DEPARTMENTS OF THE AIR FORCE, AFR 164-5
THE ARMY, AND THE NAVY AR 40-585
Washington DC 20830 OPNAVINST 4680.9C

WORLDWIDE AEROMEDICAL EVACUATION

Thls regulatlon establishes operational and administrative responmblhtles and procedures for

worldwide aeromedical evacuation. it implements STANAG 3204, SOLOG 83, SEASTAG 8204

and TADR (Inter-American Defense Roard) Resolution 48 bv incornorating standardizad aero-
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medical evacuatlon terminology and procedures which under terms of the above cited docu-
ments are binding commitments of the US Government. Requests for exception should be for-
warded through appropriate channels of the Service concerned. This regulation will not be
cited as authority for patient movement. Patients must be eligible for aeromedical transpor-
tatinn 1nmndar tha nraviainne af NON 'Dnmﬂntinn AR1R 12_ P

VAVIVIL UIIUVL WV PLUTVIDIVID Vi WV AS AVWWEWIAUWVIL TIVALUWAUT AV

Paragraph
DO POl Oy _ e 1
Explanation of Terms __ e 2
Responsibilities and Procedures for Aeromedical ‘Evacuation ... ... ... 8
Selection of Patients ___ .. ... .. emmmmm—————— 4
Classification of Patients ____ . e ememmm—- b
Manifests and Records of Patients ____ __ e 8
Responsibilities of Originating Medical Facilities ._____ ... ..o o._.._. (
Requests for Aeromedical Evacuation - .. eeea-- 8
Responsibilities of the Airlift Agencies _._ ... .o 9
In-Flight Meals _ o e e e e ——————— 10
Care of Patients That Remain Overnight (RON) Medical Facilities _________.______.. 11
Personnel, Equipment, and Facilities at A1r Force Bases _ . ___ . _ . .o eeoa-. 12
Responsibilities of Destination Medical Facilities __.____.___ . _._.__. 18
Inquiries Concerning Loss of Baggage and Valuables _____ . ____ . . .. . ._.... 14
Minimum Requirements for Airlift Aireraft ____ e .o_ 15
i. DOD Policy: termine tne mecucal urgency is such that time

a. It is the policy of the Department of De-
fense that in both peace and war the movement

af natianta AFf tha Awmad Tawnaa will ha an
Ul pauctiuw VUl Uit Alllicu roices will ve ac-

complished by airlift when airlift is available

and condmons are suitable for aeromedical
evacuation, unless medically contraindicated.

b. Aeromedical evacuation will be performed
only by units specifically assigned an aero-
medicai evacuation mission except where a
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Supersedes AFR 164-1, AR  40-535,
OPNAVINST 4630.9B and MCO P4 ,30,9, 16
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service will likely endanger the life, limb or
cause a serious complication resulting in per-
manent loss of function by the patient Author-
ity for use or local aircraft is vested in the base

nda nnnvdanna with tha nrntnau\
commander in accoraance wiln vne provisions

of Department of Defense Regulation 45165.13-
R, Air Transportation Eligibility.

2. Explanation of Terms:

a. Aeromedical Evacuation. The movement of
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tween medical treatment facilities by air trans-
portation.

b. Aeromedical Evacuation Control Center
(AECC). The control facility established by the
commander of an airlift division, air force,
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or air command. It operates in conjunction with
the command movement control center and co-
ordinates overall medical requirements with air-
lift capability, It also assigns medical missions
to the appropriate aeromedical evacuation ele-
ments in the system and monitors patient move-
ment activities.

¢. Aeromedical Evacuation Coordinating Offi-
cer. An officer of an originating, intransit, or
destination medical facility who coordinates
aeromedical evacuation activities of the facility.

d. Aeromedical Evacuation Operations Offi-
cer. A Medical Service Corps officer of the air-
lift force or air command who is responsible for
activities relating to planning and directing
aeromedical evacuation operations, maintaining
liaison with medical and airlift activities con-
cerned, operating an aeromedical evacuation
control center (AECC), and otherwise coordi-
nating aircraft and patient movement.

e. Aeromedical Evacuation System. A system
which provides:

(1) Control of patient movement by air
transport.

(2) Specialized medical attendants and
equipment for in-flight medical care.

(8) Facilities, on or in the vicinity of
air strips and air bases for the limited medical
care of intransit patients entering, en route via,
or leaving the system.

(4) Communication with originating, en
route and destination medical facilities con-
cerning patient requirements.

f. Aeromedical Staging Facility. A medical
facility which has aeromedical staging beds,
located on or in the vicinity of an enplaning or
deplaning air base or air strip that provides
reception, administration, processing, ground
transportation, feeding and limited medical care
for patients entering, en route in, or leaving an
aeromedical evacuation system. A Mobile Aero-
medical Staging Facility (MASF) is used in
tactical aeromedical evacuation. Although
function is the same as any ASF, it is comprised
of tentage, equipment and supplies which are
highly mobile, self-sufficient, and can be set up
on a bare base or other unimproved area.

g. Ambulatory Patient. A patient requiring
only sitting accommodations while in transit.

h. Attendant. Any individual other than a
member of the medical crew who is authorized
by competent medical authority to accompany
a patient when such attendance is considered

essential to the medical support or the mental
or physical well being of the patient. Attendants
are comprised of two basic categories, as fol-
lows:

(1) Medical Attendants. These are nor-
mally Armed Forces medical personnel (al-
though they may be medical personnel of ci-
vilian or other Government agencies) who are
required to accompany a patient on orders of
competent medical authority because of a men-
tal or physical condition.

(2) Nonmedical Attendants. These are gen-
erally family members (not necessarily a re-
quirement) who are authorized by competent
medical authority when considered necessary
for the health and welfare of the patient. These
attendants function under the supervision of
the senior flight nurse aboard the aircraft and
will provide care and support of patients as
directed by that individual. Escorts and guards
for prisoner patients also fall within this
category.

i. Destination Medical Facility. The medical
facility to which the patient is being trans-
ferred.

j. Domestic Aeromedical Evacuation. That
phase of aeromedical evacuation which provides
airlift for patients between points within the

Continental United States (CONUS), and from

near offshore installations.

k. Emergency Aeromedical Evacuation. The
airlift of patients who must be moved immedi-
ately and who must normally be given an urgent
precedence for air movement to save life or
limb or to prevent complications of a serious
disease.

1. Forward Aeromedical Evacuation. That
phase of aeromedical evacuation which provides
airlift for patients between points within the
battlefield, from the battlefield to the initial
point of treatment, and to subsequent points of
treatment within the combat zone.

m. Intertheater Aeromedical Evacuation.
That phase of aeromedical evacuation which
provides airlift for patients from overseas
areas or from theaters of active operations to
the CONUS.

n. Intratheater Aeromedical Evacuation.
That phase of aeromedical evacuation which
provides airlift for patients between points of
treatment outside the combat zone, within a
theater of operations.
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o. Litter Patient. A patient requiring litter
accommodation while in transit.

p. Military Department. Either the Army,
the Navy, the Air Force, or the Marine Corps.

q. Originating Medical Facility. A medical
facility that initially transfers a patient to an-
other medical facility.

r. Recovered Patient. An individual dis-
charged from treatment by competent medical
authority, who is physicaily able to travel un-
nﬂnhﬂnd.

8. Remain 0vermght (RON ). Remalmng

ernight in a facility awamng onward trans-

ove
ha al
portation to a destination hospital.

t. Strategic Aeromedical Evacuation. See In-
tertheater Aeromedical Evacuation.

u. Stretcher Patient. See Litter Patient.

v. Tactical Aeromedical Evacuation. That
phase of aeromedical evacuation which provides
airlift for patients between points of treatment
w1thm and from the combat zone to points out-

side the comoat zone.

w. US Armed Forces Patient. Any of the
ollowing 1s conmdered to be a US Armed

k) PR,

Forces patient when classified as a patient by

competent medical authority (NOTE: As used

in this regulation, the term patient includes
both inpatients and outpatients) :

(1) An active duty or eligible retired mem-
ber of a military department.

(2) A dependent of a member of a mili-
tary department on active duty or of a member
deceased while on active duty or a dependent
of a retired or deceased retired member of a
military department who is authorized medical
care under the provisions of AFR 168-9/AR
40-121/SECNAVINST 6320.8D/PHS GENC-
CIR NO 6/CG COMDTINST 6820.2B/ESSA

CO—4. T

(8) A US citizen civilian employee of the
DOD andg lawful dependents when stationed
OUBSlCle tne bUN UB
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x. Walking Patient. See ambulatory patient.

3. Responsibilities and Procedures for Aero-
medicai Evacuaiion:

a. The Military Airlift Command (MAC) is
responsible for all domestic aeromedical evacua-
tion for the United States Armed Forces, for

.
1 'ntprt'hnnfnr nornmed“’al evacu adinnm

oY |
LUuaLivii, ana .lu u 8-

theater aeromedical evacuation except as indi-

cated in b and c below.

b. The Army component commander is re-
sponsible for providing aeromedical evacuation
by organic Army aircraft within Army combat

ZOnes.

¢. The Navy overseas component commander
is responsible for prov:dmg aeromedical evac-
uation over routes soiely ot mterest to the

a Laatlidian 4L
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providing and operatmg intratheater and tacti-
cal aeromedical cuation systems for the US
Armed Forces, exce t as noted in b and ¢ above.
These systems must:

Vaa Dy wvvasas

(1) Provide, where applicable, the aero-

medical evacuatlon function and capabilities
stated in paragraph 9.

(2) Provide Mobile

Aeromedical Stacing

aaTa ViiaUeaves. L) £343 4

Faclhtles (MASFs) as requlred on or in the
vicinity of air strips and air bases for entering
patients originating in the airborne objective
areas and combat zone who are medically regu-
lated to medical facilities located in the com-
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munication zone.

(3) Provide aeromedical evacuation in
oversea combat areas, including airlift for pa-
tient from airborne objective areas, airlift for
patients from the point of initial treatment or
subsequent hospitalization within the combat
zone to points outside the combat zone, and
airlift for patients between points within the
communications zone.

(4) Provide airlift of patients in an over-

AR Saacaav W AV AsA EMEE VVYLAT

sea actlve combat area, or other oversea areas,
from points within the area to designated in-
transit patient facilities on MAC routes.

e. The Air Force overseas component com-
mander is responsible for providing Aeromedi-
cal Stagmg Fa.clhtles (ASFs) on or 1n the

vi \-'lub.y of air auupa and air bases for the
mited medical care of intransit nnhnnfc entar
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lim medical care of intransit
ing or enroute via the aeromedlcal evacuation
system. The location of ASFs will be deter-
mined by the Air Force overseas component
nder in coordination with MAC. ASFs
will norm !! be located at an air strip or air

Viil norma VANVUL SV AL Nii DViiy

base in th ommumcatlon zone for the intran-
sit patients entering or en route to medical
facilities within the overseas theater or

Fal \ («}
CONUS.

comiinia
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4. Selection of Patients:

a. Fitness for Air Travel. Patients selected
for transportation by air must be cieared for

the proposea Iugnt Dy the medical officer in

al £ 4
charge of the originating medical or intransit

aeromedical staging facility, or,
by other competent t medical authority. The only
exception to this requirement is in forward
aeromedical evacuation. (See b below.) The

o mdtinnl AfA
medical oficer must balance fitness considera-

tions with the availability of suitable in-flight
medical attention, the urgency of treatment in
a reception area, and the proposed altitude and

flight time of the aircraft.

b. Forward Aeromedical Evacuation. The
paramount need ln this case is to transport the

patlent to the initial pouu of treatment as
Aninalrley ao pnnﬁlh]n T-Tn'lmnnfprﬂ and ﬂhn!’t or

Juivaiy s Vowarrive aaviilUpveas =225
vertical takeoff and landing aircraft may be
used for the airlift, and under these circum-
stances, the only available medical personnel
wili often be medical techniciamns.

_c Intratheater and Intertheater Aeromedical
Evacuation. In these types of evacuation, the

benefit to the patient of transfer tc an ares

whara full medieal facilities are available must
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be balanced against the ability of the patient to
withstand the anticipated environmental con-
ditions of the ﬂight W"hen aeromedical evacua-

tion is accomplished with pressurized aircraft,

appropriately configured, equipped and carry-

ing a trained inflight team, the patient is sub-
Jected to minor mechanical disturbance, low
humidity, and a slight degree of lack of oxygen
wmch can be countered with oxygen therapy.

1 ’ ‘. (N3
In times of contingency, hcwever, conditions

often may be less favorable for the intratheater

or tactical aeromedical evacuation. The effects
on the prospective patient of significant changes
in atmospheric pressure and cabin temperature,
the turbulent movement and restricted facilities
muat than ha talken intn asccount. with due re-
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gard to the aircraft type and flight plan.

d. Clinical Acceptance Criteria, There are no

absolute contraindications to aeromedical evac-
uation. Each case must be judged on its merits,
weighing the advantazee to the patient of anr

transrer azamst the pOlllDle harmful effects of

FS
the flight. Sometimes a calculated risk must be

taken, Howevar, as a guide, it would be wise to
accept the following types of patients only when
there is no other acceptable means of transport,
and special precautions must be taken for their
care:

(1) Patients in the infectious stage of

PEPRY Prp 4
serious communicable diseases. If any are car-

(1 December 1975)

ried speciai precautions must be taken for the

prouecuon of other uu.upuuw.

(2) Patients whose generai condition i
Q

PR +h
or that they are unlikely to

ight.

'S!

(3) Pationts whose upper and lower ‘IﬂWR
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must be immobilized. Tie elastic bands will be
used. It is mandatory that an emergency release
mechanism be provided which can be activated

y_ o A2 e dee emetd Ll

by the patlent or attendant. Teeen patienswitn

imr‘nn‘“hnnt‘ iawra chanld hava enissnre attached

MNAALALON\A Ju"ﬂ DAV VA i a AN & W Ve wesw v
to {ferson unless 1344t ¥ eTass 1A or 1B
patient, or under guard.

(4) Pregnant patients who are beyond 84
weeks of pregnancy are not routinely accept-
able for aeromedicai evacuation, but will be

P | damentomnd madiaalley nanacoowyr
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{6) Patients with severe anemia or r
aoruta hland loga should normallv have a hema-
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tocrit of not less than 80 mgm% prior to enter-
ing the aeromedical evacuation system. Hema-
tocrit should be checked within 36 hours prior
to flight.

anand
Sl

e. Pressurization. Transportation of patients
by a1r requires special consideration of medicai

42 mann meslaialh wcanwr
conditions which may be complicated by de-

creagsed oxvgen tensions or by decreased at-

A e wany LBl €35 280 3 88

mospheric pressure. Specific attention should
be directed to conditions such as cardiac failure,
respiratory embarrassment, severe anemia, and
trapped gas. A thorough review of medical his-
+nwer -Fn-r avidanna n'l’ rocant ﬂIlI‘QﬁW recent
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acute blood loss, organic heart disease, positxve
sickle cell trait, decompression sickness or any
other condition whlch may be complicated by

__ e Py PO PPN

mgner cabin aititudes is indicated and advisa-
thla T+ mav ha madically nmlnd to delav tbﬂ
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aeromedical evacuation of &% rather than
subject the hazards of traveling in an
unpressurized aircraft.

5. Classification of Patients. Patients are clas-

sifled in the following manner:

a. Class 1—Neuropsychiatric Patients:

ot~ S==Y i1l

(1) Class 1A—Severe Psychiatric Litter
Patients. Psychiatric patients requiring the use
of restrammg apparatus, sedation, and close
superv1sion at all times.

{(2) Class iB—Psychiat

9
v
of Intermediate Severity. Psychiatri-

requiring tranquilizing medication or sedation.

not normally requiring the use of restraining
apparatus, but who react badly to air travel or
who may commit acts likely to endanger them-

aemlocam ~e dlan nafads
selves or the safety of the aircraft. Restraining

apparatus should be available for use.
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natients
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(8) Class IC—Psycmatrlc Waunng Pa-

B AL Yndho Ocemens Sdwe
of Moderate Severity.

ients who are cooperative and who ha ve prove
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reliable under observatxon.
b. Class 2—Litter Patients (Other Than
Psychiatric) :

(1) Class 2A—Immobile Litter Patients.
Patients unable to move about of their own
volition under any circumstances.

19\ f‘lass ON__Mnahila T.i¢ttar Patiante Q.
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tients able to move about on their own volition
in an emergency.

¢. Class 3—Walking Patients (Other Than
Psychiatric). Walking patients, other than
psychiatric, who require medical treatment,
care, assistance, or observation en route.

d. Class 4—Troop Class. Walking patients,
other than psychlatrlc, who require no medical

SO U P nhouaisalley and

treatment uurmi mguu, &I'€é pirysicauy ana
emationallv able to travel unattended. and do
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not require observation or custodial care (Army
mxhtary patients who do not requlre hospitali-
zatlon or actlve medical supemsmn will be re-
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turneu to tne VUNUD Lnruugn reguiar aqmiil
istrative channels by the most ex d itio
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means as outlined in AR 40-8, paragr ;

6. Manifests and Records of Patients:

a. Manifests. Prepare patient manifests in
accordance with AFR 164-3/AR 40-40/
BUMEDINST 4650 2A Documentatlon Ac-

company.mg raueuw Awul u Avuh Wary uuuuuuu
Carriers,
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include clinical records, outpatient treatment
record, and health record, U.S. Field Medical
Card, X-Rays, and any other document relating
to the final destination. Place all records in an
envelope, and mark the outside with the pa-
tient’s name, rank or status, social security
number, nationality (if not a US citizen), or-
ganization, date of departure and destination.
Prepare hlstopathological sections accompany-

mg aeromeulcal evacuauon pauenw as pre-

scribed in TM 8-840/NAVMED P-5083/AFM
160-28/VA Pamphlet 10-72. The flight nurse
will accept only records for those patients who
are present for the flight. At RON stations, all

records must accompany patients to the aero-
medical staging facility.

7. Responsibilities of Originating Medical
Facilities:

a. Briefing of Patients. Patients and non-
medical attendants must be thoroughly briefed

at originating medical facilities by

1dnal £
vidual familiar with the aeromedical ev

tion system prior to scheduled departure. Pa-
tients should also be provided a copy of the
appropnate aeromedlcal evacuation brochure.

™ ~_

These brochures are available from area AECCs

upon request. The briefing may be verbal or

written and should include:

(1) The manner in which the aeromedical
evacuation system operates.

(2) The necessity for RON and regroup-

ing of patlents

(8) Specific routing when known; other-
wise, approximate routing.

(4) Estimated time en route.

(5) Baggage limitation.

(6) The need for personal funds, appropri-

ate dress, US Department of Agriculture and
Customs inspections.

(7) The availability of in-flight insurance.

(8) The destination hospital, and how it
was selected.

(9) The facilities available and rules gov-
erning stay of patients and their families at
acromedical staging facilities. .
The requirement for attendants to

ay for meals aboard the aircraft.

»
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helpful to the patlent

b. Patient Support Activities.
nating medical facility must provi

support activities with the following minimum
support

(1) Transportation for patients and re-
covered patients to and from the aircraft.

2 =3
o
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.
must provide patzeni

(2) Personnel to accompany patients, and
assists in enplaning and deplaning patients.

(8) Supplies and equipment required for
patients in flight, unless provided by the aero-
medical evacuation unit.

(4) Inflight meals, including preseribed
modified diet items, unless otherwise advised by
the AECC. Precooked frozen meals are usually
available for regular diets and cooked thera-
peutic inflight meals (CTIM) for therapeutic
diets at certain originating or en route loca-
tions.

ward combat areas, the originating medlcal
facility should provide only unique or unusual
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ld be provided for pa ti nts traveling from

sh ts trav om
overseas areas to the CONUS unless terminat-
ing point is at CONUS port of entry. In such
cases a 3 day supply is adequate The medication

luuex snoulu contaln Bne generlc name anu
r'lnqno'n of the drng, ita afmncﬂ"h and the
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of the patient. Medications must be delivered to
the flight nurse when the patient is placed
aboard the aircraft. En route aeromedical stag-

namas
Aieeaians

ing facilities will provide supplemental medi-
cations for the anticipated duration of the
flight.

(6) Arranging for guards to accompany
prisoner patients to their destination.

(7) Providing a supply of formula and
specia'lized food for infants, in an amount suf-

Batnnd Taad 1 Tan smadia sennalhas " aerd
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permanent medical installation where these
items can be replenished. If the formula is
perishable, ingredients and directions for prep-
aration should be included.

(8) Coordinating with the sponsoring
agency (or company, in the case of civilian
natiantae) nnunnnrf and viga reguirements for
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entr_y 1nto the country in which destination hos-
pital is located. Originating medical facility will
insure that all passport and visa requirements
have been met prior to requesting aeromedical

evacuation and that these documents accom-

pany the patient at time of entry into the aero-
medical evacuation system.

(10) Make collections for in-flight meals
from patients and attendants not eligible for
subsistence without cnarge as prescrlbe in

E
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(2) Class 1A and 1B psychiatric patlents
must be tranquilized or sedated, placed on a
litter and properly restrained (when applica-
ble) prior to arrival at the aircraft. Psychiatric

++, " ama in t+thaiw
litter patients must not have items in their

possession which could be used to harm them-
selves or others, such as matches, cigarette
lighters, necklaces, neck chains, or sharp instru-
ments. A pnysmlan may glve WI'llZBell permm-

sion for such patients to wear spectacles and

rings, and other articles considered necessary
for the health and welfare of the patient. One
set of restraints should be provided for each
Class 1B patient.

(8) All litter patients will be clothed in

40-535/0PNAVINST 4630.9C/MCO P4630.9A (1 December 1975)

hospital pajamas and deli

on folding canvas litters secured

ne aircraft
t+wan 13 an
v VoL
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straps. The originating medical facility will
provide the property necessary for the comfort
and safety of the patlent with due consideration

P Y 11

onditions. Normally, this property

1 n\"nuynncn
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, 1 litter mattress, 1 litter, 2 htter

straps or a htter harness, and pajamas, shppers

and robe. Whenever equlpment mvolvmg im-

bilization of the panent is requlrea, the ori-

avtl
ginatine medical fnnﬂﬂ'v ncrmn"y will furnish

ginating madical faci
the item to prevent addltlonal handling of pa-
tients where professionally inadvisable. . Formal
accountability is not required on property which
accompanies a patient except for special items
nf mn\nmnn'l- ag chnn\ﬁn in AD An_RQQ/A'ﬁ"D
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167-56/BUMEDINST 6700. 2A

(4) Walking patients must be clothed in
appropriate service uniform, except in an emer-
gency, during field maneuvers or field exercises,
or because of other unusual circumstances.
Originating medical facilities must insure that
walking patients have appropriate clothing for
climatic conditions at intermediate stops and at
destination. Walking patients with crutches or
long ieg casts, or whose condition does not per-
mit the use uf airline seats, are transported as
litter patients and will be classified as such.
Crutches and canes must accompany patients

who require such items.

(5) All inpatients must wear identification
bands when traveling aboard aeromedical evac-
uation aircraft

(6) All patients being returned from for-
eign countries must meet immunization require-

nents for admittance to the United States, its
commonwealths, territories, possessions ac-

o
4 0-562/AFR 161~
The provisions of

7Y n..d-:.“.h. hainae
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States, its com-
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ossessxons to for-
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cording to paragr aph 138, A
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eign countries.

(7) Medical facility commanders are re-
sponsible for assuring that patients, ciassiﬁe(i
as iifi‘g‘éi‘u,, as well as very Sé‘r‘iiiGSLY il pa.uenw,
are delivered to the aircraft accompanied by a
physician or nurse to brief the flight nurse on
the condition of the patient and care required in
ﬁig'ht The necessity for a physician or speciai
medical attendant to accompany t the patiem on
the flight should be considered also. Once as-
signed to accompany a patient, the physician or
special medical attendant must remain with the
patient until arrival at the destination hospital.

(8) The Collins’ portabie traction device
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will be used during the movement of patients
requmng tractlon This device w111 be provided
by the ungmaung medical facility. (NOTE:
Patients requiring tra fien will not be trans-

p(;'rted waboa;é. 'Eﬁ-c};'ét" ith swinging, loose

weights.)

d. Family Member Accompanying a Patient.
Normally, one adult member of the immediate
family of a US Armed Forces patient may be
authorized to accompany a patient as a non-
medical attendant when the natient’s nhvsician

uaital aLtelliigliis Se¥as YRl PRNATALY S pady maVasaa

determines that such attendance is essentlal to
the patient’s health or welfare. Unusual circum-
stances may exist which require a nonmedical
attendant when a member of the immediate
family is not available. In this situation, the

attendmg physician may designate a nonfamily
member as nonmedical attendant. (NOTE : The
Joint Travel Regulations do not authorize pay-
ment for travel or other expenses incurred by

family members accompanying active duty pati-

ents as nonmedical attendants. Refer to the
Joint Travel Regulations and DOD Regulation
4515.13-R for travel authorizations.)

e. Baggage. Each patient’s baggage must be
tagged with a DD Form 600, Patient’s Baggage
Tag, and delivered to the traffic representative
or other designated person, along with or prior
to delivery of the patient. Standard baggage al-
lowance is 66 pounds per patient. Under exten-
uating circumstances or hardship situations
that would prove detrimental to the patient’s
welfare, the medical facility commander may
authorize up to 100 pounds of baggage for an
Armed Forces patient. When so authorlzed this
must be shown in the patient’s orders. Small
boxes and parceis shouid be packed in the main
luggage and not transported as hand baggage. A
small handbag for toilet articles, personal items,
fresh shirts, socks, etc., should accompany the
patient for his use at en route and RON stops.
Excess baggage must be shipped as unaccom-
panied baggage in accordance with applicable
service directives. The officer responsible for
delivery of patient’s baggage to the traffic rep-
resentative must take necessary steps to prevent
mishandling, misplacement, or loss of baggage
between the medical facilities and the aireraft.
&e must-péfsonally assure that patient’s bag-
gage tr;.\nsported corresponds with the DD
Form 601. NOTE: Baggage of patients orig-
inating in hostile fire areas will be inspected

Nanvdinadin
by the Aeromedical Evecuat'cn _Coordinating

Ofﬁcer and all hazardous material (grenades,

cartrldges, etc.) removed prior to dehvery to
the carrier.

f. Valuables, Valuables are construed to mean

40-535/0PNAVINST 4630.9C/MCO P4630.9A

7 ava S

(1 December 1975) 7

negotiable instruments (cash, checks, military
payment orders, bonds, etc.) and jewelry having
an intrinsic value requiring protection. When

[oY. PR
authorized by the medical facility commander,

personal items such as wallets, keys, passes,
ete. may also be classified as valuables.

(1) Valuables belonging to unconscious or
otherwise incompetent patients who originate
from military or other Government hospitals
must be transmitted to the patient’s facility
must prepare a list of contents and enclose a

Mivpalc 2208 UL SRIAIVCIAILS {220 SAliVST

copy with each package of valuables.

(2) Shipment through aeromedical evac-
uation channels will be resorted to only under
unusual circumstances. In such instances, val-

~ -3 ol Lesmen
uables are processed and han

below :

(a) The originating medical facility
must list valuables on an appropriate document.
This document must be prepared in sufficient
copies, using a format which will permit an
exchange of responsihilities between the origi-

dled as preat.riueu

initial receipting for patient’s valuables is the
responsibility of the mght nurse accepting a

nadian Awtotinndina maadianl £

4t '~ adllde
puucut fl. Ol ui€ Or 1MiaLiiig meaica: 1acuivy.
es

Before she-affixes-hersigns! "The valuab!
“ il Vi

e T ee T etiaa Y AT wRpRets

aeeordenee—mt-h—%h-trremnon. wach
ior flight nurse accepting the pa-
ent fo Y aernmpdwal evacuation as-
sumes respon31b1hty for patient’s valuables by

properly receipting the “shipping document.”

:‘-
: =
. D
-’

Each responsibie officer should retain his—eftte

atomnad wansainé #.\u ot lanat Q »mannithha

o Signied receipt ior av ieast o monuns.
(b) Cash assets in excess of $25 must

be converted to a United States Treasury Check
or DD Form 114 M111tary Pay Order. Checks

. maweses -

Orders are made payable to

contgm er of minimum

ach patient’s valua-
bles. The contamer must be labeled, showing
patient’s fuil name, grade, service and service

4+ ~lf +h PR P IeYY
number, and name and location of the originat-

ing medical facility.

(d) The flight nurse is not required to
accept a patient’s valuables unless the patient
concerned is physically present for the flight

which the flight nurse is to accompany.
(8) The complete processing of valuables

as prescribed above should be witnessed and at
tested to by a disinterested officer whenever

___________

possible.

(4) Mentally competent patients may re-
tain possession of their valuables if they so

properly documented and processed in accordance with this
reguiation before the ﬂlght nurse signs the shipping
document.”

/4
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desire. However, transmittal of valuables by
mail should be encouraged regardless of the
competence of the patient.

g Iden ﬁc tlon ot Patients. The originating
foa

. NN Lhwme N0 Da
Al uu uavca ML FuUllll UV&, L o~
ati

ion Tag. Entries must be ac-

Evac
omphshed as prescrlbed in AFR 164-8/AR
40-40/BUMEDINST 4650.2A. In addition, mil-
itary patients and miiitary attendants must
wear identification tazs while Lra‘v'ehng in aero-
medical evacuation aircraft. 'M'lhfnrv depend-

AN vavas a2 ~adaVeva 7 a2

ents and others authorized medical care at Gov-
ernment expense should have appropriate iden-
tiﬁcation cards in their possession. Class 1A,
lb, 8!1(1 comatose mﬂltﬁi’y pauents mun nave

identification fngn secured to foot end of the

litter. All inpatients, regardless of age, and at-
tendants under 10 years of age must wear a
“Band, Patient Identiﬁcation," while in the

aeromedical evacuation syStem.

3
'“s

8. Requests for Aeromedical Evacuation. Pa-
tlents must be eligible for aeromedical trans-
portation under the provisions of Department

of Defense Regulatlon 4515 13—R Alr Trans-

uation stem must submlt requests dlrectly to
the Meromedlca] Evacuation Control Cen-
ter, unless otherwise directed by the appropri-
ate commander.

m

a. Information Required:
(1) Originating medical facility.
(2) Patient’s name, rank, SSAN and
branch of service (when applicable).
(8) Diagnosis, including significant sec-
ondary diagnoses (Diagnostic code number is
not adequate).

(4) Patient ciassification (see para-
graph 5).
{5) Destination medical facility.

(6) Movement precedence (see c¢ below).
(7) Attendant, if any.

b. Precedence for Pickup and Movement. Pa-
tients must be evaluated and reported in accord-
ance with paragraphs 4 and 5, and the follow-
I amidan at ha avnidad

1118 vl 1w1ia. Ovcl-\.}aaaiﬁ\.atxuu lllubb NT aYViuTu
to prevent unnecessary hardship to patients on

ﬁlghts which might be diverted. Proper evalua-
tion can also avoid unnecessary, costly, hazard-

na natianda ma

ha
may oe re-

1) Tlroant RFaor an amarcancv cage whioe
" A& Ve A& VA W N, “VJ WENIW VY SAAWAS

must be moved immediately to save life or limb,
or to prevent complication of a senous iliness.

. @& VOiy RiiVi v
life expectancy are -hereiore nst considered
urgent.

(2) Priority. For patients requiring

prompt medical care not available locally Such
pauents musn oe picked up within 24 hours and

tine or scheduled ﬂlghts

¢. Reporting patients. When it has been de-
termined at an originating medical facility that
a patient may require urgent or priority evac-

asmnds o neea meenddaen

uation, the appropriate aeromedical evacuation
control center should be alerted immediatelyv.

P8 eeei-0 i 1o-lh )

even though the patient is not ready for trans-
fer. This will enable the aeromedical flig hts
for the urgent or pnorlty requlrement an

PPN L 7 PRy § e dfmenda e

al‘runﬁe poss Die movemeny OI vcner pauenlas o1
mproves readiness to re-

AAA VY UN 4 VINRIIIUNN YV A

‘o’

-
3*
D
14
-3
3
D
=
Q
=
o 2
3
5.

e

VALV DERALLY LLAMMAAVE & AXARS

spond to the urgent or priority requirements,
and makes possible more economical utilization
of aireraft. Urgent cases reported within and

et L ____ ____4_.23

Il'Ol'Il overseas areas HOI'IH&IIY Wliil pe evac ea
to the nearest hospital having the required
medical capability. When reporting routine pa-
tients to the AECC any special considerations
such as the inadvisability of RONs en route to
aesnnanon, necessity to ilimit en route stops,

i ﬁ‘ nw A!A* a vy nﬁ’\ﬂ‘A Q+Il\“ﬂ n"n
iC&: Or Qieivary comnsigeratvions, etc,,

e reported.

eriously Ill Patients,
precedence 1s not necessanly influenced by a
patient being classified as very seriously ill.
The precedence assigned must be consistent

P V. ____ _

with the urgency for delivery of the patient to

his destination medical facility. A verv ger-
SRR UMD Ulll“ VAVAL AMAVALAVENE

iously ill patient may require extensive care
en route and speclahzed medical equipment.
However, there may be no medical necessity

for nu:‘nemg-movea any faster than other
lnne pa i-a\ 5

e. De vmtlon from regularly schedulecf flight
itineraries to prov1de plck-up or delivery of
military outpatients is not authorized. Since all
active duty Armed Forces patients are entitied
& L..‘.-.“..l P erasermr nmmd essaa adinal faaili

+ A
Lo Lravei au overnment eXpense, meaicai 1aclii-
ies g __mﬂ authorize alternate modes of travel

n orders issued on these patients to preclude
undue delay in movement, particularly at en
route stops within the aeromedical evacuation
system.

Movement

saava

vslnv.y. A5 Veaiyg ser-

5 o

B QLo no od )Oa.&l_tdﬂ_
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ical evacuation must establish a system which

will insure effective air transpornauon of pa-

tianta as nracnrvihad hvy this raculation Ranh
UBIW &S PICOUIINTU Uy wilid IvguwiawiUii, Lava

aeromedical evacuation system includes one or
more aeromedical evacuation control centers.

b. Responsibilities of aeromedical evacua-

tion control centers include the following:

(1) Coordinating aeromedical evacuation
requirements with airlift operations.

(2) Receiving, consolidating, and process-
ing requests for patient movement, and where
appropriate, transmitting these requests to

nthar aarnmadinel n".nnnf'inn Aanaratine ala.
VViiGa avi Vlllvul\cﬂ WA

Uhvivia VpeL Gviiipm
ments within the system.
(3) Monitoring intransit patient handling,
including the administrative processing of pa-

L o Vas N4

tients at RON stops.

(4) Monitoring appropriate records and
submitting reports relating to aeromedical evac-
nation activities,

Vaves Svwva Y evawies

({BY Coordinatine tha timalv and orderlv
‘ v ’ W UVA Ldliy U‘lla vidAs v‘..lv.’ HAANA ViAWl IJ

movement of patients and establishing neces-
sary records to make certain that patients move
consistent with their date of travel readiness
and operating schedules,

(6) Consolidating patient movement re-
Q'"‘Sts and futumhui; necessary assistance to
using agencies, including aeromedical evacua-
tion liaison functions.

(7) Preparing reports to reflect patient
movement and backlog for the aeromedical
evacuation control center.

(8) Providing aeromedical evacuation op-

erations officers for specific geographical areas.

(9) Advising the destination hospital when

a patient is removed from the aeromedical

evacuation system because of death, medical
deterloratlon, ete,

(10) Ordering a quantity of in-flight meals,

by type (breaﬁfast dinner or supper), and bev-
erages for flights departing or transiting their

stations.

{(11) Coordinating the arrival of the aero-
madinal awvoannadia aimawnaft wndh that ~AFf 4ha
1ICUlval Tvau blUll GlIVIall Wiuil uilatv vl ulc

ua
civilian ambulance agency.

¢. Responsibilities of aeromedical evacuation
nnaratinneg nfinar insluda-
VVAAVIVIIN VIV ViU e

{1} Msking frequent liaison visits to all

(1) Maxkilig i1requent 1iaison ViIisivs to au

medical facilities within their assigned areas
for the purpose of coordinating matters per-
taining to the movement of patients from the
facilities by aircraft.

(2) Providing information to medical fa-

ties regarding schedules, 1tmeranes, RON's,
ght insurance, conduct and dress aboard air-

oraft and other naertinent data to assist the
Wi Wi v, HAANA Vvaiwd y\d‘ VidAdwvidiv Ui ves IIDAN V L2213

aeromedical evacuation coordmatmg officer in

presenting briefings to patients scheduled for
aeromedical evacuation.

(3) Particlpatmg in frequent and regula

Araladn 4 Alicwnssesn & a &

- IIRHW W UWE Ve 1I-111IIL

care nrgoednrps and patient ground handling

-v-v--v Lt

procedures at onload and ofﬂoad station; and
developmg_or improving aeromedical evacua-
tion procedures and equipment.

d. The aeromedical evacuation agency pro-
vides appropriate medical crews to insure ad-
equate in-flight medical care. Originating med-

iral facilities nrn not reaunired to prn\nﬂn

AVARA aAsvasavais AV AV wia W AV Y avaw

attendants, except in spec1a1 cases or when re-
quested by the airlift agency. Originating
activities will honor requests by the airlift
agency for additional medical attendants. When

medical attendants are nrovided at the request

SLAVRAVINE WUVVIAMNAIUN WAV AV VIUMVU GV ViAW AV uUoD

of the airlift agency, necessary funding for per
diem and travel is the responsibility of that
agency. Attendants provided under any other
circumstances are funded by the originating

medical facility or other resnonsible agency

a2aTRRAINA awvaaavy wvaiTa P VAAGANVAY amveivyg ¢

(NOTE: When a flight surgeon advisor or
flight surgeon attached for flying is included as
part of the medical crew aboard aeromedical
evacuation aircraft, he is responsible for super-

viging tha nrnfnnmnnnl asnects of natient care

vawa--e VALY A VaUNAVaiws WPPVVUN VA AAVIVIIV Vi )y

both in flight and at en route stops.)

e. Immediately prior to or upon departure of
an aeromedical evacuation aircraft, the aero-
medical evacuation control center must notify
all intransit and destination medical facilities

ennnrarnad indicatine tha astimatad tima af aw.
WWVAAWVAL AAVMY AAAMAVIAVAIME ViV VW VIILIGAVOWUL ViLLIV VA QAT

rival (ETA) and patient load data. This infor-
mation must be transmitted by message, tele-
phone, or radio to insure timely receipt at the

12040

medical facilities concerned. Aeromedical evac-

natinn flicht nareannal arva antharirad +4 nlana
uauvilll Liigdv PErSOiinic: are auundrizeéQ WO piale

collect toll telephone calls from en route sta-
tions when other means of Government com-
munications are not available or adequate Com-

manders of Army, Navy, and Air Force instal-
t

accent collact telanhone ecalls or
Ao 4 WwWVilwwV U\/lv‘-’.lvllv ERALD Vi

m flight personnel accompanying

f. The senior medical attendant will insure
that the aircraft commander or his designated
representative is thoroughly briefed prior to
departure on each leg of an aeromedical evac-
uation mission. This briefing may be written

or verbal and should mclude, as a minimum:
(1) Identification of seriously ill and very
seriously ill patients;
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(2) Psychiatric patients who are likely
to cause problems during flight;

(8) Cardlac/resplratory patients who re-

quire modulation of cabin pressure changes;
a

{
{
asgist th

g. The airlift agency, insofar as possible, pro-
vides aeromedical evacuation services within
the criteria set forth below:

(1) Interatheater and Intertheater Opera-
tions:

(a) MAC is responsible for publishing
operational and administrative directives to
implement this regulation for Interatheater and
Intertheater operations.

(b) Frequency and routing of flights
are determined on the basis of patient require-
ments established by theater commanders in
coordination with MAC. Maximum cabin util-
ization is a desirable but secondary considera-
tion to flight frequency and medical require-
ments.

(c) Allocation of space and priority of
missions for aeromedical evacuation will be
in accordance with the criteria established in
AFR 76-38/AR 59-8/OPNAVINST 4630.188/
MCO 4630.6A.

(d) Aeromedical evacuation flights must
depart “within three hours of scheduled de-
parture time, subject only to weather or other

uncontrollable factors. When maintenance or

mdl oo .‘l-‘l..-..- fer Aernnnc ~f 3 haniwa awa antiaic

1Il CTALCSS UL IIVULD QiIT aiiuvivi®

pated, any sui able airer__t at the station with
a lower priority mission may be considered for

ssi
diversion to support the aeromedical evacua-

tion mission.

(e) To preclude unnecessary patient
holding on the flight line, aircraft departure

aavalasacgy Ves YeaT li5-S¥

times are not estabhshed on the basis of an
Estimated Time In Commission (ETIC) when
maintenance is required Departure times will

(2) Domest
(a) MAC will pubhsh operatlonal and
administrative directives to 1mplement this reg-
ulation for domestic operatlons
£

(¢) Patients should be delivered to des-
tination within 72 hours after plckup from

» from the originating CONUS

ent RON stops should be lim-

AFR 164-5/AR 40-535/OPNAVINST 4630.9C/MCO P4630.9A

(1 December 1975)

ited to one if possible and not exceed two except
under unusual circumstances.
{e) Patients should normally not be held

in RON status for more than one night. A 48-

ais 2 L A m

hour RON is considered maximum except when
unusual operatmg difficulties are encountered.

W ANY A

(f) hn route time between RO

............. 3 NnAPrM “l"

2
for rest and recuperation normaay snou
axceed 12 hours.

Vervvvie a& ssVRaSs

10. In-ﬂi ht Meals. Under Public Law 91-418,

M“plcymws of the Government

of the United States or the Government of the
District of Columbia and their dependents are
authorized subsistence without charge while in
the aeromedical evacuation system or while in
aeromedical staging faeihties awaiting trans-
portation. This includes active duty and retired
members of the uniformed services, their de-
pendents and dependents of persons who at the

time of their death were active duty or retired

rmed services. Other cat-

egories in th aeromedical evacua-
tion system d noncrew attendants must pay
for subsistence as prescribed by appropriate
directives. Originating hospitals must inform

Llncn wabiands o it 1
these patients and attendants that it is essen-

tial that they have sufficient funds available

EB" defray the ‘cost of Government-furnished
meals. Originating hospitals will make collec-
tions for in-flight meals from patients and at-

dnan dnwnd oS
tendants not e“gw le for subsistence without

charge. A receipt for payment will be provided,

(2 é1e74 A recelipt 10 13

and must be p roduced on the aircraft as proof

2
5
k=l
@

ana b eeer

memoer

S uni
egories o

o

" of payment.

11, Care of Patients That Remain Overnight

(RON) Medical Facilities:

a. Responsibilities. Commanders of medical
installations at locations where remain over-

arnsid=nl Al candlanda

night facilities exist assume controi 01 pavi€ns
nd their medical records upon arrival. Com-

auu Al A1ICUIVGL L\a\«v&un L 34 aavimas Va3
manders must accept full professional responsi-
blhty for the management and treatment of
patlents until they depart from the facility.
1ney must evaluate the condition of pa‘ients
na thair anitahility fnv further air-

lllc VIICIL ODUlvaANiiAvy 4V L“Avlnv. Saa
lift. Func

lift. ctions of medical units at RON stations
include but are not limited to furnishing per-
sonnel to enplane and dep]ane patie nts; trans-

porting patients to and from aircraft; tempo-
hpnfs to

rary admission and assignment of patients to

wards; preparing records; sendmg necessary
commumcatlonS' maintaining equxpment and
supplies requxred for patlent care in flight; re-

placing and exchanging equipment and supplies

4L N 3 3
with the airlift agency; and providing housin

\eals, and transportation, if required, for ae
al and flight crew members.

I:U ut: term

KR g

%

¢

medic
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b. Patient Care. Commanders of all medical

Lanilidinag ]l Jaanvinma dlhnd 4hn Lallneerionn
1&C1iItieSs Wiu 1IiSure uiav uie LUIIUWIIIK IB ac-

compligshed for all patients who RON ‘in their
facility while traveling in the aeromedical
evacuation system.

(1) Each patient will be seen at least daily
y a physician and wiii be professionaiiy evaiu-
ted to determine:

(a) Suitability to continue trave
aeromedical evacuation system.

(b) Treatment needs and requirements.

(c) Adequacy of previousily outlined

desnndemanmd

uecauulciiv Plﬂll tU dcatulatxuu.

(d) Administration of any indicated
treatment, either in a transient patient status
or by transfer to the fixed medical treatment
facility.

(2) Delays and changes in evacuation

nlana 117311 ha avnlainad 44 natiants ntley
MIGIID WIill VT TAaAPIGL1IITU W yaulcllm !JL Ul‘lyUlJ .

(8) Each patient will be made aware,
within the limits of his digease or injury state,

VY A vasasa Vasw easccavis Ve astns e wavew W eeey wee 2L

of the fact that he has been seen by a physmlan

¢. Records of Medication and Treatment,
Medication and treatment administered at RON
facilities are recorded on DD Form 602. Care

must be exercised to insure that the time, place,
and date of administering medications are re-

» o

~
LC!

1 in the

marks as to patlent’s condltion or cgr‘ni)hca-
tions. This record is stapled to the SF 502
Clinical Record-Narrative Summary.

d. Patients’ Valuables. RON facilities must
provide measures for safekeeping patients’
valuables en route. Such facilities process valu-

ahlag far natiants renlacaifiad whila nndar thair
&01SS ICor PatIents reciassiiie walie unger nelr

jurisdiction. (For example, from Class 1C to
Class 1A.)

e. In-Flight Meals. RON facilities will make
collections for in-flight meals from transient
patients and attendants not eligible for sub-
sistence without charge, as prescribed in para-

ovanh 10
6‘ “F“ ~Ve

f. Preparation of Patients for Further Air

Munewral Tn nuanavine natiands faw Fuivdhan adw
4diavTi. A2 pIL cy“l 411} PGUITGIIW AVILI LUl uivi &l

travel, the senior medical officer of the RON
facility must assume all responsibilities listed
in paragraph 7, assuring that every patient re-
ceives the best possible preparation, handling,

QLU IUTUIVGL Lal T,

g. Recovered Patients RON
ey an

1 dn 4w adin ala
piUvViuc u GHBPUI ba IdUll, nicais

port for recovered patients.

12, Personnel, Equipment, and Facilities at
Air Force Bases. Air Force medical facility

commanders who provide regular RON services

retwea PYRYPL - PRIPY R el PR R Ky

must give due consideration to the avaiaouivy
of personnel, equipment, and facilities required

to accomplish thelr medlcal responsxbihtles for
the aeromedical evacuation mission. Funds and
expenses necessitated by the receiving, hand-

POV Pt peupy PNV evw . L NpN PR

lin'g, and Processing of aeromedical evacuees
gshould be properly identified and justified as a
separate entity under appropriate budget
estimates.

13. Resnonsgihilitiea of Destination Medical

Facilities. Upon receiving the estimated time of
arrival of an aeromedical evacuation flight, the
aeromedical evacuation coordinating officer is
responsible for effecting liaison with the appro-
priate air terminal facility to determine exact

ETA and patient load. He must provide person-
nel to assist with the offloading of patients from
the aircraft and arrange transportation for
patients and their baggage to the receiving
medical facility. A representative of the receiv-

ing facility who is authorized to receipt for pa-
tient’s records, baggage, valuables, and accom-
panying special equipment, must meet each air-
craft. The aeromedical evacuation coordinating
officer must arrange for housing and mealg, if

required, for medical crew and ﬂlght crew per-
sonnel. The commander of the installation upon
which the destination hospital is located pro-
vides necessary assistance for enplaning and
deplaning litter patients at non-USAF hages

or c1v111an alrports A physician or other com-
petent and knowledgeable medical attendant
wiii meet aii incoming aircraft with urgent or
very seriously ill patients aboard for briefing
by the flight nurse, unless the patient is accom-

amed by a physmlan or special medical at-
tendant.

14. Inquiries Concerning Loss of Baggage and
Valuables. When a loss of patient’s baggage or
valuables occurs (excluding valuables sent by
registered maii), and the exact origin of such

lnga sannnt ha datawminad ahAanld lha
AUDD ValiliUv T UTLVCIITIIcQG, llll‘ulllcb S4A0uUIG o€

initially directed to the headquarters of the ap-
propriate airlift agency. Inquiries should in-
clude sufficient information to permit appro-
priate tracer action by the airlift agency

NAM NAAWNN A’I
CUVLILTI IICU.

15. Minimum Requirements for Airlift Air-

PR K]

crafi. LXCGDE in emergenmes, neia exerclses, or

maneuvers, faocilitics nknavﬂ fixed-wine agireraft
AAANAAW CRVUT VY LILE Al ViGAV

must meet the following minimum require-
ments prior to utilization of the aircraft for
aeromedical evacuation in peacetime:

a. Suﬁjcient aircraft insulation to reduce
noise and increase warmth.
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b. Adequate heating facilities. g. Suitable hand-washing and latrine facili-
dlne Lrce annddacda
c. Flexible litter and seating arrangement to ue? uir PR
permit placement of patients according to their h. Pressurization capablllty to maintain
conditions. cabin altitu d at a maximum of 8,000 feet when
at cruising altitude

d. Comfortable seating. Bucket seats are not

considered adequate for walking patients. i. Four-engine airlift aircraft are used, when
practicable, for aeromedical evacuation on long

e. Adequate space for in-flight treatment of
litter patients. The vertical distance between

)
<
@
~
g
P
f"
®
~
I
o
%
@

each loaded litter must not be less than i8 j- Ccmpetent aeromedical evacuation crews
inches. must be placed aboard airlift aircraft when

moving patients, unless appropnate medical au-
f. Galley facilities for storage and prepara- thority authorizes exception in unusual cir-
tion of in-flight meals for patients. cumstances.
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SUMMARY OF REVISED, DELETED, OR ADDED MATERIAL

This revision generally updates the entire text, and includes major changes as follows: Defines the
function of an aeromedical stagmg facility (para 2f) ; clarifies the definition of tactical, intra-
theater and intertheater aeromedical evacuation (paras 2m and n); defines medical and non-
madinal attandanta {’nnrn 2h) - n]nrifln regnonsibilitie and proc d ures Ior aerome dica a] evacua-
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tion (para 3); redeﬁnes clincial acceptance criteria for patients with immobilized jaws (para
44d) ; outlines the hazards of using unpressurized aircraft for patient movement (para 4e); re-
defines Class 1A, 1B, 8 and 4 patients (para 5); describes records which must accompany pati-
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ents (para 6) signiﬁcantly expands responsibilities of originating medical facilities (para 7 );
deletes travel authorizations, referring instead to approprlate transportation directives (para 8 )

.
’
differentiates seriously ill patients from those requiring higher movement precedence (para 8e) ;

clarifies payment procedures for in-flight meals (para 10); outlines responsibilities of RON
medical facilities (para 11); requires competent medical attendants to meet flights with urgent
or very seriously ill patients aboard (para 18) ; deletes special administrative responsibilities and
procedures in overseas areas of operation; deietes the listing of aeromedical evacuation control
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