SAMPLE COVMANDI NG OFFI CER REQUEST FOR ROUTI NE ( NON- EMERGENCY)
MENTAL HEALTH EVALUATI ON

Dat e:

MVEMORANDUM FOR COMIVANDI NG OFFI CER (Nane of Medical Treat nment
Facility (MIF) or dinic)

FROM COMVANDI NG COFFI CER, (Nanme of Command)

SUBJECT: Conmmand Referral for Mental Heal th Eval uation of
(Service Menber Rank, Name, Branch of Service and SSN)

1. Ref er ences:

a. DoD Directive 6490.1, “Mental Health Eval uati ons of
Menmbers of the Arnmed Forces,” Cctober 1, 1997.

b. DoD Instruction 6490.4, “Requirenments for Mental Health
Eval uati ons of Menbers of the Arned Forces,” August 28, 1997.

c. Section 546 of Public Law 102-484, “National Defense
Aut hori zation Act for Fiscal Year 1993,” COctober 1992
(d) DoD Directive 7050.6, “Mlitary Wi stleblower Protection,”
August 12, 1995.

2. In accordance with references (a) through (d), | hereby
request a formal nental health evaluation of (rank and nanme of

Servi ce nenber) .

3. Nane and rank of Service nenber) has (years) and (nonths)
active duty service and has been assigned to ny conmand since
(date). Arnmed Services Vocational Aptitude Battery (ASVAB)
scores upon enlistnment were: (list scores). Past average

per f ormance marks have ranged from to (give
numerical scores). Legal action is/is not currently pending
agai nst the Service nenber. (If charges are pending, |ist dates

and UCMJ articles). Past |legal actions include: (List dates,
charges, non judicial punishnments (NJPs) and/or findings of
Courts Martial.)

4. | have forwarded to the Service nmenber a nmenorandum t hat
advi ses (rank and nane of Service nenber) of his (or her)
rights. This nmenorandum al so states the reasons for this
referral, the nanme of the nental health care provider(s) with
whom | consulted, and the names and tel ephone nunbers of judge
advocates, DoD attorneys and/or Inspectors CGeneral who nay



advi se and assist him (or her). A copy of this nmenorandumis
attached for your review

5. (Service nenber’s rank and nanme) has been schedul ed for
eval uation by (nane and rank of netal healthcare provider) at
(name of MIF or clinic) on (date) at (time).

6. Shoul d you wi sh additional information, you may contact (nane
and rank of the designated point of contact) at (tel ephone
nunber) .

7. Please provide a summary of your findings and reconmendati ons
to me as soon as they are avail abl e.
(Si gnature)
Rank and Nanme of Conmanding O ficer

At t achnment :
As st at ed






