REQUEST FOR MEDICAL TRAVEL AUTHORIZATION
	PART A – Employee’s Information
                                                                                                                   Date of Request:      
Name (Last/First/MI):                                                             Last 4 of SSN:      

	Pay Plan/Series/Grade:                                                           Position Title:          

	Organization:                                                   

	Work Phone:                                                    Home Phone:     

	E-mail:     

	Home of Record (include City and State):     

	Designated Point suitable care may be obtained:      

	Alternate Destination(s) :     
**Please attach Excess Cost Agreement when the travel is to other than the designated point.


	Employee Dates of Travel – Depart:                                    Return:     
Dates of Approved Leave for Employee –     From:                                      To:      
**Please attach approved Leave Request (OPM 71 or SLDCADA screenshot).  


	PART B – Dependent’s Information (if applicable)
Dependent Name (Last/First/MI):                              

Relationship to Dependent:      
Dependent Dates of Travel – Depart:                                    Return:     


	PART C – Attendant/Escort/Accompanying Family Members’ Information (if applicable)

Travel –  From:                                                         To:     
                          (PDS OCONUS Location)                          (Destination City & State)



	Name (Last/First/MI)
	Birth

Date
	Relationship
	Travel Dates

(Depart/Return)

	     

	     
	     
	       to       


	PART D – Employee Certification and Supervisory Approval
Employee Certification:  I certify that the information provided in this request is correct and complete to the best of my knowledge and ability.

I acknowledge that I am required to submit an SF-1190 to modify my Post Allowance Entitlements to HRO if my dependent and/or I will be away from the overseas post for more than 30 consecutive calendar days.
Employee’s Signature:                                                                        DATE:      
Supervisor’s Approval:                                                                        DATE:      
                                       (Printed Name & Signature)


	PART E – Authorizing/Order-Issuing Official (AO) Certification

I have verified the employee’s/dependent’s need for required health care at the designated point identified in PART A.  
Forwarded, requesting approval via the Secretarial Process.   (Select one if condition applies)   
  FORMCHECKBOX 
 Command will issue/issued travel orders.  

  FORMCHECKBOX 
 Employee will purchase/purchased own ticket.

AO’s Certification:                                                                        DATE:      
                                 (Printed Name & Signature)
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