The following is a draft procedure for certification of the need for premium class travel for disability or special needs reasons.  The specific steps and language to be used in the final procedure will be determined in the formal JFTR and JTR change process.

STEPS TO FOLLOW WHEN A DOD TRAVELER REQUESTS PREMIUM-CLASS FLIGHT ACCOMMODATIONS DUE TO A DISABILITY OR OTHER SPECIAL NEED

STEP 1 – The traveler completes Part I, Traveler’s Statement of Disability or Other Special Need and submits it to the authorizing/order-issuing official (AO).

STEP 2 - The AO reviews Part I, considering the cost and the requirement to accomplish the mission.  Notifies the traveler if the traveler’s premium-class travel is to be pursued.  The traveler is instructed to have Part II of the premium-class travel package completed by competent medical authority (licensed medical practitioner).

STEP 3 – The traveler’s physician completes Part II to provide acceptable medical evidence to support or refute the premium-class claim and returns Part II to the traveler.

STEP 4 – The traveler forwards the completed forms, Parts I and II, to the AO.  Part II should be sealed.

STEP 5 – Review by an independent medical consultant is a Service/Agency option.  If required the AO forwards Parts I, II, and III to the independent medical consultant.  The consultant completes Part III, providing a recommendation regarding the request for premium-class accommodations and returns the Package to the AO. Part II should be sealed. 
STEP 6 – The AO forwards Parts I through III to the appropriate premium-class approval authority for signature/approval. 

STEP 7 - The premium-class approval authority completes Part IV, approving or denying use of premium-class travel.  A copy of the complete package Parts I, II, III and IV will be retained in the office of the premium-class approving official for audit purposes and a copy of Part IV forwarded to the AO. 

STEP 8 - If premium-class travel accommodations are approved the AO must ensure the travel order/authorization is annotated to show: Business- or First-Class (as appropriate) travel was approved for disability or special needs reasons, the name and rank of approving official, the cost difference between coach-class and the approved premium class accommodations.  The traveler is informed accordingly.

STEP 9 - With a copy of the approved premium travel order/authorization the traveler can make travel arrangements through the CTO.

NOTE:  Medical information about the traveler must be kept confidential.   Medical information is not to be kept in regular personnel files.  Rather, keep medical information in a separate medical file that is accessible only to designated officials personnel.  Medical information stored electronically must be similarly protected (e.g., by storing it on a separate database).

PART I - TRAVELER’S STATEMENT OF DISABILITY OR OTHER

SPECIAL NEED
(Read Privacy Act Statement on back before completing form)

1.  Traveler’s Name (last/first/middle):________________________________________

2.  Travelers Rank:___________   3.  Last 4 SSN:________  4.  Service/Agency:______ 

5.  Organization:____________________________________

6.  Work Phone Commercial and DSN:___________________________

7.  Email Address:________________________________________________________

8.  Mode of Travel (Air, Ship, Train):____________ 

9.  Travel Purpose (See Premium Class Travel Reporting Instructions, Item G)_________

10.  Location where Premium Class Travel Segments Start and End (enter all segments)

Origin:____________________________Destination:____________________________

Origin:____________________________Destination:____________________________ Origin:____________________________Destination:____________________________11.  Date Travel to Begin:______________

12.  Fare for Premium Travel: $__________13.  Fare for Coach Class: $_____________

14.  Ticket Issuing Location (Name and Location of Commercial Travel Office (CTO):__

________________________________________________________________________

15.  Reason for Requesting Premium Class Travel, Reference JTR/JFTR, par.:_________   

16.  Describe your disability or special need and how it interferes with traveling in coach-class.___________________________________________________________________

________________________________________________________________________

________________________________________________________________________

17.  Give the approximate date (month/year) your condition began to affect your ability to travel without special travel accommodations. _______________________________

18.  What is the expected duration of your condition? _____________________

19.  What reasonable accommodation (e.g., bulkhead seating, two coach seats, seat cushion, aisle seat, etc.) could be made so that you would be able to travel in coach class?  ________________________________________________________________________

________________________________________________________________________

CERTIFICATION AND CONSENT BY TRAVELER

I hereby certify that all statements made above are true to the best of my knowledge and belief.  I hereby give my permission for the release of information about my service and  condition(s) (i.e., disease and injury) to authorized agency officials and medical consultants.
 


SIGNATURE (Do not print) 

Date

PART II – PHYSICIAN’S STATEMENT

INSTRUCTIONS
The individual identified on the next page is requesting medical documentation that will be evaluated, along with other information, in connection with his or her request for an upgrade in air travel to premium class (business-class/first-class) as a reasonable accommodation.  Please specify in your report the physical and environmental requirements connecting the identified disability or other special need and the requested accommodation. 

The applicant is responsible for any cost incurred in connection with providing this documentation.

Please provide the medical documentation requested under ‘MEDICAL DOCUMENTATION REQUIREMENTS FORM”.  It is important that you respond to every item.  If there is not sufficient space for your response, please provide a continuation sheet that indicates the corresponding item number for the information you are responding to.  If an item in not applicable to the applicant’s condition, enter “Not Applicable.”  After completing the form please provide your medical stamp on the form along with your signature.

Enclose your report and any attachments in a sealed envelope marked “MEDICAL DOCUMENTATION – PRIVILEGED – PRIVATE.”  Please give it directly to the applicant.

PART II - MEDICAL DOCUMENTATION REQUIREMENTS FORMAT
The following information is provided on (full name of traveler):_____________________________

1.  Diagnosis of Disability or Special Need Associated with Premium Class Accommodations: 

__________________________________________________________________________________

__________________________________________________________________________________

2.  Clinical findings that relate to the reason for travel upgrade from the most recent medical evaluation including any of the following which have been obtained:  findings of physical examination, results of laboratory tests, X-rays, EKGs and other special evaluations or diagnostic procedures and, in the case of psychiatric diseases, the findings of mental status examinations and the results of psychological tests.  

_________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

3.  Assessment of current clinical status, relevant medications prescribed and plans for future treatment: 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

4.  What is the expected duration of the disability or special need? _____________________

__________________________________________________________________________________

5.  What is the probability that the individual will suffer injury or harm if he or she is not accommodated?  Explain the medical basis for your conclusion.

__________________________________________________________________________________

__________________________________________________________________________________

6.  Explain the relationship between the traveler's request for premium-class travel and the traveler's condition(s).  Can the condition(s) be accommodated by any means other than travel in premium class?  If the answer to any of the following questions is no, please fully explain the reasons for your response and the relation to the traveler's condition.

a.  Can the traveler's condition(s) be accommodated by travel in bulkhead seating? Yes or No. 

b.  Can the traveler's condition(s) be accommodated by travel in aisle seating? Yes or No. 

c.  Is the traveler able to tolerate seating in coach class for any period of time?  Yes or No.  

If the answer to this question is yes, please state the maximum duration.____________

d.  Can seating in coach class with periodic movement around the cabin accommodate the traveler's condition(s)?  Yes or No

e.  Can the traveler's condition(s) be accommodated by periodic in-flight exercises designed to minimize the physical impacts of the flight? Yes or No


f.  Can the traveler's condition(s) be accommodated by purchase of two adjoining coach seats? Yes or No 

7.  Does the traveler require an attendant for medical services during travel, and if so, is it necessary for the attendant to be constantly with the traveler while en route? _______________  If so, explain the duties of the attendant during the time of travel.

_________________________________________________ ________________________________
_________________________________________________________________________________

8.  Physician’s stamp:







_________________________________________







Signature


Date







_________________________________







Phone Number







__________________________________

                        E-mail Address

PART III – MEDICAL CONSULTANT RECOMMENDATION

Full Name of Individual Requesting Travel Upgrade:  __________________________
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Office of Requesting Individual:

Travel Upgrade:  

Recommendation:
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[image: image3]Recommend Approval, with modifications as noted below.

[image: image4]Recommend Denial based on reasons below

Comments:

____________________________         _____________

Signature

                        Date

____________________________

Title

____________________________


Phone number

____________________________


E-mail address

