of proof to the service members to prove
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the source and extent of their exposures and injuries. A macho
warrior culture tended to punish or stigmatize health complaints.

After the first Gulf war, Congress mandated improvements to
force health protections, including pre and post deployment medical
examinations, mental health assessments and serum samples to
better establish baseline health data. Recordkeeping was to be cen-
tralized, more accurate and more timely. The Department of De-
fense [DOD], has incorporated these requirements into a broader
force health protection strategy that has enhanced both the quality
and quantity of health care for service members and their families.

But recent reports suggest that for some, military medicine is
still a contradiction in terms, an oxymoron describing the victory
of quantity over quality in the rush to front. Processing and treat-
ment facilities have been overwhelmed by patients with conditions
that should have prevented their being deployed at all. Injured
Guardsmen and Reservists have languished in medical limbo,
awaiting care only to be told they are suddenly ineligible because
the paperwork extending their active duty status took too long.
Recordkeeping is still inconsistent or lacking altogether.

A recent survey of troops in Iraq found sufficient incidence of
mental health stressors, anxiety, depression and traumatic stress,
and that suicide prevention efforts are being strengthened. Our
first panel of witnesses will describe their personal experiences
with the deployment health system. We are grateful for their serv-
ice, their continued courage, and their willingness to be here today.

DOD witnesses will then describe their ongoing efforts to im-
prove health protections and the standard of care for deployed
forces. We look forward to their testimony as well.

This hearing is part of a sustained examination of issues affect-
ing Reserve and National Guard units. Last year, with Government
Reform Committee Chairman Tom Davis, we exposed serious prob-
lems in Army Guard pay systems. Next month, the full committee
will convene a hearing on National Guard transformation. Finally
in May, this subcommittee will hear testimony on equipment and
training shortfalls.

At this time, the Chair would recognize Mr. Tierney for an open-
ing statement.

Mr. TIERNEY. I have no opening statement, Mr. Chairman. I'd
like to get to the testimony as soon as we can.

Mr. SHAYS. I thank the gentleman. Mr. Schrock.

Mr. SCHROCK. Ditto.

Mr. SHAYS. We have Mr. Turner.

Mr. TURNER. In the spirit of the proceeding, then, I'll pass also,
thank you, Mr. Chairman.

Mr. SHAYS. Ms. Jo Ann Davis, any statement you’d like to make?

Mrs. Davis. Mr. Chairman, thank you very much.

Mr. Chairman, I want to thank you for letting me be a part of
the discussion this morning, and thank you for holding this impor-
tant hearing. I especially want to thank Sergeant First Class Scott
Emde and his wife Lisa for being here to testify. Scott and Lisa live
iIﬁ the First District in Yorktown, VA, and I'm proud to represent
them.

I want you to know how much I thank you for your service to
our country. You and your family have made great sacrifices, all
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because of your loyalty and your dedication to our Nation. Thank
you for all that you have done, and I look forward to hearing your
testimony.

Mr. Chairman, as we continue to fight the war against terrorism,
the Reserve component, including the Army National Guard, Army
Reserve, Naval Reserve, Marine Corps Reserve, Air National
Guard, Air Force Reserve and the Coast Guard Reserve has been
increasingly called upon to go to active duty. Out of the 1.8 million
members of the Reserve component, over 300,000 have been called
to active duty since September 11, 2001.

As more and more Guard and Reserve members are deployed, we
have to make sure that they are getting the health care and the
attention that they need. The issue of health protection programs
for members of the Reserve component is extremely important. We
don’t want to have a repeat of Operation Desert Shield and Desert
Storm, when more than 125,000 veterans of the Gulf war came
back and experienced health problems because of their military
service. And there were probably thousands more, but because of
lack of health and deployment data, we're just not exactly sure.

The Department of Defense’s force health protection strategy was
developed as a result of the lessons we learned from the Gulf war.
Its purpose is to track service members, diseases and injuries and
to provide followup treatment for deployment related health condi-
tions. I look forward to hearing more about how the force health
protection is working.

Mr. Chairman, I serve on the Armed Services Committee and I
feel very strongly about our Nation’s military. These people give
more than most Americans will ever be asked to give. And there
is no comparison to the dedication and commitment that they have
for our country. It’s the least we can do to make sure that their
health needs are taken care of.

I thank you again, Mr. Chairman, for holding this hearing, and
for allowing me to join you. I look froward to hearing the testimony
of the witnesses. Thank you, Mr. Chairman.

Mr. SHAYS. I thank you very much, Mrs. Davis.

Let me first take care of some housekeeping. I ask unanimous
consent that all members of the subcommittee be permitted to
place an opening statement in the record, and that the record re-
main open for 3 days for that purpose. Without objection, so or-
dered.

I ask further unanimous consent that all Members be permitted
to include their written statements in the record, and without ob-
jection, so ordered.

I ask even further unanimous consent that a March 29, 2004 let-
ter from Congressman Ric Keller to the subcommittee be entered
into the record. The letter describes efforts to solve health care ac-
cess problems on behalf of his constituent, Army Specialist John
Ramsey, who will testify this morning. Without objection, so or-
dered.

And also to welcome Mrs. Davis, she is a member of the full com-
mittee, she chairs the Subcommittee on Civil Service and Agency
Organization, and without objection, she will be allowed to partici-
pate in this hearing as well.
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At this time, let me recognize the witnesses and then I will
swear them in. Before recognizing witnesses, I thank the second
panel, Dr. William Winkenwerder, for his acknowledgement that it
is valuable to have this panel go first, and thank Lieutenant Gen-
eral James B. Peake as well for that. They are extending their
courtesy and respect to this first panel, which this committee deep-
ly appreciates.

This first panel is First Sergeant Gerry L. Mosley, 296th Trans-
portation Co., Brookhaven, MS, U.S. Army Reserves; Specialist
John A. Ramsey, 32nd Army Air Missile Defense Command, Flor-
ida National Guard; Mrs. Laura Ramsey, spouse of Specialist John
A. Ramsey; Sergeant First Class Scott Emde, 20th Special Forces
Group, B Co., 3rd Battalion, Virginia National Guard; Mrs. Lisa
Emde, spouse of Sergeant First Class Scott Emde; and Specialist
Timothi McMichael, U.S. Army Reserves, Medical Hold Unit, Fort
Knox, KY.

As is the practice, we swear in all our witnesses, and invite you
all to stand and then we’ll swear you in. Raise your right hands,
please.

[Witnesses sworn. ]

Mr. SHAYS. Thank you all very much. We'll note for the record
that all have responded in the affirmative. We’'ll do it as we called
you, and I think you’re sitting in that same order, so that’s how
we’ll start. Sergeant, we'll start with you. Thank you and welcome.

STATEMENTS OF FIRST SERGEANT GERRY L. MOSLEY, 296TH
TRANSPORTATION CO., BROOKHAVEN, MS, U.S. ARMY RE-
SERVES; SPECIALIST JOHN A. RAMSEY, 32ND ARMY AIR MIS-
SILE DEFENSE COMMAND, FLORIDA NATIONAL GUARD;
LAURA RAMSEY; SERGEANT FIRST CLASS SCOTT EMDE,
20TH SPECIAL FORCES GROUP, B CO., 3RD BATTALION, VIR-
GINIA NATIONAL GUARD; LISA EMDE; AND SPECIALIST
TIMOTHI MCMICHAEL, U.S. ARMY RESERVES, A CO., MEDI-
CAL HOLD UNIT, FORT KNOX, KY

Sergeant MOSLEY. Mr. Chairman and distinguished members of
the committee, on behalf of myself and hundreds of other mobilized
soldiers in the U.S. Army Reserve and National Guard, I am hon-
ored and pleased to have the opportunity to address the issues this
committee has been charged to investigate.

Pre-deployment health assessment forms are grossly inadequate
for use as medical screenings to determine if soldiers were medi-
cally capable in a duty combat setting. Soldiers with medical condi-
tions that would be adversely affected by deployment were rubber
stamped as if fit for duty. Medical profiles were ignored.

I personally know of soldiers with profound hearing loss, insulin
dependent diabetes, a soldier with Tourette’s syndrome who would
not have access to proper medications, serious allergies requiring
refrigerated medications, cardiac disease, and unrepaired inguinal
hernias. I'm sure that this esteemed committee can appreciate the
significance and validity of my conclusions and recognize that these
cases are not isolated or infrequent in nature.

The process was a numbers game where the Army justified de-
ploying troops. It was not about quality, healthy troops, it was
about the quantity of troops. It was only after the October 2003 re-
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port published by Mark Benjamin with UPI and the interventions
by Mr. Steve Robinson of National Guard Resource Center that
more emphasis was placed on better screening procedures. Those
individuals who are responsible for screening soldiers do not listen
or validate solider’s accounts of the physical and mental health
problems they are experiencing. The great motto, blow them off, get
them through, hey, let’s go to lunch.

The most telling incident of in-theater medical care was the ex-
perience of one of my own soldiers. He continually went to sick call
in Iraq complaining of painful urination, only to have my com-
mander summoned to sick call. My commander was told this sol-
dier was malingering and should be court martialed. That solider
has just returned from Walter Reed Army Medical Center, having
a cancerous bladder and prostate gland removed.

What justification is given to a member of the U.S. Army to as-
sume a man with cancer is malingering? What justification is given
to this man to have him threatened to be thrown in jail? I ask you
to ponder for one moment, if it was you, your father, your mother,
brother, sister, son or daughter, how would you feel in a situation
like this?

Upon return to American soil, most soldiers have one thing in
mind, just as I did, getting home to the family. But upon return
from war with injuries or illness that causes a soldier to be unfit
for future military service, the inefficient, uncaring, progressively
escalating campaign by the U.S. Army of inflicting mental duress
called the Medical Evaluation Board proceeding, is started. The
U.S. Army must be proud of the bureaucracy at Fort Stewart that
is capable of driving a soldier to the brink of insanity while flip-
pantly turning its back on the physical and mental health needs
of men and women who are just returning from war.

After the press coverage, it seemed things were improving. How-
ever, it didn’t take long for things to cool off, and we were still in
the same old holding pattern. You do see care providers more than
before, but it’s just more or less a how are you doing process. In-
stead of receiving specialty consults or aggressive treatments, sol-
diers get a prescription for a new pill, all we want is a fix me, don’t
pill me. I hold up today, before I mobilized in January 2003, an
empty bag of the medications that I took. If I took every pill pre-
scribed to me on a daily basis, I would be taking 56 pills a day.
I would be taking pills, I couldn’t even get out of bed this morning.

MEB cases were dictated, having a soldier sign, concurring,
thinking that they would be rated on whatever was wrong with
them. That’s not the truth. Many times during our required meet-
ing with our case managers, I would complain of both my arms
being numb, my neck hurting, stiff, and the shaking. It was only
after my Board that I was finally sent to a civilian neurologist, an
MRI was done, I have severe, inoperable cervical spondylosis and
also Parkinson’s disease. That was after many complaints, e-mails
to Brigadier General Farrissee at Medical Command asking her to
have someone call me, all this communication again. We were talk-
ing, no one was listening.

Medical recordkeeping is a simple statement, haphazard and in-
consistent. There was no medical recordkeeping for Reserve sol-
diers in Iraq. Records for our company were not even brought.
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I want to make these comments, but I'll address the family sup-
port program. Each Reserve and National Guard unit has a family
readiness group. There are some that are strong and some that are
basically non-functioning. Most of our spouses are at home taking
care of our children or theyre working their own jobs.

I have served my country faithfully for 31 years. The feeling of
inequality between the Reserve and the active component is still
there. I can assure you that each time I was fired at by an Iraqi
soldier, I never heard the first one of them say, First Sergeant
Mosley, I'm sorry, we didn’t know you were a Reservist.

Let me assure you that the Reserve and the Guard were just as
willing to die defending this great country as the active component.
We sacrificed in some cases more, some Reservists and Guard are
mobilized on a reduced income.

The Reserve and Guard is a numbers game measured by money.
The Reserve command knows it is required to keep a certain num-
ber of troops to justify their budget request. You've never been
asked for less money next year than you were this year. There are
soldiers in each unit that cannot pass PT tests, there are soldiers
in each unit that do not come to drill, but yet the command keeps
them to keep that number.

Medical hold is a numbers game as well. A lot of soldiers feel
that the only improvement was living conditions, but that wasn’t
until 2 weeks ago, when now you have 16 soldiers in a 24 by 60
double wide with two restrooms. If an intestinal virus was to break
out, there would be problems.

There is a grave in Jackson, MS that I see every time I go to
visit my father’s grave. It’s of a World War II veteran, infantry sol-
dier, bronze star recipient, and permanently inscribed on his grave
is, I have fought and I have fought well. I did not let my country
down, but my country let me down. My desire today for this com-
mittee is to see that you all do all you can in your power that not
another soldier dies defending this country going to his grave hav-
ing something like that inscribed on a tomb.

I'd be happy to answer any questions, again, I thank you for al-
lowing me the opportunity to be here, even if I did go over my time.

[The prepared statement of Sergeant Mosley follows:]
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Mr. Chairman and distinguished members of the committee, on behalf of myself and
hundreds of other mobilized soldiers of the United States Army Reserves and National
Guard, I am honored and pleased to have the opportunity to address the issues this
committee has been to charged to investigate. 1 will truthfully and accurately represent
my experience and views as well those of my fellow combat soldiers who supported
Operation Iragi Freedom. My name is Gerry Mosley, and I was the First Sergeant for my

company.

Pre-deployment Health Assessment Forms:

Pre-deployment health assessment forms were grossly inadequate for use as medical
screenings to determine if soldiers were medically capable of duty in a combat setting.
The assessment tool consisted of casual questions. Soldiers were screened for
vaccinations, and if any deficiencies were noted, vaccines were administered without
proper documentation. Most recent physical exams were reviewed, and dental screenings
were performed.

Soldiers with medical conditions that would be adversely affected by deployment
were “rubber-stamped” as fit for duty. Medical profiles were ignored. I personally know
of soldiers with the following conditions that were deployed to Iraq: (1) Profound
hearing loss; (2) Insulin dependent diabetes; (3) A soldier with Tourette’s syndrome who
would not have access to proper medication; (4) Serious allergies requiring refrigerated
medication; (4) Severe cardiac discase with a history of a heart attack; and (6) Unrepaired

inguinal hernia. I'm sure that the esteemed committee can appreciate the significance and



validity of my conclusion and recognize that these cases are not isolated and infrequent in
nature.

The pre-deployment assessment forms were grossly inadequate in identifying soldiers
who should not have been deployed for medical reasons. The process was a numbers
game where the Army justified deploying a troop. It was not about sending quality,
healthy troops, but rather about sending a quantity of troops.

Post Deployment Assessment Forms

Prior to April 2003, the post deployment questionnaire consisted of two pages and
asked six questions. Since April 2003, the form has been extended and addresses more
physical and mental health questions. A form is useless, if the screeners do not give
credence to a soldier’s answers. Significant complaints such as depression, memory loss,
and joint pain were belittled and scoffed at by the medical screeners.

It was only after the October 2003 report published by Mark Benjamin with UPI and
interventions by Mr. Steve Robinson of NGWRC that more emphasis was placed on
better screening procedures. I just completed my medical out-processing screening and
can say that the process is better than before October, but remains negligent in it’s
purpose of assessing soldiers for mental and physical health disparities because those
individuals who are responsible for screening soldiers don’t listen and validate soldiers’
accounts of the physical and mental health problems they are experiencing. A great
motto for the process would be: “Blow ‘em off, get ‘em through, let’s get to lunch”._It is
astonishing that soldiers are required to sacrifice, of all things, human dignity, to serve

their country!
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In Theatre Medical Care

Prior to crossing into Iraq, sick call clinics were located at the Kuwait camps;
however, there was no diagnostic equipment at Camp Arifjan. For a period of about
three weeks after crossing into Iraq, in theatre medical care consisted primarily of combat
lifesavers who are usually reserve or guard members who have received minimal training
in the management of severe injuries.

To my knowledge, the first Combat Support Hospital was established at Taleel
Airbase. Medical evacuations via helicopter were available by radio contact. However,
the secure types of radios being utilized were not all programmed with the same protocol
and made them useless. Fortunately, a soldier who received a shrapnel injury the second
night of the war was lucky enough to be near a unit with a properly programmed radio
and was lifted out to Kuwait and then to Spain.

Later, in theatre field hospitals and MASH units that provided adequate care in most
cases were established. The most telling incident of in theatre medical care was the
experience of one of my soldiers. This soldier complained of persistent bloody, painful
urination while in combat and reported to sick call on numerous occasions with such
complaint. My commander was told to come to the field clinic and was informed that the
Sgt was malingering and should be court-martialed. That soldier has just returned from
Walter Reed Medical Center having a cancerous bladder and prostate gland removed.
Again, the issue of predeployment numbers games arises. How could the Army miss
such an advanced cancer prior to deployment? What justification is given to a member of

the United States Army to strip a man of his dignity and medical needs? What
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justification is given to a member of the United States Army to assume a man with cancer
is malingering, and threatens to throw him in jail? Iask you to ponder for a moment,
how you would feel if this man were your son, daughter, mother, sister, brother, husband
or wife.
Medical Care Since Returning to the USA

Upon return to American soil, most soldiers have one thing on their mind...getting
home to their family!! Upon return from war with injuries or illness that cause a soldier
to be unfit for future military service, the inefficient, uncaring, progressively escalating
campaign by the Army of inflicting mental duress, called the Medical Evaluation Board
process, is started. The United States Army must be proud of the beaurocracy within Fort
Stewart that is capable of driving a soldier to the brink of insanity while flippantly
turning it’s back on the physical and mental health needs of the men and women who
have just returned from war. It was a well-spread rumor (actually a well known fact) that
the soldier should be cleared with the least possible medical deficiencies noted. The
MEB process, from my own experience and observation, is set up to hold a soldier at Fort
Stewart as long as possible while doing nothing to accurately diagnose and treat illness.
Soldiers’ complaints are often ignored, or downplayed. .

My MEB process spanned over a nine-month period. On my physical exam my
complaints of depression, tremors, vertigo, severe headaches, ringing in my ears,
numbness to both arms and hearing loss were blatantly ignored and, in my opinion,

purposefully, left off the Medical Evaluation Board Findings (DA 3947) which has
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prolonged my MEB process, which prolongs the time that I can seek competent medical
and psychiatric care from the civilian world, and be close to my caring family

My depression had become so severe I went to sick call and was told to return the next
day. Irefused to leave without seeing a doctor. I was lucky enough to see Dr. Frank,
who in the civilian world is a psychiairist. He started me on medications and referred me
to Mental Health. He told me he was going back home after his 90 days were up,
“Because I just can’t practice medicine the way the Army wants me to!” The Mental
Health doctor had me admitted to the Mental Health Ward for PTSD and major
depression. Iwas actually admitted on a second oceasion since I had decompensated
severely.

I have since been diagnosed with Parkinson’s disease by a civilian neurologist after I
had signed concurrence with my disability rating. Ihad been telling the medical
personnel at Fort Stewart that family members with health care knowledge suspected that
I had Parkinson’s, and I was blown off. Now, many, many months have passed without
proper medication directly related to an incompetent beaurocracy and incompetent
medical care. Soldiers are people, not numbers. Truly, though, is it a question of
incompetent medical care or a question of a well-organized government system that
achieves just what it is supposed to achieve? Use people, strip them of all human dignity,
disrespect them, wear them down, and be pleased when soldiers no longer have the
physical and mental capacities to continue to fight to have the same rights and respect as

those American citizens, for whom we have fought to preserve those entitlements.
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Before October’s press coverage, medical care was inadequate. The soldiers’
complaints were minimized or nullified. We were talking but they were not listening!
There have been many soldiers sent home with medical conditions that should have and
could have been treated. After the press coverage, it seemed as though things were
improving. More PA’s, nurses, and technicians were brought in from other installations
or civilians were contracted. Appointments were not as far apart as before. It seemed as
though a system was being implemented to speed the process. However, it didn’t take
long for things to cool off and we were still in the same old holding pattern. You do see
care providers more than before. It seems like it is just a2 “how are you doing process.”
Competency of care I question, and do so with proof. Instead of receiving specialty
consults or aggressive treatments, soldiers get a prescription for a new pill. All we want
is PLEASE, FIX ME, DON’T PILL ME!! Look at these bags I hold up for an example.
We should have access to competent medical providers.

The decision to MEB a soldier is no more prompt than before. Soldiers who have
seen specialists returned to the primary care giver with the specialist’s recommendation
to be boarded to usually be told that they will not be boarded until other options are
exhausted. Make way, another one entering the pattern.

It is my understanding that more deficiencies are being rated in the MEB process than
before. Before October, MEB cases were dictated and the soldier signed concurring
thinking the Physical Disability Agency would look at all disqualifying conditions. That
was not and is not the case. The only things rated are medical conditions listed on the

Medical Evaluation Board Proceedings (DA 3947). And if the PDA cansitin
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Washington and reduce a soldier’s disability rating without ever laying eyes on him or
her, using addenda that are sometimes four months old without asking whether the soldier
has improved, decompensated, or remains the same, what’s the point in 8 MEB process
than can literally span years??? Why not skip the PEB and let the PDA do these ratings.
It delayed my process for another month.

On my original DA 3947, the only condition listed by Dr. Brooks was low back pain,
and I refused to sign it, because I had other significant ailments. Dr. Brooks refused to
list my other conditions until I brought him a copy of Medical Command’s guidance that
instructed the doctors to list all disqualifying conditions. Even with that, he did not list
the incapacitating migraines or vestibular dysfunction with central nervous system
etiology. Many times during our required “meeting with our case manager or care giver”,
I would complain of both of my arms being numb and the tremors. It was after my MEB
that I was also diagnosed with severe cervical spondylosis and Parkinson’s disease
(symptoms of which I did not have prior to January, 2003). After the DA 3947 listed the
original conditions on the Letter of Intent and the PTDS and depression, I signed
concurring. Once I received notice that my PEB rating had been reviewed by the PDA
and reduced, I emailed BG Gina Farrisee asking her to have someone contact me. Idid
not receive an email or call from anyone. Another example of soldiers talking and
commanders not listening. I question if she is so high above another soldier that she feels
entititled to disregard his or her communication.

Many soldiers do not hold the rank that I do and were too intimidated to challenge the

doctor or the process.
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Medical Record Keeping

Medical record keeping is haphazard and inconsistent. Prior to mobilization,
Reservists and National Guard personnel kept their medical records at their Unit. Upon
mobilization, records accompany the soldier. Record keeping is a soldier/Unit
responsibility. Once our unit was cleared to fly, our medical records were placed in a box
for cargo loading. On arrival to Kuwait, the cargo with our records was lost. We no
longer had proof of vaccinations, profiles, etc. We were required to take both the
Anthrax and Smallpox vaccinations in Kuwait. Having no records, our Company used an
alphabetical listing of soldiers and as they were vaccinated their name was checked off.
Just like cattle through branding stall. We were in Kuwait for two weeks before our
records were located.

‘We did not have enough trucks to load our tents and supplies in so it was a command
decision to leave all records locked in one of our storage containers that was going to be
left in Kuwait, so, there was no record keeping in Iraq. If a soldier reported to sick call
he was usually given a SF 600 (Chronological Record of Medical Care) and returned to
the Unit. With no records to place the form in, most soldiers lost or destroyed it. The
mobilization station for my unit was For Stewart, Georgia, and even the vaccinations
were not properly recorded. The only proper record keeping was done at our Units. The
whole process was hurried, and sometimes sloppy.

Again, after the October press coverage, all medical hold soldiers had to report to the

hospital and their records were screened. The hospital personnel then kept the records.
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There are many instances of soldiers’ records being misplaced or lost. This slows down
the Medical Evaluation Board (MEB) process. It will also adversely affect the soldier’s
future VA claim if there is no documentation presented.

Health Prevention

Reservists and National Guardsmen have no organized health prevention in place.
Tricare dental is offered at a premium, but not affordable by most soldiers.

Health protection for Operation Iragi Freedom required chemical suits and gas masks
to be issued to all soldiers. We were sent from Fort Stewart, with their knowledge,
lacking essential protective gear. Many soldiers did not have the optical inserts for their
gas masks, and others were not issued chemical garment over boots because their size
was not available. Finally, after being in Iraq for three weeks, we were able to procure
over boots for those troops. We were issued anit-malaria pills without instructions on
when and how to take them or what the side effects were. According to my commander,
we received Doxycycline and Larium.

Family Support Programs

Each Reserve and National Guard Unit has a Family Readiness Group. There are
some that are strong, and some that are basically non-functioning. Some unit members
only see each other during a drill period and a lot of them do not know anything about
their fellow soldiers. In the Reserves, there is a constant effort to strengthen the FRG, but
it is usually comprised of very few members, who often are in dire need of support
themselves. Some Reservists drive 75-100 miles for drill and their spouse is left at home

to care for children and or work outside the home on weekends.
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PLEASE ALLOW ME TO MAKE THESE CLOSING COMMENTS

1 served my country faithfully for 31 years. The feeling of inequality between the
reserves versus active component is still there. I hear it everyday. I can assure you that
each time I was fired at by an Iragi soldier I never once heard “ Oh, 'm sorry!! You are a
reservist or guardsman!!” Even though the ID card says Active Duty we still hear “ you
are a Reservist.” Well let me assure you that these reservist and guardsmen left their
home, their children and family, their church, and were just as willing to die to defend
this great country just as the active component did. Maybe you consider my next
comment as biased, and if so I am truly apologetic, but I feel the reservist sacrificed
more! Some are on a reduced income now.

The reserves and guard is a numbers game, measured by money. The Command
knows that it is required to keep so many troops to justify budget request. I know there
are soldiers on each unit’s book that do not participate, can not pass PT test, are have
medical conditions that make them unfit for service. Yet, the command will downgrade
profiles, excuse absences, etc to keep that number. Have you ever been asked for less
money next year than you were this year? Medical Hold is a numbers game as well. A lot
of soldiers feel that the only improvement since October is living conditions.

There is a concern that there is becoming another housing issue. There have been
some soldiers that signed saying they would get treatment at home, or a soldier 1 know
needing surgery has been told all measures to prevent surgeries would be exhausted, but,
he was cleared medically to fly back to Iraq with the restriction of being unable to wear

his bullet resistant vest. I am thankful to report that after I assisted the soldier with
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congressional phone calls, he was eventually released to go home for his surgery. The
MEB process is a very slow process and in some cases the soldier is required to take
another physical or have tests repeated. The slowness is not the personnel at Patient
Affairs. The Patient Affairs personnel do their best to treat each soldier with respect and
that any delay is not due to their department. Most of the slowness is due to doctors
delaying dictation, having to wait for specialty appointments, etc. I have driven 195 miles
one-way, at my expense, in my vehicle, to see a specialist. My MEB process has been
ongoing since June and, after 9 months I thought it was complete, until it went to the
Physical Disability Agency (PDA). I agreed with the PEB on 5 Feb 2004. The PDA
reviewed the PEB rating and reduced the rating on PTSD/Depression from 30% to 10%.
Tired of being away from my family I concurred on 5 March 2004. T was discharged on
March 17. Due to my disability rating I can no longer keep my job with the U. S. Army
Reserves since I am being Medically retired. There is a grave in Jackson, MS, and
inscribed on the granite is an inscription that sends chills down my spine. Every time I
visit my father’s grave I pass by the grave of Mr. Baugh, a decorated World War II
veteran, and question why would someone put this specific inscription on something so
permanent- “I have fought, and I fought well. I did not let my country down, but my
country let me down.” Today, I asked of this committee to do all in your power that you
can to make certain that not another soldier would die, after defending this country,

feeling the way described on Mr. Baugh’s grave.
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I would like to personally thank CPT Shannon McAteer, 1SG Angelo Lindsey, and 1SG
Malva Williams, Mr. Bill Hannigan and the entire staff at Patient Affairs, for the genuine

concern for the Med Hold soldiers.

Again, I sincerely thank each of you for allowing me to speak on behalf of many of my
fellow soldiers willing to die defending this great country. May God forever bless you
and the USA!!!

I would be happy to answer any questions you may have.

Upon retiring from the Mississippi State Tax Commission, with 25 years of service as a
Senior Law Enforcement Special Agent, Mosley accepted a civilian position with the U S
Army Reserves as a Supervisory Unit Administrator for the 206" Transportation

Company, Brookhaven, MS 39601

Gerry Mosley entered active duty US Air Force on 22 March 1973. At completion of
basic training he was assigned to Technical Training at Shepherd Air Force Base, Wichita
Falls Texas (May-July 73) where he trained as a communication specialist, with a top-~
secret clearance.

In July 1973 he was assigned to the 1946™ Comm Sq at Barksdale AFB, Shreveport, La.

In September 1973 he was assigned a Tdy tour to Matagorda Island Air force Range.
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On 18 March 1975 he was transferred to the Air National Guard in Jackson MS. He
remained a member of the Air Guard until September 1984 when he joined the Army
Reserves.
In 1984 he was assigned to the 3390% US Army Reserve Forces School where he taught
NBC and Military Police courses to hundreds of soldiers.

In 1995 He transferred to the 1181* Trans Terminal Bn as a Platoon Sgt and assistant

First SGT.

In 1997, Mosley transferred to the 647 Trans Co, under the 356" QM BN as First SGT.
He excelled in qualifying his soldiers that he was asked to transfer to a sister company
and correct the shortcomings of that unit. He gladly accepted the assignment at the 386™
Trans Co, Vicksburg, MS until accepting the Unit Administrator’s position after retiring
from State service. The Army regulation required him to be a member of the unit where
he was a civilian employee. He transferred to the 296", also a sister company under the
356™ QM BN, as the First SGT. Mosley has received the MSM-1, ANCOC, AAM-4,
ARCOM-3, NDSM, GWOT, AFLM, AFGC, ARSR, Expert rifle since 1984, Drivers

badge with over 250,000 miles driven in military trucks.

Mosley holds a Commercial pilot’s license with instrument ratings in single and multi
engine fixed wing aircraft and has more than 4,000 pilot- in- command hours. He also

holds a FAA mechanic’s license, in both airframe and power plant.
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He is married to Lisa Woods Mosley who is a Registered Nurse near completion of the
MSN degree in Nursing Education. They have 2 children. Gabe is 8 years old and

Madison who is 7 years old.

15
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Mr. SHAYS. Thank you, Sergeant. I know that you left out a good
part of your statement as well.

Sergeant MOSLEY. Yes, I did.

Mr. SHAYS. We do appreciate your statement and we do appre-
ciate your trying to stay close to that 5 minutes, and you did. We’ll
ask the same of the others.

Specialist Ramsey.

Specialist RAMSEY. Mr. Chairman and distinguished members of
the committee, on behalf of myself and hundreds of other mobilized
soldiers of the National Guard and U.S. Army Reserve, I'm honored
and pleased to have the opportunity to address you today.

Mine will be nowhere near the length of my statement, my state-
ment is over 20 pages, with over 30 documents attached to it. So
I'm going to brief in into a much smaller, condensed version.

I was improperly released from Fort Benning, GA, when I re-
turned from serving my country in Kuwait and Iraq. When I re-
turned, I had an injury that was documented in Kuwait. I had
damaged my right rotator cuff. I also had other issues and other
problems with numbness in my fingers in both hands. I addressed
this to the doctor there in Kuwait, he noted it at one point, that
I had the numbness in the hands, and addressed it as being over-
compensation for the lack of strength in my right shoulder.

I returned with a completed LOD for the right shoulder and a
followup visit or a referral for an MRI once I returned to the
States. Being in Kuwait, Camp Doha, and in that general area,
they did not have the ability to do MRIs or nerve study tests that
were required of me once I returned to the States.

When I returned to Fort Benning, our process was to get us out
as quickly as possible, not to treat us. I went to the treatment facil-
ity there, the out-processing medical treatment facility and spent
approximately 15 minutes in the building. Between 3 and 5 min-
utes were spent with a PA who looked over my paperwork. Once
I had established that I had a completed LOD and established that
I had a completed referral for medical treatment, she said there
would be no problem with me returning to my Reserve unit in Or-
lando, FL for followup treatment.

At that point, I was under the understanding that I was not
being released from active duty, that I was being merely placed
over to my Reserve unit for continued treatment. Prior to leaving,
I called my wife and told her that I was probably going to be stay-
ing in Fort Benning for treatment, based on a conversation I had
with a sergeant major that was traveling with me. Obviously to the
delight of myself and to my wife and kids, I was coming home and
going to receive treatment at my home station.

I returned home to my Reserve unit, reported in the first busi-
ness day that was available to them and explained my situation,
turned over my medical documents that I had. They were as-
tounded that I was released from active duty and even voiced that,
that I should not have been released from active duty, and at-
tempted to put me back on active duty. I was then told to seek an
orthopedic surgeon and have an appointment for a diagnosis/prog-
nosis and a time before I returned to full duty. I followed the in-
structions while on my own leave, instead of spending leave with
my family, I went and took care of business for the Army.
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I went to these appointments, and after several months of going
back and forth and having two surgeries on both shoulders and
still requiring two more surgeries on my elbows, it has now been
told to me that I at first did not qualify for incapacitation pay,
which is a basic pay recovery system for your civilian pay. It’s not
an active duty pay. There’s no active duty retirement points.
There’s no leave accrued. There’s no TRICARE for your family for
followup benefits. I was told I do not qualify for that, that I had
to be put on ADME. Then I was told I did not qualify for ADME
because I was released from active duty.

This fight went back and forth between the Florida Army Na-
tional Guard, the National Guard Bureau and the active Army for
several months. Meanwhile, my family and I were going without a
paycheck for over 6 months.

Congressman Ric Keller got involved, and Channel 9, our local
news channel got involved. They made a difference in this. They
got the Army to agree to put me back on active duty starting De-
cember 1st and the National Guard to reimburse me for my lost
pay from the day I was released from active duty, June 27th
through December 1st. This was agreed upon by both parties.

On December 10th, I have now in my possession an e-mail from
Colonel Sherman, who’s the G-1 of the Army for the medical side,
who clearly stated in her e-mail that she was going forward with
the ADME, me being placed on ADME. On December 23rd, we had
a phone conference call between myself and several other parties,
including Colonel Sherman, at which time she said that she was
not going to place me back on ADME. Her first response to that
was because I had already been paid incap pay and she was not
going to mix an incap pay status with an ADME status. An ADME
status is an active duty medical extension.

Then later on in the conversation, she further stated that she
was not going to take on any new medical issues that she was not
apprised of prior. For example, if I had fallen and broken my arm
between the time I was released from active duty and December
1st and I required additional treatment for that, she did not want
to accept that as a medical treatment. She said that is something
that would have happened outside the scope of my active duty
time.

I truly understand that. But I'm not coming and asking for any-
thing that I did not report or had documented prior to being re-
leased from active duty. When I was released from active duty, I
went to the doctor’s appointments that were required of me, I went
to the MRIs and the nerve study tests which were documented less
than a month after I was released from active duty. Those tests
clearly stated that I was injured while on active duty.

So after December 23rd, we went back and started looking at the
incap issue. I was basically given incap, which is, I have the choice
between incapacitation pay versus active duty medical extension. I
was never given that choice, I was told that this was all I was
going to get. So of course, I try to take as little bit as I can and
try to better myself and continue on, I took it.

Now, I'm being told that I'm being sent to Fort Stewart, FL
under an incap position. That’s an incapacitation pay, which does
not give me retirement points, does not give me leave accrual, does
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not give me TRICARE for myself or my family, does not give me
the normal active duty things I would have if I was on active duty.

I now have, I went on February 11th to Fort Stewart this year,
and I met with the doctors, the Army sent me for a fit for duty
physical. When I spoke with the doctor there, the orthopedic PA
and the orthopedic surgeon, they both put in their document that
was signed, the FS 600, that I clearly was injured while on active
duty, and it was clearly done while in the line of duty. And it clear-
ly stated that I should be placed back on active duty for medical
treatment, and if not back on active duty, that I should receive ci-
vilian treatment, paid for by the Army, until these issues are re-
solved.

I work for the Orange County Sheriff's Department. That’'s my
desire, is to go back to where I work. Now I can’t go back as a road
deputy. My safety is important to me, but more than that, it’s to
the other deputies and the civilians that I have work with and be-
side. I could never forgive myself if I went back injured because I
decided that I did not want to continue this fight with the Army
and get this treatment and something were to happen to somebody.

I'm being sent back, like I said, to Fort Stewart. I have to report
there tomorrow at 13. My flight is going to leave here at 9:30, so
I'll be in around 1 a.m., in Florida. I'm going to have to be in a
vehicle driving to Fort Stewart, 'm going to have to report on a
daily basis in formation, in uniform, while all the time not receiv-
ing any type of retirement points, not receiving leave. So I'm going
to be just like every other soldier there, but with less. And this is
the thanks I get for serving my country, not once but several times.
This is not my first deployment.

If you’ll notice today, I'm not wearing my combat patch on my
uniform. I'm entitled to wear my combat patch and combat stripes,
as I've served in combat. But I'm not wearing it, because my com-
bat hasn’t ended yet. I've only returned from one battle to another.
The military has created another issue for me, another battle. And
I feel like in so many cases I'm by myself fighting in a large entity
with no resolve here.

So I hope today that by me testifying that this is going to resolve
a lot of issues. I'd like to add just one last thing, I'm probably over
my time. My medical bills. I have over $15,000 still outstanding in
medical bills. It was well over $30,000. Because I signed the paper
saying that I would be ultimately responsible for this, even though
the military has given written documentation saying that they
would pay these medical bills.

My credit has now been affected. I receive on a daily basis at
least 5 to 10 calls a day from collection agencies and medical doc-
tors’ offices asking me to pay these bills. The military has told me
countless times that these bills have been paid, they’ve been taken
care of, they’re in the works. And to this date, as late as Friday
before coming here, I was receiving calls from Florida Hospital still
saying that I owed over $15,000 for surgeries.

So whatever is said today by anybody that any medical bills have
been taken care of, I can tell you that some of them have been, only
because of the issues and them finding out I'm going to be testify-
ing. But for the most part, they have not been. This right here is
just a stack of medical bills that I get on a daily basis that have
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not been paid. And of course, this is all my documentation and
medical treatments that I've had.

I just ask that this committee help me and other soldiers in my
situation, so we are no longer having to face these issues. Thank
you for the time.

[The prepared statement of Specialist Ramsey follows:]
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Mr. Chairman and distinguished members of the committee, on behalf of myself and
hundreds of other mobilized soldiers of the National Guard and United States Army
Reserves, I am honored and pleased to have the opportunity to address the issues this
committee has been to charged to investigate. I will truthfully and accurately represent
my experience and views as well those of my fellow combat soldiers who supported
Operation Iragi Freedom. My name is John A. Ramsey, and I am a member of
Detachment 1, Thirty Second Army Air and Missile Defense Command (Det 1, 320

AAMDC).

Pre-deployment Health Assessment:

The pre-deployment process was handled poorly. There were no true physical
exams conducted on all soldiers deployed from my unit. The physical exam process was
more or less records checks that were rushed through. There should have been full
physicals given to all soldiers thus saving the military and tax payer a great deal of
money, and saving soldiers and their families a great deal of unnecessary hardship. As
well as preventing hundreds of soldier’s from the painful experience of being forgotten
on active duty medical extensions (ADME). My unit went through a pre-deployment
heath assessment in Florida; however, these efforts were not accepted by the Active
Army (Fort Benning). Fort Benning health assessment was even less productive
compared to Florida’s. Several soldiers were required to receive same vaccinations over
because of poor records maintenance of vaccinations received in Florida according to
Fort Benning, however, the shots were given and it was said later that the medical staff at

Fort Benning was not looking through individual medical files properly. For example, 1
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had a HIV blood test performed in Florida, but because the results were not in the
medical file when we arrived at Fort Benning I was required to give another sample. The
Medical staff at Fort Benning was informed by my unit that the HIV test was just
performed days prior and that the result could be obtained thus preventing the retesting of
several soldiers, the response was that they would not accept the units records and the test

would be administered a second time.

Deployment

I was deployed to Fort Benning, GA on January 23, 2003 Det 1, 32 AAMDC
deployed with all our current up to date qualifications (i.e. Weapons qualifications, NBC
qualifications as well as many more) these qualification records were not accepted. My
unit was then required to re-qualify prior to leaving for Kuwait. Just another example of
needless spending. On February 23, 2003 my unit was deploying to Kuwait, I
volunteered for a baggage detail. This consisted of loading military equipment on a
Semi-Trailer, and an Airplane deploying to Kuwait. During this detail, I injured my right
shoulder. The Non Commissioned Officer in charge wrote a statement and documented
the injury. When I arrived in Kuwait, and when the first opportunity arose I went to the
Troop Medical Clinic at Camp Doha where I was told that the injury appeared to be a
strained muscle and was then given muscle relaxants. I returned for a follow-up, at
which time I was sent to physical therapy. The Physical Therapy Doctor came to the
conclusion, after several weeks of therapy, that I may have damaged my rotator cuff. I
advised him that I was having pain in my left should and numbness in the ring and pinky

fingers of both hands, he stated that it was because I was over compensating my left side
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for the lack of strength on my right side. I was given an injection into the right shoulder
joint with no relief. The Physical Therapy Doctor told me that he was going to give me a
referral for tests to be performed when I returned to the states. Because of the
documented injury, a Line of Duty investigation was conducted (LOD) and completed.
During my deployment to Kuwait and Iraq, I continued to perform my mission dealing
with the pain. 1 was given an opportunity of a lifetime to support my country and our
way of life as well as passing the freedom of democracy onto the people of Iraq. It was
clear to me that during the war that I was honored to participate in would require
sacrifices to include sucking up some pain and driving on. I never complained but feared
that I would be sent home prior to completing the mission of my unit due to my injuries.
Prior to leaving Kuwait, a post deployment assessment form (DD Form# 2796 pg.1-2)
(see attachments 1-2) was completed by me on May 5, 2003. On this form, I started
listing my medical concerns and was stopped by the certifying Officer, Major Apelian.
Major Apelian stated that by listing my injuries on DD Form 2796 that information
would hold up the process of returning me to the states for treatment. The Major did
identify in the comments block that I did have a referral. However, she did not indicate
for what.
Post Deployment Assessment

I returned to Fort Benning on June 11, 2003. I had a conversation with the Staff
Sergeant Major (SGM) Hinckley (a member of my unit) that was traveling with me; he
stated that I would most likely remain at Fort Benning for medical treatment. I called my
wife and told her that I would be staying at Fort Benning for medical treatment, at which

time she stated that she was going to travel with our children to Fort Benning that
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weekend to see me. Itold her that I would call her when I knew for sure that I would be
staying. On June 13, 2003 I went to the Fort Benning medical out-processing center
where I was given several forms to fill out as part of the Return from active duty (Refrad)
process. (See attachment 3- 16). During this time I spent approximately fifieen minutes
in the building, approximately three to five minutes was spent talking with First
Lieutenant (1L'T) Muellner (PA). 1LT Muellner asked me if I had any medical problems.
1 told her that I was injured while deployed. She stated that I would need a LOD
completed. 1 then stated that a LOD had been completed prior to me leaving Kuwait.
1LT Muellner then stated that T would need a referral to see a doctor, at which time I told
her that I was given one prior to leaving Kuwait, she stated that I was the first soldier to
return from deployment with this type of competed paperwork. While she was reading, I
asked 1LT Muellner if I would be required to remain at Fort Benning for medical
treatment or would I be sent back to my unit in Florida, 1LT Muellner stated that I was
not required to remain at Fort Benning that I could receive the same medical treatment in
Florida as I can at Fort Benning. During this time I never stated that I did not want
medical care or that I did not want to remain on active duty for medical treatment. 1LT
Mullner wrote on several medical documents that I would be returning home for follow-
up health care at home station. This lead me to believe (and no one told me otherwise),
that I was going to return to my reserve unit for continued treatment while still on active
duty orders. I was given several checklists for tracking post deployment processes
(Attachments # 3-8), however the majority of the out processing check lists were not
completed, or signed off on. (Example: Attachment # 7-8 (The Fort Benning

Demobilization out processing checklist), identifies medical, personnel, dental, and other
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requirements such as finance, and the only portion filled out is finance, had this checklist
been completed many of the problems I am faced with now may have been avoided. The
Medical section of this Demobilization out-processing checklist has the following five (5)
medical questions: Medical screening complete and is further treatment required?
Quarantined? Assigned to Quarters? Pregnant? Received medical briefing? and the final
statement is; completed out-processing, and requires a Medical representatives’ signature
and date. I attribute the non-completion of these checklists to pushing/rushing soldiers
through the re-deployment process, and a total lack of responsibility by the Fort Benning
re-deployment out-processing Center. On June 14’ 2003 at approximately 4am I was on
an airplane heading home. 1 feel that the soldiers were let down by the National Guard
and the Active Army and these organizations are not being held accountable for their
gross negligence dealing with Ammy Regulations regarding the pre-deployment,

mobilization, and re-mobilization of the most precious resource in there charge; Soldiers!

Return to home station for continued health care

On June 17, 2003 I reported to Det 1, 32 AAMDC. Florida National Guard has altemate
work week schedules and the headquarters was closed on June 16, 2003. I turned over all of the
medical documents, and at that time was told by SGT Venderwest, (Personnel Clerk at Det 1, 32
AAMDC), and Mr. Till (Medical Branch, Surgeon General Office, Florida State Headquarters), I
should not have been released from active duty. The unit then asked Mr. Till for guidance, and
Mr. Till stated that I would be put on Active Duty Medical Extension (ADME), but first I needed
to get a doctor to give a prognosis, diagnosis and expected date to return to full duty. I was
instructed by Mr.Till to select an orthopedic doctor in my area and make an appointment. I did so

and made an appointment with Dr. Christensen on June 18, 2003, Dr. Christensen told me that he
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could not give any of the requested information until the following tests were done, Magnetic
Resolution Imaging (MRI) of the right shoulder, neck, and a nerve study test of the right hand
arm and shoulder. Dr. Christensen was extremely upset with manner in which my unit requested
the above information. The request was sent on a 3x3 sticky. Dr. Christensen stated that he was
in the military for over twenty years and had never received a request in such an improper way.
He further stated that I should be in a military hospital not a civilian doctor’s office. He further
stated that he would not be able to answer any of the above questions with out the requested tests
and further stated that if the military wanted any questions answered then they needed to request
them on a proper memorandum format and with the proper letter head. The above tests were
scheduled in the month of July. Ireported this to my unit and Mr. Till. I was unable to talk with
or explain to Dr. Christensen of the problems on my left side because of his continued discussion
of disgust of the sticky note. Because of this Mr. Till told me I should try to see my primary
physician in order to move the testing dates up to prevent me from being dropped from active
duty. During this time I was on Active Duty Leave. I scheduled an appointment with my
primary physician on June 26, 2003 at which time an MRI of my left shoulder and a nerve study
test of the left side was requested. The MRI tests of the left and right shoulders and of the neck
were done on July 14, 2003. I received the results approximately two days later at which time I
turned them over to my reserve unit and Mr. Till. On July 21, 2003 a nerve study test was done
on the left and right arms, hands and shoulders. I received the results of these tests on July 23,
2003. 1 then had a retum visit with Dr. Jones (per my request for a different doctor) on July 24,
2003 who is in the same practice of Dr. Christensen. Dr. Jones reviewed the tests and stated that I
would need to see another Doctor in his practice for the shoulders and hands. He further stated
that there was an unidentified growth between my fifth and sixth vertebra that he wanted a repeat
of the MRI at the same location of the first in three months to see if there was any change in size.
His concern was that it might be cancer. He further stated that he wanted me to return to him for

the results of that test being that this is what he specializes in. Dr. Jones signed the military
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disability form stating that I would be unable to return to full duties for at least three months. It
was later questioned and accused of altering this form prior to submitting it to the military.
However, to date I have not heard anything reference that accusation.

During this time I asked why I was released from active duty. I was told that it was based
on the DD Form 2697 report of medical assessment (attachments 13-14) question # 15 & 17.
Question# 15 was “do you have conditions which currently limit your ability to work in your
primary military specialty or require geographic or assignment limitations™ 1 answered “no”
because I felt that I could do my job for the most part. Question# 17 “do you have any other
questions or concerns about your health” I answered “no” because I had no new question from the
last time I had spoken with the Doctors in Kuwait. This form is a basic tracking form for the VA
and clearly states the following- “Disclosure: voluntary; however, failure to disclose the
requested personal information may result in delay in processing any disability claim.” Not a
form to decide the active duty or medical status of a soldier. There is an established Army
Regulation (Regulation 135-xx) regarding Active Duty Medical Extinction (attachment 17),
clearly states that reserve members may be retained on active duty when the injury or illness
occurred in the line of duty, and prevents the soldier from performing his/her normal military
duties. There is a document that walks the health provider through the process (attachment 18).

The following requirements are:

a. Consent to remain on active duty.
b. Physician’s statement that medical treatment for more than 30 days.
c. Line of duty determination,

d. DA Form 4187, signed by the Commander.
1 qualified for ADME per the above Army Regulation, however because Lieutenant Colonel
(LTC) Sherman stated that because I could still perform my Military Occupational Specialty
(MOS) per my answer on (attachment 13) Answer# 15, she was not going to put me on ADME.

LTC Sherman further stated that I could still perform my MOS with a temporary profile, there for
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I did not qualify for ADME (attachment 19). There is no Army Regulation that states what LTC
Sherman would have you believe nor is there an Army Regulation that states you can interpret the
Army Regulation if you don’t agree with them or are unclear of what they mean. Once again I
would like to point out that the Regulation states normal military duties, a soldiers MOS is only
part of his/her normal military duties. As well as every soldier I have spoken with that has
remained on ADME either performs some part of they’re MOS or a similar job while awaiting
discharge from ADME.

I returned to the doctor’s office on August 5, 2003 and met with Dr. Halperin. He gave
me an injection in the right shoulder and sent me to physical therapy. He stated that we would
work on the most painful complaint first (right shoulder). Iattended physical therapy three days a
week until my return visit on September 02, 2003. Ireturned to Dr. Halperin, he gave me another
injection. When there was not relief from the injection, he referred me to Dr. Schwartzberg for a
second opinion. During this time I was being told by Major (MAIJ). Rooney, (Det 1, 32 AAMDC
G1 Plans Officer), Mr. till and Staff Sergeant O’Brien (Det 1, 32 AAMDC Medical Operations
Non commissioned Officer), that I was going to be put on ADME and that I did not qualify for
Incapacitation Pay (INCAP). They further stated that I was going to be back paid as well.

On September 11, 2003 I met with Dr. Schwartzberg, at which time he advised me that T would
be a good candidate for surgery, I agreed and the military (Florida States Surgeons Office —
Sergeant First Class (SFC) Dressel) agreed to pay for it and all the care relating to my right
shoulder (in writing). The surgery was performed on September 26, 2003 where the right
shoulder was repaired as well as an injection in the left shoulder. I had a return visit with Dr.
Schwartzberg on October 02, 2003. He requested that I return to physical therapy as soon as
possible. On October 16, 2003 I returned to Dr. Schwartzberg’s office reference my left
shoulder, he had me start physical therapy on the left side. During the surgery on the right
shoulder, at that time, the doctor recommended performing the same surgery on the left shoulder.

I agreed and cleared it with the military (state of Florida) this was also put in writing. The
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surgery was scheduled for November 14, 2003. During this time I went from not qualifying for
INCAP to not qualifying for ADME. What this amounted to was that the army did not want to
pay for the care and the Florida State Headquarters did not want to pay. And I was stuck in the
middle.

Ireturned to Dr. Schwartzbergs for a follow up after the surgery on December 02, 2003. During
this time it had been told to me that I would be going back on active duty. Because of this
information, I did not start back to physical therapy until late December. It was also due to the
holidays.

I contacted Congressmen Rick Keller on September 02, 2003 to request assistance in this matter.
After several months, Congressmen Keller got the Active Army to agree to put me back on active
duty starting December 01, 2003 and got the Florida State Headquarters to agree to back pay me
from the date of release to December 01, 2003. Congressmen Keller between November 20-26
2003 told this to me. Approximately two or three weeks later, the Active Army changed their
minds and refused to put me back on active duty. It was first said that it was due to my back pay
being INCAP.  LTC Mary Sherman Headquarters Department of the Army (703-695-7874)
refused to mix INCAP pay and ADME. On December 23, 2003 during a conference call with
myself, Terri finger (Representative from Congressman Rick Keller’s office), MAJ Rooney, LTC
Radcliff (Det 1, 32 AAMDC Full Time Staff Officer in Charge), SSG O’Brien, LTC Sherman,
MAJ Etzel (Legislative Liaison for Headquarters Department of the Army) and Mr. Steve
Howard (Surgeon Generals Office, Florida State Headquarters) LTC Sherman stated that she did
not want to put me on ADME because she did not want to except the other injuries that were not
noted on the first LOD or mix two different pays. Although this was documented by civilian
doctors prior to me being released from active duty. And had the Army kept me at Fort Benning
rather than releasing me, a military doctor would have documented these injuries. During this
call it was agreed upon between Florida State Headquarters and LTC Sherman that I would be

sent to Fort Stewart for a fitness for duty physical to document my injuries. This also changed,
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because Florida State Headquarters and the Ammy don’t want to agree on who is going to pay for
this, it has been decided that I will now have my medical files sent to the Florida Army National
Guard Medical Review Board to determine my status in the military. Once again they have
basically made untruthful statements to me. And as of December 25, 2003 my pay once again
stopped.

The Florida Army National Guard requested that I have a disability form signed by Dr. Halperin,
however they would not authorize the visit. SSG O’Brien wrote to me that this was being
requested and that he would work on getting the approval for the visit (attatchment#26). SFC
Dressel also stated that he would get the approval for the visit during a conference call with SSG
O’Brien and myself. As of January 21, 2004, this changed. I was then told to go to the Doctor’s
office and pay for the visit, if the doctor states that it’s an injury incurred in the line of duty and
the Florida Army National Guard approves the LOD, I would be reimbursed for the visit and
treatment, On January 29, 2004 I went to see Dr. Halperin however because the Florida Army
National Guard did not pay any of the medical bills that they agreed to in writing to pay, I was
going to be turned away. I was able to convince them that I needed to see the doctor. Linda
Thomas with the Orlando Orthopedic billing collections office spoke with MAJ Rooney on the
phone and explained to him that I will not be allowed to continue physical therapy or any other
doctors visits until the bill is paid in full. There was over eleven thousand dollars due for my
medical treatment to just that office. To date I am receiving collection calls almost every day for
bills not paid by the military. These bills are well over fifteen thousand dollars. I was then seen
by Dr. Halperin who filled out the military disability form stating that the injuries to my elbows
and hands occurred while in the line of duty. He further stated that it will require surgery and it
will be approximately six months before I can return to full duties. He stressed that the six
months is an estimate only. Blood tests were requested as well as taking an mrol dose pack. This
doctor wanted me to return in one month to review the lab results and look at further treatment.

This was not possible because the military refused to pay for the visit. Several days later the
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Florida Army National Guard did approve the visit from January 29, 2003(after the visit took
place). I called MAJ Rooney several times on January 29, 2003 reference to these current
problems. He explained to me that this is currently how the system is working. He further stated
that it would be a while before anything would be done because he and his staff as well as the
contact people at Florida Army National Guard Headquarters were extremely busy working on
deploying 600 or more soldiers to Iraq.

On January 30, 2004 MAJ Rooney notified me that Mrs. Sapp (Surgeon Generals Office
Florida State Headquarters) spoke with the billing and collection department of Orlando
orthopedic center. He further stated that the past due bills would be paid in full. MAJ Rooney
then instructed me to contact the Orlando orthopedic center, billing and collection department to
verify this statement. I spoke with Linda Thomas, she stated that she had been in contact with
Mrs. Sapp; she further stated that Mrs. Sapp assured her that the bill would be paid. However
Linda further stated that if she did not receive a payment by February 14, 2004 I would not
continue treatment with Orlando orthopedic center.
On February 3, 2004 1 contacted Terri finger and MAJ Etzel reference to the physical that was
requested by them and LTC Sherman on December 23, 2003. They stated that the requested
physical should have taken place and that they would be looking into why it had not taken place.
Later that same day, I was notified that MAJ Etzel had spoken with SFC Dressel. MAJ Etzel
stated that SFC Dressel was now currently working on getting me an appointment at Fort Stewart
Hospital. I was then advised to contact MAJ Rooney to update him on the new information. I
made this call to MAJ Rooney at which time he called SFC Dressel, and we had a three-way call.
SFC Dressel stated that he was working on an appointment for me at Fort Stewart. I asked why
now after his previous statement. He stated that after talking with his boss (LTC Cornelison), it
was determined that the Florida medical review board would pass this case off to Fort Stewart for
further review, so to save time he was sending me to Fort Stewart for a fitness for duty physical.

I told SFC Dressel that MAJ Etzel and Terri finger both advised me to notify the doctor at Fort

12
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Stewart of any and all injuries and illnesses that may have occurred while on active duty. SFC.
Dressel then stated that I was only allowed to discuss my right shoulder for the purpose of this fit
for duty physical. This information was relayed to Terri finger.

On February 4, 2004 I contacted the patient affairs office at Winn Hospital located at Fort
Stewart. I was told that there was an appointment on either February 11 or 23, 2004. Within two
hours of receiving this information, I received a call from MAJ Rooney; he stated that SFC
Dressel notified him of an appointment for me at Winn Hospital on February 11, 2004 at 830am.
He further stated that the orders were being faxed to me as we spoke on the phone. He stated that
the orders were as follow: February 10, 2004 was for travel and February 11, would be for the
appointment and travel back to home of record. On February 5, 2004 I contacted MAJ Rooney in
reference to my orders, I asked him why February 10, was not listed on the orders. He stated that
he would check into it and call me back. On February 6, 2004 MAJ Rooney called me back and
stated that the orders were valid and that February 10™ was listed on the computer and even
though it was not on the printed orders it was still authorized as a day of travel. MAJ Rooney
further stated that I was to take all of my medical files to the scheduled appointment, and that 1
was to let the doctor know of all my medical problems.

On February 11, 2004 I reported to the orthopedic section of the Winn hospital, at which
time I was advised that there was no scheduled appointment for me and further stated that I was
not in their computer system. They did however state that if I go to patient registration and get
put into the computer, they would fit me in to an open slot.

Orthopedic P.A. Terry Clark saw me. P.A. Clark read and documented my medical file, and
concurred with the civilian doctors. He further stated that my injuries were incurred in the line of
duty; he further stated that I should be place back on active duty as soon as possible for continued
care. MAJ Kurt Hensel orthopedic surgeon Winn Hospital who also agreed with P.A. Clark and
stamped and signed Standard Form 600 filled out by P.A. Clark. I took this form over to patient

affairs, where I was told that I needed to get a P2 or P3 profile, and if it was going to be a P3
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profile, the doctor needed to start a medical evaluation board. I went to the doctor, he refused to
do either, he stated that I was in the middle of treatment and attempting to get further treatment,
there for he could not start a medical evaluation board for something that is still being treated. 1
relayed this back to patient affairs; they stated that they would notify SFC. Dressel. Also, they
were missing several documents from my file, most importantly the first LOD that was completed
in Camp Doha, Kuwait. I provided them with a copy; I also copied two documents sent to them
by SFC. Dressel (attatchment27-28), the first document was a commanders memorandum, it
stated that I currently have a P3 permanent profile and that I currently have two LOD
Investigations in progress for both shoulders. Both statements were false. I understand that there
is a formal investigation in progress for the left shoulder and at this time that is all. The second
document I copied was a memorandum from SFC Dressel, he was requesting a fit for duty
physical to be done on both the left and right shoulders.

On February 12, 2004 1 returned to my reserve unit and spoke with SSG O’Brien, he stated that
he now had approval for me to see Dr. Halperin two times. He further stated that the blood work
requested by Dr. Halperin was approved back in December 2003, I questioned this because the
request for blood tests was made on January 29, 2004. SSG O’Brien further stated that SFC
Dressel was requesting another fit for duty physical at Winn Hospital. I asked why? SSG
O’Brien stated the following; SFC Dressel told him that the doctor conducting the physical was a
new doctor and did not know how to do them; he further stated that I was sent there for my right
shoulder only. Iasked SSG O’Brien to call SFC. Dressel to see if we could get to the bottom of
these statements, A conference call took place with SSG O'Brien, SFC Dressel, and myself.
SFC Dressel stated first that I was told to go to Fort Stewart for the right shoulder only and that
because the doctor was new to this, that I would need to go back to see a surgeon. He further
stated that he instructed the hospital to perform a line of duty for the right shoulder only. I then
read to SFC. Dressel his memorandum that he sent to the hospital, he then stated “ Oh, I thought I

called them and told them to change it to just the right shoulder”. I then had SSG O’Brien read
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the Standard Form 600(doctors notes) to him, during this time SFC Dressel stopped him from
reading and stated that he wanted me to know that Florida Army National Guard had approved
twelve more visits to physical therapy for the left shoulder. I asked, is that also for the right
shoulder? He stated no and that the prescription from the doctor (Orlando orthopedic center)
stated only the left. Ithen stated no that is not correct, I asked the doctor if it was for the left only
and he stated are we treating you for both, I answered yes, he then stated well then its for both
right. SFC. Dressel then stated that it was written left only, I then stated that it was written as
follows: physical therapy x4 weeks. SFC. Dressel then stated yes you are correct and there for
you need to go back to the doctor and let him know that the military is anal and we require
everything spelled out. At this time SSG O’Brien continued reading the Standard form 600,
when he read that I was to be put back on active duty, SFC. Dressel stated, that is not going to
happen and it’s not an option. SSG. O’Brien continued to reading. When he said I was to
continue physical therapy on both shoulders, SFC. Dressel asked if there was a time limit put on
that and, SSG O’Brien stated “no”. SSG O’Brien then stated that the doctor stated that I couldn’t
perform my MOS. I then told SFC. Dressel that this was prepared by an orthopedic P.A. and
signed off by an orthopedic surgeon. SFC. Dressel then stated that he did not know that it was
signed by a surgeon. He further stated that I would go to physical therapy for both shoulders for
the next four weeks at which time he would then request another fit for duty physical. 1 asked
him about my neck, hands, and elbows? He stated that the unit needed to complete an LOD. For
each and that this would not be part of the next appointment. He further stated that it would be at
Teast April before there was an answer on the completion of LOD’s. SFC. Dressel then stated that
while he was at a conference with LTC Sherman, he took my medical file (which were
incomplete) and showed it to an orthopedic P.A. that stated that I was fine and ready to retumn to
full duty. This Orthopedic PA has never examined me nor is he in involve in my medical
treatment plan. SFC. Dressel further stated that this was why he requested a fit for duty physical

for me. This statement contradicts his previous statement, he previously stated that after talking
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with his boss (LTC Cornelison), it was determined that the Florida medical review board would
pass this case off to Fort Stewart for further review, so to save time he was sending me to Fort
Stewart for a fitness for duty physical. SFC. Dressel clearly violated the federal HIPPA law when
he removed my medical files from his office and showed/discussed them with This Orthopedic
PA who has no involvement in my medical treatment what so ever.
Medical bills not paid to date,
To date, there remains over $15,000.00 of medical bills that have not been paid. As

late as march 10, 2004 there was over $25,000.00 of medical bills unpaid. The Florida
Army National Guard continued to state that all the bills were either paid or being
processed for payment. This has been a repeated statement every time I bring the issue to
the Florida Army National Guard. The lack of payment has interfered with my medical
treatment on several occasions to include stopping my physical therapy and any
follow-up doctors appointments as of February 09, 2004. When the National Guard
Bureau, Active Army

and the Florida Army National Guard found out that I was going to be testifying in front

of the Subcommittee on National Security, Emerging Threat, and International Relations
on march 30, 2004, I started getting calls from the National Guard legislative liaisons
office, the Army Surgeon General’s Office, as well as a request to meet with LTC
Cornelison. The Army Surgeon General’s Office (Anne Price) wanted to know what
medical bills were not paid, and whether or not I had been back paid.

I was told that this information was requested by LT General Peak and that he wanted it

to be kept quiet that he was looking into these issues. Mrs. Price further stated that there
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was nothing they could do to assist in my matters. Basically her office was on a fact-
finding mission only.

1 received several calls from Mrs. Price within a week’s period. During one of our
conversations, she stated that tri care informed her that my military ID card was showing
as active duty. However no one can tell me what that means.

On march 17, 2004 I went to my unit and met with LTC Cornelison and MAJ Rooney,
our conversation consisted of LTC Cornelison telling me that he felt that we were on the
same team and striving for the same goals. He further stated that he wanted me to know
that to his knowledge I had not been denied medical care and that the medical bills had
been addressed. After our conversation, I believe that he conceded to the fact that
medical treatment was not 100% forthcoming as well as the medical bills were not
properly handled, as he had previously believed. I will say that per some of the e-mails
given to me by LTC Cornelison clearly shows that he and his staff as well as my unit had
been vigorously working my issues for some time. I also believe that a point came that
my issues were dropped to the side because of lack of cooperation from the active Army
and the Army National Guard. This is clearly seen in the response from the Office of the
Adjutant General, Department of Military Affairs (Colonel U.S. Army RET Michael G.
Jones) that was sent to Congressman Keller’s office and Senator Nelson’s office. The
exact same document was sent to both the Congressman and the Senator, however the
response was addressed to only Congressman Keller Attention Terri Finger. The writer
of this document failed to address it to the Senator. I found this to be quite embarrassing

as a member of the Florida Army National Guard that the writer of this document showed
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little to no respect for these public leaders. (Attachment 20-25). Note: See further
supporting documentation (attachment 29-30)

Returning to Fort Stewart for medical treatment in a INCAP status

On march 17, 2004 I was notified by MAJ Rooney that I was going to be sent to Fort
Stewart for continued medical care. He further stated that I would not be placed back on
active duty. MAJ Rooney stated that I would be sent there in a INCAP status, which
means that I will be paid the same pay as a active duty E-4 however I would not be
entitled to tri care for me or my family, I would not eam any retirement points nor would
1 earn any leave. I told MAJ Rooney that I could not go until April 1, 2004, this would
allow me time to get my family affairs in order and allow me to testify in front of this
committee. Maj. Rooney agreed and had the consent of the Florida Army National Guard
as well (LTC Comelison). On march 20, 2004 at approximately 9am I received a call
from MAJ Rooney, he stated that the National Guard Bureau wanted me to report to Fort
Stewart that day or no later than March 21, 2004. I told him that I could not leave on
such short notice and stated that I felt that this could interfere with my testimony. He
stated that he would relay my concerns. I then called Terri Finger and told her what 1
was told. She made contact with a member of the National Guard Bureau who told her
that if T did not report by March 21, 2004, the National Guard Bureau would testify that
refused medical treatment. Later in the afternoon of March 20, 2004 MAJ Rooney called
me back stating that T would be required to report to Fort Stewart on March 31, 2004 at
1300hrs.

1 want to take a moment to tell you about a few people that I feel have gone over and

beyond the call of duty to assist me and other soldiers. Congressman Rick Keller and
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Terri Finger, who have supported and assisted in every way they possibly could with my
medical and pay issues. SSG O’Brien, who has taken the time to listen to me vent my
frustration on several occasions as well as he attempted to answer any questions Thadina
timely manner. MAJ Rooney, Who put himself in many difficult positions to try and
assist my family, and me continually contacting the same people over and over to try and
resolve my issues. SSG Cockerline who recently retired. He was my unit supply
Sergeant, he always went over and beyond the call of duty when it came to providing the
best of military clothing, equipment, and special items that distinguished our unit. He
always did everything he could to make our deployments as easy and successful as
possible, always finding ways to support soldiers on pre-deployment. Doing his best
Getting soldiers in and out of the unit as soon as possible giving soldiers the opportunity

to spend much more quality time with our families prior to deployment.
This concludes my testimony; I sincerely thank each of you for allowing me to speak on

behalf of many of my fellow soldiers and myself.

I would be happy to answer any questions you may have of me.
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1 have been with the Orange County Sheriffs Office since 2000 as a Road Deputy. Prior
to the Sheriffs Office, I worked for the Sanford Police Department from 1996-2000.
While at the Sanford Police Department I worked as a patrol officer, property crimes
investigator, persons crimes investigator, sex crimes investigator, auto theft investigator
and later was assigned to the Seminole Auto Theft Task Force. And have been lead
investigator reference homicide investigations.

I am a prior member of the United States Marine Corps and have been a member of the
Florida Army National Guard since 1995.

I am a shareholder in two corporations that I and my best friend Dean Barnes along with
Joy Rogers started in 2000/2004. EYE CAN INC. A roll-off can company handling
construction debris and yard waste, and EYE ROC INC. A new construction cleaning

company.
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it. S, 350

WAME KASL Fss amcouti .
£-4

§. EMAL ASORESS

wtaiaton Seurtty

= L g

S e e oy

¥R A AZDULIC) STITAMENT ) UROSISTINGS | RIN DEr2lG fUx FECONIIRIDGN ING 1 T DER T LI XTIOWREHE, 35 IRISCTTTON CONTNET I T BOCUCRIT 5|
soiee ang qurrets,

T AN RAME OF LLDER % RANK 1 TnE

P27 3. TaAwWiansas ACKSOWIeDEEReILOTNT.3N0ME M3Y JDMOVE 5 MIGMOUN 6" FATONEIUT0N DIED G 9 COrDIYNYY GHRTS MACOITRPEnGETRr,
sy, nesos tne fAincnor

. FERTED NAME GO 6 Ad Fa. AW X TE
l
& R TURE % ADDRERS
i FWONE NIMAER 7. BMAZ ADPWESS £, DN MUMEER ‘l. PAX MUAESK
3 L. RECHMSTITLIRON mmwmmncuuwum&m
(T PATRD WA OF VALENATING DRPGIRE ERTy T
[ TISRATONT OF VALEATRE SFEs 5, ADORESS
. FoONE SRR . BWXR ADORETY j:. DRAE YT LT
e FReE Jri SE BEERES 35 LOMIONEE THE BTN & LEDY reSME 2 T8 ZINE
ormanizcie.
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P opt-Deploymant {3 of B
SR am, Fow Msie)
gy &

. SECTION It PERSOMNEL

e e o e o e

Attathment 24
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Post-Deployment (2 of 3}

T, Swrsivre of Canbiying DRl o
- . ) - ) <\

W; Fest 1Amie] l Zs%
amsty . Tobe A u
7 ~C~ Indi to b P by zi
SECTION IV - INSTALLATION ° PH :g GO | DATE (YYYYMMDD)
1. DBOS: Branch;
{a) Camnisted HHGlersonal proossty aranpements 7 2.3
| ) Requices ransporiation arangements? 23
2. DBOS: Housing Division:
{a) Cleared Ouarters. BOO or BEQ? 2.3
3. DCFA: Ay C. Sexvics (ACS) Division: - .t
(3} Faerdy Suppon-GPIACS inormation providec? 2.3
4. GIVLATM: Security Division:
(8} Security File Raviewad? 2.3
Ib) Secusily “ebrieft 123
5. Signaturs of Certifying Offizial 6, Rank/Tite 7. Date
NO
I PH so’ 60 | DATE (YYYYmmpp)
SECTION V - SECURITY
7. Labneles by 53 REverse S 312 COMpMTD # BSCasS wilnorewn G- 1.2.3] 5
T and ‘chwcked 107 SENRSIVe GAA G- 5
3. G Prog: on personsl puroRcC 1.2 3]
3. Signal secuity- T log: < .23
‘S.Dbrm”mﬁpmlmleﬁumw‘C' 1.2.3
{6 Bacges or oevices for sezure areas tumein"C* 1.2.3]
7. Al ciassifiad materia! accesred by individiual properly ascountad for "C 1.2.3]
8. ANy 2 Keown 1o the chanped. *C" 1.2,
8. Signairs of Certilying Official 10, Rank/Title 1. Date
SECTION Vi - MEDICAL
1, TRICARE Enrolment Auol 3 /]
2, Received Madical haaith recoras review (H aoolizabie} 3 /
3. Compiete DD Foren 2557 for in-Thaater exxosures?°C° 3 \ Jm
<, Has Medioa! Suoveltznce Srogram had shnial evaluaion? 2
£, Hosollalzed/medical treatmen: prohibiing oemoblication? 3
5. Madical ProtecBon Svrtem (MEDPROS). 2
7. DD 2758 thdutt Pre & Chronic Care Flow snest) origina! retumec 1 maes rmoors, 3 ,
}8. Mesicat Line of Duty LOD) maeived (¥ mouired) C ion of DD Formr. 264 223 7/
. Condurt iniftal T8 Test 3 J
20. Suspenss foliow-iss 80 Dy TB Test 3
1. Conduzt MIV Test 3 7 _Fg g 2003
2. Reouired krrnuni=afions 3
3. Rezevec OWCP process for ocunationsl Mness ang injury resonine. "0 23
14. Rezuive coov of DOZ340 (Madical Profie) prior 1o Z3
e ST e O ﬁtr, gt e R
SECTION VIT. DENTAL
1. Compiele denisl rezordicare {while on active tiuty) reviewes? 353
2. Varily dental ciass -1 4.2.3]
13, Pantograchic X-Ray i gerisl recond 123
4. VA Deriiai Cars. 4 2.3
€. RamTite — 7. Cate

Mrachment ‘# 5
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Posi-Deployment (3 of 3}

NAWE (Lant Ry Micsia)
amgey. Toks A
4 “C*” INDICATES TO BE COMPLETED BY CIVILIANS ‘
SECTION Vill - VISION
1, Vasion sweening . sl i I 1
2. Vision classilication } 1 -1
3. Signature of Certitying Otficial 4. Rani/Title 5, Date
L.
ey SELTION IX -LEGAL
5. C jed on i and civil matiers and legal righls? )
2. Brisfed on Undl Servcas Empl ) Rights A=? 123
3. Brised on Soldiers ang Sallors Civi Relie! Act Rights 1.2.3
4. Has been counselsd on clalme Fing L 1.2.3
3. Signature of Centitying Ofheial ]’& Rank/Titie 7. Date
SECTION X - SUPPLY AND LOGISTICS
1, Weanon's issusgd ed for Tumned in. satial number's);, “C” 23
Z Theatsr soecific CIF/CDE tum-in? °C” 1.23
3. Chemizal D Eoul 23
3. Personal military clothing snd basis issue 3.2.3
5. Band raceint - 1.2.3
F‘ Sipnmiure of Ceniying Ofical 7. Rank e 8. Dae

Atachment #b
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DEMOBILIZATION OUT PROCESSING CHECKLIST

PRINT NAME: Emsw Yot _4__DATE:
(LasT) (FIRSTY i
COMPONENT: Active___  Resorves___ National Guard_y/ SDSCO___ PLT__
LAST THEATER UNIT OF ASSIGNMENT: 2¢7 ¢+ 324 AA @dc
CIVILIAN CATEGORY: DoD___ REDCROSS__ CONTRACTOR __ RANK: __

HOME ADDRESS: M PHONE: (RN

SSN.ggn_ -4 GUER SEX:}/F _MOS/AQCIOCC: 324

PERSONN| IREMENTS: REMARKS
1. DD Form 214 worksheet completed Y /ININ/A
(DEMOB / ETS only) Received? Y /N Date:
2. SGLV 8286 reviewed / revised YIN/N/A
3. DD Form 93 reviewed / updated Y N/N/A,
4. Family Care Plan reviewed / updated Y/N/NA
5. AC ID tumed in / Reserve ID issued Y/NINA
6. Award(s) posted YININA
”. Evaluation report compl d Y/N/NA
S, LOD required / i dS it of charges Y/N/NA__
.. Have anrhm: ticket ININ A
@DA Form 31 completed (if required) @ N/N; A
11. Received safety briefing IN/NeA__ v
12. Chaplain visit YIN/NA____
13. Restricted by commander (or admin action) Y /N/NA
14. Security clearance current Y/IN/NA
a. Requires update Y/N/NA
b. Security clearance passed Y /NIN/A
COMPLETED OUT-PROCESSING (LOG rep sig e/ date:
MEDICAL REQUIRF)
1. Medical YININA
Further treatment reqmrcd" What? Y /N/NiA,
2. Quarantined Y/NI/NA

2. Assigned to Quaners / MTF \ ‘NINA
4. Pregnant . ; ;
5. Received medical briefing_ -

“COMPLETED OUT-PROCESSING (MEDIAL Rep Sxmamre Date)

DENTAL TREMENTS: REMARKS
). Dental screening complete ) Y iN/N/A
Further treatment required? ‘What? YIN/NA

2. New ponographic x-ray needed
COMPLETED OUT-PROCESSING (DENTAL Rep Sig e Dare}

Aftochment #7
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FINANCE REQUIREMENTS™

1. Pay cntitlements verified

2. Travel voucher initiated

3. Debts settied

4. Transition leave elected

COMPLETED OUT-PROCESSING {(FINANCE Rep Signature / Date)

LEGAL AFFAIRS REQUIREMENTS:
Pending civil / military charpes YIN/NA
COMPLETED OUT-PROCESSING (LEAGAL Rep Sign / Date)

PROVOST MARTIAL (PM) REQUIREMENTS:
received vehitle from storage Y/N/N/A -
COMPLETED OUT-PROCESSING (PM Rep Sig / Date)

LOGISTICS REQUIREMENTS:

1. OCIE tumed in Y/N/N/A
2. CDE wrned in Y/NI/NA
3. Mask turned in Y/NIN/A
4. Weapons tumned in Y/N/N/A
3. “Statement of Charges™ completed Y/N/N/A

COMPLETED OUT-PROCESSING (LOG Rep Signatre / Dae)

1. HHQ/ personal property . YIN/N/A
2. Travel arrangements required Y/N/N/A
COMPLETED OUT-PROCESSING (TRANS Rep Sip / Date)

ARMY COMMUNITY SERVICES (ACS) REQUIREMENTS:

Family i / q YIN/N/A
COMPLETED OUT-PROCESSING (ACS Rep Signarure / Date -

HOLDOVER? Y/N/N/A

“*NOTE Anpv item circled pa (1(: ; ZNIA) denotes problem areall!**

t certify that I have received my DD Form 214.
1 have received this checklisi and affirm that the information herein is correct to
the-best-of my knowledge:

{Individual. signature / date)

{Commander's signature ' Date} {OIC - NCOIC's signature * Datey

AROCK mend # €
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-
E__._;: POST-DEPLOYMENT  Reatth Avsasorment

My
Autharicy: 10 USC. 136 Chupser 55. 10744 3013, 5013, 8013 and £.0. 9397

Princigal Pacposs: To amem. mdh&&wmmwwnmdmhymmu
mnﬂmhm«wﬂ-h&hﬂmm and Soture: coedical cxre W

Routine Usc: Te ather Fudoral and Stxw ageacies amd civilian b P - Y, i avder 10 provids y
mwdical care snd tmasment. .

Destiowars: (%ynm:ﬂouniﬂh&w-wﬂ Volesmary. 1 not grovided, bealtheare WILL BE Aurvsished, bot
rohal ¥ et b possibk

and Bl v b fowe: rmark i P

INSTIAK.’I’N Plezic read cach question somphencly your Provide a reaponss for esch
GUERIOR, Ifyudnummmﬂhm
_Dasosgraphics 3
Last Name

AP ARM NN NN RE
'M”ﬁ ‘lﬁ
O CL )y, s

Gender Service Branch  Cewponent

(181 7 el'?
— - —
i / 6 / s

Dote of sevival in theader (¢ N
Sk, Sfiraw o lamw [ lalal / {ale]oT3]
O Cout Guart O Recrvas Maarhm
gm—cw © Civilisn Govemment Employes EB_Z] EE} / aan
O Oer Crade
* Location of Operation og -X]] o wl
O Lurope O Auaii South Amcrica o o ow
® SW At D Abcw | ) 8mm oK 003 oWl
© SE Asis O CenmalAmcrica o Othes___ . g o 04 o Wa
O Asia (Odw) © Unkaawn - b g: ows
o om © Oder
‘Te what arvas were you malaly deployed: [0 ] R ]
(annrk alll that epgly - list wheve/dute srvived) -3 ] o0
o ) : Bl o i o ol
O Quw O Tukey
O i 0 Ukl
O Bomis ©  Kowowo
o O O CONUS
Nosw of Oporation: © Ot
folelel TTTTVITTEILLG prarT——e
- meeat :an:u::fﬁdduum
(MOS, NEC o APSC) O 0 0O Mot Aivideg nanyion
GRELTT] R
O O O PesDuwphywmm s pucionn sibund
Combat spasiably

. DO FORM 2796, APRIL 2003

ASD (HA) APPROVED

W

Arochment # ¢
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Health Care Provider Only N .
e A — —— [ ——
| Post.| nt Health Care Provider Review, Interview, snd Assesuinent
Interview
1. Would you say your currcat bealth in generad ix O Excellent O VeryGood O Good @ Fair O Poor
2. Do you hawe any medical ar deatal problerns th ped during this deph 9 ® Y ONo
3. Am you currcatly on 3 profile or light duty? O Yes @ No

4. During this deployment hawe you sought, or do you now intend to seek, counseling of care for your mental heatth? O Yos @No

S, Do you have concerns about possible exposures or events during this deployment tut you feel may affect O Yes @ No
your healths?
Please ligt
' d ' O Yes O No
6. Doyou )y have any o about your health? K
Plcase list concer Lorn P bedec satls
Health Assessment

After my uwterviewsexam of the service meevpbes wnd review of this form, thees 13 2 aoed for further evaluation as indicated helow. (Mote then ame may
be noted for patienes with maltipk probicms. Fusther o of the problem e 3 be placesd in the servicr wember’s awedical recond )

?FERRAL INDICATED FOR: EXPOSURE CONCERNS (During deployment):
Nome O Gl
O Candiac © G O Environmental
o i 4 [+]
Combat / Operational Stress Reaction GYN ° sional
¢ Demat © Meonat Heslh »
© Demmucloic © Neurologic O- Combat ar mission related
O ENT O Orthopedic 4 Nonc
0 Eyc O Pregnuwy
O Famity Problems O pulmonery
o Fatigue, Malaise. Multi-systern complaint o Other
O Audiology - . i . -
" il FL o hae shhoen v 3 le. LL« in }1‘--’1
§ contify that this review process has buen completed. This visitiscoded by V0.5 __6
Provider's signature and samp:
' Date (dd/
! 970D oo
" End of iSealth Review

- Db FORM 2796, APRIL 2003 ASD {HA) APPROVED E_:i .

Atachment # )0
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Please answer all questions in relaticn to THIS deployment

i. Did your heslth change during this deployment? 4. Did you receive any vaccinstions just before
or during tbls deployment?
® leaves
@ Health stayvd about the same ur gt better ° iml pos ( 3 scar on the arm)
O Heaulth got woese O Bomlism
@ Typhoid
o ji i
2. How many times were you seen in ED O Other Jise
sick eall during this deployssent? © Don'timow
No. of times O Nonc
5. Did you take suy of the folowlag medications
during this deployment”? :
3. Did you have to spend nee or reore wights in e ’-':‘d”‘.m
hospital as & patient during this deployment?
Mo G PB {pyridostigmine bromides nerve agedt pill
O Yes ¢ O Mark-1 amidote kit

& Anti-aalaria pills

O Pills to stay awake. such as dexedrine
O O, phoasc list
O pon'tknow

6. Do you have any of these symptoms now or did you develop them anytioe guring this deplovment?

N Yes During Yus Now Ne Yes During Yz Now
o [ ©  Chronic cough @ o O Chest pain or pressure
o L] G Ruany now L] o O Dizviness, binting, light hesdedness
O > ©  Fower ® [} ©  Difficelty breathing
< ] O Weakness L ] < ©  Saill fooling tired sfier decping
o] @ O Headacles L o 0O Difficuity remembering
o] 2 O Swollen. stiff or painfit jointy ® [ O Duaithes
-] Q O Back pain ® o O Frequent indigestion
-] o O Muscle aches - o] © VYomiting
o o O Numboess oc tingling in haads oc fect @ o O Ringiog of the cars
< [ ] O Skin discaws ar rashes
© o O Redness of cyes with teariog
? o ©  Dimming of vision, like the lights
weTe going ot
7. Did yon See smyone wounded, kified or desd during this . Are you curreatly interested in receiving belp for » stress,
deploymeat? cmotioaal, aicolol, or fumily probiem?
{mark gll that appiy)

& No O Yo
O No ® Yescoaliion O Yesenemy O Yes<civilian
11. Over the LAST 2 WEKKS, bow oftes kave you
been hothered by any of the following problems?

8. Were you engaged in direct combat where you discharged None Some Alot
your weapoa? Py o o Lirtde interest or pleasurs in
dainy things
© No O Yes{ O land O saa O ain > o o Feeling down, depressed, or
hopeless
9. Puriag this deployment, did you ever feel that you were in ° o ° Thoughes that yoo would be
great daoger of being Lilled? better off dead or hurting
yourseifin somc way
® N O Yes i)
DD FORM 1796, APRIL 2003 .

Aﬂachmen{ #i
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12. Have you cver bad aay experience that was so 15, Ou bow many days did you wesr
e ng, korribie, or upsetting that, IN THE your MOPP over garments? a
PAST MONTH, you...
No s No. of days
PY . N
(] m?:dﬁnpggm\sw".«mm 16. How . &id yon pat se
you did not want w? wany times
L] ©  ‘Tried hard not to think about it o went out or Wwwmd"m“‘ u
your wiy 10 avoid situations that remind you NOT because of exertises?
of it? No. of imes
[} O Were constamly on guard, watchful, or casily
startled?
° O Fehnumbor detached from obers, activitics, 17+ Did youw emter or clocely ingpect any deatroyed
or your surroundings? military vehicles?

® No O Yex
13. Are you kaving thoughts or comcerns that...

Ne Yo Ussn 5. Do you think you were exposed ts any chemical,

° ° ° You may have scrious conflicts bislogical, or radiological warfare ageats during this
with youw spouse, family memb pley ?
or close friends?

L] [«] [+ You might huet or lose control

N ® Lon't know

‘ e °
with sumeoa? O Yes, explain with date and location

14, While you wers deploved. were you exposed to:
(mark gil that apply)

Sometimes  Qficn

[¢] DEET insect repelient xpplied  skin
Hnvirenmeatal pesticides (like ares fogging)
Flea ortick collars

Pesticide strips

Smoke from oil fire

Smoke from burning trash or feces
Vehick: o truck exhaust fumes

Tent heater smoke

3P8 or other fixcls

Fog oils (smoke screen)

Salvenss

Painty

lonizing radiation
Radur/microwa ves
Laswen;

Loud noisey
Excessive vibration
industrial poliution
Sandidust

COOCOWPSEOEPNERO000V0ROeF
CO80DE00C0O00O0ORS00C0O000
0800000000 00000E0000

Other exp

B ooroncome e ol

A¥oachment # 2



58

{ REPORT OF MEDICAL ASSESSMENT REPORT CONTROL SYMEBOL

DD-HA(AR}1939
N PRIVACY ACT STATEMENT
BUTHORITY: PL U180, EQ 9387,
FRINCIPAL PURPOSE: ‘10 be used by the Medicel Services 10 provide » ¢ ive medicat far active and raserve component
Servece membars Separaiing or retwing trom sctive duty.
AGUTINE UBES: A copy of thes tarm will be released 10 the Ospariment of Vaterans Aftais,

DISCLOSVRE: Voluntery; haww failure to discious the requested pavsonal information may result in uucv in processing any daability cleim.
SECTION | - TO BE COMPLETED BY sEl\'ICEuEﬂlBL Aty sarvice member who requests @ physicsl examination may have one.
[ NAME {(a3t, Firai, Modiie) i »
_EA_HWAA_AMLL 1 E-4
4. COMI 3
. 3 Al AFD, w b.
aparienent number)
mvw%érﬁv'-
T8 oarE
1Y VAIMDDI -
. doed ai Ak AQe3 a3 A3
10, COMPARED TO MY LASY MEDICAL ASSESSMENT/PHYSICAL EXAMINATION, MY OVERALL HEALTH IS (X oow. & “WorSe, " explain.}
THE SAME
BETTER
WORSE

31, SINCE YOUR LAST MEDICAL ASSESSMENT/PHYSICAL EXAMINATION. HAVE YOU HAD ANY ILLNESSES OR TNJURIES THAT CAUSED
YOU TG MISS DUTY FOR LONGER THAR 3 DAYS? (X one. If "Yax.” expla.}

X _INO
YES

12, SINCE YOUR LASY MEDMCAL ASSESSMENTPHYSICAL EXAMINATION. HAVE YOU BEEN SEEN BY OR BEEN TREATED BY A MEALTH
CTARE PROVIDER, ADMITTED TO A HOSPITAL, OR HAD SURGERY? X one. i “Yes, ™ explan.}

RO
Wi YES

T3, HAYE YOU SUFFERED FROM ANY INJURY UR ILLNESS WHILE ON ACTIVE DUTY FOR WHICH YOU DID NOT SEEK MEDICAL CARE?
i¥ ane # “Yes.” expini.)

el

tyis

14, ARE YOU NOW TAKING ANY MEDICATIONS? (X ons. /f *Yes," lst medicasions.)
& INe
S YES
15. DO YOU HAVE ANY CONDITIONS WHICH CURRENTLY LEAIT YOUR AB(UTV TO WORK IN YOUR PRIMARY MILITARY SPECIALTY OR
REQUIRE GEOGRAPHIC OR ASSIGNMENT LIMTATIONS? (X one. If “Yos,” expiain./
> TNo
t VES

16. DO YOU HAVE ANY DENTAL PROBLEMS? (X one. If “Yus.” explam.)
o N0 L.
1 YES
=43 -ao YOU HAVE ANY-OTHER QUESTIONS OR CONCERN ABDUT FOUR TREALTH? IX onw, & "Yas, * explain,}
< No
| ve5
V8, AT THE PRESENT TIME. DO YOU INTENO TG SEEK DEPARTMENT OF VETERANS AFFAIRS (VA DISABILITY?
IX one I "Yes. " ust comdimans 1of wiuck you will ask for VA Disabity 1

o | UNCERTAIN
18, CERTIFICATION. |mmmwmm&dmhmummmw:ummm
S . DATE SIGNED

Fus3 geé 13

Dusugeun 1wy bariomm bro, TWSLHF Sup ©F

Ahacnment # /3
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SECTION # - TO BE COMPLETED BY INDIVIDUALLY PRIVILEGED HEALTH CARE PROVIOER
mnmclwnmmuwb-wbyunMd

10 provide » madical for sctive snd
uvnumqlmmmduw m-mtwlwm.u-mm.mwmmﬂn

mw:hnm-ui of the pariod ol this colt of ordar to ective duty, Any secvice member who
fequests A physical sxemination ey have one.  Any service member who has indicared “yes” 1 tam 18 will have an sppropriate physical
ination, i the text inetion is mare than 12 months ok! snd/or thary Bre naw tigns and/or sympioms. ¥ the tervics mamber answers
“Worse” to Ttem 10 or "Yes® to fiems 11, 12, or 14 through 18, documemimtion of the injry, liness, or problem should be inchuded in the
sarvice mamber's medicat of demtal record.

o HREALTH CARE PAUVIIR CONNENTS 720 Fariors compiainss moat B saareswedl

\}wufr \n‘) z flih - v wkb & B nbad

{,\ VL; < ./ﬂ\ -:..5—-
\,wU r)ﬂ;" )° L T hae \}L}s,_.
Lo imr

2%, :VAS PATIENT REFERRED FOR FURTHER EVALUATION? /X one. If “Yos, " specify where.}
NO

FL. & e ih’hw"!

'22. PURPOSE OF ASSESSMENT /X one. if “Othes,” explain.)

BE’MA‘HON Mm TGN VeFviEE shd Felidsa TSNt REOVE Wiy, TRIIRAY rERR N ST TEIRNN Gy 3750 REEEN T
cailed or ordesad 1o active duty.)

RETREMENT

OTHER

(23 MEDITAL FACLITY 24, DATE OF
MACH, FT BENNING, GA 31305

{YYMMOD)

JUNT 3 200

25. HEALTH CARE PROVIDER
&

o N g fe |
1LT, USAR A[ﬂ

2697, 95 {BACK}

A¥achmenk # ,‘/
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READINESS PROCESSING CENTER QCC "M"—
POST-DEPLOYMENT WORKSHEET

ADMIN DATA
NAME (LAST, FIRST, MI) SN Ty
Pomnsey Tokn & & -4
COMPONENT | UNIT NAME UIC OPERATION —=
WAL vy
AT 4 3ad A4 PP vk DEF

RECEIVED MEDICAL THREAT BRIEF.  YES, 4
RECEIVED SOLDIER’S REDEPLOYMENT GUIDE.  YES__ v/ NO oL s

RESERVE/NG RECEIVED SEPARATION BRIRFS. YES_ v/

SIGNATURE/DATE > AT BT

&
FORMS SCREENING

FOLLOWING PORMS CHECKW’CCMPLETENESS:
DD 2796 DD 2697 DD 2766 SF-600 WORKSHEET

SCREENER NAME: paTE: _ /33 UND3

LAB .
BLOOD DRAWN.  YES Yfundh  No LAB TECH INITIALS Ag
IMMUNIZATIONS
SHOTSGIVEN A2 %‘Qﬁ_. —_—
(Specify)
SHOTGIVER INITIALS

HEALTH CARE PROVIDER
PRESCRIPTIONS WRITTEN:

EYEGLASSES: -ﬂ%%_&} R-e

HEARING AID BA : iR D

30 DAY SUPPLY MEDS: W/

PRIM __n/ MEF DOXY _ X CHLOR ____
CONSULTS: — 1/) L 7 hew shhea
REFRAD PE: YES Nno__[L
HCP REMARKS:

’ Alyssn Muefiner
. ADVISED TO REPEAT PPD 3-6 MONTHS POST- oDEPLOYME‘\'T z 1LT USAR ‘o ,\

W

s mmu; PE COMPLETED Ll

e Z  RSRP QUALIFIE

AUTHORIZATION FOR CO’\TI!\'UED CARE (HOME STAT]O'\'} _"_"w________ 11 zgg

REVSJUN O3
A¥achment #/5
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" —wAUTICHTED FORLOCH, REPROQUCTION
MEDICAL RECORD [ CHRONOLOGICAL RECORD OF MuDICAL CARE
DATE ) SYMPTOMS, DIAGNOSS, TREATMENT, TREATING ORGANIZATION (Sign sech entry]
JMARTIN ARMY COMMUNITY HOSPITAL, FORT BENNING, GEORGIA, 31905

S: RSRP:  ACTIVEDUTY__ NG[{_ USAR___

REFRAD PE REQUESTED: YES___ NO_X N/A (ACTIVE DUTY)____
LOD(DA 2173 REQUIRED: YES_X NO___ - NA___

HOME STATION F/U REQUIRED: YES W NO___ NA___

ADME REQUIRED: YES___ No_ X NA

©0: DEFERRED EXAM )
consuLr: No_X ves__cuvic: Pl 7 hoe shhe~
REFRAD PE COMPLETED: YES___ NiA_L

AJPLAN: RTD WITH AD UNIT__

REFRAD_/\

TOPAD FOR: LOD AUTHORIZATION FOR HOME STATION CARE,

DELAY REFRAD__
REASON: PENDRNG CONTINUED TX,
PENDING MEB/PEB
—ASER Musliner
A AN ILY, USAR
LOD COMPLETED, ___ N/A___ JUN 15 003

AUTHORIZATION FOR HS CARE COMPLETED___ N/A

R P

- T~ ADME COMPLETED___ ADME NOT REQUIRED___

SPITAL OR MEDICAL FACLITY STATUS DEPART ISERVICE AECOROS MAINTANED AT

INBOI'S NAME + SSHND NO. RELATIONSHIF TO SAONSOR
HENT T IDENTICATION:  1For typwd o written snirses, ghoe: Marme - toet, P, mvdie: 10 Wo o SS; Sew; | REGISTER NO. WARD NO.
WME fomsey ot Bur ! RANKE-Y
. it . .
4 = CHRONOLOGICAL OF CARE
Medical Record

N AR DOBy(=47- 70 STANDARD FORM 800 (REV. 8.57)
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DEPARTMENT OF THE ARMY
QFFICE OF THE DEPUTY CHIGF OF STARF, G-1
200 APMY PENTAGOM

WASHINGTON OC 20270-0008

L hid
ATTRNTION OF

1e
DAPE-MPE-AC S 2w

MEMORANDUM FOR SEE DISTRIBUTION

SUBJECT: Retaining Reserve Component (RC) Members on Active Duty Medical
Extension (ADME)

1. Procedural Guidance for Reserve Component (RC) Soldiers on Active Duty Medical
Extension (ADME) posted to the DCS, G-1 website is extended until it can be included
in the next revision of Army Regulation 135-XX. This guidance applies to RC members
that require extended health care or evaluation for more than 30 days beyond their
initial release from active duty (REFRAD), annual training (AT), active duly for training
(ADT), active duty for special work {(ADSW), and inactive duty training (IDT).

2, tneammmwuscsm&(a).ncmmymnwmmm
when the injury or #iness occurred in the line of duty, and provents the sokilar from
performing his/her normal miltary duty.  The FY 2006 NDAA (Public Law 106-65)
amanded 10 USC § 1076(a){2). Request will be submitied to the appropriate
companent and will consist of the following:

a. Consent to ramain on active duty.

b, Phyddaﬁsmmmnmmamhnqdmdformmaodays.
" ¢ Line of Duty determination.

d. DA 4187, signed by the Commander.
3. DA PERSCOM wiil publish ADME orders.

4. The ADME guidance Is focated on the DCS, G-1 home page,
htte/fwew.odcaper. anmy.mil under Mititary Personned

A“’&Chfhen{ # 7
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Figure 3
Demobilization
Medical Flow Sheet
START END
Complete maundasory Change from NO Clear for
Y N Pre-Deployment S LUA—
now Assessment REFRAD
YES 3 A 3
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Does solder elect Send NO
remainon AD for | soldier to ——|Can soldicr return to
continmed medical PAD duty?
oval and Tx? NO
YES
» Cmrplct;lm
L—fn |+ Docament medical problesfs) in Hoalth
1s more than 30 days A ':“";‘M‘ .
cxpected for finel 1. Receive svafTX (MTFIVA
[madcd resolution?| NO M‘:'Cb Fucliay, i)

‘ch

v

{Forwant ADME roguest {Proceed with medicat
o RC Unit Adsministrakon’ ——»{cvaivation and tr untit
{incapaciiation  Spocialist. final resolution.

t.
3. -ﬂ-cmnmue)

RC Unit Admimistraton’ Incapacitation
Sccialist endorses the ADME packet
(DA 4187 & Request Mesao) and
forwanl packes %o the noxt level of
approval.

RC Surgeon spproves ADME
request and forwards 1o RC Appt
Br.. St. Louis for orders.

Y

St. Louis cuts and forwards orders
to RC Unit Administrator/
Incapacitation Seciatist for
distribution to the RMC and MIF.

Based on attachment orders from St. Louis, soldicr repons o
attached MTF as determined by MTF PAD; then proceeds with

dical cvaluation and treatment at designated medical
facility for resolution of medical problem (s). The mitial
MTF will inprocess the soldicr or coordinate with the RMC
RC Liaison Offtcer/NCO to further attach soldier for “Duty
At other AC or RC unit without compromising the RC
Isoldier’s medical condition,

Attachment #1g
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Dressel, John G SFC FL-ARNG

From: Comelison, Bruce J LTC FL-ARNG
ant:  Tuesday, September 23, 2003 11:30 AM

To: Sherman, Mary P LTC Army G-3 .
Ce: Wilks, Susan L MSG Army G-1; Dressel, John G SFC FL-ARNG
Subject: FW: Ramsey

Ma'am

Requast status on this ADME issue,

~---Dniginal Message-----

_From: Cornelison, Bruce J LTC FL-ARNG

Sent: Wodnesday, September 10, 2003 8:54 AM

Fos Sbenan, Mury PLIC Army G-1

Suhject; RE: Ramscy

Ma'am
The best course of action is still for him to retum to active duty for medical care. if he was regular army, he would not be manning
his fighting position with this type of injury.

- Original Message-«.-

¥From: Sherman, Mary PLTC Army G-1 {msilto:Mary. Sherman@us.army.mil}
Sent: Tuesdsy, September 09, 2003 10:25 PM

To: ‘Dressel, John G SFC FL-ARNG'

Ce: Comclison, Bruce J1,TC FL-ARNG

Subject: RE: Ramscy

There is nothing here that tells me that the soldier can not perform his normal military job even within
the confines of a temp profile. We are not denying medical
care - and it appears he is getting that through MMSO.

mps

LTC Mary P. Sherman
LTC Mary P. Sherman, AN

- MEDICAL POLICY, G1
703-695-7874

- DSN 225-7874
FAX 703-695-6054
mary.sherman@hqda.army.mil
HQDA, Office Deputy Chief of Staff, G-1
ATTN: DAPE-MPE-RC

300 Army Pentagon
Washington, DC 20310-0300

"Courage is not the absence of fear, but rather the judgment that something slse is more important

Adochement # /9
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Congress of the Enited States
FBouse of Vepregentatives
THashington, BL 205150908

February 26, 2004

Mr. John A. Ramsey

Dear Mr. Ramisey:

38 Caream ebaige Oeres Bror e,
Wasomui on, OC 208160008
€202} 2221 0
Fax: 41991 2250099

LTRT hrin
600 Basy Ratmaion Stage~
Swre 950

ey ouse v kedies

Enclosed is a copy of the reply that I received from the Florida National Guard in
response to my inquiries on your behalf. Thank you for allowing me to obtain this
information and provide it to you. ] hope it will be of some assistance. Iam mailing the
original reply to you.

As you know, T also submitted an inquiry on your behalf to the National Guard Burean. |
will keep you informed when I receive ncw information. Thank you for your attention to

this correspondence.

Sincercly,

{

Ric Keller

Member of Congress
RK:ki
Enclosure
District Tel  (407) 872-1962

District Fax

(407) 872-1944

District Staff  Terri K. Finger

A¥achment # 20
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RECE vl FEB 25 2004

STATE OF FLORIDA
Department of Military Affairs

Otfice of the Abjutast §raeral

St. Francis Barrscks, PO. Box 1008
St. Augustine, Florida 32085-1008

February 23. 2004

Office of the Honorable Ric Keller
Representative in Congress
Attention; Ms. Terry K. Finger

605 East Robinson Street, Suite 650
Orlando, Florida 32801

Dear Ms. Finger:

Thank you for your recent inguiry on behalf of Specialist (SPC) John A. Ramsey, a member of
the Florida National Guard. As you recall, SPC Ramsey has requested assistance concerning
injuries sustained while on active duty. We are responding to Senator Nelson’s office along similar
lines.

Qur review of this matter indicates the following.

- SPC Ramsey was injured on active duty with the U.S. Army at Fort Benning, Georgia, on
February 2, 2003. He reported his injury to be pain in the right shouider.

- SPC Ramsey lefl active duty in June 2003. At the time of his release, SPC Ramsey signed
his Report of Medical Assessment (DD Form 2697) and Post-Deployment Health
Assessment (DD Form 2796) indicating his physical condition was the same as it had heen
before entering active duty. We have learned there was some medical documentation which
pointed to a torn rotator cuff of the right shoulder. Normally, soldiers injured on active duty
receive medical treatment by active duty physicians. In this case, SPC Ramsey left active
duty without final medical treatment contrary 10 the advice of active duty medical staff.

- For prior active duty service members in his circumstances, DoD’s Military Medical
Support Office (MMSO) provides authorization for follow up medical treatment. Payments
are made through the TRICARE system. (The Floridz National Guard is not funded by
federal or state sources to reimburse such medical treatment nor is it delegated authority to
approve such treatments.)

- When SPC Ramsey’s physical condition became known, we made application to return
SPC Ramsey to Active Duty Medical Status in so his shoulder injury might be treated by
Army medical staff. National Guard Bureau (NGB), the authority in this matter, initially
denied this request because of statements made by SPC Ramsey concemning his health at the
time of his departure from active duty.

- ‘The Florida National Guard subsequently petitioned NGB on SPC Ramsey’s behalf. NGB
staff then offered SPC Ramsey the choice between returning to active duty to resolve any
lingering injury or receipt of Incapacitation (INCAP) entitlements. As you know, INCAP is
a work offset financial assistance program. INCAP could be authorized for a period
immediately following SPC Ramsey’s release from active duty. If SPC Ramsey were to

Attognment #a1
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2

return to Active Duty Medical Status, the effective date would be December 1, 2003. SPC
Ramsey elected to receive INCAP entitlements. The Florida National Guard has paid SPC
Ramsey 130 days of lost salary for his right shoulder as authorized by military regularion
Authority to extend INCAP beyond 180 days now rests with NGB,

- Late last year, SPC Ramsey indicated he 2lso had pain in his left shoulder. Although it
was not clear this pain was directly related to injuries received while on active duty, we were
able to obtain MMSO approval for civilian orthopedic care. Earlier this year, SPC Raisey
indicated he also had injuries to his wrists and elbows as well as a cyst on his neck and
requested medical follow up at federal expense. Formal Line of Duty (LOD) investigations
are underway concerning injuries to his left shoulder, wrists, elbows, and neck cyst. These
reviews are necessary to substantiate SPC Ramsey’s case.

- A request for extension of SPC Ramsey’s INCAP payments was submitted by our Medical
Office to NGB on February 19" Approval of this request by NGB is dependent upon
results discovered by the LOD investigations mentioned previously.

- SPC Ramsey was cvaluated by Fort Stewart niedical staff in a Fitness for Duty
examination on February 11, 2004. Physicians at Fort Stewart recommended more physical
therapy for both shoulders. These therapy sessions have been scheduled on SPC Ramsey’s
behalf.

- SPC Ramscy makes mention of orthopedic medical biils he received from an Orlando
TRICARE provider. We contacted this provider and the billing statements were resolved
promptly to the soldier’s benefit.

We understand full well this is a complicated situation, but want to assure you the Florida
National Guard has worked vigorously to support SPC Ramsey's medical claims. Please feel free
to contact SPC Ramsey's medical Haison, Sergeant First Class Dressel at (904) 823-3 14 for
additional information.

Sincerely,
Michael G. Jones

Colonel, U.S. Army (Ret)
Florida Department of Military Affairs

Copy Fumnished:

Deputy Chief of Staff, Personnel
The Honorable Bill Nelson

A¥ocnment # 34
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Jinited States Benate

WASHINGTOX, DC. 205100905

L. NELMON February 27, 2004

vy

SPC fohn A. Ramsey, FLARNG

Dear Specialist Ramsey:

In respons: to my o Juiry on your behalf, [ am enclosing a copy of the cosrespoadence |
received from the State of Florida, Department of Military Affairs, Office of the Adjutant
General, 1 appreciate you giving me the opportunity to look into this issue.

If  can assist you with any other matter, please do not hesitate to let me know.

BN/js . 3+

Enclosure

United States Senator Biff Nelson, 225 East Robinson Street, Suite 410, Orlando, Florida 32801
Telephone (407) 872.7161  Fax (407) 872-7165

Atrothment H#43
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STATE OF FLORIDA
Department of Military Affairs

Office of the Adintant Eenecal

St. Francis Barracks, P.O. Box 1008
St. Augustine, Florida 32085.1008

February 23, 2004

Office of the Honorable Ric Keller
Representative in Congress
Attention: Ms. Terry K Finger
605 East Robinson Street, Suite 650
Orlando, Florida 32801

Dear Ms. Finger:

Thank you for vour recent inquiry on behalf of Specialist (SPC) John A. Ramsey, a member of
the Florida National Guard. As you recall, SPC Ramsey has requested assistance concerning
injuries sustained while on active duty. We are responding to Senator Nelson's office along similar
lines.

Our review of this matter indicates the following.

- SPC Ramsey was injured on active duty with the U.S. Army at Fort Benning, Georgia, on
February 2, 2003. He reported his injury to be pain in the right shoulder.

- SPC Ramsey left active duty in Junc 2003. At the time of his release. SPC Ramsey signed
his Report of Medical Assessment (DD Form 2697) and Post-Deployment Heaith
Assessment (DD Form 2796) indicating his physical condition was the same as it had been
before entering active duty. We have leamned there was some medical documentation which
pointed to a tom rotator cuff of the right shoulder. Normally, soldiers injured on active duty
receive medical treatment by active duty physicians. In this case, SPC Ramscy left active
duty without final medical treatment contrary to the advice of active duty medical staff.

- For prior active duty scrvice members in his circumstances, DoD’s Military Medical
Support Office (MMSO) provides authorization for follow up medical treatment. Payments
are made through the TRICARE system. (The Florida National Guard is not funded by
federal or state sources to reimburse such medical treatment nor is it delegated authority to
approve such treatments.)

- When SPC Ramsey's physical condition became known, we made application to return
SPC Ramsey to Active Duty Medical Status in so his shoulder injury might be treated by
Army medical staff. National Guard Bureau (NGB), the authority in this matter, initially
denied this request because of statements made by SPC Ramsey concerning his heaith at the
time of his departure from active duty.

- The Florida National Guard subsequently petitioned NGB on SPC Ramsey’s behall. NGB
staff then offered SPC Ramsey the choice between returning to active duty to resolve any
lingering injury or receipt of Incapacitation (INCAP) entitiements. As you know, INCAP is
a work offset financial assistance program. INCAP could be authorized for a period
immediately following SPC Ramsey’s release from active duty. If SPC Ramsey were to’

A¥acrment # ad



return to Active Duty Mcdical Status, the effective date would be December 1, 2003, SPC
Ramsey elected to receive INCAP entitlements. The Florida National Guard has paid SPC
Ramsey 180 days of lost salary for his right shoulder as authorized by military regulation
Authority 10 extend INCAP beyond 180 days now rests with NGB,

- Late last year, SPC Ramsey indicated he also had pain in his left shoulder. Although it
was not clear this pain was directly related to injuries received while on active duty, we werc
able to obtain MMSO approval for civilian orthopedic care. Earlier this year, SPC Ramsey
indicated he also had injuries to his wrists and elbows as well as a cyst on his neck and
requested medical follow up at federal expense. Formal Line of Duty (LOD) investigations
are underway concerning injuries to his left shoulder, wrists, elbows, and neck cyst. These
reviews are necessary to substantiate SPC Ramsey’s case.

- A request for extension of SPC Ramsey's INCAP payments was submitted by our Medical
Office to NGB on February 19%. Approval of this request by NGB is dependent upon
results discovered by the LOD investigations mentioned previously.

- SPC Ramsey was evaluated by Fort § medical staff in a Fitness for Duty
examination on February 11, 2004, Physicians at Fort Stewart recommended more physical
therapy for both shoulders. These therapy sessions have been scheduled on SPC Ramsey's
behaif.

- SPC Ramsey makes mention of orthopedic medical bills be received from an Orlando
TRICARE provider. We contacted this provider and the billing statements were resolved
promptly to the soldier’s benefit.

We understand full well this is 2 complicated situation, but want to assure you the Florida
National Guard has worked vigorously to support SPC Ramsey’s medical claims. Please feel free
to contact SPC Ramsey’s medical liaison, Sergeant First Class Dressel at (904) 823-314 for
additional information.

Sincerely,
Michael G. Jones

Colonel, U.S. Army (Ret)
Florida Department of Military Affairs

Copy Furnished:

Deputy Chief of Staff, Personpel
The Honorable Bill Nelson o

AWachment #2%



71

FAX HEADER SHEET

TO: jd}ln Ramse‘v
@ $SG TIMOTHY B, O'BRIEN

wmm*‘-mw

FROM:

uo.D-n 2 (mwstusu

s a mt

Crr c.% -
E-mai \mdm ONMM Agh. Ay, mi

SUBJECT: _Focmal LoD /Dy leter

DATEITIME: _ 2\ Jex py 1395
PAGE_S: H+_ &
REMARKS: ‘Eﬂéa a3 Yeu. SSa S8 Ay J’,la cAeck/.;f

I‘Me Sﬂj :oae iln'qgs E cggé ¥oc_.= Le A(o‘ M"fﬂz*“ﬁ&"sl;(
$here seems L, be ne one ot State so T con') Sind

N L\ov Wb, Cha ﬂe"‘ e ﬁectﬁiﬁyv Lorens £-”¢1 ot 4y

“"A‘ Q“, L‘)LPQ }lﬂh Sréa ‘, LwWITen 1"/)‘ (.\h."”‘- Eaf ) zcé ~;tla- s€
)\)M _C,,,_ “"\652 ppuélémf (C&u) e"(,.)r—os'}.t> J— // ki’e,ﬂ
teprg il T fsres:

535G @8 vrion
Ahachment #ab



72

DETACEMENT 1 32" ARMY AIR MISSILE DEFENCE COMMAND
Florida Army Nationsl Guard
8385 Dactwyler Drive
Orlando, FL 32827

AFVL-CMDT 12 January 2004

MEMORANDUM FOR THE STATE SURGEON’S FIT FOR DUTY BOARD.
SUBJECT: Commanders Narrative on Fitness for Duty of SPC John A, Ramsey

1. SPC John A. Ramsey is an Equipment and Parts Specialist (MOS 92A) and is
assigned to this command. SPC Ramsey is currently not able to perform his MOS
because of his medical condition.

2. SPCRamseyxsunabletotakeorpusanArmyPhymcalﬁme(APﬂ‘)
Carrently, he has a P3 profile for Sit-up event, and the nature of his current injuries
probably qualify him for a P3 profile for Push-up cvent as well.

3. He has two open Line of Duty investigations (LODs), one for cach shoulder and he
has had surgery on both shoulders.

4. SPC Ramsey has been receiving medical treatment for his condition from a civilian
physician. This physician has stated that, in addition to the injuries to his shoulders, be
behevcs,SPCRamseytohavesomcaddmonalmjmyordamagembothelbowsmdboth
wrists. At this time, those injuries are not being treated.

5. SPC Ramsey’s civilian physician has further noted a growth of some sort on SPC
Ramsey’s neck and states that it may be a tumor on his spine.

DAVID J. CE
MAIJ, AV, FLARNG
Acting Commandant

Atrocament # 27
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DEPARTMENTS OF THE ARMY AND THE AIR FORCE
FLORIDA NATIONAL GUARD
Office of the Adjutant General
St. Francis Barracks, P.O, Box 1008
St. Angustine, Florida 32085-1008

QTSS-LOD 13 January, 2004

MEMORANDUM FOR Commander, USA MEDDAC, ATTN: Patient Affairs Branch

(Ms. Carver), Winn Army Community Hospital, Fort Stewart

GA 31313-5300
SUBJECT: Request for Fitness for Duty Evaluation — RAMSEY, John A., SPC. (NN
1. Request a Fit for Duty Evaluation for SPC Ramsey. SPC Ramsey has had surgeries on hoth
shoulders and LODs for both. Request a review for retention.

2. Enclosed is a copy of his medical recerds and the Commander’s request.

3. If any addition information is needed the POC is SFC John Dressel, 904-823-0314 or DSN:
822-0314.

N7} Df{//q/ SAC

Encls JOHN DRESSFEIL
asg SFC, FLARNG
AGR Admin NCO

M*o.chmcnt'#f?ﬁ’
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DETACHMENT 1, 32D ARMY AIR AND MISSILE DEFENSE COMMAND
FLORIDA ARNY NATIONAL GUARD
P.0O. Box 820728
Ortando, Florida 328820728

AFVL-GA 08 January 2004

MEMORANDUM FOR FLARNG Headquarters, Office of the Stete Surgeon (OTSS-
HSS), 2305 State Road 207, St. Augustine, FL 32085

SUBJECT: Request for Authorization for Doctor’s Visit for SPC John A. Ramsey(@§ill#

1. Request SPC John A. Ramsey MNP be suthorized 1o sce Dr. Halperin of
Orlando Orthopedic Center. Dr. Jones origimally saw SPC Ramsey in July 2003 who
referred him to Dr. Halperin. Dr. Halperin saw SPC Ramsey in August 2003, At that
timwe he was referred to a specialist in upper extremities for surgery on both shouiders.
Dr. HalpaintsutedthuhewmedtoseSPCRmymhaﬁenheshonldemwm
taken care o

2. SPC Ramsey is currently receiving Physical Therapy for both his left and right
shoulders, and he is ready to go back to Dr. Halperin so that he can continue with the
rest of the care be needs Le. his clbows and wrists. A Nerve Study test done in July
determined that SPC Ramsey also has injuries in both elbows and wrists. This stady
was done here in Florida by a civilian doctor because the tests were not available in
Kuwait and Ft. Benning told him since he had a refesral from a doctor in Kuwait and
a completed LOD that he would be returned to his Home Station for care.

3. Request authorization is given as quickly as possible because of the level of pain SPC
Ramsey is currently experiencing.

; A
TIMOTHY B. O'BRIEN
88G, 91W30, FLARNG
Medical Administration NCO
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DETACHMENT 1, 32D ARMY AIR AND MISSLE DEFENSE COMMAND
FLORIDA ARMY NATIONAL GUARD
8385 Daetwyler Drive
Orlando, Florids 32827-0728

AFVL-G1 10 September 2003
MEMORANDUM FOR RECORD

SUBJECT: SPC John Ramscy, (NS

1. On January 23, 2003 SPC Ramsey was mobilized by the Florida Army National Guard in support of
Operation Enduring Freedom / Operation Iraqi Freedom, During this deployment, SPC Ramsey was
injured. SPC Ramsey returned from the Middle East during the month of June, where he was
inadvertently released from the active Army to the Florida Army National Guard for further medical
treatment. However, it has now been determined that SPC Ramsey should not have been released from
Fort Benning, Ga., prior to recciving medical treatment for his injury. At this time SPC Ramsey is
currently under medical treatment in Orlando, FL and the Florida National Guard Bureau is working
vigorously with Fort Benning, GA to reinstate SPC Ramsey’s orders and pay from the date of

separation.
C
HN C.ROONEY
MAJ, AV, FLARNG

2. POC is the undersigned, (407) 650-4318.
Gl Plans Officer

A¥athment # 30
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Mr. SHAYS. Thank you, Specialist Ramsey. We will be helping.

Mrs. Ramsey.

Mrs. RAMSEY. I would like to thank the committee for the honor
and privilege to testify from a wife’s perspective regarding Reserve
military family life. My husband, Specialist John A. Ramsey, comes
from a family with a proud history of serving the U.S. military. His
grandfather, Charles J. Bondley, Jr., a graduate of West Point, was
a two star general in the Air Force who served during World War
II alongside General MacArthur and General LeMay. His father,
Thomas W. Ramsey, Sr., also served two tours of duty during the
Vietnam War in the Army. His brother and half sister are cur-
rently in the military.

While John was a Reserve, he has been called to active duty to
support the firefighters during the wildfires in central and west
Florida, Operational Noble Eagle and Operation Enduring Freedom
and also Operation Iraqi Freedom. During his deployment of Oper-
ation Iraqi Freedom, John was injured while loading heavy equip-
ment overhead. At no time was I notified of his injury, medical
treatment or progress of his recovery, either by the U.S. military
or his unit. The family residence program did e-mail a couple of
times, but nothing newsworthy concerning John. I received no
phone calls or personal visits from any military personnel. On the
other hand, the Orange County Sheriffs Office, John’s civilian em-
ployer, called me monthly.

John was deployed for 5 months in Kuwait and Iraq. This period
was very stressful on our two children, Chris, age 7, and Sarah,
age 2. Chris received counseling at his school and my daughter was
also having a difficult time with John’s absence. Our children had
a hard time with it. Even now our family struggles with the emo-
tions due to John’s absence.

We supported and continue to support the efforts in Iraq. How-
ever, if it hadn’t been for mine and John’s family, as well as the
Orange County Sheriffs Office, during his deployment things would
have probably been emotionally and physically devastating, espe-
cially since I felt completely isolated from the military.

John contacted me upon arriving in Benning, GA, saying that he
would be receiving medical treatment and be staying there. He was
given an LOD and referral for medical treatment. The U.S. mili-
tary released him to his unit to have his medical care administered
through them. Approximately 2 weeks after returning home, he
was discharged from active duty. His unit assured him that this
deactivation was a mistake and that they were taking action to re-
instate him. His unit and the Florida National Guard fought with
the Florida National Guard Bureau and the U.S. Army to place
him back on active duty.

In that 8 months that they fought, John had two military author-
ized surgeries and was going through physical therapy. His civilian
doctors discontinued medical treatment and physical therapy in
February due to non-payment of his medical bills by the military.
As of today, the military still has not paid all his medical bills re-
f)ulting in our receiving collection calls and notices on a regular

asis.

These 8 months from the time John returned home to the end
of June 2003 through March 2004 have been extremely stressful,
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emotionally exhausting and financially devastating. We did finally
receive payment in December from June to December, only after
the help of Florida Congressman Ric Keller and WFTB Channel 9’s
Josh Einiger being involved in the negotiations. But in that 8
months, we had completely depleted our savings account, had to
borrow money from our parents and children’s savings accounts to
pay our monthly expenses.

It then took the military another 3 months to issue John’s check
for December to February, which has started the debt cycle all over
again. It’s extremely difficult to budget for monthly payments when
the military is only paying ever 3 to 6 months, if at all.

The military is demanding copies of our 2002 and 2003 tax re-
turns with no explanation of why they need them. John has started
smoking due to all the stress the military has caused him. And
Sarah, our daughter, doesn’t understand why her father can’t play
with her.

As my husband was saying now, the military is going to send
him back to Benning, GA, to continue his medical treatment, other
than being treated by the civilian doctors who initiated his initial
treatment, however, they seem to want him to report on a vol-
untary basis, since they are not wiling to restate him back to active
duty. In his absence, I will have to resume all the household re-
sponsibilities alone again, with no projected date of his return,
while comforting two children for the third time the military has
taken their father from them.

After considering my past experience with the military, I have
serious doubts as to John receiving proper medical treatment and
am skeptical whether he will be paid. I also have massive concerns
as to the treatment he will receive by the active military personnel
who he will be reporting to. Thank you.

[The prepared statement of Mrs. Ramsey follows:]
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Congressional Testimony

Laura Ramsey
Wife of John A. Ramsey SPC.
Florida Army National Guard

Submitted Before the Subcommittee on National Security,
Emerging Threat, and International Relations

“Does the ‘Total Force’ Add Up? — The Impact of Health Protection
Programs on Guard and Reserve Units

March 30, 2004
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I would like to thank the committee, and [ am honored for the privilege to testify
on a wife’s perspective regarding reserve military family life. My husband, Specialist
John A. Ramsey, is a member of the 32 Army Air Missile Defense Command. He
comes from a family with a proud history of serving in the United States Military. His
grandfather, Charles J. Bondley, Jr., a graduate of West Point, was a two star general in
the Air Force who served during WWII alongside General McCarthy and General
Lamay. His father, Thomas W. Ramsey, Sr., served two tours of duty during the
Vietnam War in the army. His brother and half sister are currently in the military,

John enlisted in the United States Marine Corp in 1989 serving two years before
being honorably discharged on a family hardship due to his grandmother’s, for whom he
was the guardian, deteriorating health. After acquiring her much-needed medical
treatment and establishing a safe home environment, he wished to continue serving his
country. In 1995, he reenlisted in the military through the Florida Army National Guard
as a reservist. Since then he has been called to active duty, to support the firefighters
during the wildfires in Central and West Florida (1998 & 2000), Operation Noble Eagle
and Operation Enduring Freedom (2001-2002), and Operation Iragi Freedom (2003).

During his deployment of Operation Iraqi Freedom, John was injured while
loading heavy equipment overhead. He reported his injury to his First Sergeant and was
sent to the Troop Medical Clinic in Kuwait for treatment. He informed me of his injury
by email stating that he was being treated for a strained or pulled muscle in the right
shoulder but was in enormous pain. Though I was concerned for his well being, my mind
was put at ease because he assured me he was receiving medical care and treatment.

Meanwhile, the war with Iraq had begun and John stayed with his unit to help
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support the efforts of the war. During the war, my contact with him was lost. At no time
was I notified of his injury, medical treatment, or progress of recovery either by the
United States Military or his Army National Guard Unit. The only news I received via
the military came from a non-deployed, close friend serving in the same Army National
Guard Unit. The Family Readiness Program did email me a couple of times but with
nothing “news worthy” concerning John. Ireceived no phone calls nor personal visits
from any military personnel. On the other hand, the Orange County Sheriff’s office,
John’s civilian employer, called me monthly. The following individuals from the
Sheriff’s office called to check on how the children and I were coping and to inquire if
we needed any assistance: (1) the Human Resources Department, (2) the secretary for
Director Ford, (3) John’s Sergeant, and (4) a couple of fellow deputies.

John was deployed for five months in Kuwait and Iraq. This period was very
stressful on our two children Chris, age seven, and Sarah, age 2, (turned three while John
was deployed). Chris received counseling at his school, Shenandoah Elementary along
with several other children whom had parents deployed to Iraq. He is not an openly
emotional child, but I could tell he was having problems dealing with his father’s
absence, especially as to the reason his father was in Iraq. 1did my best to explain what
was happening in Iraq and why the United States and its allies were attempting to help
free the Iraqgi people. At first, we watched the news coverage of the War together, but it
did not take long to see that this increased his anxiety and furthered his lack of
understanding of the war. Soon, if I had the news on, he would leave the room in tears,

so I stopped watching the news while he was around.
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Sarah was also having a difficult time with John’s absence. She is very close to
her father and did not understand why he was not coming home at night. Upon arriving
home after I picked her and Chris up from my parents, who regularly pick them up from
daycare and school, she would often search the house for John all the while calling out
“Daddy we’re home.” I attempted to explain that her daddy was not home and why he
was not home. I continually reminded her that he had left on the bus, reassuring her that
he would return home soon. She related to his being on a bus, since the last time she had
seen him was the night he left on the bus for Ft. Stewart, Georgia.

Even though our family was struggling with our emotions due to John’s absence,
we supported and continue to support the efforts in Iraq. However, if I had not had mine
and John’s families, as well as, the Orange County Sheriff’s Department’s support during
his deployment, things probably would have been emotionally and physically
devastating, especially since I felt completely isolated from the military.

Upon John'’s return to the Ft. Stewart, Georgia in June 2003 he was given an MRI
ordered by the doctors in Kuwait since the physical therapy and Cortisone shots given
him there had not relieved his pain. He was diagnosed with a torn rotator cuff of both
shoulders. He contacted me to inform me he would be staying in Georgia to receive
medical treatment. He was given an LOD and a referral for medical treatment. But the
United States Military released him to the Florida Army National Guard to have his
medical care administered through them.

When John returned home, he was instructed by his Army National Guard Unit to
make his own doctors” appointments with civilian doctors updating them of the medical

findings. Approximately two weeks after returning home John was discharged from
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active United States Military duty, even though he was still receiving medical treatment
for his injuries that occurred in Kuwait while on active duty. His Army National Guard
Unit assured him that the deactivation was a mistake and that they were taking action to
have him reactivated. John continued to seek medical treatment as instructed. In the
meantime, the United States Military stopped his pay.

For eight months John’s Army National Guard Unit and the Florida National
Guard have fought with the Florida National Guard Bureau and United States Army to
have him placed back on active duty. In that eight months John had two military
authorized surgeries, the right shoulder on 9-26-03 and the left shoulder on 11-14-03, and
was going through physical therapy. His civilian doctor discontinued medical treatment
and physical therapy in February due to non-payment of his medical bills by the military.
As of today, the military still has not paid all of his medical bills resulting in our
receiving collection calls and notices on a regular basis.

These eight months, from the time John returned home at the end of June 2003
through March 2004, have been extremely stressful, emotionally exhausting, and
financially devastating. Since it took the military six months to issue John’s pay for June
to December, we completely depleted our saving account and had to borrow money from
my parents and the children’s savings accounts to help pay our monthly expenses. This
payment took place only with the help of Florida Congressman, Rick Keller, and WFTV
Channel 9, Josh Einiger becoming involved with the negotiations. Upon receiving the
December check we thought we had cleared the hurtle since we were able to pay back
most of the money we had borrowed and pay off most of the debt we had accumulated

during John’s surgeries and partial rehabilitation. However, it took the military three
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months to issue John’s check for December to March, which has started the debt cycle
over again. It is extremely difficult to budget for monthly payment when the military is
only paying every three to six months, if at all.

The utilities and phone companies have threatened to discontinue service and the
mortgage company has threatened to foreclose on our home due to late payments.
Creditors have placed collection notices on our credit reports. The military has
demanded copies of our 2002 and 2003 tax returns with no explanation as to why they
need them. [have lost time at work, resulting in lose of pay, to take John to and from his
doctors’ appointments and surgeries. John has started smoking due to all the stress the
military has caused him. Sarah does not understand why her daddy cannot pick her up
and play with her as he had done before leaving for Kuwait.

Now, the military has decided to send John back to Ft. Stewart, Georgia the first
of April to have his medical treatment continued by military doctors rather than the
civilian doctors who initiated his treatment. However, they seem to want him to report
on a voluntary basis since they are unwilling to reinstate him to active duty. Thus the
children and I would not be entitled to any benefits that we would have received if he
were placed back on active duty.

In his absence, I would have to resume all of the household responsibilities alone
again, with no projected date of his return, while comforting two children that, for the
third time in their short life, the military will have taken their father away. Considering
my past experience with the military I have serious doubts as to John receiving proper

medical treatment and am skeptical as to whether he would be paid. Also, I have massive
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concerns as fo the treatment he would receive from the active military personnel to whom

he would be reporting.
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Mr. SHAYS. Thank you, Mrs. Ramsey. It’s very important that we
heard your perspective, and we thank you.

Sergeant Emde.

Sergeant EMDE. Good morning, Mr. Chairman and members of
the Subcommittee on National Security, Emerging Threats and
International Relations. My name is Scott Emde, and I have been
a member of the Virginia National Guard Reserves and active
Army since 1980.

On January 10, 2002, I was activated for Operation Enduring
Freedom and reported to Fort Bragg to train for a mission over-
seas. Most of the teams were sent to Afghanistan, but mine was
sent to Qatar. In June, my shoulder was injured and I was diag-
nosed with a torn rotator cuff. Twelve hours later I was on a plane
and the following day arrived in Landstuhl, Germany, where I as-
sumed I would receive treatment and return to Qatar to be with
my teams. I remained in Germany for 2 to 3 weeks and then was
taken to Walter Reed for further diagnosis.

Once I arrived at Walter Reed, I was told I would have to stay
in the hotel on base as there were no rooms for enlisted people. The
rooms were nice, but they were $30 to $35 a night, and I would
be there weeks before I had an appointment. Additionally, I came
back from Qatar with four big boxes totaling roughly 1,000 pounds.
These boxes had to be stored in my hotel room, and there was no
room in the hotel, and I had to climb over the boxes to get where
I needed to go.

The 3 week stay for the doctor’s appointment was a bit unex-
pected, and the hotel bill was a bit of a strain financially. This was
of course paid back when I was able to file a travel voucher. Luck-
ily, the equipment was only a minor inconvenience, as my wife
drove up from the Hampton Roads area with a U-Haul trailer and
the equipment was stored at my house. After the 3-weeks were up,
I saw Dr. Doukas and a surgery date was set for October 30th, 3
months later.

I was sent to Fort Bragg, where I spent the first half of the day
at battalion headquarters briefing the commander on situation re-
ports and various ODAs in the countries of the world. I kept up
with the rest of the 20th group as they were getting ready to de-
ploy to Afghanistan. The second half of the day was spent running
company B operations with another enlisted soldier. Shortly after
we received all the teams back, I went to Walter Reed for my sur-
gery.

Immediately after surgery, my wife drove me 3 hours home to
the Hampton Roads area to recover. Physical therapy started the
following week at Fort Eustis for 6 weeks. Then I had to report to
Fort Bragg for 4 to 6 weeks for therapy and clear post. Then I was
sent to Walter Reed as a medical hold and that very afternoon sent
home again, as there was no room at the inn.

I continued therapy and volunteered in the PT department as I
waited for orders. This went on for 6 weeks. I then drove back up
to Walter Reed for a followup and visited a neurologist for prob-
lems I had in my neck. He wrote orders for an MRI and a CAT
scan to be done at Langley Air Force Base. Since they didn’t have
the equipment at Langley, I was then sent to Portsmouth Naval
Hospital, who didn’t want to accept the doctor’s order because there
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was no reason for tests given on the slip. When I called Walter
Reed for the correction, the doctor had left for vacation.

I kept calling to arrange for treatment between Portsmouth and
Walter Reed, and it was during this time that my orders were set
to run out. So I filled out the paperwork to extend the orders with
the hope of a continuous pay check. This did not happen in March
and again in June. I have noted 145 phone calls calling to extend
my contract in the Army, check on pay issues and make medical
appointments, calling everywhere from Walter Reed to the Na-
tional Guard Bureau in Washington and to Fort Bragg, NC. This
is by no means the total amount made.

The last time that I didn’t receive orders, I went without a pay
check for 2 months. After my therapy ended in October, I reported
to Fort Bragg and they had no knowledge of my existence. I had
fallen through the proverbial cracks. With the process that fre-
quently takes 3 to 4 days, mine took 3 to 4 weeks. Instead of ex-
tending my orders to the suggested date, they were extended for
a couple of days at a time.

The problem with this was that it took several days to process
the paperwork and the orders were late by the time they were sent
to Fort Bragg, so the process began again. I finally signed out at
14:20 on November 7, 2003.

But I must say, I'm more fortunate than these people beside me.
Even with all the problems I encountered, I was very pleased with
my medical experience. Like my wife, I was very skeptical of the
idea of military surgeon working on my shoulder, especially when
no x-ray or MRI was done for diagnosis. And then again when I
was told it would be an open procedure and not done otoscopically.

As a nurse working in the same day surgery setting for Sentara
Hospital, in my opinion the health care I received was as good or
better than any I have seen. I particularly appreciated the physi-
cians seeing me in such a short timeframe on the days that I had
to drive 3 hours for two appointments that were 4 to 5 hours apart.
The physical therapy was an eye opening experience but went
smoothly despite being transferred from one installation to an-
other.

[The prepared statement of Sergeant Emde follows:]
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Testimony of Scott Emde

March 30, 2004

Subcommittee on National Security,
Emerging Threats and International
Relations

Good morning Mr chairman and members of the subcommittee on National Security,
Emerging Threats and International Relations. My name is Scott Emde, and I have been a
member of the Virginia National Guard, Reserves, and Active Army since 1980.

On January 10, 2002 I was activated for Operation Enduring freedom and reported to Fort
Bragg N.C. to train for a mission overseas. In April that year my shoulder was injured during
training. Ireported to our company medic and was told it was his opinion the injury wasn’t
serious and to continue to train. In May, our unit was shipped overseas. Most of the teams were
sent to Afghanistan and mine was sent to Qatar. In June, while stationed at Snoopy AFB and
training for a mission to Djibouti, my shoulder was injured again and I went to a physician for
pain medication so I might sleep at night. At this time I was diagnosed with a torn rotator cuff
and was told I would be on a plane to Germany in 72 hours, As fate would haveit,Iwasona
plane in 12. I spent one night in Oman, and the following day arrived in Landstuhi, Germany
where I assumed I would receive treatment and return to Qatar. [ remained in
Germany for two or three weeks and was taken to Walter Reed for further diagnosis.

Once I arrived at Walter Reed I was told I would have to stay in the hotel on base as there
were no rooms available for enlisted personnel in the barracks. The rooms were nice, but they
were 30 to 35 dollars a night and it was to be three weeks before I had an
appointment.. Additionally, I came back from Qatar with four big boxes totaling roughly 1000

pounds. These boxes had to be stored in my hotel room. There was no room to walk, I had

to climb over the boxes to get to the bathroom. The three week stay for the doctor’s
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appointment was a bit unexpected and the hotel bill was a bit of a strain financially. This was of
course paid back when I was able to file a travel voucher. Luckily, the equipment was only a
minor inconvenience as my wife drove up from the Hampton Roads, Virginia area with a U-haul
trailer and the equipment was then stored at my house. After the three weeks were up I saw Dr.
Doukas and a surgery date was set for October 30, three months later.

I was sent to Ft. Bragg where I spent the first half of the day at 3™ Group Battalion
Headquarters briefing the commander about situation reports on Bco, 3rd Group ODAs, Beo 20®
Group ODAs, in various countries of the world, and kept up with the rest of 20" Group as they
were getting ready to deploy to Afghanistan. The second half of the day was spent running B
company’s operations with another enlisted soldier. A great deal of time was spent dealing with
pay problems. The rest was spent helping solder’s families with health problems, reassuring
families when they heard stories on the news, sending and receiving soldiers overseas, and other

logistical issues. Luckily, I did get to drive home to see my family on some of the week-ends.

Shortly after we received all the teams back, I went to Walter Reed for my surgery.
Immediately after surgery, my wife drove me three hours home to the Hampton Roads area to
recover. Physical therapy started the following week at Fort Eustis for six weeks. Then I had to
report to Fort Bragg for four to six weeks for therapy and clear post. Then I was sent to Walter
Reed as a Medical Hold and that very afternoon sent home as there was again, no room at the
inn. I continued therapy and volunteered in the PT department as [ waited for orders. This went
on for six weeks. 1drove up to Walter Reed for a follow up and visited a neurologist for

problems I had in my neck. He wrote orders for an MRI, CAT scan to be done at Langley AFB.

Toye 2 0 4
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Since they didn’t have the equipment at Langley, I was then sent to Portsmouth Naval Hospital
who didn’t want to accept the doctor’s order because there was no reason given on the slip.
When I called Walter Reed for a correction, the doctor had left for vacation. Ikept calling to
arrange for treatment between Portsmouth, and Walter Reed. It was during this time, my orders
were set to run out so I filled out the paperwork to extend the orders with the hope of a
continuous paycheck. This did not happen in March, and again in June. Ihave noted 145 phone
calls trying to extend my contract in the Army, check on pay issues, and make medical
appointments calling everywhere from Walter Reed to the National Guard Bureau in Washington
to Fort Bragg, N.C.. This is by no means the total amount made. The last time I went without a
paycheck for two months. After my therapy ended in October, I reported to Fort Bragg. They
had no knowledge of my exsistance. 1had fallen through the perverbial cracks. With a process
that frequently takes three to four days, mine took three to four weeks. Instead of extending my
orders to the suggested date, they were extended for a couple of days at the time. The probiem
with that was it took several days to process the paperwork and the orders were late by the time
they were sent to Fort Bragg - and so the process began again. I finally signed out at 14:20 on 07
November 2003.

Even with all the problems I encountered, I must say I was very pleased with my medical
experience. Like my wife, I was very skeptical with the idea of a military surgeon working on
my shoulder especially when no x-rays or MRI was done for diagnosis and then again when I was
told it would be done open and not orthoscopicly. As a nurse working in the Same Day Surgery
setting for Sentara Hospital, in my opinion the health care I received was as good or better than

any I have ever seen. I particularly appreciated the physicians seeing me in a short time frame on
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the days I had two appointments four to five hours apart. The physical therapy was an eye

opening experience but went smoothly despite being transferred from one instailation to another.

Tlaye 4 09 4
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Mr. SHAYS. We appreciate your statement.

Mrs. Emde.

Mrs. EMDE. Good morning, Mr. Chairman and members of the
subcommittee.

As a spouse of an activated National Guardsman, I felt both
pride and fear as my husband shipped out for Operation Enduring
Freedom in early May 2002, after 5 months training at Fort Bragg.
When he called in June to say that he had injured a shoulder and
would be shipped home, my first thought was that I did not want
him seeing a military doctor. After being raised in Tidewater, VA,
home of numerous military bases, Army, Navy, Air Force and Ma-
rines, I had heard many, many horror stories of treatment by mili-
tary doctors and the incompetence of their nurses and staff.

My husband was fortunately assigned to Walter Reed Medical fa-
cility. After his surgery, and I met his surgeon in October 2002, I
was very, very pleased. His surgeon came out personally to speak
with me, took time to explain the surgery, post-operative treat-
ment, even went as far as giving me his home telephone number
so that I could reach him in case I had any questions.

Despite the good medical attention my husband did receive, the
administrative runaround was deplorable. We had his orders lapse
four times during that time. One of the times we went 2 months
without pay. During that time, our mortgage was late, I was called
daily at my office by our mortgage company, it was reported to the
credit bureau that we were late on payments. That stays with us.
It will stay with us for many years to come.

It hasn’t affected us as far as trying to refinance our mortgage
now to get a lower interest rate. I had checks bounce because of
an automated payment that I could not stop coming out from a
schedule, it would come out on the 17th, payment did not come on
the 15th as was expected. I had to pay bank fees. Those were never
reimbursed to us. It’s something we will live with forever.

The stress that something like this causes on a National Guard
family is just extreme. I can’t imagine how families who have only
one income and encounter these types of pay glitches survive. We
were fortunate that we are a two income household and we were
able during these periods to pay for utilities, food, gas, all the
standard costs of living.

It’s hard enough for National Guard families to have their lives
disrupted for activation to full duty. However, the delay in prompt
medical treatment and surgery because of lack of doctors, lapses in
pay are both deplorable and unnecessarily add to this hardship.
For both my family and others of the National Guard who have
had problems similar to ours, I thank the subcommittee for their
time and effort on our behalf.

[The prepared statement of Lisa Emde follows:]
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Testimony of Lisa Emde
Spouse of SFC Scott T. Emde

March 30, 2004
Subcommittee on National Security,
Emerging Threats and International Relations

Good morning Mr. Chairman and members of the Subcommittee on National
Security, Emerging Threats and International Relations. My name is Lisa Emde. Asa
spouse of an activated National Guardsmen I felt both pride and fear as my husband
shipped out to the desert for Operation Enduring Freedom in early May 2002 after five
months of training at Ft. Bragg NC. When he called in June to say that he had injured his
shoulder and would be shipped home, my first thought was that I did not want him seeing
a military doctor. Being raised in Tidewater Virginia home of numerous military bases
for the Army, Navy, Air Force and Marines, I had heard many horror stories of the
incompetence of military doctors.

My husband was assigned to Walter Reed Medical Facility. He was flown back
to the states by military lift and assigned a room at the guesthouse. My children and I
drove up to Washington and after much to do also got a room at the overcrowded
guesthouse. My husband was told that he could not see a doctor until the following week
and that he could go home until that time. At a cost of $30.00 per day, we decided that
going home would be the best course of action. I was dismayed to discover that it was up
to us to get his military issued gear home. His gear consisted of four large crates with
weights up to 250 pounds. I had to rent a U-haul and fortunately, we found two orderlies
to assist me in loading the trunks. We were unable to turn in his gear because there was
no one at his home unit as they were all still deployed. Once home, we had quite a time
unloading and storing the trunks.

My husband made the six hour roundtrip drive in order to return to Walter Reed
for his appointment, which lead to months of physical therapy, a diagnosis of a rotator
cuff torn in several places and ultimately, months later, surgery followed by more
physical therapy. Those first few days of confusion and disorganization seemed to set the
pattern for what occurred over the next year. His surgery was finally set for late October
2002. I'must say that after meeting his surgeon I was pleased to have my fear of military
doctors put to rest. His surgeon was very professional yet he explained everything in
layman’s terms, even going so far as to give me his home telephone number because we
were driving home that evening after the surgery.
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While the medical attention my husband received was quite good, the run around
he received for station duty or lack of station duty was deplorable. Because he was
attached to Walter Reed and they could not billet him, it took months with my husband
nagging to get a duty assignment or reassignment to Ft. Bragg. His physical therapy was
set up for Ft. Eustis, which is located near our home. He repeatedly asked to be
assigned for duty during this period and was told to just hold tight. He finally resorted to
volunteering at the hospital and Red Cross at Ft. Eustis,

During my husbands recovery period his orders lapsed four times, because we
were told that there was only one person who was responsible for reissuing orders due to
medical extensions. This person was notified through proper channels for the need of the
extensions with what should have been adequate time (at least a month out) to produce
the orders before any lapse occurred. During three of the lapses in orders, we went from
one to three weeks without pay. During the second to last lapse, we went without pay for
eight weeks. During that eight-week period, our mortgage company threatened us and
called my office almost daily. Even with the Soldiers/Sailors Relief Act, it seems that
they can harass you and report to the credit agencies your late payment. We were
fortunate that we are a two-income household and were able to pay for utilities, food and
such. Ishudder to think of the repercussions to families who rely on only the one income
of the activated member. Even with of my income at one point, I had checks bounce
because of an automated payment that was to be deducted on the 17™ of the month, after
a pay that did not come. On another instance, I was unable to pay for my daughters
skating lessons. I cannot adequately relay to you, the extreme stress on our family
because of these pay glitches.

It is hard enough on National Guard families to have their lives disrupted by
activation of these members to full duty. However, the delay in prompt medical
treatment/surgery because of lack of doctors and lapses in pay are both deplorable and
unnecessarily add to this hardship. For both my family and others of the National Guard
who have had problems similar to ours, I thank this subcommittee for their time and
effort on our behalf.
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Mr. SHAYS. I thank you for your testimony, Mrs. Emde.

Specialist McMichael, thank you very much for being here.

Specialist MCMICHAEL. Yes, sir. Good morning, Mr. Chairman
and distinguished members of the committee. I'd like to thank you
from the bottom of my heart for giving me the opportunity to speak
here today.

My fellow medical hold soldiers and I have prayed for a chance
to tell our story. I tried to include a few of their stories in my writ-
ten statement. I realize that my poor writing ability fails to do
them justice. I can only hope that what I've written sparks some
sort of interest. Between my speech and written statement, I hope
to raise enough questions that somewhere, someone will look more
closely at what’s going on at Fort Knox.

The Army has repeatedly maintained that there is no difference
between the active duty soldiers and the National Guard and Re-
serve soldiers when it comes to their treatment. I invite each mem-
ber to come to Fort Knox and see how we are treated and how we
are forced to live. Compare our living conditions to the active duty
soldiers. I ask that this committee also take a close look at the
physical evaluation board and the rulings and decisions. Many of
my fellow soldiers had their injuries or illnesses declared as exist-
ing prior to entering active service. You just have to ask, if they
are in such bad shape they can no longer remain on active duty,
why were they ever brought to active duty in the first place?

The few soldiers who do receive a disability rating or severance
are awarded amounts that are so low theyre insulting. I ask you,
how can they justify awarding 10 percent to a soldier who broke
his back? This man can never pick up his children again, he’s per-
manently disabled and can never enjoy what you or I take for
granted.

Soldiers have repeatedly asked, why such low awards? No one
has answered the questions. We are told that the VA will take care
of us. I thought that was the Army’s responsibility. Soldiers come
to me every day with horror stories of medical care gone wrong,
and in some cases absolutely refused. I agreed to come here today
because someone has to speak for these soldiers. Someone needs to
ask Congress to come to Fort Knox to hear their stories. Whoever
comes to Fort Knox needs to speak with the individual soldiers on
ahone on one basis, without the command standing over top of
them.

They need to talk to the individual soldiers, not just the ones
that are hand picked by the command. The soldiers do want to talk
to you. However, they fear retaliation. I've been in the military for
18 years. Retaliation is real. It happens.

I don’t want the committee to also think everything I have to say
is negative. There have been a few positive things that have oc-
curred in medical hold. Two officers in particular I want to talk
about, one is Lieutenant Fannon. When I arrived at Fort Knox, he
was the only medical officer who reviewed our cases. This is one
man reviewing 300 soldiers’ cases. It was his job to review every
single soldier and see every single one of us to receive the medical
care we needed. This officer showed that he cared about us, one of
the few that actually did. Often he was the only person who was
on our side.
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The other officer I have to tell you about is the hospital chaplain,
Major Norwood. It doesn’t matter what your religious affiliation is,
this man would talk to you. I have sent many soldiers to him that
have had problems and needed someone to talk to, because they
could not talk to the behavioral health representatives.

I have to tell you, this man has saved lives. There are soldiers
who have reached such levels of hopelessness and frustration that
suicide seemed like the only way out. Many have talked to him and
I know for a fact he has saved lives.

Soldiers in the barracks are resorting to alcohol and even drugs.
Recently several soldiers were punished for illegal drug use. If you
ask the soldier, I ask you, if the soldiers were not feeling so lost
and hopeless, would alcohol and drugs be such a problem? I think
that bringing these issues to light is the first step toward fixing the
problem.

The projected mission requirements mentioned by the Army have
shown that more and more Guardsmen and Reservists are going to
be called to active duty. This can only mean a steady stream of sol-
diers coming through medical hold. Some of the other members
here have mentioned some other issues, well, First Sergeant men-
tioned medication. That seems to be the answer to everything in
the Army, better living through chemicals. There are soldiers in my
barracks who are taking twice the medication that he is. I once
lined up all my empty pill bottles on the wall as a political state-
ment and was punished for it—or excuse me, I was reprimanded.

I've been in medical hold since May 28th of last year. My unit
has never called, they’ve never called the Army to see how I'm
doing, they've never called my family, they’ve never notified my
family, they’ve never even asked how I am. And you were talking
about orders expiring, my orders are set to expire in 15 days. I'm
just waiting to see whether I'm going to be paid after that.

Thank you.

[The prepared statement of Specialist McMichael follows:]
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STATEMENT BY
SPC TIMOTHI M. McMICHAEL
A COMPANY, MEDICAL HOLD
FORT KNOX, KY 40121

BEFORE THE SUBCOMMITTEE ON NATIONAL SECURITY, EMERGING
THREATS AND INTERNATIONAL RELATIONS

The Hearing entitled
“Does the “Total Force’ Add Up? — The Impact of Health Protection Programs on Guard
and Reserve Units”

March 30, 2004

Good Morning Congressman Shays and members of the committee I would like to thank
you for giving me the chance to speak here in regards to the current plight of medical
hold soldiers at Fort Knox. Ican only hope that through my statement or testimony the
comumittee will decide to send someone to Ft Knox to look into the conditions there. The
soldiers would welcome the chance to talk to anyone that would listen to them on a one
on one basis.

I would like to start with a brief background as to how I ended up mobilized for
active duty. I was a member of the Inactive Regular Reserve, (IRR), from August of
2001 until February 27, 2003. I was contacted on or around the 23™ of that month by the
retention NCO of the 463" Combat Heavy Engineer Company about mobilizing with her
unit. Ihad been a part of that unit many years before and told her I would be more then
happy to help them out. She stated that they needed me badly and said she would arrange
for an extension and bring me out of the IRR. The 27" of February was the day I was
brought back to the regular reserve and assigned to the Headquarters and Headquarters
Company of the 463 Combat Heavy Engineers. I arrived at the unit only to be told that
they no longer needed me for the deployment. They had all ready filled the slot. I asked
the unit clerk what I should do for the next six months. He replied I could always attend
drill. 1informed him that I lived 300+ miles away and that wasn’t going to happen. I
asked them to find a deploying unit that needed me. The 380™ Quartermaster Battalion
was found to need to be in need of a soldier with my skills. I was transferred to that unit
and met up with them at their mobilization station, Ft McCoy. The unit detachment at Ft
McCoy was comprised of 61 soldiers. They consisted of 7 officers, 1 Chief Warrant
Officer and 1 Sergeant Major with 52 enlisted soldiers. These soldiers were not all
originally from this unit. I was informed that approximately 50-60% of the soldiers were
from other units. The soldiers were assigned in order to bring the unit up to its required
deployment strength. I feel that the Army needs to take a serious look at the
consequences of this action. This unit experienced problems far beyond what is normal
for such a small unit. I was informed of numerous Inspector General complaints as well
as Congressional complaints filed by the soldiers of the 380th. I actually witnessed a
Sergeant First Class throw away the fax a soldier had received from her Congressman’s
Office. She had received a blank form so that she could file a complaint. I pulled it out
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of the trash and made sure she received it. Ihave served in one form or another for 18
years in the military and can say without a doubt that this was the single worst unit I have
ever been apart of. This Committee wants to hear about the medical hold issues and
therefore I will not get into the full details of what I witnessed while assigned to the
380th. Ihope that some where down the line I can give a full accounting of what
occurred.

The original injury that brought me into the medical hold quagmire was a simple
accident. Itore the muscles in my stomach while preparing for a physical fitness test. I
went on sick call and was informed that I had ruptured my abdominal wall. I was then
assigned to the medical hold unit. Ihave had to divide my medical hold experiences
based on the two military bases where they occurred. The important points of my
medical care received at Ft McCoy are listed first.

I was referred to a civilian gastroencrinologist, (GNT) because the doctor at Ft
McCoy wasn’t sure that there wasn’t another cause for my stomach pain. The GNT sent
me to see a surgeon to repair the umbilical hernia he had found. Thad been diagnosed
with left sciatica shortly after I was assigned to medical hold. I finally wentto see a
doctor when it reached the point when I could not walk. I was put on 10 days quarters, to
cover me until I went in for an epidural injection. The next day MSG Canaday, my
supervisor, SFC Swansinger, med hold NCOIC, and SFC Cox, the medical clinic
NCOIC, informed me that my epidural had been moved up to the next day and that I had
to move out of my semiprivate room on the second floor to the open bay on the 1* floor,
MAT Piper, the Physician Assistant who is in charge of the medical care for all medical
hold soldiers, was concerned that I might hurt myself walking up the stairs. I was told
the fact that I had been going up a down those same stairs for the last 4 weeks was
immaterial. I asked about the other soldiers who were on crutches or had other back,
neck or leg injuries and was told to “shut the hell up”...”it’s none of your God damn
business.” Ihad the epidural injection and notified MAJ Piper that the anthesiiologist
had stated that ] would need at least 1-2 more injections. He stated that he had nothing in
front of him stating that. Ihad to go to the hospital for a contrasting CT and picked up a
note from the anthiesiologist while I was they’re stating that I would need the further
injections. I supplied the note about the epidurals to MAJ Piper who then stated “NQ!”
1 was amazed that here was a “physician’s assistant” over ruling a doctor. The GNT
doctor called to inform me that they were sending me to the Mayo Clinic. Tuesday
morning the Mayo Clinic called stating they wanted me there the following Wednesday
morning. Iinformed MAJ Piper who then informed me that all my appointment were
cancelled and he was sending me to Ft Knox because I had too many “issues”. I was then
transferred to Ft Knox the following Tuesday. Ft McCoy conveniently forgot to send all
of the doctor’s reports to Ft Knox. Ft Knox decided there wasn’t anything seriously
wrong with me and was going to send me home. Ihad to get the surgeon from the
civilian hospital to fax down his report that I needed immediate umbilical hernia repair. 1
was operated on at Ft Knox 6 days later. I was the exception to the rule at that time.
Soldiers had been at Ft Knox waiting 3-4 months for surgery at that time. The soldier
who also received a hernia operation at the same time as I did had been their 4-5 months
at that time.
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The amount of time it takes to get into a specialty clinic has declined since I first
arrived at Ft Knox. Soldiers would routinely wait 3-4 months to see orthopedics. [ have
seen soldier get into orthopedics to see a PA in as little as one week. It often takes a little
longer to get to see a doctor. However, many soldiers have come to me to complain that
they are no longer able to get second opinions from orthopedics. I would not normally
think this is an issue of concern, but if someone is facing surgery they need that second
opinion.

There are several issues about the living conditions experienced by the Medical
Hold soldiers at Ft Knox, which I have been asked to address here today. I admit that
while each of the issues taken by itself may not appear to be of much importance.
However, when taken as a whole, the quality of life for the med hold soldiers takes on an
ominous feeling.

First, I need to talk about how the conditions were when 1 first arrived. The
soldiers were housed in two barracks building 853 and building 6822. Building 6822 was
a “World War II” style barracks. This consisted of open bays; shower room and
individual toilet stalls. This barracks was so old and dilapidated that the soldiers were not
permitted to install air conditioners in the windows. They were even limiting the number
of fans that could be used. The building next door was condemned, which raised serious
concems as to whether or not our building had also been condemned. (The soldiers at Ft
McCoy were at one time housed in buildings that had been condemned. The command
had actually gone through and removed the condemned signs prior to their occupancy.
There were some buildings, reportedly, where they missed a few signs.) The soldiers
were concerned as fo the structural safety of building 6822. The command moved the
soldiers out of 6822 on July 28", The roof collapsed on July 30", It turns out the
soldiers actually weren’t supposed to move out until August 1% or 2*%, The command
saved some soldier’s lives by moving us early.

The condition of building 1475 when we arrived was horrendous. The general
appearance of this building was unbelievable. Paint was peeling just about everywhere.
The several showers had some type of black tar dripping from the ceiling. Rust and
calcium deposits in every shower stall. The water pressure was gone in several showers.
The sewer pipes were so clogged it would back up into the stationary tubs. Pipes were
leaking all over the place. The air conditioners were on in the rooms at that time, some
leaking out in the middle of the floors. The safety runners on the stairs are broken or
missing in a lot of places. Tiles were broken, stained or missing in every hallway. There
was a reoccurring problem with the hot water in building 1475-there was none. (I must
definitely give credit to the FT Knox repair people. I personally called them about the
hot water problem several times and each time they were there quickly.) The unit that
had had the building before us did not make many repairs prior to departing. The overall
cleanliness was poor. It proved to be almost impossible to get any kind of cleaning
supplies from the Med hold supply office. The soldiers resorted to purchasing their own
cleaning supplies to try and improve the place. Soldiers from 1475 attended some type of
repair classes so they could do some of the work themselves. The soldiers are trying, but
their hands are tied due to a lack of supplies and funding.



101

The Assistant Secretary of Defense, (Health Affairs), David S. C. Chu has issued
a memorandum dated 29 OCT 03 which addresses the living conditions for medical hold
soldiers. The attached memorandum, (exhibit 1), states the following:
All members of the Armed Forces who are in a “medical hold” status and are
required to reside away from their private residences while in “medical hold”
shall be provided uniform lodging in quality and type for the area where they
are located. It is particularly important that Reserve Component members on
active duty receive the same quality and type of lodging and support including
transportation that other active duty members receive. Such accommodations
may consist of visiting quarters, temporary lodging facilities, or equivalent
rental accommodations on the private economy typically provided to TDY
personnel when such visiting quarters or temporary lodging facilities are not
available. In all cases, the actual housing provided shall accommodate the
medical condition of the member.

The memorandum also provides a copy of Army Regulation 210-50, table 4-2.
This table lists the minimum standards of acceptable space and privacy for soldiers. This
becomes particularly important when discussing building 1474. This building houses
officers and senior enlisted soldiers. I have to be brutally honest here; building 1475 is in
better condition then 1474. I have set in on discussion groups in building 1474 and
walked feeling sorry for the officers forced to live in such deplorable conditions. Iam
hoping that maybe the committee can get a better answer out of the command then I
could. Why is Ft Knox disregarding a memorandum written by an Assistant Secretary of
Defense? Why is Ft Knox disregarding an Army Regulation?

This brings me to an important issue that I have brought to the attention of the
command numerous times. I'have stated that there is a serious safety issue that needs to
be address with regards to building 1475. There is no master key for the building. Ihave
never before in my military career been in a building that did not have a master key for
every room. The only way anyone can get in a room is if there is a spare key in the key
box in the platoon sergeant’s office. If there is no spare or there is no one with a key to
the key box they are out of luck. What happens if a soldier hurts himself and we need to
get into the room? They have to break down the door. This is the first time I have ever
seen a building where the CQ does not have a master key. I have witnessed soldiers
climbing out second story windows in order to climb into their window so they can get
back in their room. This is unacceptable, and unfortunately almost impossible to fix. I
spoke with the post locksmith. He stated that the locks in 1475 were so screwed up that
they would need at least 5-7 master keys. There are that many different types of locks in
that building. The command responds to any question about the keys with “we are
working on it”.

The national attention Ft Knox Med hold received last fall has resulted in some
gains. There were promises of new carpet, beds, plumbing etc. We received new
mattresses, not enough came in for every single one to be exchanged but many were.
They installed new toilet paper dispensers in November. They just installed new wall
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lockers three weeks ago. I have been informed that as with everything else it all comes
down to money. The more money that becomes available the more work they will do on
our barracks. I have a question for this committee. How much money did Ft Knox spend
on the new landscaping and plants at the main gates?

1 arrived at Ft Knox and was issued a pillow, pillowcase and two sheets from
building 853’s supply. The supply office in 853 was responsible for both 6822 and 853.
The soldiers transferred from building 6822 to 1475. They took what sheets and so forth
that they had with them. Many soldiers were ordered to turn their sheets back to 853
shortly after the transfer. Iwas ordered to turn in my sheets and pillow around the middle
of September. I was also threatened with a payroll deduction if [ did not return my
sheets. The soldiers went the entire month of September with no linen. They had no
sheets, pillows or blankets. The soldiers complained to the Sergeants’ in charge. The
NCOIC of building 1475 was a SGT Pyatt. He kept stating at formation that the
command was aware of the situation and was working on it. The supply specialist for
1475 stated something about previously soldiers had not turned in their blankets and that
was why they did not want to give us any new blankets. I do not know whether or not
this is true and do not care. Ionly cared about the fact that my soldiers did not have any
sheets or blankets. Ihave to draw your attention to the fact that many of these soldiers
were recently returned from the desert. The desert was reaching 140 degrees while Ft
Knox was reaching the low to mid 40’s at that time. They were suffering, I personally
phoned a local newspaper to give them the story. I then phoned my Congressman. I was
on the phone with my Congressman when the Assistant NCOIC of the building SGT
‘Whistle came running in and screamed at me that I could not be talking to me
Congressman. [ stated that I could and that I would continue talking with my
Congressman’s office until I was finished. This was on a Thursday. The linen arrived at
the barracks on Friday. I can not say whether one had anything to do with the other, nor
do I care. The following Tuesday I was called into the Commander’s office to have a
conference with the Commander and the First Sergeant in order to have the chain of
command explained to me. The Commander informed me at that time that she had not
learned of the linen issue until the previous Thursday. She then proceeded to inform me
of her displeasure at the numerous IG complaints she had received. (I believe she stated
8 at that time.) I reiterated my concern that the soldiers were experiencing a 100 degree
difference between where they had been and where they were now. The soldier’s were
suffering. The Hospital Chaplain had held a meeting the week before with the lower
enlisted, everyone from 1475 complained about the linen issue. The soldiers had ended
up going for around 30 days without linen or blankets before they were issued. I was
asked why I was so concerned about this when this particular issue actually had no
relevance to me. I had my own sheets, blankets and pillows. Iwas only concerned about
my fellow soldiers.

There have been serious issues regarding the command structure of Med Hold in
the past. I arrived July 22™ and Sergeant’s/E-Ss, (SGT), were in charge of the soldiers in
building 6822. Three days after I arrived there were too many soldiers arriving so they
opened up building 6823, with E-5s in charge. The move to building 1475 saw the
continuation of the E-5 command. The number of soldiers in building 1475 approached
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160 in early September/October. Sgt Pyatt was the Non-commissioned-Officer-in-
Charge, (NCOIC) and SGT Whistle his assistant. There were three platoons of about 50
soldiers. E-5s commanded the platoons. There was also a platoon of senior NCOs that
fell in with our formations for accountability and any additional information that needed
to be put out. Nominally they fell under the command of the building NCOIC, SGT
Pyatt, but they tended to do their own thing. The senior NCOs had some authority issues
and confrontations with SGT Pyatt. I personally heard the phrase “Don’t confuse your
rank with my authority”, uttered many times. I was one of the soldiers who complained
about E-5s being in charge. 1 made the complaint that they were not qualified to handle
that many soldiers. Staff Sergeant’s/E-6s and Sergeant First Class/E-7s receive training
at their Basic Non-commissioned Officer’s Course and Advanced Non-commissioned
Officer’s Course on how to handle and help soldiers. They learn how to spot a soldier in
crisis and how to get a soldier the help he/she may need. I warned the Commander and
1SG back in October that sooner or later someone was going to try either committing
suicide or homicide. Iinformed them that the E-5s were unable to cope with such a large
number of soldiers. There were several senior Non-commissioned Officers, (NCOs),
including Command Sergeant Major, (CSM), Abitz who were lobbying for E-7s to take
over the command of building 1475. Building 853 had E-7s in charge and a normal
platoon/squad structure at that time. The entire med hold number around 462 soldiers at
that time. The 1LT who commanded was assisted by a First Sergeant, (1SG), with one
SSG and 2 SGTs to assist on the administrative side of things. The shear complexity of
having to provide for two buildings, in my opinion, was staggering. This had to have
lead to the linen issue as well as the barracks maintenance issue. The command rectified
the situation by placing the E-7s in charge. The med hold was split into two separate
companies, one of which is commanded by a captain. This seems to have freed up the
command so they are able to devote more attention to the individual soldiers.

1 was approached by many of my fellow soldiers after they heard I would be
appearing before this committee. I asked my fellow soldiers to tell me their stories. I
was given permission by several of these soldiers to relate their stories to you. The
following section, with the attached exhibits, contains just a few of the horror stories that
are created everyday at Ft Knox.

The story that I have to start with is the story of SGT Corcoran-Booker. I picked
her story to tell you because it is a prime example of how the Army discriminates against
National Guard and Reserve soldiers. I have attached a copy of the result from SGT
Corcoran-Booker’s Physical Evaluation Board Proceedings, (PEB). (Exhibit 2)

SGT Corcoran-Booker was quietly going about her business serving with her unit
in Iraq. She had a toothache and didn’t think much about it. She put off getting it taken
care of until she became serious ill while in the field. She was taken to the field hospital
where they subsequently discovered that the infection had spread to her pancreas. The
result of this spread was the destruction of her body’s ability to produce insulin, type I
diabetes. She was evacuated back to Ft Knox where she under went a Medical Board.
The results of the medical board and other supporting documentation where sent to the
PEB at Ft Sam Houston. The finding of the PEB was that she was entitled to no
disability benefits and no severance. They declared that her condition existed prior to
service, (EPTS). The PEB actually went on to state, “The USAPDA has determined that
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all diabetes developing within 2 years of entry/activation is EPTS.” I find it totally
amazing that all diabetes is declared as existing prior to service. The Army sits here and
states that there is no difference between Active Duty and National Guard/Reserve
soldiers. The PEB just stated that there is. A soldier on active duty for two or more years
receives disability for diabetes. A soldier serving less then two years does not. The
minimum enlistment in the Active Duty Army is two years.

SGT Corcoran-Booker will win her appeal of this decision for several reasons.
The most important is the simple fact that had the diabetes existed prior to active duty as
the PEB claims she would have been dead long ago. It does not matter whether she wins
the appeal or not, she should not have placed in this position in the first place. The way
she has been treated is an embarrassment to the Army.

T also need to mention a soldier by the name of SGT Gino Hults. SGT Haults was
only a specialist when I first arrived at Ft Knox. I was at the promotion ceremony for
him last December. (I believe that was the right month.) There have been so few
promotions for the soldiers in med hold. Ican only assume it is because their units have
forgotten about them. I digress, back to Gino’s story. This is a soldier with one of the
most upbeat positive attitudes that I have seen in a long while. [recently sat down and
spoke with him. I was stunned and shocked to discover that he has been in med hold for
over 3 (three) years. I do not have all the details of what is wrong with him or what he is
currently waiting there for. I can only ask that the committee review his case and try to
find some help for this soldier. Why is he still at Ft Knox? Why does he have to be
there, can’t he be sent home for his medical care? This would at least let him be near his
family. I would like to formally request that Congress look into the individual soldiers
and the length of time they have spent in med hold. Iwould think that anyone who has
spent more then one year in medical hold should be returned home to receive medical
care near his family. How many more Gino Hults are out there?

SGT Hults is not the only soldier who has spent an unreasonable amount of time
in med hold. There is a soldier at Ft McCoy who has spent 6 (six) months waiting for a
dental plate. SGT Michael Nicholas spent from February to August of 2003 waiting for a
dental plate. I would like to know why this soldier had to sit in medical hold at Ft
McCoy for six months for something which could have been bought from a local civilian
dentist in less the 14 days? This is something that needs to be looked into. This soldier
spent 6 months separated from his family due to essentially bureaucratic red tape. The
Army wasn’t allowed to get his dental plate from a local dentist. Where was the
consideration for the soldier’s morale? Did anyone care about his family? How many
soldiers are still sitting at Ft McCoy waiting for medical care? I left Ft McCoy on July
22 last year. Ihad a chance to see the manning roster for med hold at McCoy prior to
my leaving. SGT Nicholas was not the only person who had been there for such a long
time. Irecently spoke with SGT Nicholas, who is now stationed at Ft McCoy. I asked
his permission to present his name and story to this committee. SGT Nicholas informed
me that there were still soldiers at McCoy who are waiting for the proper medical care
they deserve. The medical holdover at Ft McCoy has a list of every soldier assigned,
which includes when they were first assigned. I tried to obtain a copy of this, with the
appropriate privacy issues blacked out, I was denied.
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1 would also like to give you a brief synopsis of SGT Madeline Dreasky’s tale.
SGT Dreasky is currently pending a physical evaluation board. She recently fell and hurt
her neck. She was referred to the orthopedic clinic from the emergency room for this
injury. The decision of the orthopedic doctor was that since she was being medically
boarded out she could just wait and take care of it after she leaves. He actually refused to
treat her because she was already being medically discharged for another reason. This
would in and of itself be a sad story. However, what makes this tragic is the fact that I
have heard this story from many other soldiers. I have attached a copy of the orthopedic
report as exhibit 3.

The final soldier I would like to talk about is CPT Anthony N. Harmon. CPT
Harmon and I first met at Ft McCoy. He was assigned to the 6015™ General Services
Unit, which is mobilized to provide support at Ft McCoy. CPT Harmon worked at Ft
McCoy as a Judge Advocate General Attorney helping the deploying soldiers with their
legal problems. This is a soldier who went out of his way to help as many people as he
could.

CPT Harmon was involved in a traffic accident on 4 NOV 03 where he sustained
several injuries. He was advised to remain home by his civilian doctor and was granted
convalescent on 20 NOV 03. He was granted an extension of convalescent leave on 5
DEC 03. Ihave attached the notes he supplied me verifying his story, (exhibit 4). The
letter from his commander dated 8 JAN 04 is what I would like to call to the attention of
the Committee. His commander alludes to an “alleged” injury. There is ample
documentation to support that he was injured in the accident. The orders his Commander
dictates in paragraph three should be of particular concern to the committee. I personally
fail to see what CPT Harmon has done to warrant such language or actions.

I have spoken at great lengths with CPT Harmon and I am sure that my brief
outline of his story fails to do him justice. I can only hope that the members of this
committee will take the time to also talk to him.

The individual soldiers I have mentioned are but a drop in the bucket compared to
who is still out there. Ihave spoken probably with hundreds of soldiers since I was
placed in med hold. I can only say that the uniform consensus is one of frustration,
disappointment and anger. I have had soldiers with 15, 20 even 25 years in the military
tell me they are disgusted. Soldiers have told the various reporters who have come by to
interview them that they are no longer proud to wear the uniform. What happened? This
is a question that has to be answered before an entire generation of soldiers slipped away.
The Army cannot afford to lose the number of Senior Non-Commissioned Officers it is
losing everyday. The Army has to do something to encourage them to stay.
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The testimony of COL Armstrong before the Total Force Subcommittee of the
Committee on Armed Services dealt with Reserve Component Healthcare, COL
Armstrong made several statements, which I think need to be clarified,

L

“The vast majority of the medical holdever population handled at Fort Knox
never deployed with their unit, many of whom had chronic diseases or
injuries requiring extensive treatment regimens.” This was true in the
beginning. The majority of the medical hold soldiers at Ft McCoy, Ft Knox and
Camp Atterbury consisted of soldiers who could not deploy with their units. The
Army has since instituted a new policy consisting of a “25 day grace period”.
Medical issues discovered within the first 25 days result in the soldier being
demobilized and returned to their unit. This has contributed significantly to
reducing the number of non-deployed medical holdover soldiers. The makeup of
the soldiers at the Ft Knox med hold has gradually shifted toward a majority
comprised of soldiers returning from the desert. The soldiers who had never gone
overseas have gradually been replaced. The vast majority of them have departed
through the medical boards. There have occasionally been soldiers that have left
FT Knox to join back up with their units in the desert.

“Soldiers that had significant mobility issues were housed within the hospital
itself.” Col Armstrong made this statement on 21 JAN 04. Col Pierce, the
hospital commander, also stated the same thing during an interview with a local
television reporter. She stated that the 7% floor of the hospital was for the
mobility impaired soldiers. This news broadcast occurred sometime at the end of
November. The television station received a call immediately following the
broadcast instructing them to return to the hosgital and take a close look at the
nameplates on the door of each room on the 7" floor. The fact is that at the time
of Col Pierce’s statement the overwhelming majority of the rooms were occupied
by Officers and Senior Enlisted. The Officers and Senior Enlisted were removed
from the 7™ floor a couple of weeks later. They currently occupy building 1474,
which is addressed later in this report. I would like to inform the committee of
the fact that when the officers and senior enlisted moved off of the 7™ floor, the
majority of the hospital rooms were transformed into offices. I also know fora
fact that a soldier recovering from a broken back was placed on the second floor
of building 853. This means that he has to walk up three flights of stairs to go to
his room. The sergeant in charge of BLDG 1475 attempted to put another soldier
with a broken back on the third floor of that building. Several soldiers informed
him that this was not acceptable behavior and that they would take this up with
JAG and the IG. He gave in and assigned the soldier to the first floor. I would
ask that the committee simply ask COL Armstrong for the total number of soldier
with mobility issues and how many are house in the hospital.

“Medical holdover soldiers are part of the company chain of command to
assist with command and control, appointment management and assignment
of other duties within their military occupational specialty that are within
limits of their medical profiles.” This statement of COL Armstrong’s appears to
be a blanket generality of the ideal conditions, which the command hopes to
achieve. The reality of the situation at FT Knox is very much the opposite. 1am
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a71L10, administrative specialist. I currently work as a permanent 12 to 8AM
CQ, (charge of quarters). Iam not doing my military occupational specialty,
(MOS). Ihave interviewed many of my fellow medical hold soldiers and have
found that the vast majority are not working anywhere near their MOS. I found
an E-7, (Sergeant First Class) handing out towels at a base gym. I found a 95B,
(Military Police officer) sweeping and mopping floors. How many soldiers work
anywhere even remotely close to their MOS? I understand that many of the
soldiers are limited by their profiles. Ft Knox is a basic training base as well as an
advanced individual training facility. There are enough individual units and
training units that enough jobs could be found to supply every soldier who wants
a job. However, make busy jobs do absolutely nothing for the morale of the
soldier. I have noticed a significant increase in the quality of the jobs soldiers are
doing since SFC King took over as the 1SG in med hold. Soldiers would be
sitting at desks in the hospital and their entire job consisted of waiting to answer
one phone, when I arrived at Ft Knox. Ihave seen soldier trained as military
truck drivers emptying trashcans. Why can’t a soldier who is a qualified truck
driver be assigned to drive some vehicle somewhere on Ft Knox? There has to be
a unit or office somewhere that needs someone to drive supplies. The motor pool
at FT Knox has hundreds of vans sitting there not being used. Why can’t more of
the vans be supplied to med hold, with the corresponding drivers? Why can’t the
drivers be utilized to start some sort of shuttle service on Ft Knox? Ft Knox
currently has no shuttle service at all. Ft McCoy, as small as it is, had an on base
shuttle service.

. “Soldiers are provided transportation to and from the hospital to meet
appointment schedules, to and from the Post Exchange and Commissary,
entertainment and dining facilities.” There are three vans assigned to the med
hold unit. They consist of an off-post duty van, a sick call van and an on-post
duty van. The post will not release any other vans. The post has a parking lot full
of vans that just sit there, never moving. The members of my chain of command
have repeatedly asked for more vehicles. Their requests were repeatedly turned
down. The med hold transportation protocols dictate that soldiers needing to go
off-post for a doctor will note their appointment in the appropriate log at the 7°
floor CQ desk. The duty driver will contact the soldier the next morning and
inform them of when they will be picked up for their appointment. However, if
one soldier has an appointment at 7AM and another at 11AM both soldiers leave
at the same time. The 11AM soldier gets dropped off at his appointment 4 hours
early. The 7AM soldier is picked up after his appointment and then goes with the
driver to wait until the 11AM soldier is done with his appointment. Ft McCoy has
several vehicles, which are used to take the soldiers to their appointments. The
rules at Ft McCoy require a soldier to depart 1-2 hours before his appointment,
not half a day early. Why can’t Ft Knox be ordered to release more vehicles for
the use of med hold? The COL also states that the vehicles transport the soldiers
to the PX, Commissary and other entertainment venues. The common terms for
these types of trips are “morale runs”. These tended to happen haphazardly in the
past. There have even been periods of time where the duty drivers were not
permitted to take soldiers to the airport or even off-post churches. These trips
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would be forbidden until enough people complained and then they would start
back up again there was another shortage of duty drivers. The duty driver would
make PX or Walmart runs one week but the next week the van might not be
available, There has been no readily apparent consistency in ““morale runs” since
I have been here. I must say that recently there have been a number of trips to
Walmart and the PX and the soldiers have been lead to believe that thisis a

permanent program.

‘What has occurred to me since the command found out I was going to testify.

L

I received a warning, granted it was set in a conversational tone and manner that 1
had better be sure of what I say. Ihad better be able to back everything up
because I will be held accountable. Ihad better be able to prove what I have to
say.

I was accused of being disrespectful and insubordinate to a field grade officer.
Last Monday I am called into a 1LT Richardson office to give her my medical
records. She is one of the case managers. She is not my case manager, he was on
leave. She states that LTC Angelo, (the Chief Surgeon), wants to review my
records. He writes a review that actually includes to facts, which not true. 1
receive my records the next morning in time for my second appointment of the
day.

My medical records were confiscated while I was at a clinic in the hospital. I
went to leave the clinic and asked for my records. I was told they were not
allowed to give them back to me. A member of the staff, who I refuse to identify
at this time, stated that they had been told that the General wants to review my
records. Iwas instructed to wait until some CPT came down to see me. A CPT
Dietz, (I am not sure of the spelling.), came down and started to inform me that
they need to onto my records for “Coding purposes”. I asked him what was this
about the General wanting to see my records. He pulled me out into the hallway
and stated that was not the case. He restated the story about coding. The
individual clinics fill out coding sheets every time you visit them. Inoticed his
branch of service on his collar was either infantry or cavalry. I wonder why he
had to read my medical records? I was informed that he was a member of LTC
Angelo’s staff. Does this still give him the right to look in my records? The CPT
left before my doctor came out of the clinic with my records in hand. I asked him
what was going on and he informed me that he had been ordered to do a review of
my records. They had actually been holding my records to get them to him. |
only have one more question. Where did his review of my medical records go?
It’s not in my medical records. Did that go to the General?

MATJ Roberts, my case manager, is ordered to tell me face to face about an
appointment I already know about and to make me sign the acknowledgement.
(Exhibit 5) Ihave never missed an appointment while at Ft Knox. Idid
reschedule two appointments because I was an inpatient at civilian hospitals at the
time.
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MAJ Moore from Legislative Affairs calls and speaks to me right after I returned
from a medical procedure. I still had several medications floating around my
system. She asks about where I am staying. I tell her about the trouble finding a
place because the military bases are full right now and the hotels are too
expensive. She offers to get me a room at Malone House. She then offers to help
with my statement. Iinform her it is not done due to the medications I have been
on the past several days. She asks what ones, I tell her. The next thing I know
she is ordering me not to drive and stating that she will get a hold of my
Commander and inform her that she has to fly me out to DC. 1obey her order and
do not depart that evening as planned. I go to my doctor the next morning and get
it in writing from him that I can drive to Walter Reed. 1 give it to the command
and return to the barracks to pack. Iam in the middle of packing when I receive a
call from the first sergeant telling the per COL Mays, COL Pierce’s assistant I am
ordered to stop packing and wait. Iam later called into the Commanders office
where I am told that I will not be driving to DC on my own. They are not sure
how I will be getting to DC but that I should wait for notification back at the
barracks. I am informed that MAJ Moore has complained to several people and
the there is a General involved as well as a couple of IGs and a bunch of Colonels.
I am notified at 1526 that I have 34 minutes to pack for a flight. MAJ Moore had
relayed to the command at FT Knox that I was being forced to drive. This is not
an adequate representation of the truth. 1had asked to drive. She stated that I was
denied any assistance in finding a place to stay by my command. It is not their
responsibility. It is Walter Reeds. Walter Reed was going to issue me a
statement of “‘non-availability” to cover me for the cost of staying in a hotel. 1
was given a list of hotels and had called many of them already when I spoke with
MAJ Moore. MAJ Moore also mentions concern over whether or not I can testify
if T am on so mush medication. I wonder where her motives lie,

The following are some of the key points that need to be addressed concerning
Behavioral Health at Ft Knox:

1.

2.

The Behavioral Health personnel seem to be more concerned with basic trainees
than with the Med Hold soldiers.

Soldier with alcohol or drug problems routinely ask for drug and alcohol
counseling and a denied. Ihave witnessed soldiers with alcohol problems being
turned away. My roommate at Ft McCoy was sent to Ft Knox for evaluation by
the BHD. He stated that he was told that he was National Guard and that they
were unable to help him. They sent back to Ft McCoy where he received two
DUI and was reduced to E-1.

I have witnessed soldiers with behavioral problems spend months waiting to get
in to see BHD. [ dealt with a soldier who actually went AWOL because no one
would see him at BHD. I talked him into returning. He had spent 3-4 months
waiting on a psychological chapter.

The doctors in BHD seem more concerned with how long a soldier has been in
med hold then in helping him with his problems.

A soldier in 1475 was seen at BH on Tuesday and on Wednesday tried to commit
suicide. The night before he was seen in BHD he had mixed alcohol and a lot of
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Valium. He had been taken to the ER and had his stomach pumped. The 18G
took him to the BHD on Tuesday morning. They refused to put him into the drug
and alcohol treatment program. I was told that it was an inpatient program and
that had he gone into it he would not have been in the barracks Wednesday night.
The Troop Commander and the Company Commander were asked why he was
returned to the barracks Tuesday. They stated, “We’re looking into it.”” I found
out a week after he had tried to commit suicide that he had also stated that he was
going to get a gun and kill everyone in the barracks.

. The overall feeling is that Med Hold soldiers do not seem to matter. The Army
has said that there is no difference between Active Duty and Reserve Soldiers. 1
understand that there is a long history of basic trainees committing suicide. That
does not give the BHD office the right to take a basic trainee before a med hold
soldier. They need to learn that the med hold soldiers are in just as much crisis as
the basic trainees if not more.

. I personally have had three appointment cancelled on me by my doctor. All of the
appointments were cancelled because he was not going to be in the office. One of
the days that had been cancelled I went to the office any way to get a prescription
refilled. He was in the office. An active duty person took up my appointment. I
did not push the issue that day because I was seen and had my script renewed. He
did however, spend a great deal of time trying to get a hold of someone in my
command or my doctor to discuss the fact that I had been in med hold for so long.
1 felt that this was addressing my issues or problems but rather ignoring them in
favor of “getting me out of here”.

. Ilater went to the BHD office requesting to see another doctor and was told NO.
‘When the doctor I was requesting not to see came to get me in the waiting room
that I did not want to talk with him I was accused of disrespect and
insubordination. Ido have the right to refuse treatment and have let the command
know that I refuse treatment from him.

The Murder/suicides that took place at Ft Bragg resulted in the Army saying that
returning soldiers will be counseled. Iworked in the SRC at Ft McCoy an I know
that soldiers who request counseling upon their return are routinely denied any
type of counseling. The questionnaire they fill out has a box they check to request
to speak to someone. The questionnaires are often not even looked at until after
long after the unit has already left for home.

I must apologize for the short content of this statement. Ihave found it exceedingly
difficult to compose a dispassionate reporting of the medical hold issues while still
maintaining my own medical care and treatment. I have many more facts and notes
which I would like more time to compile for more effect.

Thank You.
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UNDER SECRETARY OF DEFENSE

ACQQ DEFENSE PENTAGON
L TOM, 0.8, 2
PLARGNNEL AND
AEADRLL
MEMCRANDUM FOR SECRETARY OF THE ARMY
SECRETARY OF THENAVY
SECRETARY OF THE AR FORCE

SUBJECT: Personnel on Mcdical ITold

This d tablishes policy spplicable to military persormol ylaced oy
“medical hold" while awaiting mdical care and/or resolution of their deployment of
ion stats b of a inedica) issue.

All active duly ¥ J, 40 inclutlo Reaerve C hers on active Juty !

orders for more than 30 days, have the highest priority for health care uppoinnucnm.
TRICARRE bas established access o cars standnsds for youtine ana speclaity care — o

longnrUMnm\mkfmmnmmhanmdmhnwmnncm{ nth | 1

for sp A: ‘Thess
poeess to health care, Forally 1 on dloal hold, ™ medica) ders will
ensuce thit speciaity care sexvices aro availoble unifoemly within two weeks of k
identifying dse need lor an sppointinent.

1[ hoalth caxe urvwes ar not avallable wilhin the wcdxcnl WERIOnT mmy

2 to these medicnt shall refer o atlfer

military. ‘Vaterun Alfaits, or civilitn solirces of care, 1o lnc!udebothTRiCARF nekw:
or non-nelwvork providars.

All members of the Anned Foreen who arein o “shedian hold™ siatue and nro
required 1o resids away from their private resids whil fn “medical hotd” shall
provided uniform lodging in quality and type for the mon where they arc located. It i m
particolarly inportant that Reserve Componcut meowbars on setive duty revsive the s
qualily and type of lodging and suppon including ransportation that other active duty
members recoive, Such accommodations may constst of visiilng  quariers, lemporary |
tndgtng facilities, or eqiivalent rental uccommodstions on tha privaie econoiny tymca‘
provided o TDY personnel when such visiting quariers or temporary fodging Faciliticd
e not available. Tn all eakes, the actual housing provided shall accommoadnle the
medical condition of the member.

Givent the significant nomber of persomnel ewrrently on mmedical hold, § request
weekly Service reporis be submitted through December 31, 2003 wo the Assisiant

&
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ek 1B

Seeretary of Detlense (Wealts AfTairs) detsiling the total mupiber of p | on
hold; the pumnber on medics] hold for mare then 30days; and the nember oo med)
fwm thun 60 days, displuyed by sciive duty and scilvated Ganrd and Raserve
£y P T3 y will be lunted after this inllSal
puiod.
Existing policies for pericdic medicol and deatal aeeecrments and pro-
dep)eymenl um:mng st nho b adhend 1o for sll active duly snd Reserve Co :
10 aasare indi di The Assislant Seceotary of Delfnse |

(HcadehAtlumhnxnlmﬁquumdnqumyussumrepmmpmmdpw i
deplnyment serecning from each of the Servides, &l

This policy and reparting requi s cffective i diarely,

oo i

Scrvico Chisfs of Staff ] i
ASD (HA) i :J
ASD (RA) i
Azsictant Servige Secroterios (M&RA)
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TIGUSINE MIdNAgeIiein

regulation, and will ensure that the level of living experienced by UPH and
or exceeds the following standards:

(1) The housing must provide a decent, safe, sanitary, and habitable 2

CRLEY RV

good repair. Additionally, UPH(TDY) and GH should provide a level of faciﬂt:
and services comparable to a good quality, modestly-priced commercial h

(2) The minimum space and privacy standards for UPH In table 4-2 wi) be
determine adequacy. These standards will apply worldwide. Housing man:
confusing these standards with construction design standards. (Sae para 4-§

Table 4-2. iMnimum standards of acceptabie space and privacy, exigti
inventory {See notes 1 and 2.) i

Grade: 03 and above and CW3, CW4, and CW5 J-.
UPH(PP): 400 square feet net living area: living room, bedroom, private bath,

kitchen or officer dining facility receiving APF support. k H
UPH(TDY): 250 square feet net living area: private room, private bath. g b

UPH(PP): 250 square feet net living area: sleeping/iiving room, private baﬁ-

lc;rade- 01, 02, W01, and CW2
UPH(TDY): 250 square feet net living area: private room, private bath.

Grade: E7 thru EQ
UPH(PP): 270 square feet net living area: private room, private bath.

than one other.

IUPH(TDY) 250 square feet net living area: private room, bath shared w:th Jot nui"pré

one ather. (See notes 3 and 4.)
> UPH(TDY): 135 square feet net living area: private room, bath shared wi

Grade: E5 and £6 —
UPH(PP): 135 square feet net living area: private room, bath shared with :1( more than

not x!n re
ithan one other. (See note 3.) §

note 3.)
UPH(TDY): 90 square feet net living area: not more than four per room, ex

Grade: E1 thru E4 (except E1 recruits and trainees) [ b
UPH(PP): 90 square fect net living area: not more than four per room, contr[l bath

(See

bay, central bath. (See note 3.) |

pt i

pen

Grade: E1 recruits and trainges
UPH(PP): 72 square feet net living area: open bay, central bath. i
H}PH(TDY): 72 square feet net living area: open bay, central bath.

Notes:

1. The net living area of a pnva!e room or suite is measured from the inside face of the p
ail such er hared spaces and partitions. The net living area is a shareg
comprises the e!ear area «n the slecpmg roor atlocated for an individual's bed, locker,

lounges, bath ys, door swing areas, and storage areas desgna!ed pr miljts
robility and/or field gear or equlpment in apen bay, net living area is one equal share p
open bay comprises all within the peripheral walls. ;

™ {2. Standards for parmanent party civilians are based on the comparable military grades i in} favie B!
civilians are housed as officers. [REH

| TDY

file://C:\Documents%20and%20Settings\Test\Desktop\AR210-50_files\main.htm |

'
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; 02/06/04 FRL 12:0) FAX 210 221 0570 PHYSICAL EVALUATION BR -39 ENOX ]
i
; i
- ! ‘
Ireland ACH ;
! PHYSIGAL BVALUATION BOARD (PEB) PROCEEDINGS ’ i
j~ for use of this form, see AR 835-40; the proponent agency fa USAPDA i
1. RAME (LasT, Firar, siddie Initisld 2. RANK 3. PEdd: !
k GorcoranBraoker, Glare o, AGT 98.00. i | LHKNOAW
| 4. SOCIAL SECURIYY MUNBER | 5. PMOS £.BRANCH / COMPONENT ¢. Intentional i bl
4 s5810 TERBORARY TOUR OF ACTIVE DUTY: RSbivks negicct o dhthugized wrsence
1 7. THE PES CONSISTED UF THE INDIVIDUALS IKDICATED IN EXHIGIT A ' d. Whits entittfd to batidl pay
{incurred orjaggrovated) '
il DATE COMVENED AY (Location Including ZIP Code) e, In LD in the tn-e tngitianal
; 04.02,05 FORT SAM HOUSTON, TEXAS 78234-5010 emergency ot fufter 1,% P 78
; tincurred onfaggra
| 8. THE BOARO CONSIDERED THE MENMEM'S LUNDITIUN DESCRIOED IN THE RECORDS, £ i rafult o ire
EACH DISABILITY IS LISYED BELOW in descending order of significance duty k ;
vA conE BISARILITY DESGREPTION . Hisabi reantag
EY h < d 4§} e s
1o ADULT DNSET TYPE 1 DluETEi LLITUS, INSULIN AKD DIET. » L] 't N R i
; CMEBD DIaG 1, NARSUM
i {MEBD 0IAG 2 NOT UNFITTING, NOT RATED)
8ased on a review of the objective medical cvidence ot record,
the findings of the PER are the Soldier's medical and physical impairsent
prevents reasenabie performance of duties roquired by srade and mhnry
spacialry.
There s conpelling evidence to suppart o finding that the current condition : :
« existed pr-mr ro service (EPTS) ared was not p-mamntly sggravited by such i ¢
i service. THENSK 57 et Puties i
B -3 ER TS B hers g by st i
— - i
The voling wembership of the PEB in this case imeiuded an afficer of the
Reserve Componcnt. ;
You sre advised That a meskar of an urwkd furue imay ROT be required & .
to sign & statement relating to the arigin, incwrrence, ar aggravation ..
; of a disease or injury that he/she has, |
'} %, THE BOARD FINDS THE SOLDIER IS PHYSICALLY UNFIT AND RECQMMENDS A COMNINED RAFING OFz ~-=X ‘;
; AND THAT THE 30UDICR*% DISPOSITION UE: Separoted from the service withar rdinahiliry henefizs p 3
; 4. 1F RETIRED BECAUSE OF DISABILITY, THE BOARD HAKES THE RECOMRERDED FINDING THAT: . : i
‘ A, THE SOLOIER'S RETIREMENT IS NOT BASED ON DXSANLH'\' FROM 1NJURY m DISEASE RECHIVED N THE LINE DP ‘NRECT
! RESULT OF ARMED COMFLICY OR CAUSED BY AN IH! 7Y OF IR LINE OF DUTY DIJR’ ¢ WAR
§ AS DEFIUED BY Lal. ;
d A. SY(DEMCE UF RECOPD RCFLECTS THE SOLDLER MAS HOT A MEMBER BR OBLIGATED YO BECUHE A MEOBER OF AN '\";
o RESERVE THEREOF, OR THE NORA OR THE USPHS ON 24 SEPTEMBER 1978.
n
i C. THE DISABILITY 9ID NOY RESULT FROM A COMBAT RELATED INJURY AS DEFINED IN 26 U.5.C. 104, i .
[ : h
111, PURITS (ident(fy ach) :
N h. Arpointing Orders E. Orders I. 5:; Points B ~
y B. Medicol Goerd Proceadings F. Flag Stme . LEg R .
i ¢, £deis Stmy G. paR K. ARFY i i
o, o #. 0D Form 214 |

} 12. 1YPED NAME, GRADE, SRAKCH OF PRESIDENT
[} e L Reves, oot T

SIENATURE ’

[3A FORM 199, JUN, O7

—

a1

30vd

64BBZAL 707

FFOT b7 e e



115

; i
; :
; B
k ;‘J'
R

81 Fovd o ' 6.8828.207 = Z7 it »on sz en



116

EBwvlih + %
DEPARTMENT OF THE ARMY |
Mobilization Support Battalion j
2770 W. 12" Ave B
Fart McCoy, Wisconsin 54656.5125 :
AFRC-FM-COM-§ 8 Tdhuary

MEMORANDUM FOR CPT Anthony N. Harmon, SEEEINES, 1332 Hallad{ D ;
Batavia, llinols 60510-4525

SUDBJIECT: Order to Report; Revocation of Pass Privileges

i il
1. Through a telephone conversation on 7 January 2004, J ordered you to to sy |
office at 1300 on 8 January 2003, T will ensure that you are escorted from my ibffice to
the Troop Medical Clinic for your 1330 appointment. After your appointment}you jwil
be escorted to either an appropriate medical facility, or on post billeting. ' §

2. You have been on an extended absence from your dutics for an alleged injuly capsel
+ by a car accident that uccuned approximately 70 days age. You have been di o

report back to Fort McCoy for a military medical official to review your fitnes} for dity

status. To date, you have failed to report as requircd, ; )t

3. Effective immediately, I am revoking your off post pass privileges. You g -—-.;1
to stay on post until I direct otherwise. If you feel for any reason that you mus] leave: |\ -
e@ post, you shall request directly from me permission to leave post. Your reques; k must; |

include the reason that you need to leave and the time that you will return to phst. Y. ]
must notify CPT Kurt Mueller, HHC Commander, or me directly that you hav, 7
if your request to leave post is granted. [ will consider you Absent Without
fail to notify me or CPT Mueller that you have returned to post.

4. Texpect you to comply fully with this order. 1also expect you to seek clari ;
directly from me if you have any questions about the revocation of your pass ;hvilége 3
1 will consider UCMY action if you fail to comply with this order.

wilintl,

LTC, MP
Commanding {

9z 3ovd R/AGZAI 7R
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DEPARTMENT OF THE ARMY
STAFF JUDGE ADVOCATE OFFICE

FORT McCOY, WISCONSIN 54656

Batavia, Illinois, 60510

SURJECT: Extensiocn of Convalescent lLeave

1.
approved,

approval of your request.

January 2004.

2.

providers.
your medical records.

States Axmy.

3. We wigh you a speedy recovery and lock forward to yo

return,

17 38vd

Your request for an extension of convalescent leavs
A review of your current madiocal information

Fort MeCoy Troop Medical Clinic resulted in thelr recon
Your reguest was subsequenﬂ

approved by the 015" Garrigon Support Unit, Headguart
Headquarters Company for the pericd 8 Decewbaer 2003 thr

S“E

The Port Metoy Troop Medical Clinic can
recommend convalescent leave in thirty (30) day increme

Coptinue to supply MAT South with copies of your e
records as they are accumilated and appointments with

It is your responsibility to ensure that shi

Make sure each provider has a medi
release signed by you releasing your records to the Unij

o

RHETT 8. BILBEK
CoL, JA, USAR

Deputy SJA Loy Soldier R

iBgzaLZEn | 7FiAT  wavieTenn
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DEPARTMENT OF THE ARMY
Headquarters, Fort McCoy
100 E. Headquarters Rd.
Fort MeCoy, Wisconsin 54656

REPLY TO
AFTEETON OF

AFRC-FM-TA 20 fovembér 2003

MEMORANDUM rUR CPT Anthony N. Hutmon, 1332 Halleday Drive, Batzvit2 IL & 0177
]

SUBJECT: Dircct Order Regarding Convalescent Leave and Reporting Requimﬁ. fents| ;

1. You are authorized convalescent leave at heme through 08 December 2003. Yjou mt:tﬁen

ordered to report to me at the Fort McCoy Legal Assistance and Claims Office, Bhilding 106, at

0730 bours, 09 December 2003 with follow up at the YMC to see MAJ Piper. Yo urd b bring

all your medical records with you. At that time the Fort MeCoy TMC will deterrine whether
‘: follow up care, if any, will be performed at Fort McCoy or Foit Kaox, X 3! d

v} Conttntied
care at home is not an option. Failute to report will place you in an AWOL statug, -

2. You are ordered to stay at home pursuant to your convalescent status except
medical appointments. You will report daily, by telephone, Monday through Fri
holidays, to either LTC Wilson or myself regarding your condition and provide ¢
providers for each of your medical appointments, care or treatm LTC Wilsc
contacted at 608-388-7822; myselfat 608-388-7354,

xcept for
s pnd

3. We wish you a speedy recovery and look forward to your retun.

Mw

RHETT 8. BILEK
COL, JA, USAR
Deputy SIA for Sold)chea.dme ks

2z 39%d [SE-ECTEL
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Decerber 5, 2003

RE: HARMON, Anthony
MR: S

To Whom It May Concern:

Mr. Anthony Harmon was seen in the Neurology Outpatient Clinic on ;
2003. Sinee his last visit, he bad an MR of the brain that was unremarkable, ]
the cervical spine showed no ﬁdcnce of fracture and normal vertebral body
There were no abnormalities of the cranioservical junction. There was no md
cord jon. There wag minimal diso bulging at C4-5. At C5-6, there Wi
bulging with a small superimposed right Iateral disc hexniation. No |

abwy ualitics were noted at Co~f or at C7-T1. Results of neuropsychotogioal \;'&sn‘ngE

demonstrated antegrade memory of the normal mean for his age with above ave
verbal 1Q. Besause of the potential fa jon and difficultics with slecp, v
prescribe him Trazodone starting with S0 mg daily, Based on the rosults of the;
neuropsychological testing, we believe that he is not fit to retum to duty at this
1Ic will retwn to clindc in one month and will be further evaluated.

Sincerely,

Billcr, ,é
//Profcss(&'bgcurology and Neurological Surgery
Associate Chai Dep of Neurol

Bamb
CC: Maojor Frank Pipet

i

8 8

5.L8BZRI 7AT7.

Evtb b 4d
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Mgt
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LOYOLA Loyola Us
Z £ UNIVERSITY 2160 Soudl} First hvedue
z & HEALTH SYSTEM y sots3
B, & i 5
e 0%  Loyols University Chicago I :
J v
I
i
November 24, 2003 1 i
|
;
RE: © HARMON, Anthony | B
MR: S ol
LETTER TO TIIE CIIART I
Anthony Harmon was seen in the Neurology Outpatient Clinio today. He whs inifially
seen on November 4, 2003 i the Emergency Room after sustaining a motoyi vehigle

P2 FWd

accident, He was diagnosed to have a post concussion syndrome. Atthe j: of kel
H

Mddical Center

e hdd e

evaluation in the E.R., he had some headaches and posterior neck discomft . He }éa:l no ;
diplopia. He had no navsea o vomiting. He had no sei limb weak * or | : . .
P hesias. Newrologi ination was rkable, cxcept for mild / it : :
tenderness to palpation. CT scan of the brain was normal. Lumb 1|

normal. Cervical spine x-ray was normal except for some arthritic changcs:
cr. ‘ i

The patient was advised to discontinue vicodin and instead, try tylenol #3 §

Temained a major issue. A considerstion was given to use non-steroidal ant

P

addition, he was advised to use heat compresses to the neck region and wal

drive for the next 72 hours. He was also told 1o retum to the Neurology Cllnic i } |

month.

‘The patient returned 1o clinfc on November 24",

¥ dmés Tike nap and a trial of muscle relexants like flexei

RiRarRITeT
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RE: HARMON,Anthony
MRN: 1388400

dant

Since his last evaluation in the E.R., he has had persistent h

vorniting, persistent dizziness and some di tin the lower back and neifk,

Neurologi tnati ined stable except for some posterior neck mushle

tendemess. Blood pressure was 128/60 mm Fg and pulse was 20 and reguli 3
IMPRESSION: Post concussive syndrome.

RECOMMENDATIONS: MRI of the brain. MRI of cervical spine. EEG.
naproxen 375 mg b.i.d. Phenergan suppositories for nausea and headaches. :

myg tid. No driving unti} he relurns to clinic Desember 5%, Avotd heavy Iijing.

logical Surgery
of Neurology
IB:mb
CC; Major Frank Piper
Troop Medical Clinic

Fort McCoy, Wisconsin 54656 )

6288282707,

»7fat
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RADIOLOGY IMAGING REPOR

LOYOLA UNIV MED OUTPT CTR

st b

| Patient Name: HARMON, ANTHONY N
‘Sex: M Patient Status: Outpatient
‘ Patient Location:  LMOC
-poB: 05/21/1966 Signs/Symptoma:  NECK PAi
visit #: 138840013104 Indications: HA S/P
(Accassion: 3715361  MRN: SN Comments: MRI CER
s Exam: (LUMOL) MRSPC2 - MR CERVICAL SPINE CORD WITHOUT CO
Completed: 11/26/03 2:32 pm
‘epT 72141
Interpreting Radiojogist:  GREENLEE, i

Requstln Provider: Bm_ER JOSE, MD. Attending Provider: )

s B0 S. 181 Ave. ?300'25’

aywood i 80153 Maywood, it

iMR! CERVICAL SPINE-WITHOUT CONTRAST

;CLINICAL INFORMATION: 37 YEAR OLD MALE IN A MOTOR VEHICLE COLLI
INECK PAIN.

i A)CEDURE: SAGITTAL T1, PROTON DENSITY AND T2 WEIGHTED IMAGE! v
FOLLOWED BY AXIAL GRADIENT RECALL T2 WEIGHTED IMAGES.

COMPARISON: NONE.

‘NORMAL LIMITS. THE CRANIOVERTEBRAL JUNCTION 1S UNREMARKABLE
'ARE IDENTIFIED WITHIN THE CERVICAL SPINAL CORD. THERE IS NO EVID
‘COMPRESSION.

{FINDINGS: NO FRACTURE IS SEEN. ALIGNMENT OF THE VERTEBRAL BOD!&S 18
O Fi(

‘AT C2-3 AND C3-4, NO SIGNIFICANT ABNORMALITIES ARE SEEN. z

-AT C4-5, THERE IS MINIMAL DISC BULGING. THERE S NO SIGNIFICANT CE!*TRA

'STENOSIS OR FORAMINAL STENOSIS,

“AT C5-6, THERE 1S DISC BULGING WITH A SMALL SUPERIMPOSED RIGHT F
DISC HERNIATION, EXTENDING INTO THE RIGHT NEURAL FORAMEN. THE!
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Mr. SHAYS. Thanks to all of you. We’'ll start the questions with
Mr. Schrock. I think we’ll do 5 minutes for Members then we’ll do
a second round.

Mr. SCHROCK. Thank you, Mr. Chairman. It’s sort of like deja vu
all over again, we've been hearing this over and over again. I know
it takes time to get problems solved. But I think when we get to
the point where people’s credit is being ruined, they have to pay
for hotel advances out of their own pay instead of getting per diem
like it was when I was active duty Navy, I don’t know what the
answer is. We've had folks here before, actually, we need to address
the questions of the four gentlemen sitting behind you, and make
no mistake about it, we will.

As good as it was to have the men here testify, it’s even to me
more important to have the wives testify. Because the impact some
of these situations have had on the family are just outrageous, and
we simply have to get this fixed. I screamed about it, literally
screamed about it at a hearing a month ago, and maybe some of
the problems are getting solved. I certainly hope they are.

But if we don’t, then we may have to have a hearing every other
day. And if we have to go to Fort Knox to do it, then we’re going
to have to go to Fort Knox to do it. I don’t want this young men
and women hand picked, I want to be able to walk into a barracks
and say, what’s your situation. And for you to be on medical hold
for 10 months now, and nobody’s checking on you, something is
wrong somewhere. And I think those are the questions we need to
address to the Generals, the Admiral and the Secretary.

Fit for duty is supposedly what it’s all about. And the Army is
required to provide annual medical screenings, annual dental
screenings, selected dental treatment and a physical exam every 2
years for early deploying Reservists over age 40, and every 5 years
for early deploying Reservists under age 40.

To the gentleman, how often did you receive physical examina-
tion? First Sergeant?

Sergeant MOSLEY. I work full time as a civilian for the Army Re-
serve now, sir, so we're a forward support protection package, we're
required once we get 40 years old to have a physical exam every
2 years. And I scheduled a physical exam for the troops in my unit,
so I had mine every 2 years, sir. I have a copy of the one that was
done in May 2002, so that the only deficiency I had, sir, was a
hearing loss, and that profile was downgraded so I could go.

Mr. SCHROCK. Specialist Ramsey.

Specialist RAMSEY. Yes, sir. My last physical was in 2000. Any
physical after that, I did not receive one. It was more of just a
records check. My unit is a rapid deployable unit. We have the re-
sponsibility of deploying within 72 hours wherever for air defense.
So on a year basis, actually every 6 months, we go and do what
they call a MOB station, go through all the shots records and up-
date all our medical files. But my last physical was in 2000.

Mr. SCHROCK. Any dental at all?

Specialist RAMSEY. No, sir. The last—I was deployed in 2001, the
end of 2001 and when I reached Fort Bliss, where our command
unit is housed, when I reached there they did a panoramic x-ray.
That was the last one I had, was in 2001. I have not had any den-
tal updates since then.
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Mr. SCHROCK. Sergeant Emde.

Sergeant EMDE. Like the First Sergeant, I am required to have
an over 40 physical every 2 years. I recently went to Fort Eustis
and had my physical done in May of last year. I had my dental
things taken care of right about the same time.

Mr. SCHROCK. Specialist McMichael.

Specialist MCMICHAEL. Sir, my last physical was in November
2000. I was in the IRR, inactive regular Reserve, from August 2001
until a local unit pulled me out of the inactive regular Reserve and
mobilized me February 27th of last year. My physicals are current
and up to date.

As for dental, I haven’t had a panagraph or anything like that
in probably 10 years. But I did have dental work done at Fort
McCoy, which I have to praise their ability. They did good.

Mr;) SCHROCK. Specialist Ramsey, did you want to make a com-
ment?

Specialist RAMSEY. Yes, I just wanted to add one thing. I was,
because I stayed so close in contact with my Reserve unit in Or-
lando, FL, I was under the understanding that our annual
physicals were coming up and I was on that list. But because I was
currently on incap and not allowed to attend drills, because of not
receiving retirement points, I was passed over for that particular
physical, as well as my TB test. I received a TB test prior to leav-
ing Kuwait, back to the States. I was supposed to get another one
6 months later for followup. I still have not received that.

Mr. ScHROCK. First Sergeant, I know my time is up, but explain
the pills, would you? What are they?

Sergeant MOSLEY. There’s probably 16 or 18 pills a day in there
for Parkinson’s disease, which my shaking is about 50 percent of
what it was 3 weeks ago. Pills in there, there’s Neurontin for the
backaches, there’s Percoset, Vioxx, there’s pills there for depression
and PTSD.

Mr. SCHROCK. Sounds like you're over-medicated to me.

Sergeant MOSLEY. That’s what my statement was. If I was to
take every pill they told me to take here, sir, I wouldn’t be waking
up in the morning.

Mr. SCHROCK. Mr. Chairman, I know my time is up, thank you
for letting me have the time. As bad as the medical problems are,
and they are, this financial problem, people’s credit being affected,
bills not being paid that are supposed to be paid, to me this is a
horrible, horrible situation. And if a man or woman is trying to get
better medically and they have all this burden on them, how in the
dickens can they with all these medical bills?

I think it’s absolutely abhorrent that the military services aren’t
paying these bills and making sure these young men and women
are paid. It’s ridiculous. We need to get our hands around that and
get around it real quick, or we’re going to have some real bad prob-
lems with these folks, and nothing they created. Thank you.

Mr. SHAYS. Thank you, Mr. Schrock.

Mr. Tierney.

Mr. TIERNEY. Thank you, Mr. Chairman. I want to thank all the
witnesses for their service and for the difficulty they've gone
through, I regret that. There’s nothing that you testified to that I'm
unclear on. I think that all of you made very certain and very clear
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what the circumstances are, and I'm anxious to hear from the next
panel as to what we’re doing about that, and what we’re going to
do about it. But I would like to give any of you that feels you might
not be asked a question you want to answer or something that you
haven’t yet had a chance to say, I'd like to give you the opportunity
to do that, if there’s anybody who feels that their opening state-
ment wasn’t adequate enough.

Specialist RAMSEY. I just wanted to add to what Mr. Schrock was
bringing up, the financial issues. My wife and I also, as soon as I
returned from active duty, we tried to refinance our house. We're
at a 7 percent under the Soldiers and Sailors Relief Act, which I
am not able to receive right now, because I'm no longer on active
duty. My interest rate on my home is at 7 percent. I had the oppor-
tunity to refinance at 5 and a quarter percent.

Because I was late on my mortgage in November and December,
never been late on my mortgage any other time before that, be-
cause I was late on that, that affected my credit to the point where
they were, the mortgage company that I was looking at actually of-
fered me a better rate of 7 and three quarter percent, and I'm at
7 and a quarter. So actually, they were going to offer me what they
thought was a better rate, which actually was going up.

Specialist MCMICHAEL. I do want to mention the medication
again. We have some soldiers at Fort Knox who are so medicated
they can’t even get out of bed to make formation. I personally take
60 milligrams of MS Contin, which is a morphine derivative, every
12 hours. A member of legislative affairs made a comment to one
of the clerks that work for you that she didn’t feel I was going to
be able to testify here, that I would not, as I understand it, be able
to make a coherent thought to where I could talk to anybody.

This is just the tip of the iceberg with medication. There’s a Ser-
geant Major Abbotts at Fort Knox that would welcome the chance
to speak to any one of the members of the committee, he’s in the
same boat, taking a ton of medicine. Soldiers that are diagnosed
with post-traumatic stress disorder, they’re basically medicating
these guys out of this world. Some of them don’t even know where
they are.

Mr. TIERNEY. Mr. Chairman, I don’t know that the next panel is
going to talk about anything other than process, how this works.
But I would think there are two distinct issues. One Mr. Schrock
brings up about the financial implications and what the military is
actually doing, and the second is the medications and how they're
being distributed and all that. So whether it requires further hear-
ings or simply a followup by this committee in terms of aggressive
oversight, those are at least two issues that I would like to rec-
ommend this committee look into in great detail.

And I want to thank again all the witnesses for your testimony.

Mr. SHAYS. Thank you. We actually are doing that in conjunction
with the full committee, trying to make sure we spread that work-
load.

Mr. Ruppersberger, you are entitled to go next, since you are full
committee, but if you don’t mind waiting for Mrs. Davis, we’ll have
her go next, if that’s OK. Mrs. Davis.

Mrs. DAvis. Thank you, Mr. Chairman.
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I do have a question, but I would like to say something to the
Emdes and the Ramseys. In my prior life, before coming to Con-
gress, I was a real estate broker. I can tell you, if you have 100
percent A plus credit everywhere but you're late 1 day on your
mortgage, it will stop you from refinancing. So I can’t help you, Mr.
Ramsey, but Mr. and Mrs. Emde, if you will talk to my staff after-
wards, we'll see if we can get a letter from the Services and see
if we can’t clear up your credit on your mortgage.

The one thing I do want to ask each and every one of you, did
any of you have a pre-existing condition that should have been
caught before you were activated, or do you know of anybody that
had a pre-existing condition in your unit? Particularly you, Ser-
geant Mosley. How long have you had Parkinson’s?

Sergeant MOSLEY. They just diagnosed me in March. I've been on
my medicine 3 weeks. I had gone on my June 12, 2003 physical
exam, I indicated stiffness in my joints, numbness in my arms and
shakiness that I couldn’t control. That was June 2003. It was only
after my medical evaluation board was finished and I agreed if
they sent me to a civilian neurologist to find out where my vertigo
was from and the other problems, and they did the MRI and diag-
nosed me with the cervical spondylosis and the Parkinson’s disease.

Mrs. DAvis. But you had the shaking in June 2003?

Sergeant MOSLEY. When I came back, I had some minor shaking.
I'm glad you didn’t see me 2 weeks ago.

Mrs. Davis. Did they do anything when you said you had the
shaking?

Sergeant MOSLEY. They kept telling me it was just nerves and
the pain, like the pain in my back and my neck, they just kept say-
ing it was pain, that’s why I wasn’t sleeping good, that’s why I was
having some of the dreams I was having, and side effects of medi-
cine.

You know, when you have a soldier go to a psychiatrist, and I'm
not talking about me, but I know the soldier that did this, tell him
how depressed he is and what his suicidal thoughts are, and he’s
threatened with malingering and UCMJ, he leaves and within
about 3 weeks cuts his wrists. Soldiers are talking, like I say, but
the folks there just aren’t listening.

Mrs. DAvis. I'll be leaving for Iraq in 3 weeks. I look forward to
seeing some of my Virginia Guard and Reserve there.

Sergeant MOSLEY. Have you taken the anthrax shot, ma’am?

Mrs. DAvis. The anthrax shot? I live on a farm. I'm not worried
about anthrax.

Sergeant MOSLEY. I hear you.

Specialist RAMSEY. To answer your question, ma’am, no, I did not
have any pre-existing. I was 100 percent healthy. The only condi-
tion that I had is, I had a hernia surgery, a bilateral repair on both
sides in 2001. And I had some complications from it. That was the
only issue. I was cleared for full duty prior to leaving. It was not
interfering with my civilian job nor my military duties.

Mrs. DAvis. Did they do a full physical before you left?

Specialist RAMSEY. No, ma’am, they did not.

Mrs. Davis. They just cleared you?

Specialist RAMSEY. They cleared me. They looked through my
service record.
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Mrs. Davis. On your word?

Specialist RAMSEY. Yes, ma’am. They looked through my service
record, they looked through the civilian doctor’s notes from my sur-
gery and then cleared me to go on.

Mrs. DAvis. Scott Emde.

Sergeant EMDE. I received a full physical prior to going overseas.
I had no pre-existing medical conditions whatsoever.

Mrs. DAvis. Thank you, Scott. Specialist McMichael.

Specialist MCMICHAEL. Prior to being deployed, actually in 1992
I received knee surgery and was awarded a permanent profile be-
cause I could no longer run. It was P3, meaning I was non-
deployable. During preliminary review with the 88th Reserve Sup-
port Command, a colonel took my P3 profile, downgraded it to a P2
so that I could be deployed. My P3 profile was actually awarded by
a medical evaluation board.

I had already been through medical board once before, was found
fit for duty and retained at a permanent profile. That was the only
thing wrong with me, it did not affect my ability. I actually wanted
to go. What happened to me occurred at Fort McCoy while I was
training and has nothing to do with my knees.

I do know of soldiers at Fort Knox, Sergeant Major Abbots that
I mentioned as well, he had neck surgery about 3 months before
he was deployed. His civilian doctor had stated, he is not to be de-
ployed. Well, they sent him to the desert, he came back and had
to have surgery. There are other soldiers in the same boat.

First Sergeant mentioned behavioral health and psychology.
There’s a soldier over here at Walter Reed right now that’s a friend
of mine that was at behavioral health. He had made a suicidal ges-
ture earlier that week, was sent to behavioral health. The next day
he slit his wrists. Behavioral health refused to help him. I know
of other soldiers who have gone to behavior health and asked for
drug or alcohol counseling, well, youre National Guard, no, you're
not entitled to it. There’s a Specialist Anderson, who’s now Private
Anderson because they refused to help him and he ended up get-
ting two more DUTIs.

Myself, I have gone to behavioral health because I have family
issues. And the psychologist, his main concern was how long I've
been in medical hold, not with helping me. I've had appointments
canceled with behavioral health and the soldiers—that’s why I
mentioned Chaplain Norwood, because the soldiers at Fort Knox,
the behavioral health doesn’t care about them. They go outside to
outside agencies, some have gone to the VA to find people to talk
to.

That’s all I have to say.

Mrs. Davis. I thank you all very much, and Mr. Chairman, thank
you so much for allowing me to be a part of the hearing.

Mr. SHAYS. We are delighted you are. And by the way, her offer
to assist you in the issue of financing issues, take her up on it. I
think it will be very helpful to you.

Mr. Ruppersberger.

Mr. RUPPERSBERGER. First, I'm sorry I was late. I have read the
files and been briefed on your testimony. There’s no question we
have a serious issue. First thing, the issue generally of our military
we have to deal with, because terrorism is, the war with terrorism
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is not going to stop, and we do need to move on and finish what
we have started.

However, the total force transformation, and I believe now that
the use of National Guard and Reserve is more now than it was
during World War II, so there are issues here, and that’s the rea-
son we're having this hearing. First, I want to thank you all for
your service, and understand that you’re going through a lot of dif-
ficulty and family issues. We're having this hearing, and I want to
thank the chairman for having the hearing today, because we're
trying to get to the issue to make it better.

To begin with, Specialist Ramsey, could you, I want to get into
the area of the difficulties in receiving adequate care you experi-
enced. Do you believe they were caused by ineptitude of doctors, by
the incompetence of file clerks, or by incompatible recordkeeping
syst(??ms between the Reserve component and the active compo-
nent?

Specialist RAMSEY. Yes, sir, that’s correct. All the above.

Mr. RUPPERSBERGER. Could you explain a little bit what your
analysis of those issues are?

Specialist RAMSEY. For example, in Fort Benning they have post-
deployment checklists that you’re required to check off from each
station prior to leaving and being redeployed to your home resi-
dence. They have so many of them that the different sections, for
example, finance, medical, what have you, personnel, they choose
to check off whichever ones they want to check off. There’s not one
standard form there. It’s easier for them to push us through and
send us home than it is to do the extra paperwork or go through
the extra log or chart and treat us for the injuries that were in-
curred while on active duty.

Mr. RUPPERSBERGER. OK. Sergeant Emde, first you noted that
you made hundreds of phone calls to check on your payments, ac-
tive duty status, medical appointments. How many phone calls
have you made where you feel you got the service or response you
were looking for, or do you feel you were just passed from one per-
son to another, in a bureaucratic maze?

Sergeant EMDE. I would say probably roughly a quarter of them.
A lot of the problems were people not being around when I needed
to make an appointment or a lot of the problem for me anyway,
since I was at Walter Reed and I was trying to get some of my care
at a Naval facility, the computers didn’t mesh. Therefore, their pro-
cedures or the Navy’s way of doing things didn’t quite mesh up
with the way the Army did their thing. And their protocols, such
as one I noted that the physicians at the Naval facility wanted to
know why this doctor wanted an x-ray. To me, that’s absurd, but
that’s the Navy’s way. And had Walter Reed known about that,
then that may have been:

Mr. RUPPERSBERGER. Was it because of a lack of control of one
person that you could go to to coordinate this, did you see a lot of
duplication of effort? What would you have recommended if you
were a general that you could have done to fix your problem?

Sergeant EMDE. If there was perhaps a central person that took
care of everything, that may have alleviated some of it. But other
parts of it, there were two physicians I was seeing up at Walter
Reed, one for neurology, one for my shoulder. When the doctor I
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had for my shoulder, when he went on vacation, when he got back,
the neurologist left. So that was like 6 weeks that I was unable to
get any help whatsoever from that.

Mr. RUPPERSBERGER. Were these pre-existing conditions? I was
not here for your testimony. Were these pre-existing conditions?

Sergeant EMDE. No, they were not. Prior to me being deployed?

Mr. RUPPERSBERGER. Yes.

Sergeant EMDE. No, sir.

Mr. RUPPERSBERGER. OK. Mrs. Emde, the issues that you were
dealing with and the help and support, was the family support cen-
ter at your husband’s base, was there a family support center
there?

Mrs. EMDE. There was no family support whatsoever. I received,
he was actually under active orders for almost 2 years. And during
that 2 year period, I received one call from the Virginia National
Guard basically to tell me about my commissary rights. That was
it.

Mr. RUPPERSBERGER. Were you told there was going to be sup-
port?

Mrs. EMDE. Oh, yes. We were told there would be support, that
if we had any questions, we could call this number. When we had
pay glitches, I called numbers, didn’t get anything.

Mr. RUPPERSBERGER. What happened when you called those
numbers?

Mrs. EMDE. We were told that they could not handle it, it was
an active duty issue.

Mr. RUPPERSBERGER. Was this the National Guard number you
got?

Mrs. EMDE. Right. The National Guard could not help us.

Mr. RUPPERSBERGER. Then did you go

Mrs. EMDE. He had been under active duty and we no longer fell
under their umbrella. So they did not help us.

Mr. RUPPERSBERGER. Then what did you do? Did you go to the
active, the career?

Mrs. EMDE. When he had the medical extension orders. We were
told that there was only one person who could extend his orders,
and this person was Bob Vail, and it took, during the four lapses,
there were lapses of 2 weeks, 3 weeks, the longest that we person-
ally experienced was 2 months.

Mr. RUPPERSBERGER. One last question. If you could have the au-
thority to fix the problem, the frustrations you were going through,
what would you have liked to have seen?

Mrs. EMDE. More administrative help in order to process——

Mr. RUPPERSBERGER. A special person to coordinate between Na-
tional Guard and career, or do you feel——

Sergeant EMDE. From my understanding, the National Guard
Bureau has one person that takes care of ADME orders. And I
called up there, the process goes through my chain of command at
Dove Street in Richmond, and then it goes straight to the National
Guard Bureau. This man goes through, reviews everything and
then it goes up to a colonel to get processed or get accepted. Then
it’s OKed, this colonel gives the authority to cut the orders, as I
understand the process.
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I cannot see for the life of me how one person can review every
single pay problem that is reviewed medically for the National
Guard. It’s just—but that’s what I was told, and that’s where the
system bogged down.

Mr. RUPPERSBERGER. Thank you.

Mr. SHAYS. I thank the gentleman. I'll proceed to now ask some
questions.

We basically had the active so-called component, the active force
and the Reserve component, Reserve and National Guard. It is very
clear to this committee that they are not equal in a whole host of
ways. And they are not treated in the same way. And as my col-
league just said, you all are expected to perform in the same way.

We know that the health provisions for active are different than
for those in the Reserve component. We know the pay has gotten
all screwed up. That has to impact your health. When you are
thinking you might lose your house and the frustration of thinking
that you can lower your mortgage costs and then find out you can’t,
it would drive me crazy.

We know that the training isn’t equal, and we also know the
equipment and protective gear is not equal. In Iraq, we had some
of our Connecticut National Guard trying to get their Humvees to
have the same basic armament that the others had. They had to
do makeshift efforts, literally go into Iraqi garages to have steel
plates put on.

So we know that in this committee, looking at all these issues.
Today we’re looking pretty much at health, and obviously the pay
is a factor. Sergeant Mosley, you were in Iraq, correct?

Sergeant MOSLEY. Yes, sir.

Mr. SHAYS. When were you in Iraq?

Sergeant MOSLEY. Cross with the 3rd FSB and the 2nd and the
7th on March 19th, sir.

Mr. SHAYS. March 2003, right?

Sergeant MOSLEY. Yes, sir, first day of the conflict.

Mr. SHAYS. Specialist Ramsey, you were in Kuwait?

Specialist RAMSEY. Yes, sir, I was in Kuwait and Iraq. I was as-
signed directly to the commanding general of the 32nd Army Mis-
sile Defense.

Mr. SHAYS. And you were there——

Specialist RAMSEY. I was in and out of Iraq anywhere from the
late part of March all the way up to my last trip into Iraq, which
I think was toward the end of May.

Mr. SHAYS. And Sergeant Emde, you were Qatar, is that correct?

Sergeant EMDE. Yes, sir.

Mr. SHAYS. When were you there?

Sergeant EMDE. I was there in the May and June timeframe of
2002.

Mr. SHAYS. It was our expectation that before you would be sent
into a combat zone, that you would have gone through a very com-
pressive physical. I want to know if that was done for you, and
each of the three gentlemen I'd ask. Before you went.

Sergeant MOSLEY. No, sir, Mr. Chairman, we did not.

Specialist RAMSEY. No, sir, no type of physical.

Sergeant EMDE. Yes, sir, we did.
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Mr. SHAYS. Thank you. When you got back from the battle zone,
were you given any kind of general physical to determine how you
might be different than the, well, actually they didn’t see how you
went in. But were you given a physical on the way home?

Sergeant MOSLEY. I was, because I went through the medical
evaluation board process, sir.

Mr. SHAYS. Right.

Sergeant MOSLEY. But when our unit came back on August 22nd,
they were told, my commander was told, you've got 3 days to com-
pletely de-MOB and be off of Fort Stewart, 156 soldiers they're
going to try to——

Mr. SHAYS. So they weren’t all given physicals?

Sergeant MOSLEY. No, sir, they were not.

Mr. SHAYS. OK. Specialist Ramsey.

Specialist RAMSEY. No, sir, I was not given any type of physical.
I reported to Fort Benning from Kuwait on the evening of, I believe
the 11th or the 12th, Wednesday evening. Thursday morning we
went and spent 2 hours doing out-processing, a few of the check
points. On Friday, we went to medical and did the out-processing
there, and then went to personnel and finished out-processing. At
4 a.m., on Saturday I was on an airplane heading for Florida. I
spent between 3 and 5 minutes in the physician’s assistant’s office,
a Lieutenant Mulener, who basically just fanned through my pa-
perwork, said I had the appropriate documents to receive medical
treatment at my home station and even wrote in there to receive
medical treatment at home station. Then I was sent on my way.

Mr. SHAYS. Thank you.

Sergeant EMDE. Yes, sir, as part of the out-processing system at
Fort Bragg, all the National Guard Reservists that I saw there had
complete physicals done.

Mr. SHAYS. So you went in, you had a physical and when you got
back you had a physical?

Sergeant EMDE. Yes, sir.

Specialist MCMICHAEL. Sir, I need to make a statement about
the physicals. I worked at Fort McCoy. While I was on medical
hold, I was assigned to the SRC, which demobilized the soldiers.
And physicals were actively discouraged. When a unit came to de-
MOB, they were told, well, you can have a physical if you want.
But you’re going to be here another 2 weeks while your unit goes
home. And soldiers would be briefly assigned to medical hold for
about a week to 2 weeks while the results of the physical, blood
tests and other whatever tests had to be done. And that’s just for
a basic physical that didn’t find anything wrong. They actively dis-
couraged the soldiers from requesting physicals.

I believe it was the

Mr. SHAYS. You're speaking in your capacity as a nurse?

Sergeant MCMICHAEL. No, my job was to do the DD-214s for sol-
diers when they came back. This was at Fort McCoy, WI, which
was a mobilizationsite. I believe it was the commanding general of
the Wisconsin National Guard actually went so far as to order all
his National Guardsmen will receive a physical when they de-
MOB. At McCoy, they actively discouraged it.

My unit spent 4 months at Fort McCoy. They hired Iraqi civil-
ians to do our job, my unit went home the first of June. I was still
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on med hold, I stayed. But they did that with my unit when they
de-MOBed. They said, if you want a physical, fine, you can have
it, but you’re going to stay.

Mr. SHAYS. I need to—sorry, Sergeant Emde, you’re the nurse.
Specialist McMichael, I need you to explain what medical hold for
10 months means.

Specialist MCMICHAEL. When I was originally injured, I ruptured
my abdominal wall. That was back in April. I was assigned to med-
ical hold in May, right when my unit went to demobilize.

Mr. SHAYS. Describe to me what medical hold means.

Specialist MCMICHAEL. Medical hold means you’re going to sit
around, you’re going to see the doctors when you have a doctor’s
appointment. The big thing——

Mr. SHAYS. Does it mean that you perform active duty while
you’re on medical hold?

Specialist MCMICHAEL. Right, you're on active duty. At Fort
Knox, they try to find you jobs. You're supposed to have a job work-
ing in your military occupational specialty, your MOS. A lot of sol-
diers don’t, because they’re not able to perform their job with the
restrictions they have on medical hold. Some people have lifting,
different types of restriction. While you’re on medical hold, you're
still on active duty, you're still at whatever military base. In my
case, I'm at Fort Knox, I'm in the barracks with about 150 other
medical hold people.

At McCoy, they have a medical hold, I'm not sure what the num-
bers were. Your job on medical hold is to go to your appointments
and to get well. Some of the bases have—they want you to be gain-
fully employed, doing something

Mr. SHAYS. I understand that. And I'm sorry, I'm running over,
and I'll let all the Members come back. So you’re on medical hold,
you are being given assignments, and you will be on medical hold
for how much longer?

Specialist MCMICHAEL. I'm scheduled to have surgery here at
Walter Reed on the 16th. Fort Knox, it took 4 months to see the
neurosurgeon here from Walter Reed. I'm going to have surgery to
repair something that occurred to my neck.

Mr. SHAYS. So when you have surgery, then what happens?

Specialist MCMICHAEL. I'm being medically boarded as well, and
I'm anticipating another 3 to 6 months in medical hold before I'm
medically discharged.

Mr. SHAYS. Let me just ask any of you here, do you believe what
you are telling us is unique to you or systemic to the issue? In
other words, that you are typical of others, there are many others
like you, or do you think that you’re unique and that my staff has
just done a wonderful job of finding you?

Sergeant MOSLEY. I would say we’re very systemic, Mr. Chair-
man. I was on med hold for 10 months.

Mr. SHAYS. So you’re saying my staff didn’t do a very good job
here, right? [Laughter.]

Sergeant MOSLEY. Oh, no, sir, I wouldn’t say that. I'd say some
of the Army folks would be guilty.

Mr. SHAYS. The bottom line though is you believe you are more
typical than unique. Would anyone disagree with that? I'll assume
that if others don’t comment that you consider yourself more typi-
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cal of the problem rather than unique. That’s the way we’ll leave
it unless someone wants to counteract that.

Specialist RAMSEY. Sir, I just want to add one thing to that. I
think the reason that your staff found us is because there are very
few people that will stand up and speak their mind and stand up
against the Army.

Mr. SHAYS. You know what? I think that’s very true.

Specialist RAMSEY. And I'd just like to add one thing to what he
was saying, what you were addressing about having an assignment
or working while you're on active duty medical extension. Per Colo-
nel Sherman, the G—1 who decides who does and who does not get
active duty medical extension, in her e-mails and in her phone con-
versations that I have taped, she has made it very clear that if you
can perform your military job, you do not qualify for active duty
medical extension. However, in the Army regulations it says, you
must not be able to perform your normal military duties. She has
interpreted on her own that my MOS, military job, is what it
stands on.

There’s many soldiers out there that are still performing either
their same MOSs or some type of an activity at a post as we speak.

Mr. SHAYS. Mr. Ramsey, let me just be clear about this. You ba-
sically would like to be home with your family in your job working
as a sheriff, correct?

Specialist RAMSEY. Yes, sir.

Mr. SHAYS. If you do that, you then give up any hope of getting
medical attention and have these significant bills paid for, is that
correct?

Specialist RAMSEY. Sir, I cannot return to my civilian employer
because of workers comp issues and health insurance issues. They
will not accept me back until I am cleared by the military and by
a physician. They’'ve made that very clear. The military has even
gone as far as calling them and asking them if they can put me
on a light duty status, and they’ve made it very clear to them that
they’re not in the practice of taking up the slack for the military
where they fall short in medical care for soldiers.

Mr. SHAYS. OK. I'd like to welcome our ranking member to the
;:_lommittee. Nice to have you here, Mr. Kucinich. You have the

oor.

Mr. KuciNicH. Thank you, Mr. Chairman. I have a statement
that I would appreciate if the Chair would put into the record.

Mr. SHAYS. We will put your statement into the record, and I
thank you for that.

Mr. KUCINICH. And an accompanying letter with that statement.

[The prepared statement of Hon. Dennis J. Kucinich and the ac-
companying letter follow:]
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Statement of Rep. Dennis J. Kucinich
Ranking Minority Member
U.S. House of Representatives
Subcommittee on National Security, Emerging Threats and
International Relations

Hearing on “Does the ‘Total Force’ Add Up? — The Impact of
Health Protection Programs on Guard and Reserve Units”

March 30, 2004

Good morning and thank you, Chairman Shays, for
continuing to hold these hearings on the treatment of our nation’s
National Guard and Reserve soldiers.

The Reserve Component of the U.S. military has always been
treated as a second-class citizen by the Active Component,
derisively termed “weekend warriors.” Yet, we are now depending
on these men and women each and every day for peacekeeping
operations, in the war in Iraq, and for homeland security.

Over 6,500 Ohio National Guard soldiers have answered the
call to duty since September 11 and the current activation levels of
Reserve and National Guard soldiers nationally has surpassed even
those during World War II. In Iraq, our nation will be increasingly
reliant on Guard and Reserve soldiers, where they already
comprise nearly 40% of the troops serving there.

As such, our Guardsmen and Reserve soldiers deserve to be
treated equally, fairly, and with the dignity due them, including
proper care, treatment, and protection of their health.

Today, we will hear from several soldiers and their families
about the outrageous mistreatment they suffered in trying to obtain
care for their injuries, and about the stress and toll it took on their
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families. We will hear about the military’s shoddy recordkeeping
system, hurried physical screenings, long waits for surgery or
appointments to see a doctor, even keeping medical hold soldiers
in unsanitary, overheated, run down barracks, as was reported at
Fort Knox.

In fact, the General Accounting Office, the investigative arm
of Congress, recently reported that in a survey of troops serving in
Kosovo and Afghanistan, between 38% to 98% of units surveyed
didn’t even have complete health assessment forms, and up to 46%
of soldiers were missing an immunization. The Pentagon didn’t
even establish a qualitative assurance program until just recently.
It seems that many of our soldiers have been rushed into the
battlefield and rushed out of military treatment facilities without
even so much as a physical exam.

Mr. Chairman, our Guard and Reserve soldiers are not mere
numbers to be deployed, they are human beings serving on the
front lines of our military to protect all of us here. I know they
are proud men and women who do not complain easily. Yet, they
cannot stand by quietly any longer. They deserve to be treated
with respect, with honesty, and with full access to doctors,
insurance, health benefits, and disability pay afforded to all our
brave soldiers.

Finally, 1 think it is important to understand that many
Members of Congress have pointed out these and other
deficiencies in the treatment of our soldiers. For example last
December I, and 19 of my colleagues, sent a letter to the President
asking about the same problems we will hear about today. I have
yet to receive a response.

I’d like to welcome the soldiers and their wives here today,
and thank them for appearing before the Subcommittee. Mr.
Chairman, I look forward to listening to the testimonies this
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morning, and will be eager to hear how the Pentagon intends to fix
some of these problems.
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@ongress of the Vnited States
Washington, BE 20515

December 2, 2003

The Honorable George W. Bush
President of the United States
‘White House

1600 Pennsylvania Ave
‘Washington, D.C. 20500

Dear President Bush:

We, Members of Congress, believe that our troops in Iraq are receiving an unacceptably low
level of support from the Administration in the key areas of essential equipment, access to
healthcare, pay, and morale. With 130,000 troops in Irag and more deployments currently
scheduled, the following areas need the Administration’s immediate attention:

The Troops Lack Proper Equipment

e Helicopter Anti Missile Protection: Many U.S. helicopters in Iraq lack standard anti-
missile equipment that might have prevented the attack on a Chinook helicopter that killed 15
U.S. troops. (Reuters, November 5, 2003)

s “Interceptor” Body Armor: There is a severe shortage of the highest quality "Interceptor”
body armor-Kevlar bulletproof vests with removable ceramic inserts for our troops. Some of
the soldiers killed in action only had Vietnam-era "flak jackets” which ultimately failed to
stop enemy bullets. According to varions news reports, mothers and fathers of U.S.
servicemen and women are actually purchasing ceramic plates for these Interceptor vests and
sending them to their sons and daughters in Iraq. Soldiers who have neither the Interceptor
jackets nor the ceramic inserts are having the ceramic inserts sent to them, and they are using
duct tape to attach them to the backs of their flak jackets. However, news reports also
indicate that the Administration, in an effort to win allies in this conflict, has pledged to give
some foreign troops body armor while American troops are going without. (Congressional
letter to Armed Service Committee, November 4%, 2003)

e Bio/Chem Protective Suits: According GAO testimony in the House Government Reform
Subcommittee on National Security, Emerging Threats and International Relations, 250,000
defective bio/chems suits remain unaccounted for. The Pentagon is unable to locate and
confirm that these suits are not in the field because the DOD inventory systems are so poor.
To make matters worse, the $200 replacement suits remain in short supply and GAO reported
that several military units were selling these brand new protective suits over the internet for
$3 apiece.

e Other Equipment Concerns: Many other important military items that protect troops are
also reportedly in short supply. They do not have portable jammers that block radio signals
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used to detonate remote controlled bombs. The Army says helicopter blades and engines are
rapidly being "eaten by the sand." The heat and terrain are shredding tires on Humvees. And
the tracks for the Bradley fighting vehicles are in low supply. (In Need Of Repair
ABCNEWS.com September 15, 2003)

The Troops Lack Health Care

e Veterans Lose Benefits: The Administration cut off access to its health care system for
approximately 164,000 veterans. The 2004 budget proposed increasing the fees that veterans
must pay for care — raising the co-payment for a 30-day supply of drugs from $7 to $15, and
requiring a $250 annual fee for low-priority veterans. The bottom line is that major veterans
groups claimed the budget fell $1.5 billion short of adequately funding veterans’ care.
(Washington Post, 1/17/03) (USA Today, 6/17/2003)

e Poor Healthcare for Wounded Soldiers: Hundreds of sick and wounded U.S. soldiers at
Fort Stewart and Fort Knox, including some who served in Operation Iraqi Freedom are
waiting weeks and sometimes months for medical treatment. The Reserve and National
Guard soldiers are on what the Army calls "medicai hold," while the Army decides how sick
or disabled they are and what benefits -- if any -- they should get as a result. Some of the
soldiers said they have waited six hours a day for an appointment without seeing a doctor.
Others described waiting weeks or months without getting a diagnosis or proper treatment.
Soldiers say they have to buy their own toilet paper. (United Press International, October 17
and 29, 2003)

» No Healthcare for National Guard and Reserve Members: The Administration also
announced its formal opposition “to a proposal to give National Guard and Reserve members
access to the Pentagon’s health-insurance system” despite “a recent General Accounting
Office report estimated that one of every five Guard members has no health insurance.”
(Gannett News Service, October 23, 2003)

The Troops Get Less Pay and Benefits
e Army Times Editorial: Nothing but lip service: (June 30, 2003)

“In recent months, President Bush and the Republican-controlled Congress have
missed no opportunity to heap richly deserved praise on the military. But talk is
cheap — and getting cheaper by the day, judging from the nickel-and-dime
treatment the troops are getting lately.

For example, the White House griped that various pay-and-benefits incentives
added to the 2004 defense budget by Congress are wasteful and unnecessary —
including a modest proposal to double the $6,000 gratuity paid to families of
troops who die on active duty. This comes at a time when Americans continue to
die in Iraq at a rate of about one a day.

Similarly, the administration announced that on Oct. 1 it wants to roll back recent
modest increases in monthly imminent-danger pay (from $225 to $150) and
family-separation allowance (from $250 to $100) for troops getting shot at in
combat zones.



141
Page 3

Then there’s military tax relief — or the lack thereof. As Bush and Republican
leaders in Congress preach the mantra of tax cuts, they can’t seem to find time to
make progress on minor tax provisions that would be a boon to military
homeowners, reservists who travel long distances for training and parents
deployed to combat zones, among others.

Incredibly, one of those tax provisions — easing residency rules for service
members to qualify for capital-gains exemptions when selling a home - has been
a homeless orphan in the corridors of power for more than five years now.

The chintz even extends to basic pay. While Bush’s proposed 2004 defense
budget would continue higher targeted raises for some ranks, he also proposed
capping raises for E-1s, E-2s and O-1s at 2 percent, well below the average raise
of 4.1 percent.” ...

“Taken piecemeal, all these corner-cutting moves might be viewed as mere flesh
wounds. But even flesh wounds are fatal if you suffer enough of them. It adds up
to a troubling pattern that eventually will hurt morale — especially if the current
breakneck operations tempo also rolls on unchecked and the tense situations in
Iraq and Afghanistan do not ease.” ...

Military Children Suffer: The Administration’s 2004 budget proposes a $1.5 billion cut to
military family housing, $174 million cut to schools near military bases, and the
Administration left out one million children living in military and veteran families from the
child tax credit passed earlier this year. (House Appropriations Committee Democrats,
Fducation and Workforce Committee Democrats, Children’s Defense Fund)

Troops Go Home, but Pay For It: Our troops serving in Iraq and Afghanistan who
participate in the Rest and Recuperation Program are granted leave for a few weeks to visit
home. However, these soldiers are responsible for any travel to and from the approved port
of debarkation in the United States, which leaves many of the members stranded or forced to
foot the bill for connecting flights and transportation to their homes.

Calling Home Costs Money: The lack of telephones in Iraq has created the situation where
and our men and women are paying $2 a minute to call home. (Day One In Iraq, Lawrence J.
Korb, November 5, 2003)

A total of 394 soldiers have been killed fighting this war; 256 of these deaths have occurred
since May 1, when you declared an end to major combat operations. There have been
approximately 2200 U.S. casualties in Iraq. These startling numbers and the treatment of the
soldiers still in Iraq have led to poor morale amongst the troops.

Low Morale Amongst Our Troops

Stars and Stripes Morale Expose: A broad survey of U.S. troops in Iraq by a the Stars and
Stripes found that half of those questioned described their unit's morale as low (49%) and
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their training as insufficient (52%) and said they do not plan to reenlist (49%). 35% of the
surveyed soldiers claimed they did not have adequate equipment nor a clear mission.
{Washington Post, October 16, 2003) (Stars and Stripes, October 15, 2003)

e Questions about AWOL: The GI Rights Hotline, a national soldiers' support service, has
logged a 75 percent increase in calls in the last 12 weeks, with more than 100 of those calls
from soldiers, or people on their behalf, asking about the penalties associated with going
AWOL - "absent without leave” - according to volunteers and staffers who man the service.
(NY Post, October 5, 2003)

e 13 Soldiers Take Own Lives: Officials said Thursday that at least 13 U.S. soldiers have
committed suicide in Iraq, representing more than 10 percent of American non-combat
deaths there. At least 11 U.S. Army soldiers have committed suicide during Iraq operations,
most with self-inflicted gunshot wounds, and two Marines have committed suicide using
firearms. 478 soldiers had been evacuated from Irag for mental health reasons as of Sept. 25.
(Reuters, 16 October 2003)

‘We see a large inconsistency between your words and the actions of your Administration. While
you continuously praise the troops, the actions of your Administration are harmful to the troops.
M. President, we believe the soldiers fighting this war deserve some answers, Please respond to
the following questions:

1) When will every U.S. helicopter in Iraq obtain anti-missile equipment?

2) When will every U.S. soldier have the "Interceptor” body armor-Kevlar bulletproof vests
with removable ceramic inserts?

3) When will the Pentagon be able to confirm that every one of the 250,000 defective
bio/chems suits is recovered and removed from circulation?

4) When will your Administration restore all froop pay cuts?

5) When will your Administration reverse its current course and increase funding for
military schools and military housing?

6) Why did you sign a tax cut bill that left out many soldiers whose children should have
been eligible for the expanded child tax credit?

7) When will the Pentagon provide free travel to the soldiers who are participating the Rest
and Recuperation Program?

8) What steps is the Pentagon taking to improve morale amongst the troops in Iraq?

We look forward to your prompt answers.

Sincerely,

Do Kol i ¥ty Z o

@ﬂwm%

IL
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Mr. KuciNIcH. As the Chair knows, and as the Chair has recog-
nized over the past few years, many of us have expressed our con-
cern about the treatment of our troops, about whether or not they
were, they had proper equipment, whether their health care was
sufficient, whether their pay and benefits were appropriate, and
raised questions about morale. This hearing that you’re having,
Mr. Chairman, is very important, because it continues this commit-
tee’s work and oversight in raising questions about just how well
those who serve this country in the military are being provided for.

I had the chance to look at Specialist McMichael’s testimony. It
was very telling in many areas. One area in particular I would just
like to focus on, just for the purpose of a brief question, is the area
where Specialist McMichael stated in his written statement that
some soldiers may or have even attempted suicide because of the
indifferent treatment they received. And this is an issue that many
Members of Congress raised back in December. It’s an issue that
Specialist McMichael raised, not only with respect to Fort Knox but
also with respect to Fort Bragg.

So I guess I'd like Specialist McMichael to say for the record, do
you believe this kind of mental stress and anguish, which is appar-
ently resulting in suicide, is widespread from your experience?

Specialist MCMICHAEL. Yes, sir. From what I've read in reports,
it’s not just Fort Bragg and Fort Knox, I understand there was a
suicide at Fort Campbell as well as Fort Carson. It is widespread.
The soldiers in medical hold at the different bases, the living condi-
tions, the differences, well, you're National Guard, you're Reserve,
create a level of frustration where they have no outlet. Some sol-
diers are flat out refusing treatment just to get out of there.
They’re taking the first amount that’s offered to them by the medi-
cal boards to get away from it, just to get out of that situation.

I personally in my position in the unit, a lot of soldiers come to
me and a lot of them tell me their stories. That’s why I was able
to refer some of them to the chaplain. I actually had a soldier go
AWOL, but I talked him into coming back, because he couldn’t get
in to see behavioral health. He told me that he had spent 3 to 4
months just waiting to see behavioral health.

Soldiers have gone to behavioral health with problems, saying,
I'm depressed, soldiers have admitted that they want to hurt them-
selves and they've been denied treatment. Soldiers have said, I
have an alcohol problem. Well, you're National Guard, you’re not
allowed. Not that they’re not allowed, they would not let them into
the alcohol treatment problem.

Mr. KUCINICH. So you’re saying that when soldiers have ex-
pressed a cry for help, they are ignored?

Specialist MCMICHAEL. Repeatedly, sir. At one point in time I
protested because we had Ebs, which are sergeants, in charge of
our building, because they aren’t able to tell when a soldier is in
crisis. That was my big issue, is that there were soldiers in crisis.
They brought some in. We’ve got some platoon sergeants and squad
leaders now that will sit there and talk to some of the soldiers.

I'm sure that since Mark Benjamin brought all this to light, all
the stuff that’s going on with medical hold, there have been
changes. I'm not saying things are totally deplorable. There has
been some improvement. But soldiers, in the realm of mental
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health, it seems the policy is, well, here’s medication. More and
more the answer is, well, here’s some medication, go take this, take
that.

Soldiers don’t want medication. They want someone to talk to.
They’re going to outside agencies. They're going to the VA. They're
going to churches off post to go find somebody to talk to, because
they feel that they can’t talk. Myself personally, I've had appoint-
ments canceled, doctor’s not going to be there. The doctor was there
on the one appointment. I went there that day. An active duty sol-
dier had my appointment with the psychiatrist. I went there be-
cause I had issues that I wanted to discuss. They were only con-
cerned with how long I'd been here, not helping me.

And I'm just the tip of the iceberg. The soldiers at Fort Knox, go
talk to them one on one. They’ll tell you. Sergeant Major Abbots
has post-traumatic stress disorder. The reason I use his name is
because a lot of soldiers are afraid to talk and a lot of them asked
me not to present my name to the committee. Sergeant Major Ab-
botts had told me, he and I have talked repeatedly and at great
length. He gave me permission to use his name because he wants
to talk to you guys.

But a lot of soldiers have been denied mental health. And they
feel they have nothing left.

Mr. KuciNICH. Mr. Chairman, one of the things that occurs in
hearing Mr. McMichael and also in reading his testimony is that
there appears to be a lack of appropriate attention paid to service
personnel who are expressing a need for mental health care. And
it would be interesting to have the committee staff maybe probe a
little bit more deeply into this issue of how is it that we’re starting
to see what some describe as an increase in suicides. Are service
personnel actually asking for help and they’re being spurned, and
Eheiﬁfore in their desperation, they take other alternatives that are

eadly.

Mr. SHAYS. If the gentleman will yield, you’ll have an oppor-
tunity I think to kind of pursue that issue with the next panel. And
we do thank again that panel for waiting.

Mr. KuciNicH. Thank you, Mr. Chairman.

Mr. SHAYS. Thank you. Let me just allow the two spouses to re-
spond to this question, and then we’re going to come back after the
votes. We have two votes, a journal vote and a motion on PAY-GO.
The question I would ask is, it’s the general philosophy of the mili-
tary to recruit the solder and retain the family. I'd like to know,
Mrs. Ramsey and Mrs. Emde, are you feeling retained?

Mrs. RAMSEY. No. As Mrs. Emde stated, my husband has been
in the Reserve for quite some time. When he went to deploy to
Iraq, we did have a conference and we were promised a bunch of
stuff. The family residence program was supposed to be there to
help. They did have ceratin programs right at the time he was de-
ploying. But after that, there was nothing else. There was no other
kind of support. I never heard from his unit.

Luckily, I did have a friend of ours that’s also in the active Re-
serve that stayed back. He was not deployed, he was undeployable,
that actually kept me up to date on a lot of things that were going
on. I don’t know if the family residence program took that as an
assumption that I was being updated and I was informed of what
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was going on, but as far as the family residence program, it’s non-
existent.

Mr. SHAYS. Would you like to see your husband leave the Re-
serve?

Mrs. RAMSEY. At this point, with everything we’ve been through,
yes, sir.

Mr. SHAYS. When I said Reserve, the National Guard. Your rec-
ommendation to your loved one is, let’s get out?

Mrs. RAMSEY. At this point, with the hell the military has put
us through for the last 9 months, yes, sir, absolutely.

Mr. SHAYS. OK. We need honest answers. Mrs. Emde.

Mrs. EMDE. Well, I look at his age and I want him out.

Mr. SHAYS. He looks young to me.

Mrs. EMDE. I know he doesn’t like to hear that.

I just worry about him. I want him around later on. But he is,
I guess in May he re-ups, and he plans to re-up and stay in. So
I'll support his decision.

Mr. SHAYS. But that’s in spite of your feelings, not because of
them?

Mrs. EMDE. Right.

Mr. SHAYS. I want to thank all of you. You've been wonderful
witnesses. I'd like to thank the committee members as well. We
have our second panel when we get back, I apologize to our second
panel, we’ll have some votes and then we’ll come back. But thank
you all very much. We appreciate each and every one of you. Thank
you.

We are in recess.

[Recess.]

Mr. SHAYS. The subcommittee will come to order.

I want to welcome our second panel. Two will be testifying, but
we will have more participants to respond to questions. We have
Dr. William Winkenwerder, Assistant Secretary of Defense for
Health Affairs, Department of Defense, who has come before our
committee on a number of occasions and we appreciate that. He is
accompanied by Lieutenant General George P. Taylor, Jr., Surgeon
General, U.S. Air Force, Department of Defense, and Rear Admiral
Brian Brannman, Deputy Chief, Fleet Operations Support, Bureau
of Medicine and Surgery, U.S. Navy, Department of Defense, and
Wayne Spruell, Principal Deputy Assistant Secretary of Defense,
Reserve Affairs, Manpower and Personnel.

And our second testimony will come from Lieutenant General
James B. Peake, the Surgeon General, U.S. Army, Department of
Defense.

Gentlemen, as you know, we swear in our witnesses. If you
would stand, please, and raise your right hands.

[Witnesses sworn.]

Mr. SHAYS. Thank you. Note for the record, all of our witnesses
have responded in the affirmative.

Dr. Winkenwerder, you have the floor. Given the importance of
your testimony and the importance that only two testify, 5 minutes
and another 5 minute rollover if you need it. That will be the same
for you, General, as well.
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STATEMENTS OF WILLIAM WINKENWERDER, JR., M.D., ASSIST-
ANT SECRETARY OF DEFENSE FOR HEALTH AFFAIRS, DE-
PARTMENT OF DEFENSE, ACCOMPANIED BY LIEUTENANT
GENERAL GEORGE P. TAYLOR, JR., THE SURGEON GENERAL,
U.S. AIR FORCE; REAR ADMIRAL BRIAN C. BRANNMAN, DEP-
UTY CHIEF, FLEET OPERATIONS SUPPORT, BUREAU OF
MEDICINE AND SURGERY, U.S. NAVY, AND WAYNE SPRUELL,
PRINCIPAL DEPUTY ASSISTANT SECRETARY OF DEFENSE,
RESERVE AFFAIRS, MANPOWER AND PERSONNEL; AND
LIEUTENANT GENERAL JAMES B. PEAKE, SURGEON GEN-
ERAL, U.S. ARMY

Dr. WINKENWERDER. Thank you, Mr. Chairman. Mr. Chairman
and members of this distinguished committee, thank you for the
opportunity to be here today to discuss the Department of De-
fense’s Force Health Protection programs and how they impact our
Reserve component service members and their families.

Today we have nearly 190,000 activated National Guard and Re-
serve service men and women, including those serving in Afghani-
stan and Iraq. We are firmly committed to protecting their health.
Despite serving in some of the most austere and tough environ-
ments imaginable, today our disease and non-battle injury rates
among deployed personnel are the lowest ever. The Services have
improved medical screening to ensure forces are healthy, and they
have enhanced theater surveillance, allowing commanders and
medics to identify health hazards.

I would just state flatly and emphatically that the lessons from
the Gulf war have been learned and those lessons are being put
into place today. The Services evaluate all members, pre- and post-
deployment and permanent health records are maintained. There
is some good news that we’ve learned as we’ve looked over all those
records of post-deployment health assessments of Reservists re-
turning, and that is that they themselves have reported to us that
over 92 percent indicate that their health status upon return from
deployment is either good, very good or excellent.

Pre-deployment health assessments ensure that Guards and Re-
serve members are fit and healthy to carry out their duties. Im-
proved pre-deployment screening in fact contributed to the backlog
of activated Reservists who were waiting clearance to deploy who
we heard from just earlier. The Army has worked to alleviate this
backlog, and the number of troops in this status is steadily declin-
ing.
I would note to you that of the roughly 4,000 plus service mem-
bers that were in that status, Reservists in the November time pe-
riod, roughly 3,000, actually a bit more than that, about 75 percent
have been processed through. There still are some. We heard from
oned or two of them today. But considerable progress has been
made.

I'm also pleased with the good news that 97 percent of Reservists
and Guardsmen who are reporting to mobilize are fit to deploy. In
general, the Guardsmen and Reservists are fit and healthy.

Post-deployment health assessments gather information to evalu-
ate concerns that may be related to deployment. About 127,000
Guardsmen and Reservists have had post-deployment health as-
sessments done. Licensed medical providers determine the need for
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referrals for appropriate medical followup. I noted in the comments
from the panel who just spoke about the importance of engagement
with that licensed provider, and I would very much agree with
that. This is not nor should it be a process for just moving people
through. People need to be carefully examined and asked the ap-
propriate questions.

About 20 percent of Reservists, according to our data, require re-
ferrals. And this is a rate that’s comparable to that for active duty.
In January, the Department began a quality assurance program to
monitor the Services’ pre- and post-health assessment programs.
This QA program monitors compliance with regard to completion of
work and includes periodic visits to military bases to assess compli-
ance with all the protocols.

The Services continue to immunize troops from disease and
agents that can be used as biological weapons, including anthrax
to smallpox. To date we have vaccinated over 1 million Service
members against anthrax, and more than 580,000 against small-
pox. Both programs are built on safety and effectiveness and they
are validated by outside experts.

To support combat operations in Afghanistan and Iraq, medical
care was provided far forward, available in most cases within min-
utes of injury. Over 98 percent of casualties who arrived at medical
care survived their injuries. Over one-third were returned to duty
within 72 hours. It’s clear that far forward medical care, improved
personal protection and solid procedures are saving lives, they're
saving many lives, and that’s good news.

For those who are seriously ill or injured, we rapidly evacuate to
definitive care, using intensive care teams to treat patients during
transit. Specialized programs available at our larger medical cen-
ters, particularly Walter Reed and Bethesda Naval are in place,
and Walter Reed has a world class amputee management program.
I'm sure General Peake would be glad to talk more about that.

Mental health is integral to overall health. And the Services have
full mental health service programs for personnel at home and for
deployed. Suicide prevention and stress management programs are
supported by the leadership and tailored to the operation. In 2003,
24 soldiers deployed to Iraq and Kuwait committed suicide. That’s
a rate of about 17 per 100,000, compared with an overall Army sui-
cide rate of about 12.8 per 100,000. This rate is higher than nor-
mal, but it is, I should note, and it’s very important to understand,
it’s actually below the age and gender adjusted rate for the civilian
population. Above the normal Army average, that age and gender
adjusted rate in the civilian population is about 21 per 100,000.

Of course, every suicide is a tragic loss, and the Army is signifi-
cantly beefing up its effort and requiring suicide prevention train-
ing for all personnel in units now deploying. General Peake I'm
sure will be glad to talk in more detail about this important mat-
ter.

I want to commend the Army for its actions in performing a
study that’s never been performed before that I'm aware of in the
history of warfare, looking at the mental health status of service
members during conflict.

Malaria remains a threat overseas. Along with other preventive
measures, the Department uses chloroquine, doxycycline, pri-
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maquine and mefloquine for malaria prevention. While all are FDA
approved, precautions for these medications must be followed. In-
vestigations to date have not identified mefloquine, or Larium, as
a cause in military suicides. The FDA last year cautioned that
mefloquine should not be prescribed for persons with a history of
depression. DOD follows FDA guidelines on the use of mefloquine.
Our policy is that every service member who receives this medica-
tion also should receive information about possible adverse effects.
T've also directed a study to assess the rate of adverse events asso-
i:)iated with mefloquine as prescribed to the deployed service mem-
ers.

The Department has improved the transition of care for service
members to the Veterans Administration. VA counselors today ad-
vise our seriously injured on benefits, disability ratings and how to
file claims before the member is actually discharged from the hos-
pital. We have implemented the first stage of the computerized
medical record and we are pursuing full sharing of health informa-
tion with the VA.

While we are able to monitor the health status of active duty
troops after deployment, we need to improve the visibility of health
care obtained by deactivated Reserve component members. I re-
cently assembled a task force to determine ways for us to better
monitor the health status of Guardsmen and Reservists after their
return to civilian life.

TRICARE eligibility for up to 6 months; that Congress recently
passed last year, following deactivation, and eligibility for service
through the VA for up to 2 years provides an excellent way to cap-
ture information and followup medical concerns. Let me be clear.
We aim to ensure that all returning Guardsmen and Reservists get
the care that they need.

Ensuring medical readiness of activated Reservists and providing
health coverage for their families is one of our highest priorities.
As we proceed, we must carefully review the need for permanent
entitlements and benefits to Reservists who have not been acti-
vated. That’s a topic that’s been under discussion. And perhaps we
believe the best way to do that is to look at the issue carefully
through a demonstration program to test program feasibility and
effectiveness.

Let me just close by saying that I've been on the job now for 22
years and I've had the opportunity to visit military medical units
worldwide. I'm extremely proud of the men and women who serve
in the military health system. They are courageous, dedicated, car-
ing professionals. They are America’s best and I'm proud to serve
with them. Our Reservists and Guardsmen are doing a superb job.
With your support, we will continue to offer world class health care
to the men and women serving in our military.

With that, I'd be glad to answer any questions.

[The prepared statement of Dr. Winkenwerder follows:]
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Mr. Chairman and members of this distinguished committee, thank you for the
opportunity to be here today to discuss the Department of Defense’s Force Health Protection
programs and how they impact our reserve component service members. Today, we have nearly
190, 000 National Guard and Reserve service men and women activated for federal service,
including those serving in Afghanistan and Iraq. DoD is firmly committed to protecting the
health of our Reserve component members.

Protecting our forces is a primary mission of the Military Health System. Our Force
Health Protection program is designed to ensure that all members of the total force — active,
Guard and Reserve — receive the same world class of health care. The objectives of the Force
Health Protection program are to recruit and maintain a healthy and fit force, to prevent disease
and injury, and to provide medical and rehabilitative care to those who become ill or injured.

The rigorous medical requirements of the armed forces entrance physical examination
and our periodic physical examinations, HIV screenings, annual dental examinations, physical
fitness training and testing, immunizations and regular medical record reviews contribute to
maintaining a healthy force. One of our most recently developed DoD policies requires all
deployable forces to achieve a new Individual Medical Readiness (IMR) standard. The IMR is
now used as the measure for the services’ preparation of service members to deploy and execute
the mission. The services are now using a common set of individual medical readiness standards
to monitor the collective readiness of the force. For service members to be fully medically
ready, all immunizations must be current and they must not need any dental work done. They
must have all medical readiness lab tests done, including HIV tests, have no deployment-limiting
medical conditions, have completed a current health assessment, and have all the medical

equipment they need, including ear plugs, eyeglasses and mask inserts. By tracking the
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individual medical readiness against this standard, commanders can monitor the percentage of
personnel who meet each of the criteria. This is an important new commander’s tool.

Pre-deployment health assessments ensure that deploying Guard and Reserve members
are still as fit and healthy to carry out the mission as previously documented. More than 193,000
pre-deployment health assessments have been done on reserve component troops since January
2003. Until October 2003, Army policy was to hold those reserve component troops called to
active duty, but found not medically fit to deploy, on active duty until treatment returned them to
deployable status or they were medically separated. The unexpectedly large number of
Guardsmen and reservists activated but not medically fit for deployment created a backlog of
more than 4,400 Army National Guard and Reserve members in medical holdover status. A total
of 3,265 of those troops were mobilized but did not deploy. Since O(;tober, the Army policy is
consistent with the other services and activated reserve component members have 25 days for
deployability evaluation. If they are not found to be fit for duty at the end of that 25-day period
they are returned to their home station. As of March 17, 2004, 1,103 Army National Guard and
Reserve troops remain on medical hold from October 2003 and earlier. This is about 25 percent
of the original group. The total number of Army Guard and Reserve on medical hold status as of
March 17, 2004 was 4, 372.

Our post-deployment health assessments gather information from deployed service
members to help medical personnel evaluate health concemns or problems that may be related to
deployment. Almost 127,000 Guardsmen and reservists have had post-deployment health
assessments done. Face-to-face health assessments with licensed health care providers determine
referrals for appropriate medical follow-up. The Reserve Component referral rate — 22 percent

is comparable to the active component referral rate of 17 percent. Blood samples are taken
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within 30 days and are archived. Pre- and post-deployment health assessments and deployment
health records are maintained in the individoal’s permanent health record, which is available to
the VA upon the service member’s separation from the military.

In January, I published written policy establishing the DoD deployment health quality
assurance program, as directed by the Congress and recommended by the General Accounting
Office. A key element of this program is the Defense Medical Surveillance System ( DMSS),
which provides periodic reports on centralized pre- and post-deployment health assessments.

The quality assurance program also requires periodic reports on service-specific deployment
health quality assurance programs, periodic visits to military installations to assess deployment
health programs and an annual report on the DoD-wide program. DMSS retains copies of, and
maintains centralized databases for, deployment health assessments. DMSS provides weekly
reports on post-deployment health assessments and monthly reports on pre- and post-deployment
health assessments. The post-deployment reports include data on service members’ health status,
medical problems, mental health, exposure concerns, blood samples, and referrals for post-
deployment care. Since January 2003, more than 92 percent of the reserve component members
returning from deployment have reported their bealth status as good, very good, or excellent.

In theater, deployed Army, Navy and Air Force preventive medicine units are performing
comprehensive occupational and environmental health surveillance in support of Operation Iraqi
Freedom and Operation Enduring Freedom. All reports are archived centrally at the U.S. Army
Center for Health Promotions and Preventive Medicine (USACHPPM). USACHPPM deployed
and maintained a forward liaison and a specialized preventive medicine augmentation team to
perform in-theater surveillance and facilitate support in OIF/OEF. When an environmental

exposure is identified, DoD records the names of all service members possibly exposed and the
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samples are identified with a date/time and location that could potentially be linked to personnel
present. This information is archived and available if needed after deployment.

We continue to protect our deploying troops with appropriate vaccines against potential
biological weapons. The Department has succeeded in protecting many hundreds of thousands
of service members from two deadly diseases - anthrax and smallpox. DoD led the nation in
collecting and sharing information about safely administering smallpox vaccine. We protected
more than 580,000 people against smallpox in a sophisticated immunization program that
included education, screening, and follow-up. Military healthcare workers repeatedly were
asked to help our civilian colleagues in improving the preparedness efforts of the communities in
which we live.

Qur Anthrax Vaccine Immunization Program has now protected over a million service
members. Despite the current high operations tempo, we have delivered 82 percent of those
doses on time and are working diligently to improve this rate even further. The supply of |
anthrax vaccine increases steadily.

Our Vaccine Healthcare Center Network is a network of specialty clinics to provide the
best possible care in rare situations where serious adverse events follow vaccination. In all our
vaccination efforts, we focus on keeping individual service members healthy, so they can return
home safely to their families and loved ones. The National Academy of Science’ Institute of
Medicine, in a congressionally mandated report, concluded that anthrax vaccine is an effective
vaceine to protect humans against all forms of anthrax, including inhalational. They also
concluded that the vaccine is safe. It is fairly common for people to experience some local
discomforts, such as redness, itching or swelling, but these are comparable reactions to those

observed with other vaccines given to adults. Most recently, on December 30, 2003, the Food
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and Drug Administration issued a final rule and order concluding, “the licensed anthrax vaccine
is safe and effective for the prevention of anthrax disease, regardless of the route of exposure.”

The Centers for Disease Control and Prevention tracks possible reactions to these and
other vaccines through the Vaccine Adverse Event Reporting System(VAERS), which is co-
sponsored with FDA. DoD encourages all service members to report any reactions to VAERS.
Like all vaccines, most adverse events with the small pox and anthrax vaccine are minor and
temporary. Serious events, such as those requiring hospitalization, are extremely rare.

In terms of casualty care in today's military, medical care is available within minutes after
injury and is saving lives. Based on current analysis, more than 98 percent of those wounded
have survived and one third have returned to their units for duty within 72 hours. lrrespective of
the cause of a military member’s illness or injury, or of the member’s military component, our
focus is to provide the care needed and whenever possible, to return that person to duty. Clearly
some injuries are much more serious than others, but it is also clear that military medicine,
improved personal protection devices, and operational risk management techniques are saving
lives. For Operation Iragi Freedom, the rate of non-combat disease or injury is lower than in any
previous U.S. conflict. Cumulative data through March 4, 2004, shows that four out of 100
deployed personnel sought clinical care in theater for a health concern or complaint each week .
At home, the usual rate of clinic visits for active duty military personnel is at least twelve out of
100 per week.

As of March 13, 2004, data from the Transportation Command shows 18,004 total
evacnations out of theater. Service members were transported from the theater of operations for
medical care that couldn’t be provided in theater, including a wide variety of medical conditions,

very few of which were life threatening. With our smaller, more flexible healthcare capabilities
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in theater, we can expect to evacuate patients for medical care not available in theater. The vast
majority of medical evacuations ~ 92 percent — were routine. The remaining eight percent were
urgent or high priority.

We are moving toward implementing fully automated patient care records systems, and
we are working with the service surgeons general to establish a trauma registry that will capture
information from the point of care.

Of course, physical trauma isn’t the only kind of injury that deployed service members
can face. Behavioral health issues, from combat stress to acute anxiety reactions, threaten our
troops and we’ve made a great deal of progress in the areas of prevention, identification, and care
of these potential risks.

At the request of the Operation Iraqi Freedom leadership, General Peake, the Army
Surgeon General, sent a 12-person Mental Health Advisory Team to Iraq and Kuwait from
August to October 2003, to assess behavioral health care for OIF soldiers and mental health |
issues. The advisory team’s recommendations include adapting current garrison-based Army
suicide prevention initiatives to the OIF deployed force. The team briefed its findings and
recommendations to the coalition forces Commander and the commander of the joint task force,
and is scheduled to brief Congress.

‘While we monitor stress casualties, we have a renewed focus on suicide prevention
during this deployment. As of March 18, 2004, the Office of the Armed Forces Medical
Examiner has classified 26 service members’ deaths as suicide for those deployed to Irag and
Kuwait during 2003 and 2004. The 26 confirmed Army and Marine Corps suicides during
Operation Iragi Freedom represent an annualized rate of 15.9 suicides per 100,000 soldiers per

year. This rate compares with a rate of 9.1 to 14.8 per 100,000 in the Army between 1995 and
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2002. It is important to note that suicide rates in the military are lower than in the civilian
population. In the overall U.S. male population, when age-matched with the Army, the rate is
20.5 per 100,000. Of course, every suicide is a tragic loss. The Human Resources Policy
Directorate is funding additional Applied Suicide Intervention Skills Training for personnel in
units preparing for OIF deployment.

‘We continue to deploy troops to areas where malaria is an endemic hazard. In 2003, we
had 80 cases in Liberia, 44 between Afghanistan and Iraq, and 10 in South Korea. Studies have
shown that troops need constant reminders and reinforcement to keep up their guard against the
biting insects that transmit disease. Preventive measures include applying skin repellant several
times a day, use of repellant-impregnated uniforms, using bed nets and taking preventive
medications as prescribed.

The preventive medications for malaria most often used by the U.S, military are
chloroquine, doxycycline, primaquine and mefloquine, also called Larium. All of these are
FDA-approved drugs. As with any medication, precautions in prescribing and taking the
medication must be taken. Investigations to date have not identified mefloquine as a cause in
military murders or suicides. However, according to the FDA, mefloquine should not be
prescribed for persons with active depression, a recent history of depression, generalized anxiety
disorder, psychosis, schizophrenia or other major psychiatric disorders, or with a history of
seizures. DoD follows FDA guidelines on the use of mefloquine, and it is DoD’s policy that
every service member who receives this medication also receives information about possible
adverse effects.

1 have directed a study to assess the rate of adverse events, to include suicide and

neuropsychiatric outcomes, associated with antimalarial medications, particularly mefloquine,
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prescribed to deployed service members. DoD will appoint a panel of experts in malaria and
malaria medications that can articulate the best science options and provide guidance on how
best to perform the study.

While we protect the health of deployed service members, we are also working to support
their families back home. We endeavor to make sure every reserve family member is in contact
with a commander’s family support group, ombudsman, key volunteer network, or family
readiness point of contact. We issue members and eligible family members a distinct
identification card (ID) authorizing them to receive Uniformed Services’ benefits and privileges.
The ID card serves as proof that individuals have been pre-enrolled in the Defense Eligibility
Enrollment Systern (DEERS). This is an important first step in obtaining family member medical
treatment when the service member is called to active duty for 31 consecutive days or more.
Eligible family members may be treated on a space-available basis at any military medical
treatment facility. Availability is often very limited. However, TRICARE offers several cost:
effective options, including a fee-for-service type option — TRICARE Standard, a preferred-
provider organization type option — TRICARE Extra, and an HMO type options that require
enrollment — TRICARE Prime.

The Soldiers’ and Sailors’ Civil Relief Act provides financial protection to anyone
entering or called to active duty, including members of the National Guard and Reserve when in
active federal service. Protections commence on the date the service member enters active duty.
1t covers such issues as rental agreements, security deposits, prepaid rent, eviction, installment
contracts, credit card interest rates, mortgage interest rates, mortgage foreclosure, civil judicial
proceedings, and income tax payments. All military services have legal assistance officers

available to assist families with.legal problems during periods of active duty. Typical legal
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services involve wills, powers of attorney, child support, income tax returns, and contractual
disputes.

Children of Reservists on active duty are also eligible patrons of DoD Child
Development Programs at over 300 Jocations. DOD programs offer quality care at
approximately 800 child development centers and 9,000 family childcare homes.

In the case of extreme financial difficulties, the Services each have a relief society and
other options. The Services keep those family members informed of the help DoD offers
through the Reserve Family Member Be'nefits Guide, which DoD distributes to key family
support organizations throughout the total force. These guides are also available on line at
DoD’s DefenseLINK web site. In addition to those valuable guides, the Army’s Center for
Health Promotion and Preventive Medicine offers a manual entitled A Soldier and Family Guide
10 Redeploying, which covers such topics as assessing medical health, reunions with loved ones,
the expectations of both soldiers and spouses, and what children may feel. All the services offer
this type of program.

After service members return from deployments, military and VA providers use.the
jointly developed Post-Deployment Health Clinical Practice Guideline to give health care
focused on post-deployment problems and concerns. The guideline provides a structure for the
evaluation and care of service members and veterans with deployment-related concerns. The
Deployment Health Clinical Center provides health care professionals access to expert clinical
support for patients with difficult symptoms and illnesses, as well as deployment-related
information.

While we are able to monitor the health status of active duty troops after deployments, we

need to improve the visibility of the health care obtained by deactivated reserve component
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members post-deployment. 1 have recently assembled a task force whose job is to put systems in
place that allow us to better monitor the health status of Guardsmen and reservists after their
return to civilian life. The extended period of eligibility for TRICARE following deactivation,
for up to six months and their eligibility for VA health care benefits provides an excellent way
for us to capture information and follow-up medical concerns. After deployment, our goal for
injured or ill service members is, when necessary, to effect a searnless transition of care from
DoD to VA’s health care system. An injured service member’s ability to return to full duty is
based on a careful health evaluation by a physician. If a member is found to be unfit for
continued active duty by their attending physician, the service member is referred to a Physical
Evaluation Board where it is determined if the individual is fit to perform duties. All members
referred to a Physical Evaluation Board must attend Disability Transition Assistance Program
training. During this training, a counselor from VA informs members of VA benefits, disability
ratings and how to file a claim. Prior to separation, members with disabilities are required to file,
or decline to file, a claim with VA for compensation or health care benefits. I am informed that
VA has recently hired personnelto assist with that process.

At the time of demobilization, all reserve component members are offered a separation
physical examination. Those deactivated but not referred to the Physical Evaluation Board, are
required to receive mandatory pre-separation counseling through the Transition Assistance
Management Program (TAMP). Separating members are required to fill out a pre-separation
counseling checklist, and to receive both a briefing and a booklet on VA benefits and health care
services.

The Federal Health Information Exchange transfers electronic health information on

separating Service members 1o VA. Currently, DoD sends VA laboratory results, outpatient
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military treatment facility pharmacy data, radiology results, discharge summaries, demographic
information and admission, disposition and transfer information, allergy information and consult
results. Tunderstand that this valuable medical information is now being used widely and
regularly by medical providers in the VA system. DoD and VA have created integration points
that will permit VA to access the Defense Enrollment and Eligibility Reporting System —

DEERS - in real time by the end of 2005. To further strengthen DoD/V A electronic medical
information exchange, while leveraging departmental systems investments, we are working with
our VA counterparts to ensure the interoperability of our electronic medical records by the end of
FY 2005.

As you can see, DoD has made tremendous progress in instituting truly total force health
care. The groundwork has been laid for even greater progress in the near future and I am firmly
committed to continued improvement in protection for the health of all our service members. The
medical personnel of our combined services, active and reserve, have my heartfelt appreciation
and full support for the outstanding work they are doing to develop and implement the force

health protection programs necessary to keep our military fully fit and capable.
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Mr. SHAYS. Thank you, Dr. Winkenwerder. General Peake.

Lieutenant General PEAKE. Mr. Chairman, distinguished mem-
bers of the committee, I am Lieutenant General James Peake, the
Army Surgeon General, and I thank you for the opportunity to ap-
pear before you today.

Mr. Chairman, I recall the day that you joined us in the Army
Operations Center and heard all the areas of the operation and the
extent of the current operations. At that time we were engaged in
Afghanistan. And I remember what you said, your comment that
from what you saw that day, the story of Army contributions was
not really widely known.

I believe in that same vein there is much to tell about military
medicine and the positive things that have been done, particularly
as it relates to our Reservists who play such an important role in
the total force readiness. In the Army, we have a selective Reserve
of about 213,000 and a National Guard of about 377,000. And we’ve
mobilized from Noble Eagle, Enduring Freedom through Iraqi Free-
dom some 240,000 of them. They are important as a group and as
individuals, and we care about them.

Reserve medical readiness has been and is an issue from dental
readiness to medical screening. Following Desert Shield and Storm
and well before September 11, there has been increasing attention

aid to this issue. The Army from 1995 to now has invested nearly

.4 billion in National Guard and USAR medical and dental screen-
ing. Since 1999, this has been more programmatically funded, as
the FEDS-Heal program expanded access to USAR soldiers. Before
that it was mostly Guard and it was all targeted at the early
deployers. At least 120,000 USAR soldiers have been touched by
that program, and an even larger proportion of dollars were used
for the Guard over a longer period of time.

The current emphasis from Lieutenant General Helmly and Lieu-
tenant General Schultz is apparent in the numbers, 34,000 dental
exams in 2003 and already in 2004 we have had 32,000 plus dental
exams done. And it is apparent as fewer soldiers are arriving at
our MOB stations in a non-deployable status.

On the front end of dental readiness, we have piloted a program
that we want to expand to all of our advanced individual training
sites, bringing all soldiers, active and Reserve, up to deployable
status before they return to their first unit active or Reserve. We
believe that this not only is good for deployability, but it sets the
right culture in terms of dental wellness being an important con-
tributor to readiness. And Lieutenant General Dennis Cavin, our
war fighter trainer, has carved out the time out of the training
time to be able to do this kind of general readiness.

To get accountability built into the system, the measurements of
the individual medical readiness that we are promulgating as a
military health standard is a real step forward and will give com-
manders and we medics the tools to ensure that both our active
and our Reserves have the right medical status for deployment or
a plan to fix it on a real time basis.

The pre- and post-deployment medical screening is being done
and recorded. This is not a passive screening as it has been wrong-
ly, I think, described in the press, but rather it is a process that
includes filing out a form for self reporting for sure, self reporting
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your status and concerns. And this is followed by a face to face re-
view of that self report tool with a provider who explores any issue,
create a followup plan and further evaluations, laboratory work or
consultations as might be indicated.

Further, as you know, a serum sample is placed in our serum re-
pository with approximately 30 million samples on record. Yes,
GAO did take a look at this some time ago when we were in the
Balkans, and we did not do very well with compliance. We have
made a concerted effort to do this better. The key is getting infor-
mation into the central data bank. We initiated electronic records
for this process in Kuwait. Nearly 100 percent now are transmitted
overnight to our data base from Kuwait. Nearly 50 percent are
coming electronically out of Iraq, and even in that really more aus-
tere environment.

The GAO team has just completed their first visit with us, a visit
to Fort Lewis. They reviewed 194 records of soldiers deployed to
OIF from Fort Lewis from June to November 2003. Pre-deployment
surveys were located on 100 percent of these; 255 of soldiers who
returned to Fort Lewis from OIF from June to November 2003
were reviewed. Post-deployment surveys were located for 100 per-
cent of these. A smaller percent of this group did not have a pre-
deployment, about 60 percent did.

Documentation of required immunizations was also audited. The
assessment of my officer on the ground that was there with them
said, I think the GAO team left with a very favorable impression
of the results of increased emphasis on this program. I look for-
ward to the rest of their visits to our installations.

I want to give you a flavor of why I believe we are doing better.
And it’s not just pronouncements from Washington. It is the qual-
ity of our people in the field. Their enthusiasm for doing what is
right in an area which, however important, might sometimes seem
mundane.

This note was forwarded to me. “I have attached the model we
use for our reintegration process. We have made several adjust-
ments, to include adding the tobacco cessation program, clinical
practice guideline to one station and going all electronic by pre-
loading the 2796 the night before. Almost all the ideas for improve-
ment are coming from my soldiers who see something that could
be done better. I have a great group, sir, Jim Montgomery produced
the model, Kathy McCroary is the mastermind behind the setup,
Sergeant Stanton is the data quality person. She has a team that
loads 100 percent of the data every night.

Tamara Baccinelli, civilian, codes every post-deployment encoun-
ter by 1400 hours daily. The soldiers are pre-screening MEDPROS
and filling out the checklist to ensure that every soldier receives
the immunizations they need. The stress management team sees
every returning warrior also. They produce a list of soldiers daily
that they have concerns about, and we see them that same day.
During the reintegration, ortho and physical therapy are available
for the soldiers, and they like that. We are doing all of this and
maintaining a walk-in clinic for the community. To date, I can
think of only one patient that we have sent downtown because of
the reintegration process.
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The community has been great, they know what is going on and
they are waiting a little longer to be seen and doing it gladly. The
Red Cross has dressed up my lobby so it looks like a World War
II welcome home canteen. The soldiers love it, they sit, talk and
eat for hours. Personally, I've never enjoyed myself more.”

How can we be better? We really need to move forward on the
clinical, the CHCS II, our computerized patient record, a joint sys-
tem that will be promulgated across all three Services over the
next 30 months. It offers structured notes, a longitudinal, queriable
patient record. It takes investment to keep that kind of a program
moving.

We get better because we look at ourselves critically, and we
want to know our faults, so we look and we listen and we will lis-
ten to the panel before us and track those down. But when we find
them, we fix them.

It is why we proactively have sent teams into the combat zone
to look at pneumonia, to look at leishmaniasis, to look at the status
of mental health. It is why we have aggressively used environ-
mental surveillance teams to go into theater to sample soil and air
and water, asses risk, mitigate it where found, and importantly, ar-
chive that information at our Center for Health Promotion and Pre-
ventive Medicine so we can go back should questions arise in the
future and answer with more than just conjecture.

We are good, and we get better because of our great people, like
this officer who volunteered to come back and serve with the Re-
serve, who writes: I am with the 1967th Eye Surgery Team in
Baghdad. We are attached to the 31st Combat Support Hospital
here in the Green Zone. Although my role is rather minor, I am
delighted to be here. I find it interesting as an older fellow to ob-
serve the young soldiers in the theater. I feel so proud of them.
They have such a difficult job, but go about it in a very positive
fashion.

I saw a young Marine lieutenant a couple of days ago in the
emergency room who had a rather severe arm injury along with
some minor facial trauma. I doubt that he will ever serve again.
He had to have been in a great deal of pain, but his only question
was, “When do I go back to my Marines?” I think this attitude is
the norm here.

The 31st has an extremely impressive staff and I greatly enjoy
working with them. I think the service they provide is truly superb
in every respect. I would hypothesize that the emergency care pro-
vided here is as good or better than any trauma center in the
United States. If I were wounded, I would be very comfortable
being treated here.”

We are good because of people like that, and because of our
young soldiers on the front line, soldiers like Specialist Billie
Grimes, a 26 year old female Reservist with a bachelors degree, a
Reserve medic who joined the active force to serve in Iraq and who
is the middle person on this Time Magazine cover.

I thank you, Mr. Chairman and this committee, for your support
of these men and women and the thousands more like them across
our military, and I look forward to answering your questions.

[The prepared statement of General Peake follows:]
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Chairman Shays, Congressman Kucinich, Distinguised
members of the committee. | am LTG James Peake, The
Army Surgeon General. Thank you for the opportunity
to appear before you today.

Mr Chairman, I recall the day that you joined us in the
Army Operations Center and heard all of the areas of
operation and the extent of the current operations ... at
the time we were engaged in Afghanistan. | remember
your comment that, from what you saw that day, the
Story of Army contributions was not really widely
known.

| believe that, in that same vein, there is much to teli
about military medicine and the positive things that
have been done... particularly as it relates to our
reservists who play such an important role in the total
force readiness. In the Army, we have a Selective
Reserve of 213 thousand, a National Guard of 377
thousand and we have mobilized from Operations Noble
Eagle, Enduring Freedom, and thru lraqi Freedom some
240 of them. They are important as a group, and as
individuals.... and we care about them,
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Reserve Medical readiness is and has been an issue ...
from dental readiness to medical screening. Since
desert shield and storm... and well before 9-11.... there
has been increasing attention paid to this issue. The
Army from 1995 to now has invested nearly $.4Billion in
national guard and USAR medical and dental screening.
Since 99 this has been more programmatically funded
as the FEDS-Heal program expanded access to USAR
soldiers. Before that it was mostly guard. It was all
targeted at the early deployers... at least 120K USAR
soldiers were touched, and an even larger portion of the
dollars were used for the guard over a longer period of
time. The current emphasis from LTG Helmly and LTG
Schultz is apparent . . . in the numbers... 34,000 dental
exams in 2003 and already in 2004 we have >32,000
exams done. ... and it is apparent as fewer soldiers are
arriving at MOB stations in a non deployable status.

On the front end of dental readiness We have piloted a
program that we want to expand to all of our Advanced
Individual Training sites bringing all soldiers active and
reserve up to deployable status before they return to
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their first unit active or reserve. We believe this not only
is good for deployability, but it sets the right culture that
dental weliness is important... and the warfighter trainer
has carved the time out to do this.

To get accountability built into the system, the
measurement of individual medical readiness that we

are promulgating as a military health standard is a real
step forward and will give commanders, and we medics,
the tool to insure both our active and our Reserves have
the right medical status for deployment or a plan to fix
on a real time basis.

The pre and post deployment medical screening is
being done and recorded. This is not a passive
screening as has been wrongly described in the press,
but rather is a process that includes filling out a form for
self reporting of status and concerns, this is followed by
a face to face review of that self report tool with a
provider who explores any issues and creates a follow
up plan with further evaluations, laboratory work or
consultations as might be indicated. Further, as you
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know, a serum sample is placed in our serum repository
with approximately 30 million samples of record.

Yes, GAO did take a look at this some time ago... When
we were in the Balkans . . and we did not do very well
with compliance. We have made a concerted effort to
do this better. Key is getting this information into the
central data bank. We initiated electronic records for
this process in Kuwait... nearly 100% are transmitted
overnight to our data base from there.. Nearly 50% are
coming electronically out of Iraq, even in that more
austere environment.

The GAO team just completed a visit to FT Lewis. they
reviewed: 194 records of soldiers deployed to OIF from
Lewis from June-Nov 03. Pre-deployment surveys were
located for 100% of these. 255 records of soldiers who
returned to Lewis from OIF Jun-Nov 03 were reviewed.
Post-deployment surveys were located for 100% of these.
A smaller percentage of this group (maybe 60%) also had
a pre-deployment assessment located. Documentation of
required immunizations and was also audited. The
assessment of my officer on the ground: I think the
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GAO team left with a very favorable impression of the
results of increased emphasis on this program.”

| want to give you a flavor of why | believe we are doing
better... and it is not pronouncements from Washington.
It is the quality of our people in the field... their
enthusiasm for doing what is right... even when it might
seem mundane, however important. This note was
forwarded to me...

“I have attached the model we used for our re-
integration process. We have made several adjustments
to include adding the tobacco CPG to one station and
going all electronic by preloading the 2796 the night
before. Almost all of the ideas for improvement are
coming from my soldiers who see something that could
be done better. | have a great group, Sir. Jim
Montgomery produce the model, Kathie McCroary is the
mastermind behind the set up, SGT Stanton is the data
quality person (she has a team that loads 100% of the
data every night), Tamara Baccinelli (Civilian) codes
every post deployment encounter by 1400 hrs daily, the
soldiers are pre-screening MEDPROS and filling out the
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checkout lists to ensure every soldier receives the

immunizations they need, ...........

The Stress Management Team sees every returning
warrior also. They produce a list of soldiers daily that
they have concerns about and we see them that same
day. ...

During the reintegration - Ortho and physical therapy
are available for the soldiers and they like that.

We are doing all this and maintaining a walk-in clinic for
the community. To date | can only think of one patient
that we sent downtown because of the reintegration
process. The community has been great, they know
what is going on and they are waiting a little longer to be
seen and doing it gladly.

The Red Cross has dressed up my lobby so it looks like
a WWII Welcome Home Canteen - the soldiers love it and

sit, talk and eat for hours.

Personally, | have never enjoyed myself more”
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HOW CAN WE BE BETTER? We really need to move
forward on the fielding of our CHCS II, computerized
patient record... a joint system that will be promulgated
across the 3 services over the next 30 months. It offers
structured notes and a longitudinal, queriable patient
record. It takes investment to keep that kind of program
moving.

We get better because we look at ourselves critically...
we want to know our faults.. so we look, and we listen,

and we find them, and we fix them...

It is why we proactively have sent teams to look at
pneumonia, to look at leishmaniasis... to look at the
status of mental health.. it is why we have aggressively
used environmental surveillance teams to go into
theater to sample soil and air and water — assess risk ~
and importantly archive the results at our Center For
Health Promotion and Preventive Medicine so we can go
back should some question arise in the future and
answer with more than conjecture.
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We are good - and we get better because of our great
people. Like this officer who volunteered to come back
to serve with a Reserve unit who writes ...

“f am with the 1967th Eye Surgery Team in Baghdad. We
are attached to the 31st CSH here in the Green Zone.
Although my role is rather minor | am delighted to be
here. | find it interesting, as an older fellow, to observe
the young soldiers in theater. | feel so proud of them.
They have such a difficult job but go about it in a very
positive fashion. | saw a young Marine Lt a couple of
days ago, in the emergency room, who had a rather
severe arm injury along with some minor facial trauma. |
doubt that he will ever serve again. He had to have been
in a great deal of pain but his only question was "when
can | go back to my Marines?” | think this attitude is the
norm here.

The 31st has an extremely impressive staff and | greatly
enjoy working with them. | think the service they provide
is truely superb in every respect. | would hypothesize
that the emergency care provided here is as good or
better than any trauma center in the US. If | were
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wounded | would be very comfortable being treated
here.”

We are good because of people like that...

And because of our Young soldiers on the front lines,
soldiers like SPC Billie Grimes, a 26 year old female
reservist with a bachelor’s degree... a reserve medic
who joined the active duty to serve in Iraq and who is
the middle person in the trio of soldiers on the cover of
Time Magazine.

| thank you Mr Chairman and this committee for your
support of these men and women and the thousands
more like them across our military. 1look forward to

answering your questions.
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Mr. SCHROCK [assuming Chair]. Thank you, General Peake and
Admiral and General Taylor, Mr. Spruell, thank you all for being
here as well.

I can’t imagine the men and ladies who spoke earlier are the ex-
ception rather than the rule. I hope they’re the exception, but I
gather they may not be. How do we know that we are truly deploy-
ing fit people to the battlefield if we’re not doing physicals on
them? It seems to me there are a lot of people slipping through the
cracks that might have been screened and pulled out before they
went into battle. Is that the exception or is that the rule?

Dr. WINKENWERDER. Let me speak first on that. I think we know
because I believe that we have a process that does identify individ-
uals’ health status before they deploy. I don’t think there is any
hesitation on the part of people managing that process or the indi-
vidual medical providers who see the service member across the ex-
amining table to pull that person out if he or she has a deployment
limiting condition or doesn’t have the appropriate physical status
to ensure that they can safely deploy.

We have, as I said, about 3 percent to date through that first 30
days from the Reservist community, after they are called up and
mobilized, that we determine now are not medically fit. We don’t
have the precise similar comparative statistic for active duty, be-
cause it’s a more regular, ongoing care situation. However, I would
say that we don’t really have any indicators to suggest that we’re
not appropriately picking up and screening these individuals. I
think there’s a high level of confidence that people that are deploy-
ing are fit and healthy to deploy and those that are being held back
are being held back for the right reasons.

Let me also add, I think there is an important change that we’ve
initiated in the overall medical readiness approach within the mili-
tary. And that is that the services are moving to begin, I think
with the Air Force and the Army and Navy are coming on with
that, to have an annual, an annual, once a year health assessment,
where the individual sits down and goes through a checklist and
gets assessed. That’s a change for us. We believe with that process
being implemented the need for a complete physical exam prior to
deployment just doesn’t make sense.

Mr. ScHROCK. Before we go further, General Taylor, I under-
stand you have a flight at 1:30. So don’t hesitate, don’t miss the
plane. I've been on a plane and it’s murder getting out of airports.

Lieutenant General TAYLOR. Yes, sir, I think they’ll wait for me,
though.

Mr. SCHROCK. Oh, it’s an Air Force plane. Oh. [Laughter.]

I didn’t realize that. I thought it was a commercial plane. In that
case, we'll expect you here the rest of the day, right? [Laughter.]

General Peake, did you have a comment?

Lieutenant General PEAKE. Yes, sir. Actually, if you think
through that previous panel, there was screening for all of them.
The gentleman who was on the far left, I believe his name, he came
out of the IRR, that’s a different issue. They’re not part of the
SELRES and so forth, and had, as he described, multiple sequen-
tial problems. The First Sergeant described having every 2 year
physical examinations, which sort of suggests that maybe that’s not
necessarily the appropriate standard.
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As a physician, I can tell you, the most important thing is a qual-
ity history. That’s what our process tries to get at, is getting a good
history that points then in the direction so we can do the appro-
priate interventions, whether they’re diagnostic interventions or
therapeutic interventions or laboratory tests or whatever. So what
we want to do is, we don’t want people in theater that are not
medically ready to be there. It just puts a logistical burden and a
burden on the unit to do that.

Mr. SCHROCK. Sergeant Mosley said that he had, I think he said
hﬁz h‘?ad physicals every 2 years. You think it should be more than
that?

Lieutenant General PEAKE. No, sir, I don’t.

Mr. SCHROCK. I thought you just said that.

Lieutenant General PEAKE. 'm just saying, the point is, he did
have those physicals every 2 years.

Mr. SCHROCK. So there is a record.

Lieutenant General PEAKE. Yes, sir. And if you listen to Special-
ist Ramsey, he had his physical, I think he said in 2000. That’s
within the 5-year time. So we had that. And he did not have a
problem before he went over.

So they’re really kind of different pieces that we heard about
over here that didn’t necessarily say we weren’t doing an appro-
priate job totally of screening folks going in. I think there’s a lot
of attention being paid to that, sir.

Mr. SCHROCK. And don’t get me wrong, I think you’re doing a
good job, and I know you're trying to put this many people through
this big a pipe at one time, and I know it’s very difficult to do that.

Lieutenant General PEAKE. If I could just followup, one of the
things that we stumbled on and frankly, it occurred in November
when we went down and looked at Fort Stewart, as we were
prompted to do. We had a policy that if somebody came on and
they were non-deployable, we kept them. Now with that 25 day
rule, it allows us to do a look, and so those 3 percent or 3.3 percent
or so are going back home, because they were non-deployable. And
now what we’re doing is following through with their units to make
sure that they don’t just go back into the black hole, but in fact
there is followup through their chain of command.

Mr. ScHROCK. I have several more questions, but I see my initial
time is up. I yield to Mr. Tierney.

Mr. TIERNEY. I was just curious if anybody on this panel can
solve for us the dilemma that some of the first panel testifiers had
in terms of getting their medical bills paid. What’s the process that
we have to deal with an issue where there are mounting medical
bills and their credit is being affected and yet they can’t seem to
get those issues resolved?

Dr. WINKENWERDER. Let me comment on that, Congressman. I
heard the individual story. I actually spoke with Specialist Ramsey
and his wife in between sessions. I for the life of me could not un-
derstand why there was so much difficulty to do what was obvi-
ously the right thing. And so it was disturbing to me to hear his
comments.

What he had indicated in that conversation was that it seemed
to be some debate about who should pay the bill. It’s totally inap-
propriate. This is an issue where if the injuries take place, they
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take place as a result of active duty or while on active duty, no
questions should be asked.

Mr. TIERNEY. So we have a process that currently exists that
should have resolved this, is what you're saying?

Dr. WINKENWERDER. Should have, but obviously didn’t.

Mr. TiERNEY. Without putting too much of a burden on you, are
you now going to take personal responsibility for Mr. Ramsey’s sit-
uation or designate it to somebody who might help him out?

Dr. WINKENWERDER. I think someone will be looking, I will en-
sure that someone looks into it and resolves it. I couldn’t under-
stand from what was described to me, if the facts were as he pre-
sented them, why the bills still wouldn’t have been paid.

Mr. TIERNEY. What normally would happen? He would submit
the bills or the provider would submit the bills to the military and
they would just get paid?

Dr. WINKENWERDER. In this case, it sounded like there may have
been some discussion or debate as to whether it was the Guard
unit or whether it was the active unit that was going to pay for
it. That was the description. Who knows if that was the case or
not.

But if that was true, that’s not appropriate.

Mr. TIERNEY. There’s got to be a way to stop that from happen-
ing over and over.

Dr. WINKENWERDER. No question should be asked about that.

Mr. TIERNEY. Thank you.

Lieutenant General PEAKE. I'd just like to comment on that, in
fact, it is legitimate to ask a question, because if it is, and I'm not,
in fact, on March 23rd there were PGBA, which is our bill payor,
was, bills were forwarded to pay for Specialist Ramsey $7,600 for
the left shoulder, $6,300 for the right shoulder. So that is in the
process as of the 23rd. But the point is, it’s appropriate to ask the
question, sir.

Mr. TIERNEY. I don’t have any problem with the question being
asked, sir, it’s resolving it in quick enough time that their financial
situation doesn’t become critical.

Lieutenant General PEAKE. I agree with you.

Mr. TiERNEY. We all expect it to get paid out of the proper ac-
count, but hopefully we have a process where that moves expedi-
tiously, so that the individual soldier doesn’t end up having his
family and himself have that kind of additional burden, that’s all.

Lieutenant General PEAKE. Sir, I couldn’t agree with you more.

Mr. TIERNEY. Is there anybody on this panel that can address for
me what we do in terms of oversight on medical prescriptions?
What is the process for making sure that our providers within the
Service are in fact issuing the right amounts of medication and
who oversees that, what kinds of reviews are done to assure that
they’re not being overmedicated or given the wrong medications?

Dr. WINKENWERDER. Let me turn to General Peake, General Tay-
lor and Admiral Brannman on that.

Lieutenant General PEAKE. Sir, we have a very good system of
quality assurance within the military. I do appreciate the sense
that some people feel like that are, it may have an appearance of
overmedication. One of the issues about mental health in this coun-
try is, many of the people that suffer from depression don’t get the
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medicines that they need, they don’t get medicated for it. So you
know, what we have are credentialed, qualified providers that are
taking care of folks and prescribing the appropriate medications.
Sometimes you’re on a regime of medicines that may seem like a
lot, but we’re trying to work out the appropriate combination.

Mr. TIERNEY. I don’t mean to interrupt you, but this isn’t unique
to the military, so I don’t ask this in terms of saying like, oh, gee,
the military is making mistakes that regular hospitals don’t. But
I do think it’s an issue that happens in almost all medical settings,
and I see complaints from medical professionals, from the doctors,
from nurses and from patients that there probably in all medical
settings might not be enough of a holistic approach, someone
watching what the total prescriptive scenario is.

Lieutenant General PEAKE. Right, sir, and we have actually a
program, PDTS, which has actually won some awards that allows
us to look across and find out what all the medications, even if they
are coming from disparate providers. So in some ways, we're a step
ahead of some other organizations that can do that.

But it is an issue that, the other thing we’re trying to do with
TRICARE actually is to get a primary care provider for folks to
allow those kinds of disparate things to come together and say,
well, are we doing the right thing from a more holistic picture. And
it’s one of the advantages of having a primary care provider.

Mr. TIERNEY. I suspect we might have another hearing or two,
as the chairman indicated, about that process, and perhaps even
the program that you're talking about, to see how it’s working and
whether we can be helpful in it having it work a little more effec-
tively or take individual scenarios. Some of it we heard. When the
Sergeant lifted up the bag of pills, even as a lay person, I thought
that was a little over the top. But I've seen that in other settings,
not just military settings.

Dr. WINKENWERDER. Yes, sir.

Mr. TIERNEY. So I think we probably need to have hearings, it
probably can’t be resolved here today, but we’ll have to followup on
that and see what’s going on there.

I yield back my time. Thank you.

Mr. SCHROCK. Thank you, Mr. Tierney. Chairman Shays.

Mr. SHAYS. Dr. Winkenwerder, I believe that there has been
progress that’s been made and I also believe that obviously you
can’t be held accountable for the failure to have equal treatment
as it relates to pay and training and equipment and protective
gear. Tell me your biggest challenge, though, as it relates to health
care being provided on an equal basis for our Reserve components.
What are your biggest challenges?

Dr. WINKENWERDER. Thank you, that’s a great question, Con-
gressman. From my perspective, we need to do and are working
very hard to do the following. To make it easy for Reservists and
Guardsmen and their families to get onto the TRICARE benefit.
That’s sort of No. 1.

Second, we want to make it easy and understandable for them
to continue their benefit for the period after active service while
they are still eligible. And then

Mr. SHAYS. Define while they are still eligible. What does that
mean?
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Dr. WINKENWERDER. Well, under the temporary provisions that
the Congress passed last fall, there’s a continuation of benefits that
goes for 6 months. And those activated Reservists and Guardsmen
continue to be eligible for TRICARE for 6 months after their active
duty period. And that should help ensure that there’s coverage for
needed medical care, that along with the fact that they’re eligible
for VA as well.

So that’s two things. And the third I think is ensuring the move-
ment, appropriate movement of accurate medical information
throughout the system. So we’re working real hard, and part of the
charge that I gave to the task force that I described is to develop,
and it’s already been developed by the Army, a data base that cap-
tures the pre-deployment health information that’s in-theater and
the post-deployment information all in a data base, so that, and
then to be able to transfer that data to the Reserve or Guard unit
or to the VA hospital.

Mr. SHAYS. What is the deadline of the task force?

Dr. WINKENWERDER. I am looking for their report, for their ini-
tial report here within the next couple of weeks. They've been at
it for about 4 weeks. We're both looking at the process for followup
care and ensuring that people understand their benefits and can
get the care that they need, as well as the medical informatics
piece of this. So both pieces are important.

Mr. SHAYS. What’s challenging for someone who’s a Reservist or
a National Guard is that they may be living at a higher level of
pay than they’re going to receive once they've been activated. Their
mortgage may be higher than their actual pay, and, and, and.
That’s the reality that we don’t really have a good resolution of.

But the one area that it seems to me is like a no-brainer, I was
looking at Ed Schrock and thinking, he served in the military and
the frustration I think he felt, I feel it differently, not having
served in the military but knowing that I sent them overseas. I'm
not clear why someone has to come to a Member of Congress or go
to the media before somebody, and I don’t want to say some idiot,
because it strikes me that you would have to feel extraordinarily
frustrated that they would allow it to get to that point.

Is there no one in the system that can kind of break through the
bureaucracy? Are people not empowered to see something happen-
ing that needs to be dealt with? That’s the question I'd like an-
swered.

Dr. WINKENWERDER. You're correct in identifying my frustration
with eliminating, totally eliminating the individual cases of this
sort that we heard about this morning. I believe we’re making
great progress, I really do. And we have given it very high atten-
tion. I receive a report weekly, generated by each of the three Serv-
ices, that identifies every single individual going through this medi-
cal hold over and medical extension process. That was not in place
earlier.

I think it’s fair to say there was not the focus or attention that
there needed to be if one looks back 12 months ago. I think the way
I would describe this is that the system that was in place basically
was something that, if it had problems, they were not blatantly ob-
vious because 15,000 or 20,000 or 25,000 Guardsmen and Reserv-
ists were about all that were being called up in the past years.
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We are obviously in a very different situation today. So the sys-
tem was stressed, we had to identify new and better ways to take
care of people. One could argue that those should have been in
place all along. But make no mistake about it, we understand, we
appreciate that there are truly some issues that need to be ad-
dressed, and we're aggressively addressing them.

Mr. SHAYS. Let me say, I made an assumption, falsely, General
Peake, that if you wanted to elaborate you would join in on this
dialog. So I apologize for not making that clear. Is there any ques-
tion that I have asked that you want to comment on?

Lieutenant General PEAKE. I would just, I think I would just
echo the Secretary, we take this very seriously. There’s not a single
one of us that wanted to sit back and hear the kind of specific
issues that we heard from the first panel. But I don’t, I would not
suggest that I believe those represent really the majority. They are
issues that we need to address. Some of them were administrative,
some of them were medical. And we clearly have our, there’s an
overlap in those, and we will work those issues that we heard here.

But I think we are making the right strides forward to take care
of our soldiers, to recognize that they are an important part, an ab-
solutely essential part of the total force. There is this notion that
sometimes there’s a perception that we treat a Reservist dif-
ferently. In fact, Reservists have sometimes different circumstances
that require to take care of them properly we need to treat them
differently. In fact, our standards of access, we have increased
them so that we don’t keep people at a medical hold site at a longer
time.

Mr. SHAYS. Well, for me the bottom line is the Reservists and
National Guard sometimes don’t have, I don’t want to say hand me
down equipment, but I kind of had the sense like, I was the young-
er brother, I had three older brothers, I got their clothes. And I
think they do get that. It didn’t matter as much when we weren’t
calling as many because they could get new equipment. It matters
a lot more now that they’re an integral part of whatever we do
when we go into battle now. I mean, in other words, there are slots
glat Cgan’t be filled by anybody by the Reservists and National

uard.

Let me just ask to hear from both the Navy and the Air Force,
I'm gathering, General Peake, that we asked you to testify because
we're seeing more of the Reserve and National Guard in the mili-
tary, the Army is so much larger. But maybe we should hear from
the Navy and Air Force about their challenge. Why don’t we start
with the Navy, only because my brother was in the Navy, sir.

Admiral BRANNMAN. I think all of us, throughout our service ca-
reers, strive to assure there’s a total force, or one force. You can’t
tell us apart. In the deployments I've been on, particularly most re-
cently, several years ago 1 was in a joint forces command, we're all
wearing camis, you can’t tell other than looking at the name tape
whether it’s a sailor, airman, marine, soldier, active or reserve. I
think that’s a situation you’re going to find on the front lines today
in the Persian Gulf, in Iraq or in Afghanistan.

And that’s truly the way we endeavor to treat our folks when
they’re on board in our treatment facilities. This is a family busi-
ness. That’s the way—I grew up in a Navy family, but that’s, we're
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taking care of our neighbors, we're taking care of the people we
work with day to day. So there is a commitment to those people
that we serve to take care of them the right way. We hold our-
selves to the same standards that are being held in your own com-
munity. We use the same accreditation organizations and we beat
their standards if you look at our scores on various things.

The issues that were described here are not the things that you
want to have happen in my hospitals or anybody’s facilities. You
search those things out and you try and find out why they’re occur-
ring and take care of them. But this is a new ball game we’re in
right now in terms of the large number of folks we’ve got, and with
the Reserves being mobilized and integrating them into the system,
I think there have been some growing pains, but I think there’s a
strong commitment amongst all of us to make sure these things are
identified, you shine the light of day on them, get them fixed and
get on with it.

Mr. SHAYS. I have a red light, and the chairman will probably
want to move on, but let me just hear from you, General Taylor,
if that’s all right, Mr. Chairman.

Lieutenant General TAYLOR. Yes, sir. The Air Force has a long
experience in dealing with total force from the Persian Gulf war
forward. A large portion of our mobility forces, most of our air med-
ical evacuation comes out of the Guard and Reserves. And over the
past 15 years, it’s very common to see units that look blended. In
fact, we're sending out blended units today with Guard and Re-
serve.

So we’re very used to folks coming on active duty and then off
active duty, primarily through volunteer status. But we’ve also ac-
tivated folks. So we're pretty used to folks coming on and off. And
we knew fairly early that we had to run as smooth a system as
possible.

So based on that experience, the Assistant Secretary of the Air
Force for Manpower and Reserves set up a very fixed process of en-
suring that we timely took care of people that were on hold, placed
on medical hold, either coming in or going out. He personally ap-
proves every single extension on hold. So we’ve had a very strong
process even from very early in the entire——

Mr. SHAYS. And you can do that because your numbers are
smaller or because you haven’t encountered the same kind of chal-
lenges?

Lieutenant General TAYLOR. I think because we smooth flow the
call-up, the call-up is more smooth flowed over time. Because we
do 90 day rotations or 180 day rotations and we haven’t had to do
very long periods of time. We also haven’t had the volume, very
clearly, that the Army has called for, so we’re able to handle this.

Finally, our greatest worry has been, the Congress has set up a
very wonderful benefit, medical benefit for folks when they're acti-
vated through the TRICARE system and the military health care
system. Our greatest nightmare has been that the families
wouldn’t understand what this benefit was. So we've worked very
hard, the Guard and Reserves have worked very hard to ensure
that locally, benefits advisors were in place to make sure the fami-
lies knew what these benefits were and how to take care of them
if issues arose.



181

Mr. SHAYS. Thank you. Thank you, Mr. Chairman. Thank you,
Mr. Ruppersberger.

Mr. SCHROCK. Thank you, Mr. Chairman.

Before I recognize Mr. Ruppersberger, let me make a comment
that the Admiral made. He said we’re in a whole new ball game,
and we are. But I think we knew what the ball game was going
to look like, and I just can’t imagine why some of these things
couldn’t have been foreseen. That’s something I still haven’t
worked out in my mind. When I heard Mr. Emde say that he start-
ed out in Fort Eustis in Virginia, which is Army, and got trans-
ferred to Langley, which is Air Force, then across the bay to Ports-
mouth Naval, which is Navy, Navy couldn’t do something or other
because the paperwork wasn’t filled out correctly.

And I don’t blame Navy for that at all, and you were talking to
me earlier about this, Admiral. There is some system going into
place where everybody’s kind of talking about the level playing
field, the same sheet of music. How quick is that going to be put
in place?

Admiral BRANNMAN. I think as we speak, right now. The dif-
ficulty between Walter Reed and Portsmouth is that they’re not in
the same region right now. But within the Portsmouth, Fort Eustis,
Langley Air Force Base area, they basically try to function as one
organization, as one health care system across the board. We are,
as each day passes, basically expanding that network. We are
pushing, as technology will allow us, we are pushing that network
out.

The most recent change now is going from a large number of re-
gions down to three, which were all the east coast, all the south-
east, all the western areas, and interlocking our systems. Basically,
if you're getting health care on one side of the system, you’re get-
ting it all the way across.

Mr. ScHROCK. Well, that’s interesting, because I represent that
area. And until I heard Mr. Emde, I thought everything was mov-
ing smoothly, but I guess every once in a while, one falls through.
And I understand that. But as you say, they are working together
very well.

Mr. Ruppersberger.

Mr. RUPPERSBERGER. In order to really resolve the problem, and
you’re saying that there is a plan, the plan is starting to work, we
really need to get to the root, I think, of the medical care problem.
I'm wondering whether or not we need to do more as it relates to
the medical care problem when the Reserves members are working
in the private sector, before they’re being activated, and whether
we need a better system. Because if we have people that are com-
ing on the weekends, once a month or whatever, and theyre not
ready and they’re called up right away, then that not only hurts
them, it hurts our country, it hurts anybody in Afghanistan, Iraq
or wherever we are.

What can we do? I should ask each individual, but I'm wondering
whether or not there’s a better way to give and to provide the med-
ical insurances necessary, so when, and it looks like we’re going to
be at war with terrorism for a long time, this isn’t going to stop,
do you think we can really take the individuals that are working
for small companies and roll them into a plan?
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Now, of course, there’s a cost issue whenever you talk about that.
So could you comment, I guess the whole panel comment on that
issue, and maybe that’s where we need to start before we even acti-
vate them to the next level.

Dr. WINKENWERDER. Yes, Congressman, let me talk about that.
We currently, under the provisions that were just passed last fall
by the Congress, there is now authorization for the Reserve units
to perform screening, medical and dental exams and followup care
that to my understanding did not exist before. So I think that’s a
very important new change, it is a permanent change.

Mr. RUPPERSBERGER. Explain that, though. That means that the
Reserve will provide for the medical care and the physicals and——

Dr. WINKENWERDER. Screening.

Mr. RUPPERSBERGER. Screening.

Dr. WINKENWERDER. That’s correct.

Mr. RUPPERSBERGER. We have a large amount of Reserve and
National Guard throughout the country. Has it been implemented
yet?

Dr. WINKENWERDER. It’s being implemented as we speak.

Mr. RUPPERSBERGER. Every Reserve and National Guard unit in
the country?

Dr. WINKENWERDER. Well, I spoke about 3 weeks ago with Gen-
eral Helmly, and all the Reserve component chiefs, and they indi-
cated to me that they were implementing this new provision. So I
think that’s a key step forward.

The second is what we’ve talked about. I don’t know if you were
here earlier when we spoke about this whole new metric called in-
dividual medical readiness. It's a new system that we put into
place for active and Reserve and Guard that identifies all the
things that an individual needs to do to be medically ready and
identifies the interval of time that those types of things need to be
done on a regular basis, so that what’s important is that we have
a clear set of expectations, not just for our medical leaders, but for
our Reserve component and active component line commanders, so
that they know what they are accountable to do, to have all their
troops, sailors, soldiers and so forth ready.

This is a system that’s being implemented. It was actually devel-
oped by all three Services together. Air Force had a little bit of a
lead time on it and had been working on something similar to this
for the past couple of years, so theyre a little further ahead than
Army and Navy. But it is being implemented, we are looking at the
performance on a monthly basis. So I think that’s another very key
component. The question you raised is whether health insurance,
does that factor in here.

Mr. RUPPERSBERGER. Before that, let me ask you this question.
Is health insurance available to any member of the Reserve and
National Guard?

Dr. WINKENWERDER. If they are not on active duty or have not
been called up, they would obtain health insurance through their
employer.

Mr. RUPPERSBERGER. You didn’t answer my question. Is it avail-
able to any member of the National Guard or to the Army Reserve?

Dr. WINKENWERDER. Let me have Mr. Spruell answer.
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Mr. SPRUELL. I would just point out, Congressman, that about 80
percent of the Guard and Reserve members today have civilian em-
ployer health insurance. Of the other 20 percent, they’re mostly
young and single and they make a conscious decision, to a great
extent, not to elect health insurance. They would probably do the
same thing if the military would offer them coverage, for which
they would have to pay.

Mr. RUPPERSBERGER. But still, is there any insurance available
to Army Reserve and National Guard? That’s the question.

Mr. SPRUELL. Through their civilian employers, yes, sir.

Mr. RUPPERSBERGER. Not civilian. I mean, does the DOD provide
for those individuals that do not have medical insurance through
their employer or might want to choose? There’s no plan now that
exists for that?

Dr. WINKENWERDER. The current benefit covers those who are ac-
tivated. Those who are activated.

Mr. RUPPERSBERGER. I know that. So what we’re really saying
then is, we don’t have a plan, even though we have a large group
of people, we don’t have a medical insurance plan for anyone who
decides to join the Reserve or National Guard, until they are acti-
vated? Is that the case?

Dr. WINKENWERDER. With some exceptions.

Mr. RUPPERSBERGER. I'm not trying to trick you.

Dr. WINKENWERDER. I understand you’re not, and I'm trying to
be as clear as I can. Currently, with the temporary provision that
the Congress passed last fall, there was a provision that would
have us implement a buy-in into TRICARE where the Reserve
member and family could buy in, if he or she was unemployed and
did not have access to employer based insurance. That’s a tem-
porary provision that goes away at the end of this year.

Mr. RUPPERSBERGER. It seems to me, I talked in the beginning
about the root cause of the problem. When you have a large group
of people and now that we have asked more of our National Guard
and our Reserve, it would be in the best interest of our country,
I think, of our military, of our men and women on the front lines
to at least evaluate whether or not as a group we should provide
something there.

Now, again, cost is an issue, we have to look at it. But in the
end, if we have people that are not healthy on the front lines, that’s
not helping anybody, including our country, the men and women
that are with those individuals.

Dr. WINKENWERDER. Let me answer one part of that. We do want
to evaluate that. And we are suggesting a demonstration project to
look at that issue, because this is, if it were to be done in such a
major move, costing quite a lot of money and the question is, would
it have any impact on either readiness, retention or recruitment.
We believe it is something that ought to be studied.

Mr. RUPPERSBERGER. Because, you mentioned another issue
that’s very important, because of some of the issues that have oc-
curred, and the problems that have occurred. It seems to me we
need incentives for recruitment and that would be a strong incen-
tive.

But more so when you mentioned the individual who was young
and might not think they need insurance because they want to use
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that money for something else, those people, those individuals
might not be ready for when we need them. So I think it’s some-
thing we really have to look at and raise the issue. Mr. Spruell.

Mr. SPRUELL. I was just going to point out, sir, that we do offer
the TRICARE dental program, which is the same one that active
family members have, for selected Reserve members and their fam-
ilies. About 30,000 out of 870,000 selected Reservists have opted to
take that.

Mr. RUPPERSBERGER. You say selected.

Mr. SPRUELL. The selected Reserve consists of the units and indi-
viduals with the highest priority, highest readiness folks.

Mr. RUPPERSBERGER. OK.

Admiral BRANNMAN. If I could make a comment, part of that, the
argument is going to discuss about insurance, we’re trailing the
duck here. Where our focus really is going in DOD today is to get
these guys healthy and keep them healthy. We have initiated with
our active force and into our Reserve forces our preventive health
assessment system, where in addition to the physicals, we're test-
ing you on a semi-annual basis to ensure that you're fit.

And part of that, as part of that fitness process, is to sit down
with you, have you do a health assessment which we track and it
has a list of indicators on there that if you answer yes to any of
these issues on here, then you have to have a followup medical ex-
amination to pick up problems early. We're going toward a preven-
tion and a health based system just so we head these things off——

Mr. RUPPERSBERGER. As you should. That’s the way it’s done.

Admiral BRANNMAN. And that’s the system that we really are
banking on for the future, is force health protections starts before
the war starts. You start with the soldier, the sailor, the airman,
the marine when you recruit them. They're part of the team and
you take care of their health from day one, so that we don’t end
up with a first sergeant ready to mobilize who’s got a bag full of
prescription drugs. You knew that individual was developing stuff
when he was a private, and you’re keeping track of him, keeping
him in a healthy lifestyle. That’s the direction we’re moving for
today.

Mr. RUPPERSBERGER. I agree with what you said, and that’s the
way we want it to work. Implementation is another matter. But the
bottom line, you need to set up a system. It seems to me that if
we're going to be relying on our National Guard and Reserve, and
also recruitment and retention, too, we need to deal with the issue
of benefits, but we need a system that works. If you have individ-
uals and Reserve National Guard that are not ready from a medi-
cal perspective, as the career, and you put them all on the front
line together, then you’re going to have an issue that could be a
deterrent to our country, to our men and women in the military.

What I'm doing is just raising the issue. I think we have to look
at the whole system, especially whether or not we need to provide
that incentive, so that we make sure everybody who’s a member is
going to be taken care of, there’s a system of prevention, there’s a
system of examinations and then you prevent it before you get to
the level where it gets worse or before you’re activated and you’re
over in Iraq or Afghanistan and all of a sudden you have this se-
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vere medical problem that’s taking the space of somebody that
might have gotten shot.

So I'm raising that issue, I would hope you would take it back
and we can follow through on whether or not we should provide.
But of course, cost is an issue. But that cost factor could be brought
down if you put the right system in place, medical system. Thank
you.

Mr. SCHROCK. Thank you. Is there anything that you gentlemen
would like to add for the record?

Dr. WINKENWERDER. Just to say that we’re absolutely committed
to a world class health system for all of our forces, active and Re-
serve. You've identified, and this panel that preceded us identified
some issues. We're committed to addressing those issues, to solving
problems and to continual improvement. I've got great confidence
that the Army, Navy and Air Force are focused to solve the prob-
lems that have been identified.

Mr. ScHROCK. Great. I appreciate that. I appreciate this panel,
and I appreciate the last panel. I think we need to remember, we
recruit soldiers and we re-enlist families. If we don’t keep mom and
the kids happy, dad’s not going to hang around very long. I think
the one thing we need to more of, I guess, is that we heard some
stories today, hopefully they are unique. If theyre not, then we
need to get our hands around it.

I think the one thing that I'm troubled about is the medical
issue, is the financial difficulties we've caused folks. The Ramseys
brought up an example. My guess is they had perfect credit ratings
until this happened and now their credit has been damaged, maybe
forever. When I was in the Navy I ran into this, somebody had a
Social Security Number very close to mine, and it caused me in-
credible grief for 2 or 3 years, and cost lots of money to get it fixed.

We created this problem for the Ramseys, and I include myself
in that, and we need to fix it. I want their banking institution to
know that we did that, and get them back on even keel. Because
TI'll tell you, the Ramseys, if you try to get a loan or refinance your
house, you're going to buck up against this for years and years to
come, and we owe it to you and the others we’ve created this prob-
lem for to fix that, and I hope we’ll do that. That’s the one thing
I want to leave you with. I don’t want to hear any more stories
about people being damaged financially.

And it wasn’t done intentionally, I understand that. But the fact
is, it was, and we need to get that fixed.

Again, I thank the first panel, I thank you gentlemen for coming
here, and this hearing is adjourned.

[Whereupon, at 1:05 p.m., the subcommittee was adjourned, to
reconvene at the call of the Chair.]

[Additional information submitted for the hearing record follows:]
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The Honorable Christopher Shays, Chair
National Security, Emerging Threats &

International Relations Subcommittee
B-349C, Rayburn House Office Building
Washington, DC 20515

Dear Mr. Shays:

I am pleased to tell you and the Subcommittee about the situation of my constituent,
Specialist John A. Ramsey, SSN 261-61-6626, a member of Detachment 1, 32nd Army
Air and Missile Defense Command, Florida Army National Guard, Orlando, Florida.
Specialist Ramsey was mobilized for federal Presidential recall in January 2003 to
perform Supply Administrative Logistics duties overseas in support of Operation
Enduring Freedom. He returned to the United States in June 2003 and completed his out-
processing at Fort Benning, Georgia. During his active duty service, he injured his right
shoulder in a non-combat incident and a line of duty (LOD) investigation was initiated.
The LOD determined the accident occurred during the performance of his duties and his
injury appeared to be a torn rotator cuff in his right shoulder. During his medical out-
processing, he was told to obtain medical care for the injury through his home unit.

Since then, Specialist Ramsey has been unable to return to his civilian job as an Orange
County Deputy Sheriff because he must be medically cleared to perform his Florida
Guard responsibilities before the Sheriff's office will allow him to return to the patrolman
position he held before mobilization. At the same time, the Sheriff's Office continues to
pay him a monthly stipend of $800 that he and other deputy sheriffs recalled to active
duty received to bridge the gap between their active duty and civilian salaries. During the
period of July through November 2003, Mr. Ramsey was treated by numerous Central
Florida civilian medical specialists and underwent two surgeries. In addition, he
experienced great financial hardship as he was forced to spend his family's savings to
cover normal monthly expenses while he was in limbo between his military and civilian
jobs.

Specialist Ramsey contacted me last fall seeking assistance in obtaining reinstatement to
active duty so he could be treated by military medical specialists and obtain payment of
civilian medical bills that had not been paid by the Defense Department. He suffered
from ailments in addition to the right shoulder injury including pain and restricted
movement in relation to his left shoulder for which the Florida Guard had authorized
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surgery that took place in mid-November 2003, and problems with his elbows and wrists
and numbness in fingers. His civilian doctors told him these injuries were related to his
original right shoulder injury. He also had a growth of unknown origin on his neck that
had been documented in his active duty service medical record while overseas but could
not be diagnosed due to the absence of proper diagnostic equipment.

My staff made inquiries to the Florida National Guard and the National Guard Bureau
(NGB) in November 2003. Just before Thanksgiving, with Specialist Ramsey's financial
situation growing increasingly dire, and with the assistance of the House Armed Services
Total Force Subcommittee, I contacted the Office of the Assistant Secretary of the Army
for Manpower and Reserve Affairs. I was assured of three things: (1) Specialist Ramsey
would be placed on active duty on December 1, 2003 and sent to Fort Stewart's Winn
Army Hospital in Georgia for medical treatment; (2) his outstanding medical bills would
be paid; and (3) I was advised that it would be up to the Florida National Guard would
make a determination early the following week concerning back pay for Mr. Ramsey.
The Florida Guard contacted me the following week and told me Mr. Ramsey was going
to be paid for the period of July through November 2003.

Specialist Ramsey was never sent to Winn Army Hospital or any other military medical
facility for treatment. He was paid Incapacitation (INCAP) pay for the period of July
through November 2003 and told he was not going to be placed on Active Duty Medical
Extension (ADME) for further treatment. This was because the Army did not want to
pay for medical treatment of any injuries not related to his original injury or in any way
mix the payments of INCAP and ADME funds. On February 11, 2004, Mr. Ramsey had
2 military medical evaluation and his injuries were found to have occurred while on
active duty. The NGB now wants to send him, in an INCAP status, to Fort Stewart for
military medical treatment starting March 31st -- the day after the hearing.

1 am amazed and disappointed that the Florida Guard and the NGB will not request
reconsideration from the Army for Mr. Ramsey to be placed on ADME to receive
medical treatment by active duty military medical doctors -- especially in light of the
February 11th medical evaluation linking his current medical problems to his period of
active duty service. Their latest proposal would, indeed, treat Mr. Ramsey's injuries but
ignores the fact that his injury occurred on active duty. I believe ADME is a viable
option for him that needs to be reviewed by the Army.

1 also am displeased with the very slow pace in which Mr. Ramsey's medical bills are
paid. It appears the only way this issue has received any serious attention was the
knowledge that Mr. Ramsey was to testify today at this hearing.
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I am glad the Subcommittee has the opportunity to hear about Mr. Ramsey's situation.
While I fervently support our men and women in uniform and their leadership, I must say
that this episode gives me pause about the promises our uniformed leadership makes to
its personnel to "take care” of them in exchange for sending them to dangerous and
hostile locations. Mr. Ramsey's situation troubles me because he returned to this country
nine months ago, and his major concerns still bave not been resolved in a manner
satisfactory to him and to me. I hope this situation is not a typical example of the
assistance that is being given today to servicemembers, including Reservists and
Guardsmen, returning from overseas.

Thank you for the opportunity to provide this information to you.

Sincerely,

Member of Congress
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