(Unit Letterhead)


(Office Symbol) 3rd End	(Date)


SUBJECT: Weight Control Program 

FROM: (Health Care Personnel) 

TO: (Commanding Officer) 


1.	This is to provide information concerning the evaluation of: (Soldier’s name)/(Soldiers SSN) in accordance with AR 600-9. 

2.	Based on my examination and evaluation, the Soldier listed above is— 

	( ) Medically cleared to participate in a weight control and exercise program. 

	( ) Not medically cleared to participate in a weight control and exercise program. 

3.	If not medically cleared, the following applies: (Check one): 

	( ) The Soldier is pregnant. 

	( ) The Soldier has an underlying medical condition requiring treatment. The estimated time before Soldier can participate in the Army Weight Control Program (AWCP) is ____ months. 

	( ) The Soldier has a recent injury that has prevented physical activity. The estimated time before the Soldier can participate in the AWCP and exercise program is ___ months. 

	( ) The Soldier has a permanent medical condition that requires referral to a medical evaluation board/physical evaluation board. 

4.	If medically cleared the Soldier will be enrolled in/continued in the AWCP and administratively handled in accordance with AR 600-9. 



		(Signature of Physician)
		_______________________________
