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Congratulations,

It is my pleasure to welcome you to the "best" assignment in the Medical Service Corps! Congratulations on your selection to lead our soldiers on Freedom's Frontier!

Korea is challenging, exciting, and professionally the most rewarding job in the Army. The leadership is established to facilitate your success here in the 2nd Infantry Division. As the Chief of Division Medical Operations, I'm proud and honored to serve as your senior sponsor. Your formal chain of command and I will meet you at Camp Mobile during your inprocessing. I will walk you through the 2nd Infantry Division "MSC Jump OPD" program. You and I will cover all 30 areas together before you depart for your unit.

We conduct quarterly MSC OPDs, and I will "jump" to your field site for coaching, teaching, and mentoring on doctrine, tactics, techniques, and procedures. I will work with you on your next assignment. I take your reassignment very seriously. We can talk follow-on assignment at any time. I will have your follow-on locked-in at least 90 days prior to your DEROS.

Again, welcome to the greatest duty in the Army, serving our soldiers in the "land of the morning calm."

"Second to None!"

 

 

 

Major Karl Wilson

Chief, Division Medical Operations

2nd Infantry Division

P.S. I take your mentorship and success as my personal responsibility. My door is always open, so call or stop by anytime, 24/7. 

 

Name_____________________ OPD Start Date___________ Complete NLT___________

This OPD program will be completed with the Chief, DMOC during inprocessing at Camp Mobile. 

· Inbrief with MAJ Wilson (lunch or dinner, my dime) 

· 1st impression 

· Welcome to Korea/ 2ID (Camp Mobile) 

· Medical Platoon Leader's Survival Guide (Camp Mobile) 

· Medical Platoon Leader's Handbook (2ID) 

· Safety/ Risk Assessment/ Risk Management 

· Level I/ Level II/ Level III Health Service Support 

· CTC Medical Platoon Lessons Learned 

· 2ID Lessons Learned (Battalion Aid Stations/ Medical PL/ Ambulance PL/ Treatment PL 

· Health Service Support of Combat Operations (Mechanized Infantry, Armor, Light Infantry)—Deliberate Attack, Movement to Contact, Hasty Attack, Rearward Passage of Lines, Breach, Air Assault (Camp Mobile, for BAS MPLs) 

· NBC Operations/ Patient Decontamination Teams 

· Personal SMART Book 

· Customs and Courtesy 

· Motivation, Initiative, and Leadership 

· 2ID MSC Standards 

· Standard/ Non-standard Evacuation 

· MBWA 

· Communication Skills (speaking and writing, spell-checking, rehearsing) 
· Hot/ Cold Weather Injuries 

· Pen/ Paper 

· DTTP 

· References 

· Reading List (Professional Development—Recommended) 

· Counseling 

· Chance/ Opportunities 

· Tactical SOPs 

· Networking 

· Load Plans/ Inventories 

· Building Bridges 

· Expert Field Medical Badge 

· "What the Boss Checks" 

· AOC and Job after Korea 

· Evacuation Procedures in Korea 

___________________

Completed/ Not Completed MAJ Karl Wilson

Chief, DMOC

2nd Infantry Division 

 

Medical Platoon Leader’s Survival Guide - Forward

This Medical Platoon Leader's Survival Guide is a collection of materials accumulated over several years as Army officers. The majority of the information contained here was cut and pasted from notes gathered from as early as OBC, through mentorship with higher-ranking officers, to personal "cheat sheets" developed to make being an MSC easier. The information includes material previously published by AMEDDC&S, various FMs/ TMs, SOPs, and military periodicals. The "Advice from your Predecessors" section was gathered from lieutenants serving in the Second Infantry Division.

This Survival Guide is intended to help brand new second lieutenants transition into the Army. It is written specifically for those lieutenants who begin their careers in TOE units—particularly in Divisions—in hopes that, as a quick reference guide, those lieutenants carry on the traditions of superior military service.

Whereas this guide certainly is not all inclusive—nor is it intended to be—it should serve new lieutenants well as they are bombarded by missions, regulations, SOPs, etc. at their first duty station. We hope this guide will augment the learning process.

We'd like to thank the various authors whose work appears in this guide. Thanks to the Doctrine Review Team at Fort Sam Houston, Texas and their Handbook for Leaders; to those responsible for FM 100-14, Risk Management; to those responsible for FM 8-10-3 (Division Medical Operations Center); to those responsible for FM 8-10-7 (Medical Aspects of NBC Defense); to those responsible for FM 8-10-25 (Employment of Forward Surgical Teams); to those responsible for FM 8-10-4 (Medical Platoon Leader's Handbook); to those responsible for FM 8-10-9 (Combat Health Logistics in a Theater of Operations); and to those responsible for FM 8-10-1 (The Medical Company). Also we'd like to thank the 52nd Medical Battalion (EB) for their Guide to Medical Evacuation in the Republic of Korea, that continually serves as a source of knowledge for units in the 2nd Infantry Division. Finally, much thanks to the heralded Mechanized Infantry Trainers (Scorpions) at the National Training Center for their abundant input into this Survival Guide.
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CHAPTER 1 - Introduction

Reception/ Integration (first 30 days)

The following is a list of objectives you should accomplish upon arrival at your new unit:

· Sponsor assigned

· Diagnostic APFT

· Battalion Commander Inbrief (Philosophy, Standards, Battalion Overview)

· Office call with Battalion Command Sergeant Major

· Office call with Battalion Executive Officer

· Complete inprocessing through battalion and company

· Attend newcomer's briefing

· Initial OER counseling with Company Commander

· Receive company METL briefing by Company Commander

· Read company policy letters

· Read battalion policy letters

· Read brigade policy letters

· Read battalion quarterly training guidance

· Read brigade quarterly training guidance

· Read FM 22-100, Military Leadership

 

Personal/ Professional Development (first 60 days)

 

· Complete Junior Officer Development Support Form

· Complete OER support form

· Successfully qualify with assigned weapon

· Read FM 25-100, Training the Force

· Read FM 25-101, Battle Focused Training

· Office call with Chief, DMOC (at a minimum discuss professional development, career goals, branch qualification, and professional progression within the Medical Service Corps)

· Complete a 4-mile run in 36 minutes

CHAPTER 2 - Planning 

Medical Functional Areas (Medical BOS)

· Command, Control, Communications, Computers, and Intelligence (C4I)

· Patient Evacuation and Medical Regulation

· Hospitalization

· Dental Services

· Preventive Medicine (PVNTMED)

· Combat Stress Control (CSC)

· Veterinary Services

· Medical Laboratory Support

· Combat Health Logistics

· Area Medical Support

 

Army Medical Department Battlefield Rules

· Maintain medical presence with the soldier

· Maintain the health of the command

· Save lives

· Clear the battlefield

· Provide state-of-the-art care

· Return soldiers to duty as soon as possible

 

 

Principles of Combat Health Support

Conformity.

· Conformity with the tactical plan is the most fundamental element for effectively providing CHS. 

· The CHS planner must participate in the development of the OPLAN to ensure adequate support at the right time and the right place.

Continuity

· CHS must be continuous; an interruption of treatment may cause an increase in morbidity and mortality. 

· No patient is evacuated any farther to the rear than his physical condition of the military situation requires.

Control

· Technical control and supervision of CHS assets must remain with the appropriate force-level surgeon. 

· CHS officers must be proactive. They must keep their commanders apprised of the impact of future operations on the availability of CHS resources. 

· The CHS commander must be able to tailor CHS organizations, directing them to focal points of demand throughout his AO. 

· Resources are limited; therefore, it is essential that control of resources be maintained at the highest CHS level consistent with the tactical situation.

Proximity

· Minimize medical evacuation time; allocate resources efficiently and locate MTFs judiciously.

Flexibility

· Distribute or relocate CHS resources to meet changing requirements.

Mobility

· When totally committed to patient care, CHS units must have mobility comparable to the units they support.

· A CHS unit can regain its mobility only by immediate patient evacuation.

 

Summary of Tactical Decision Making

	ACTIVITIES
	RESULTS
	WHEN PERFORMED

	PLANNING
	Coordinated actions for execution
	Continuous (proactive, not reactive)

	Situation Assessment
	Visualization/ understanding of the current situation. Forecasts of future situations and desired end state.
	Continuous.

	Mission Analysis
	Understanding of the mission's goals, limitations, and opportunities (METT-T driven)
	In anticipation of mission or upon receipt of warning orders or OPORDs.

	Initial Commander's Guidance/ Intent
	Commander's guidance, goals, criteria for successful mission accomplishment, and vision of how situation will unfold. Determination of acceptable risks.
	Early as possible after mission receipt or identification of opportunities.

	Concept of the Operation
	Scheme of maneuver, fires, reserves, combat multipliers—WHAT, WHEN, WHERE, HOW, and WHY.
	Some elements are generated during mission analysis, continues to be refined through OPORD and monitoring.

	Warning Order
	Subordinates alerted to probable missions.
	When general concepts of the operation are determined.

	War Gaming
	Mission feasibility. CCIR. Refinements to operation. Identification of decision points, branches, and sequels.
	Throughout to check the feasibility of concepts and to assess projected actions.

	Synchronization
	Arrangement and scheduling of battlefield activities. Plan for massing combat power in time and space.
	Begins the concept of the operation and continues until battle activities are scheduled. Continuous.

	Deception Planning
	Concepts to mislead enemy; integrated into plans.
	During concept development and refinement.

	Contingency Planning
	Identification and consideration of actions—reactions outside bounds of primary concept.
	During and after concept development for branches and sequels which (a) identify likely enemy actions (situational), (b) are not covered in basic order, and (c) failure to prepare would lead to mission failure.

	Operation Plan—Operation Order
	Concept detailed and documented.
	Begins when basic scheme of maneuver is determined. Completed so it can be distributed in time for own and subordinate's preparation within the higher command's schedule.

	DIRECTING
	Rehearsed operations. Guidance, orders, and plans.
	Throughout, as needed.

	MONITORING
	Identification of deviations in actual performance from intent. Decisions to change on-going actions or establish new future actions. Supervision and spot-corrections.
	Throughout, continuous.


 

Tactical Decision Matrix
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Parallel Planning Schedule

	ACTION
	CO TIME
	PRODUCT TO PLATOON
	PLT TIME

	Receive mission/ analysis
	
	
	

	Issue warning order
	
	Mission (AO) time schedule
	

	Make tentative plan
	
	
	

	Initiate movement
	
	Movement FRAGO
	

	Initial recon/ instructions
	
	Zone/ sector named area of interest (NAI), target area of interest (TAI), C2, and assets
	

	Develop/ update estimates
	
	
	

	Prepare OPORD
	
	
	

	Issue OPORD
	
	Written OPORD with overlays and decision support template (DST)
	

	Immediate backbrief after OPORD
	
	Backbrief format
	

	Prepare company execution matrix
	
	Company execution matrix
	

	Formal backbriefs
	
	Sand table sketch
	

	Communications check
	
	Signal operating instructions (SOI) extracts
	

	Rehearsals
	
	Rehearsal area
	

	LD/SP/PZ time
	
	Location and route
	

	Assembly time
	
	Linkup plan
	

	Mission time
	
	Redundant C2 plan
	


 

Planning Participants and the Issue of Orders

Combat Health Support Planning Participants

The individuals involved in the planning and rehearsal process for CHS operations can include:

___Brigade Surgeon

___Brigade Dental Officer

___Battalion Surgeons

___Battalion CHSSOs

___Medical Company Commanders

___Platoon Leaders

___Platoon Sergeants

___First Sergeants

Orders Issue Checklist

___Agenda

___Task Organization

___Intelligence Overview

___Enemy Situation

___Weather/ light data

___Most probably COA

___Most dangerous COA

___Friendly Situation

___Brigade Mission

___Battalion Mission

___Mission

___Execution

___Concept of the Operation

___Scheme of Maneuver

___Sub-Unit Tasks

___Coordinating Instructions

___Service/ Support Plan

___Command and Signal

___Critical Times

___Administrative Notes

 

Accelerated Tactical Planning

	TASK
	TIME
	PRODUCTS
	WHO

	Mission received
	H-hour
	Situation template; warning order
	Commander and S3

	Mission analysis*
	30 minutes
	Situation update; restated mission
	Executive officer and staff

	Detailed guidance by BOS
	1 hour
	Scheme of maneuver, scheme of fires; CSS (to include CHS)
	Commander

	Wargaming
	1 hour
	Synchronization matrix; maneuver graphics; RSOI plan
	Commander and staff

	Issue oral OPORD
	30 minutes
	
	Commander

	Complete plan
	1 hour
	Fire support plan
	Executive officer and staff

	Fragmentary order
	15 minutes
	Remaining products
	Staff


*The CHS planner must be involved early in the planning process. Beginning with the mission analysis, the CHS staff officer/ surgeon must be able to provide input into the development of the COAs to ensure that the impact of the medical threat is included in the analysis process. Further, the CHS planner must be intimately familiar with the development of the tactical plan to facilitate the CHS mission of clearing the battlefield and providing prompt, effective medical care.

Pre-Combat Checklist

General Considerations

· Unit leader receives the mission from next higher headquarters

· Clarifies any questions 

· Coordinates with next higher headquarters as required

· Unit leader conducts mission analysis

· Unit leader produces the--

· Restated mission statement 

· Tentative time schedule

· Unit leader issues a warning order

· Unit members perform readiness, maintenance, and functional checks under supervision of leaders

· Medical equipment sets 

· Night vision devices

· Communications equipment

· Weapons and ammunition 

· Field sanitation equipment and supplies 

· Any special equipment (such as hoist and/or forest penetrator)

· Unit leader makes a tentative plan at a minimum--

· Uses estimate of the situation to analyze METT-T information 

· Develop COAs 

· Wargames COAs 

· Decides on COA to be used

· Unit leader completes his plan

· Unit leader issues his order

· Uses sand table and/or sketches to depict plan of support

· Unit leader or his designated representative conducts coordination for the mission

· Support requirements 

· Current intelligence (to include medical threat) update

· Control measures

· Communications and signal

· Time schedule

· Unit leader receives attachments

· Attachments are briefed (such as forward surgical team or CSC elements)

· Unit leader supervises CHS mission preparation

· Key leaders briefback the unit leader

· Key personnel rehearsals are conducted

· Leaders--

· Supervise

· Inspect

· Ensure adequate security

· Conduct brief backs

· Rehearse

· Continue coordination

· Unit plans for the support of combat operations

· Analyze--

· Patient acquisition and medical evacuation requirements

· Medical treatment (to include hospitalization) and area support requirements 

· Preventive medicine requirements 

· Requirements for water, Class VIII, and other classes of supply 

· Requirements for NBC patient treatment and decontamination

· Determine transportation requirements

· Unit leader--

· Executes a work/rest plan based on priorities of work 

· Monitors current situation 

· Issues appropriate FRAGOs based on intelligence or operational updates 

· Reacts to messages or orders from higher headquarters 

· Executes any actions or coordination resulting from change

· Unit headquarters remains current on positions and missions of higher headquarters and adjacent units

Medical Equipment Sets

· Medical equipment is properly calibrated and serviceable 

· Medications, reagents, and other time-sensitive supplies are current 

· All authorized MES are on hand and complete 

· Each MES has packing list on hand

Class VIII

· Authorized number of days of supply are on hand 

· Medications, reagents, and other time-sensitive supplies are current 

· Blood products, if authorized, are on hand 

· Accountability of controlled substances is maintained 

· Medical gases are on hand 

· Medical equipment is on hand and calibrated, as required 

· Optical fabrication materiel (to include protective mask inserts) is on hand, if applicable 

· Medical maintenance/ repair support is coordinated

Ground Ambulances

· Authorized MES are on hand 

· Medical equipment is complete and serviceable 

· Authorized medical gases (oxygen) are on hand and serviceable 

· Authorized medications are on hand and current 

· Packing list is available 

· Strip maps and/or road maps are available 

· On vehicle equipment (OVM) is on hand 

· Log book is present and current 

· All drivers are licensed 

· Situational awareness equipment (position locator) is on hand and serviceable 

· Communications equipment is on hand, serviceable, and set to the correct frequency 

· Medical unit identification markers (in accordance with the Geneva Conventions) are displayed. (Markers are red on a white background only; camouflaged or subdued markers are not authorized).

Preventive Medicine

· All authorized equipment is on hand and serviceable 

· Individual PVNTMED supplies (such as insect repellent) is issue to soldiers 

· Individuals training in the application of PVNTMED measures 

· Unit field sanitation team supplies are on hand 

· Provisions for the use of chemical toilets have been coordinated, if appropriate 

· Waste disposal procedures and facilities have been established

Medical Treatment Facility

· All authorized shelters are on hand and serviceable 

· All authorized collective protective equipment is on hand and serviceable 

· Procedures for management of medical waste are established 

· Provisions for water supply are coordinated 

· Patient protection measures are instituted (such as patient bunkers) 

· Ambulance turnaround is planned for and established 

· Area for patient decontamination operations is planned for and established, when required 

· Camouflage materiel is available if authorized for use 

· Medical unit identification markers (in accordance with the Geneva Conventions) are on hand

Nuclear, Biological, and Chemical Equipment

· Individual protective equipment (CPOG and MOPP) is on hand and serviceable. (One set is issued and the extra set remains in supply.) 

· Protective masks are issued and serviceable 

· Nerve agent antidote is available and distributed (as required) 

· Convulsant antidote for nerve agent (CANA) is available and distributed (as required) 

· Decontamination apparatus is complete and serviceable 

· Basic load of decontamination supplies is on hand (M291 skin DECON kits, M295 IEDK, DS2, and super tropical bleach (STB)) 

· Chemical agent alarms are on hand and serviceable 

· M256A1 detector kits issued 

· NBC contamination marking kits are distributed 

· NBC teams are trained and briefed on the current threat and contingency plan 

· Coordination for patient decontamination team support (non-medical) is completed 

· Patient protective wraps are on hand, if authorized 

· Chemical agent monitors are on hand and serviceable 

· M8 and M9 detector paper is on hand 

· M272 detector kits are issued 

· Replacement filters for protective masks are on hand 

· Nerve agent pretreatment packets (NAPP) are available 

· Biological agent prophylaxis/ immunizations have been accomplished, if appropriate 

· Radiac sets (AN/PDR 27, AN/PDR 77, or AN/VDR 2) are on hand 

· Chemical agent patient treatment MES are on hand or available 

· Chemical agent patient decontamination MES are on hand or available 

· Biological sample collection equipment/ supplies are available

Miscellaneous Equipment

· Inspect binoculars 

· Inspect camouflage nets and support systems 

· Inspect night vision devices 

· Ensure batteries are on hand 

· Inspect mine detectors 

· Inspect tentage 

· Inspect global positioning systems (if available)

Personnel

· Ensure soldiers are in the correct uniform 

· Ask questions to ensure that soldiers have been briefed on mission and situation 

· Implement appropriate MOPP level 

· Check for drivers' licenses 

· Brief soldiers on operations safety and environmental injuries 

· Individual equipment is on hand and stowed properly 

· Soldier fed and briefed on future meal consumption 

· Identification (ID) tags, ID card, multi-functional automated record card (MARC) are on hand and serviceable 

· Camouflage self and equipment 

· Work/ rest plan implemented 

· Water discipline plan implemented, if appropriate

Communications Equipment

· Radios are operational (communications check conducted) 

· Telemedicine equipment is available and operational 

· Speech security equipment functional 

· Loaded, and one extra battery on hand 

· Frequencies are set 

· Matching units are operational 

· Antennas tied down properly 

· Connectors clean and serviceable 

· TA-312 on hand and serviceable. Batteries are on hand 

· WD-1 on hand and serviceable 

· Switchboard on hand and serviceable 

· Manpack sets are complete, batteries are on hand 

· Antennas and remotes are present, batteries are on hand 

· SOI is available and secured; call signs and frequencies have been disseminated 

· Perform communications check again

Vehicles

· Loads are according to load plan; load plan posted in the vehicle 

· Hazardous cargo properly identified and stored toward rear of vehicle for easy access and inspection 

· Ammunition issued and properly stored 

· Vehicle fuel tank topped off 

· Package POL products and small arms lubricants present 

· Water cans full 

· MREs issued and stowed 

· First aid kits present and complete 

· Operators' manuals and lubrication orders are present for the vehicle, radios, and associated equipment 

· Critical toll and basic issue items (BII) are present 

· Vehicle dispatch is complete; DA Form 2404 is complete; no deadline deficiencies exist 

· Before operation PMCS has been completed

Individual Weapons

· Clean and functional 

· Cleaning tools/ kits, bolts, and ruptured cartridge extractors are present 

· Range cards are on hand 

· Ammunition is issued, accounted for, and secured; Magazines issued 

· Blank adapter installed (if appropriate) 

· Function check has been performed

CHAPTER 3 - Convoys
Convoy Leader Checklist

Convoy Checklist

· Where is the start point? Release point? 

· What route is to be used? Alternate routes? 

· Has reconnaissance been made and condition of route determined? 

· Can bridges, tunnels, underpasses, and defiles safely accommodate all loaded vehicles? 

· Are critical points known and listed on strip maps for both primary and alternate routes? 

· What is the size of serials? How are the serials broken down? 

· What is the size of the march units? How are the march units broken down? 

· What is the rate of march? What speed will the pace vehicle travel at? 

· What is the vehicle interval on an open road? In built-up areas? At night? At halts? 

· What type of column will be used? Open (100 meter interval) and/ or closed (50 meter interval)? 

· Have provisions been made for refueling, if required? 

· Has a suitable bivouac site been selected, if required? 

· Have suitable rest and field feeding halt areas been selected, if required? 

· Is road movement table needed? Prepared? Submitted? 

· Have convoy clearances been obtained? What date and time? 

· Is escort required and has it been requested? 

· Are spare vehicles available for emergencies? 

· Are vehicles fully serviced, lubricated, cleaned, and ready for loading? 

· Are load plans balanced and in accordance with vehicle load plans? 

· Are drivers properly briefed? By whom? When? Strip maps furnished to drivers? 

· Is convoy marked front and rear of each march unit? Is each vehicle marked on sides and hood with convoy number, if required? 

· Are guides in place? Have arrangements been made to post guides and retrieve guides? 

· Are all lights to include blackout lights functioning properly? 

· Are maintenance services along the route alerted to convoy? 

· Is maintenance truck in rear of convoy? 

· Is there a plan for casualty treatment and evacuation? 

· Is higher headquarters informed of convoy estimated time of arrival (ETA)? 

· Is someone appointed in the rear of the convoy to take corrective action, such as to investigate accidents and unusual incidents? Who is the trail officer in charge? 

· Is there a plan for the upload of vehicles? Time, location? 

· Has a feeding plan been established? When, where, and what? 

· Has time been established for formation of convoy? Location? Order? 

· Are elements briefed on actions to be taken if enemy contact occurs? 

· Is the OPORD/ road movement order on hand? 

· Has a weather forecast been obtained? 

· Do all personnel have proper clothing and equipment? 

· Is there a communications plan? 

· Are NBC alarms/ detectors correctly positioned throughout convoy? 

· Has coordination for security for medical convoy been accomplished with the tactical force commander?

Convoy Commander's Checklist

_____Start point (SP)

_____Release point (RP)

_____Route (strip map)

_____Departure time

_____Estimate time of arrival. Reconnaissance

_____Convoy organization

_____Size of march unit/ serials

_____Type of march

_____Rate of march/ convoy speed

_____Pace

_____Maximum speed

_____Maximum catch-up speed

_____Operating gaps

_____Time gaps between march units/ serials

_____Interval between vehicles

_____Open road

_____Towns and cities

_____At halts

_____Convoy clearance

_____Timely submission to proper agency

_____Clearance number chalked on sides of vehicles

_____Clearance number removed on completion of march

_____Vehicle markings

_____Convoy flags

_____Flashing warning lights on front and rear of vehicles

_____Rest halts

_____Location

_____Time and duration

_____Refueling

_____Loading

_____Time and place

_____Report to

_____Type/ class of cargo

_____Oversized loads

_____Unloading

_____Time and place

_____Report to

_____Driver briefing

_____Responsibility

_____Time and place

_____Strip map and other route aids

_____Vehicles

_____Services

_____Inspected

_____Accident/ breakdown procedures

_____Communications checks (frequencies)

_____Properly dispatched

_____Vehicle on vehicle materiel/ highway warning kits

_____Drivers

_____Qualified/ valid Standard Form (SF) 46

_____Proper uniform

_____Strip map issued

_____Briefed

_____Cargo

_____Properly loaded and secured/ protected from weather

_____Security Measures

_____En route

_____At halts

_____Trail

_____Wrecker

_____Combat health support

_____Guides

_____Position

_____Posting and pickup

_____Military/ civil police support

_____Points of contact along route for CHS and maintenance

_____Use of lights

_____During operation

_____Blackout restrictions

_____Release of trucks

_____Time

_____Responsibility

_____Debriefing and after-action review

_____Responsibility

_____Time and place

Convoy Commander's Briefing Checklist

Situation

_____Friendly forces

_____Supported units

_____Enemy situation

Mission

_____Origin 

_____Destination

Execution

_____General organization of the convoy

_____Time schedule

_____Routes

_____Convoy speed

_____Catch-up speed

_____Vehicle distance (interval)

_____Location and time of rest/ meal halts

_____Emergency measures

_____Breakdown and accident notification/ control measures

_____Use of highway warning kits

_____Separation from convoy

_____Ambush

_____Action of convoy personnel

_____Action of security personnel

_____Combat Health Support

Administration and Logistics

_____Control measures

_____Uniform of personnel

_____Billeting/ messing arrangements

_____Refueling of vehicles

_____Servicing of vehicles

Safety

_____Hazards of route and weather conditions

_____Defensive driving principles

_____Compliance with civil traffic regulations

_____Obedience to civil and military police escorts

_____Critical points along route (specify actions to take)

_____Seat belt will be worn at all times while operating or riding in a vehicle equipped with seat belts

Command and Signal

_____Location of convoy commander

_____Designation and location of assistant convoy commander

_____Actions of security forces commander

_____March unit/ serial commander responsibilities

_____Arm and hand signals

_____Other signals

_____Radio frequencies and call signs for--

_____Control personnel

_____Security forces commander

_____Medical evacuation support

CHAPTER 4 - Operations
Troop Leading Procedures

Checklist

· Receive the mission 

· Issue the warning order 

· Make a tentative plan 

· Initiate movement 

· Reconnoiter 

· Complete the plan 

· Issue the order 

· Rehearse the plan 

· Supervise and refine the plan

Note. TLP is a continuous process. The steps DO NOT occur in any specific order.

Accelerated Process

In very time-sensitive situations, the commander must accelerate the planning process. When the process is conducted as parallel activities across echelons, timesavings are possible. Issuing warning orders early aids parallel planning. A headquarters must tell subordinates as much as it knows as soon as possible. Other ways to accelerate the process include frequent updates, focusing on critical information, and remaining alert to what might happen.

Develop Orders Under Severe Time Constraints

Even the most proactive organizations will have to develop orders under severe time constraints. High levels of expertise, intuition, and battlefield awareness are needed during these times. The commander and principal staff must quickly decide upon a feasible course of action using existing information on METT-T. The emphasis is upon rapid selection of a COA that may not be optimal, but will meet the minimum mission requirements. The more time that is spent searching for the optimum COA, the less time there will be to do detailed planning, coordination, and rehearsal.

Verbal Execution Orders

Under extreme time constraints, the commander has to issue immediate verbal execution orders to subordinates. The staff must then continue to work out the details and coordinate with subordinate units as time permits. This type of situation is full of risk. The goal of good battle command is to avoid these situations, and correct any problems that may have caused them to occur.

Sample Execution Matrix

	 

ITEM
	(a)

WHEN
	(b)

WHO
	(c)

WHAT
	(d)

WHERE
	(e)

REMARKS

	1
	DTG
	Ambulance Squad
	2 ambulances establish AXP
	Vicinity grid CG 123456
	 

	2
	DTG
	Treatment Squad
	Treatment team displaces forward
	Vicinity grid CH 876543
	Link up with CPT O'Neal


Execution Matrix

· Item # An item number given to identify the event.

· When Indicates as closely as possible the date time (DTG) and event should 

take place.

· Who Indicates the personnel and equipment required to complete the task.

· What The event that must occur.

· Where Indicates location (vicinity) by grid.

· Remarks Additional information.

Establishing an Area of Operations

Site Selection Considerations

· Coordinate site selection and receive approval from the appropriate headquarters 

· Anticipated length of occupancy at the location 

· Accessibility for ground and air evacuation platforms (near major road networks, accessible from different directions) 

· Away from lucrative military targets 

· Near expected areas of patient density 

· Is the site large enough to permit dispersal of the unit and afford sufficient room for ambulance turnaround, patient decontamination operations, and augmentation/ reinforcement? 

· Does the site selected provide good hardstand and drainage? 

· What is the impact of the site on communications equipment/ capabilities? 

· How much cover and concealment does the site provide? 

· Is there sufficient space for a landing zone? Is there sufficient space downwind of the unit area to establish a landing zone for contaminated aircraft? 

· Is the site easily defensible?

Establish the Company Area Checklist

· Company commander finalizes the external layout plan

· Determine a traffic pattern which facilitates the movement of vehicles and equipment and avoids cross traffic intersections 

· Identify an ambulance turnaround point 

· Identify helicopter landing zones (conventional and NBC contaminated) which avoid takeoffs and landing over the establish company areas 

· Determine location of field sanitation facilities (latrines, handwashing facilities, and waste disposal) 

· Determine location of temporary morgue holding area out of the sight of the treatment area, if required 

· Determine location for patient decontamination operations, down wind from company area

· Company commander finalizes the internal layout plan

· Determine a traffic pattern which facilitates the movement of vehicles, equipment, and patients

· Adjust the location of operating sections to improve the work flow or security

· Supervise the displacement of squads/ teams to forward supported units

· Treatment platoon sets up AO

· Establish ambulance turnaround point

· Establish communications with company switchboard

· Employ power generation equipment

· Set up platoon bivouac area

· Prepare treatment squads for forward deployment, if required

· Position supplies and equipment in accordance with layout plan

· Protect supplies and equipment

· Establish triage area

· Set up areas for treatment squads in accordance with layout plan

· Set up area for dental and laboratory services, if applicable

· Set up area for x-ray services; ensure radiation safety area is clearly marked

· Set up medical equipment

· Set up dental, laboratory, and x-ray equipment, if applicable

· Check equipment for serviceability and update calibration in accordance with appropriate technical manuals or manufacturer's instructions

· Establish patient holding area

· Camouflage area, when directed by appropriate authority

· Report to company CP when area is operational

· Designate area for patient decontamination operations, if required

· Ambulance Platoon sets up AO

· Establish landing zone in accordance with layout plan

· Position ambulances. Ensure first up ambulance is prepared for dispatch

· Ensure medical equipment set is complete

· Perform PMCS on ambulances and equipment

· Coordinate communications with supported units

· Field site ambulances with supported units, when required

· Coordinate for AXPs, as required

· Establish platoon bivouac area

· Camouflage area when directed by appropriate authority

· Headquarters Platoon sets up AO

· Communications specialist establishes wire and communications

· Set up company CP according to the layout plan

· Set up medical and unit supply according to the layout plan

Mass Casualty Operations

MASCAL Operations Checklist

· A MASCAL exists any time patient load exceeds the treatment or evacuation capabilities of a unit 

· Upon notification of a MASCAL, the medical company commander will immediately assess the situation to determine what support is required 

· The medical company commander will then notify the battalion TOC and identify to them the required support. If required, the CHSSO will notify the brigade if support requirements exceed that of the BSA. 

· The medical company commander will then notify the brigade if support requirements exceed that of the BSA. 

· The medical company commander will then notify the DMOC to ensure that they are aware of the situation and can assist in shifting assets, if required.

Planning Considerations. Planning considerations for MASCAL situations include but are not limited to:

· Establishing a control element to control element to control all activities and provide informational updates. Normally conducted by the Medical Company Command Post. 

· Securing the area and limiting access to essential medical personnel. 

· Establishing triage, treatment, and holding areas. Might not be at the medical company. May require forward positioning. 

· Marking routes for vehicles. 

· Orienting all personnel working in the MTF on stations. Markings and requirements to be accomplished during the MASCAL. 

· Organizing medical and non-medical personnel for staffing of the different areas. 

· Ensuring an adequate blood supply and/ or other Class VIII items are available.

Support. The CHSSO will assist the medical company commander in requesting necessary support. The BSA commander will support the MASCAL with the following support:

· Litter teams from the BSA tenant units. 

· Security for ground ambulances (provided by the MP platoon, chemical platoon, or internal BSA assets). 

· Non-standard evacuation platforms such as 5 tons, HMMWVs, or other vehicles as required for patient evacuation. (The medical company will normally have 3 x 5-ton vehicles already prepared for the event).

The BSA Commander. The BSA Commander will assist in procuring BSA external support as required.

· Aeromedical evacuation platforms as well as non-standard platforms will be utilized to their fullest extent possible.

· Gunship escorts for the air platforms must also be arranged.

Triage

· Patients will be triaged into one of the four treatment categories. (This will normally be conducted by the dental officer).

· To ease a non-medical person's ability to recognize these categories, coded signs will be utilized.

 

· During the hours of darkness, colored chemlites will be utilized. During daylight hours, the first letter of each word will be shown on a plywood sign.

IMMEDIATE= 1= BLUE

DELAYED= D= YELLOW

MINIMAL= M= WHITE

EXPECTANT= E= GREEN

· Each of the treatment category stations will have a medic in charge of that station to provide care to those soldiers until a physician treats them.

Personnel

· Two personnel pools will be established, one for medical and one for non-medical personnel.

· All personnel will be marked to aid identification during the MASCAL.

· Medical personnel will wear the Red Cross brassard on their left sleeve.

· Non-medical personnel will wear white engineer tape on their left sleeve and will write their duty position on it (i.e., litter bearer, messenger, etc.).

· Someone will be placed in charge of the two areas to ensure the work-rest cycle is enforced and all stations are adequately manned.

· Patients triaged into the minimal category should be used to the fullest extent possible to act as messengers, litter bearers, or guides. This ensures that all medical personnel are freed to perform medical tasks.

Patient Accountability

· Patient accountability is critical during a MASCAL.

· If the patient load exceeds the medical companies' ability to adequately log all incoming casualties, a number system will be used.

· Casualties will be identified by a number.

· That identification number will be recorded on the FMC and all treatment and medications will be recorded on the FMC.

· As the MASCAL begins to resolve, all required information can be obtained, and proper accountability can be regained.

· At no time, will a casualty be evacuated from the medical company without the following information being known: Name, Rank, SSN, Unit, Diagnosis, Destination, and Evacuation category.

Equipment Accountability

· When the medical company is notified what units are involved in the MASCAL, those units who are operating in the BSA will be notified.

· These units will send an S1 representative and an S4 representative to assist in personnel and equipment accountability.

· All equipment accountability will be headed up by the medical company headquarters element.

· All equipment will be tagged and returned to the casualty's unit's field trains.

Contaminated Patients

· All initial triage, EMT, and decontamination will be accomplished on the dirty side of the hot line.

· Life sustaining care will be provided regardless of NBC contamination.

· Secondary triage, ATM, and patient disposition are accomplished on the clean side of the hot line.

Disposition of Remains

· If required, the medical company will establish a temporary morgue.

· This is only to be used by the medical company to hold those casualties who are DOA to the MTF or DOW.

· This temporary morgue will be established out of sight of all triage and treatment areas.

· If possible, the area will be established behind a natural barrier. This is only a holding area.

· A physician must still complete the FMC. Remains will be held until mortuary affairs (MA) is notified and secures the remains.

Rehearsals

· The response to the MASCAL situation must be rehearsed.

· Conducting rehearsals will ensure that all personnel are clear on what their duties entail and what their actions are.

· Rehearsals will be conducted within 24 hours of occupying a new operating site and twice weekly afterwards.

MASCAL Medical Contingency Plan

Mass Casualty Plan. Medical treatment stations experience a "mass casualty" any time the number of patients to be treated overwhelms the medical resources (personnel/ supplies) immediately available. The keys to successful handling of MASCALs are:

· Skillful triage to immediately identify "return to duties." Quick separation and follow-on treatment of this class eliminates losing a viable fighting force and committing CASEVAC assets where they are not needed.

· Skillful triage to identify "expectants." Quick separation of casualties not expected to survive evacuation allows dedication of CASEVAC assets where they can do the most good.

· Identified and pre-planned holding area. Identify non-medical holding areas (i.e. tarp-covered areas, tents, etc.) to shelter patients that exceed the holding capacity of the treatment station holding area.

· Identified and pre-planned non-medical evacuation assets. Identify non-medical trucks or airframes capable of holding patients and ensure the vehicles are not needed to support the fight. Once loaded with patients, the vehicles are "tied-up: for hours while transporting patients. IMPORTANT: Only stable patients are placed on non-medical evacuation assets since they will not have access to enroute medical care.

· Identified control team to direct MASCAL response efforts. The control team directs the:

· Collection of injured

· Segregation of patients for treatment

· Collection of patient information for Casualty Feeder Reports and Medical SITREPs

· CASEVAC vehicle flow through the collection point

BAS MASCAL Response Execution. Medical Platoon Leaders at the Battalion Aid Station level execute the following steps in response to a MASCAL:

· Send a response team to the company area to oversee collection and triage casualties. The team's first priority is identifying the number of casualties requiring evacuation.

· Notify the Support Battalion Medical Company Commander of the MASCAL. Coordinate with their Battalion S-4 for use of non-medical vehicles needed for CASEVAC.

· Identify to the Medical Company Commander the number and category of patients requiring evacuation that exceed the aid station's CASEVAC assets.

· Triage casualties. Treat and release "return to duty," segregate "expectant," treat and stabilize "immediate, minimal, and delayed."

· Evacuate casualties in priority of "immediate, minimal, delayed, expectant."

Medical Company MASCAL Response Execution. Support Battalion Medical Company Commander's execute the following steps in response to a MASCAL:

· Notify the supported Brigade S-3, SPO, and DREAR CHS Cell (DMOC) of the MASCAL (provide unit and estimated number of casualties.) Submit a complete Medical Spot Report as soon as possible.

· Identify and obtain additional CASEVAC assets either through the SPO, Brigade S-4, or DREAR CHS Cell.

· Identify, establish, and coordinate staffing of a Casualty Collection Point/ Ambulance Exchange Point (CCP/ AXP) near the unit experiencing the MASCAL (if needed). Notify MP liaison of CCP/ AXP activation to coordinate site security.

· Deploy triage team to MASCAL site to separate RTDs and soldiers with injuries able to be treated at the BAS from casualties requiring evacuation to FSMC or Echelon III facility.

· Coordinate water, Class I, shelter, and other support functions for the CCP/ AXP, as it will be in operation for 6 or more hours.

· Notify all the POCs (supported Brigade S-3, SPO, DMOC, MP Liaison) when the CCP/ AXP is deactivated.

Purpose of CCPs/ AXPs

· CCPs are used to consolidate casualties in order to:

· Maximize use of evacuation assets.

· Provide for treatment and temporary holding forward of the established treatment station (BAS or FSMC).

· Allow the treatment station to empty itself of casualties in preparation for relocation.

· AXPs are used to:

· Transfer patients between different evacuation platforms (i.e. M113 to HMMWV).

· Shorten the turnaround time of a unit's evacuation vehicles.

· Partition the evacuation route on complex road networks to avoid drivers becoming lost.

Controlling CCPs/ AXPs

· CCPs/ AXPs are temporary in nature. They are pre-planned by DMOC, Medical Company Commanders, and Medical Platoon Leaders throughout the area of operation. Medical leaders coordinate pre-planned CCPs/ AXPs with their MP liaison to have the points integrated into the MP security plan. "Able-bodied" casualties should be evacuated with their weapon to assist in site security of CCPs/ AXPs.

· CCPs/ AXPs should be collocated with supply points, maintenance collection points, or traffic control points whenever possible to consolidate site security operations.

 

Coordinating Requirements for Non-Medical Transportation and Medical Augmentation to Provide Enroute Medical Care

	 

Element Requiring Support
	 

Type of Transportation
	 

Coordinate Transportation With
	Medical Augmentation for Enroute Medical Care Coordinated With

	Company Aid Post
	Ground
	Company
	Battalion Aid Station

	Battalion Aid Station
	Ground
	Maneuver Battalion S4
	*FSMC

	Forward Support Medical Company
	Ground
	DMOC-MCO
	*MSMC

	
	Air
	DMOC-G3 Air
	

	Main Support Medical Company
	Ground
	DMOC-MCO
	*Corps Med Grp/ Bde

ASMB Unit

	
	Air
	DMOC-G3 Air
	*Corps Med Grp/ Bde

ASMB Unit

	Engineer Battalion Company
	Ground
	FSB/ MSB SPO
	*FSMC/ *MSMC

	
	Air
	FSB SPO

DMOC-G3 Air
	*FSMC/ *MSMC

	Field Artillery Battalion/ Battery
	Ground
	FSB/ MSB SPO
	*FSMC/ *MSMC

	
	Air
	FSB/MSB SPO

DMOC-G3 Air
	*FSMC/ *MSMC

	Other Units without organic medical support operating in division area
	Ground
	DMOC-MCO

Corps MCT

FSB/MSB SPO
	*FSMC/ *MSMC

	
	Air
	DMOC-G3 Air

FSB/MSB SPO
	*FSMC/ *MSMC


* In coordination with DMOC, if applicable.

LEGEND:

ASMB Area Support Medical Battalion FSB Forward Support Battalion

BSA Brigade Support Area FSMC Forward Support Medical Company

DSA Division Support Area MCO Movement Control Officer

DMOC Division Medical Operations Center MCT Movement Control Team

DTO Division Transportation Officer MSMC Main Support Medical Company

SPO Support Operations Officer

Operations in a Nuclear, Biological, and Chemical Environment

Introduction. Nuclear, biological, and chemical actions create:

· High casualty rates

· Materiel losses

· Obstacles to maneuver

· Contamination

General. Contamination is the major problem in providing CHS in an NBC environment. To increase survivability as well as supportability, units must take actions to avoid NBC contamination. Maximum use will be made of:

· Alarms and detection equipment

· Unit dispersion

· Overhead cover, shielding materials and collective protection shelters (CPS), when available.

Company Responsibilities. The commander will ensure that all personnel have their immunizations up to date; have begun taking biological warfare agent prophylaxis as prescribed; are using skin protectants; and have complete chemical protection overgarments.

· The company NBC NCO is responsible for ensuring that the company has completed NBC protective procedures in accordance with the unit TACSOP. He/ she will ensure that all necessary reports (such as NBC 1) are posted in the company CP, as required. He will notify the commander immediately when the unit is determined to be in noncompliance with the unit NBC SOP.

Platoon Responsibilities. (This applies to medical platoons in maneuver units and all platoons in a medical company).

· Each platoon is responsible for ensuring that they have at least two individuals trained in basic NBC protection. These individuals will assist the NBC NCO in the performance of his duties as the situation permits.

· The Platoon Leader is responsible for ensuring his/ her platoon has:

· Checked all NBC gear, to include M8A1 alarms

· Individual protective masks

· Individual protective overgarments

· Taken general NBC hardening steps in their areas (daily)

· Individual decontaminating kits, nerve agent antidotes (MARK I and CANA), pre-treatments, if available, and up-to-date immunizations.

M8A1 Alarm and WD1 Wire

· Placement.

· M8A1 alarms will be placed 150 meters upwind from the perimeter

· WD1 wire will be concealed or buried. The wire will be attached to a stationary object before it is attached to the alarm.

· The alarm and wire will be checked daily.

NBC Attack. Upon notification of an imminent NBC attack:

· All soldiers will immediately seek shelter and assume the directed MOPP level.

· Movement in exposed areas should be kept to a minimum.

· Leaders will then inspect the NBC protective posture in their area as time permits.

NBC-1 Reports. Immediately following the attack, units will prepare and submit NBC-1 reports to the company CP. NBC-1 reports will be consolidated and submitted to the battalion TOC.

Action and Updates. The battalion TOC will direct what actions to take. Units will continue to update the company CP on any developments such as casualties, contamination of equipment, and updated NBC-1 reports.

Medical/ Treatment Platoon Responsibilities. The platoon must be prepared to conduct patient decontamination operations as required. They require at least 8 non-medical personnel to perform the patient decontamination procedures.

Lifesaving Measures. Lifesaving measures will be performed on patients, regardless of contamination.

Clean and Contaminated Ambulances/ Vehicles/ Personnel

· Care must be taken to ensure that contaminated patients DO NOT enter clean facilities.

· Air and ground units contaminated in the original attack remain in the contaminated area until the mission is complete or directed to withdraw and be decontaminated.

· Non-contaminated ambulances/ vehicles/ personnel should not enter contaminated areas unless directed by the leader. If additional medical evacuation assets are required to be employed in the contaminated are, it is preferable to commit ground evacuation resources rather than air ambulances.

Unmasking Procedures. Unmasking procedures will be directed by the leader and monitored by the company NBC NCO and leader.

Water Source Inspections. The NBC NCO and the attached Preventive Medicine team will conduct routine inspections of the water sources of the battalion to ensure no contamination has taken place. In the event of an NBC attack, these sources must be checked more frequently.

NBC Checklist. Ensure:

· All soldiers can operate NBC defense equipment. 

· NBC defense equipment is operational/ functional. 

· All soldiers know how to prepare and send NBC 1 and NBC 4 reports. 

· All soldiers recognize and know how to react to chemical and biological hazards. 

· All soldiers know criteria for automatic masking. 

· All soldiers enforce MOPP levels. 

· All soldiers can administer self and buddy aid for nerve agent poisoning. 

· All personnel can perform hasty DECON and MOPP gear exchange.

	MOPP Level
	BDO
	Boots
	Mask
	Gloves

	0
	Carried
	Carried
	Carried
	Carried

	1
	Worn
	Carried
	Carried
	Carried

	2
	Worn
	Worn
	Carried
	Carried

	3
	Worn
	Worn
	Worn
	Carried

	4
	Worn
	Worn
	Worn
	Worn


Unmasking Procedures without M256A1

· Move to shady area. Have two or three soldiers take a deep breath and break the seal on their masks 15 seconds with their eyes open.

· Have soldier clear and reseal their masks. Observe for signs/ symptoms for 10 minutes.

· Have the same soldiers break their seals, take two or three breaths, and clear/ reseal their masks. Observe for signs/ symptoms for 10 minutes.

· Have the same soldiers unmask for 5 minutes, then remask.

· If no symptoms appear in 10 minutes, the commander can direct unmasking.

· Continue to observe soldiers.

 

Unmasking Procedures with M256 or M256A1 Detector Kit

· Execute M256 or M256A1 detector kit.

· If negative, have two soldiers unmask for 5 minutes, then remask.

· If no symptoms are present in 10 minutes, the commander can direct unmasking.

· Continue to observe soldiers for signs/ symptoms.

Chemical Response Plan

An NBC attack upon the division requires the following medical response:

· Within the contaminated unit:

· Personal decontamination utilizing M291 kits.

· Treatment of chemical casualties utilizing Mark II NAAK (for nerve agent casualties) or bandaging of early-forming blisters (for blister agent casualties).

· Hasty decontamination of medical resupply sets and ambulances utilizing M11 and M13 decontamination apparatus.

· The supporting Medical Company Commander should contact his/ her Brigade Chemical Officer to:

· Establish a patient decontamination station at the chemical decontamination site. 

· Provide medical support for the chemical decontamination site. 

· Provide medical support for the mortuary affairs decontamination site.

· The Medical Company Commander's goal is decontamination of patients prior to arrival at the company treatment station.

· Each Medical Company should establish a patient decontamination station (PDS) at their treatment station to conduct hasty decon of patients who bypass established decontamination stations. FM 8-10-1, Appendix K describes doctrinal patient decontamination procedures. A basic diagram of PDS follows.

Chemical Prophylaxis. The Corps Commander determines when PPB tablets will be distributed to soldiers based upon advice from the Corps Chemical officer and the Corps Surgeon. The DMSO distributes PPB tablets through Class VIII channels.

Contaminated Class I. The Combat Health Support Cell in the D-REAR (DMOC) will coordinate with DS Veterinary assets to inspect and approve contaminated Class I rations for consumption. Units possessing contaminated rations contact the CHS cell to request veterinary support.

Reports. Report contaminated patient treatment to the CHS Cell on the Brigade Medical Officer's Report or as a Medical Spot Report.
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Patient Decontamination Operations

Prepare patient decontamination chlorine solutions

· Two concentrations of the chlorine solution are required:

· A 5% solution is required to decontaminate gloves, aprons, litters, scissors, the patient's hood, and other non-skin contact surfaces.

· Another 0.5% solution is required to decontaminate the patient's mask, skin, and splints. This can also be used to irrigate the patient's wounds.

· Solution preparation:

· Use calcium hypochlorite (HTH) granules (supplied in 6-ounce jars in the patient decontamination MES) or sodium hypochlorite (household bleach).

· Prepare the required concentrations as shown in the table which follows:

	HTH ounces
	HTH MRE spoonfuls
	Household bleach
	Percent in 5 gallons of water

	6
	5*
	2 quarts
	0.5

	48
	35
	**
	5


* Use the plastic spoon supplied in your MRE to measure. The amount of HTH to be used is a heaping spoonful.

** DO NOT dilute in water. Household bleach is a 5% solution.

Decontaminate a Chemical Agent Litter Patient

Step 1. Decontaminate the patient's mask and hood.

Step 2. Remove gross contamination.

Step 3. Remove the patient's CPOGs and personal effects.

Step 4. Remove the patient's battle dress uniform.

Step 5. Transfer the patient to a decontamination litter.

Step 6. Skin decontamination.

Step 7. Transfer the patient across the shuffle pit.

Decontaminate a Chemical Agent Ambulatory Casualty

Step 1. Remove LBE.

Step 2. Decontaminate the patient's mask and hood.

Step 3. Remove the FMC.

Step 4. Remove all gross contamination.

Step 5. Remove overgarment.

Step 6. Check patient for contamination.

Step 7. Decontaminate the patient's skin.

Step 8. Remove bandages and tourniquets.

Step 9. Proceed through the shuffle pit to the treatment area.

Patient Decontamination Operations (Diagram)
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CHAPTER 5 - Safety
Examples of Risk Management Application

	Worksheet Instructions

	Block
	 

	A-D
	Self explanatory

	E
	Identify task relating to the mission or task in Block A.

	F
	Identify Hazards. Identify hazards by reviewing METT-T factors for the mission or task. Additional factors include historical lessons learned, experience, judgment, equipment characteristics and warnings, and environmental considerations.

	G
	Assess Hazards. Assessment includes historical lessons learned, intuitive analysis, experience, judgment, equipment characteristics and warnings, and environmental considerations. Determine initial risk for each hazard by applying risk assessment matrix. Enter the risk level for each hazard.

	H
	Develop Controls. Develop one or more controls for each hazard that will either eliminate the hazard or reduce the risk (probability and/ or severity) of a hazardous incident. Specify who, what, where, why, when, and how for each control. Enter controls.

	I
	Determine Residual Risk. Determine the residual risk for each hazard by applying the risk assessment matrix. Enter the residual risk level for each hazard.

	J
	Implement Controls. Decide how each control will be put into effect or communicated to the personnel who will make it happen (written or verbal instructions, tactical/ safety/ garrison SOPs, rehearsals). Enter controls.

	K
	Determine Overall Mission/ Task Risk. Select the highest residual risk level and circle it. This becomes the overall mission or task risk level. The commander decides whether the controls are sufficient to accept the level of residual risk. If the risk is too great to continue the mission or task, the commander directs development of additional controls or modifies, changes, or rejects the COA.

	 
	Supervise and Evaluate. This last step is not on the worksheet. Plan how each control will be monitored for implementation (continuous supervision, spot-checks) and reassess hazards as the situation changes. Determine if the controls worked and if they can be improved. Pass on lessons learned.


Sample Risk Management Worksheet

	A. Mission or Task:
	B. Date/Time Group

Begin:

End:
	C. Date Prepared:

	D. Prepared By: (Rank, Last Name, Duty Position)

	E. Task
	F. Identify 

Hazards
	G. Assess 

Hazards
	H. Develop

Controls
	I. Determine

Residual

Risk
	J. Implement

Controls

("How To")

	 

 

 

 

 

 
	 
	 
	 
	 
	 

	K. Determine overall mission/ task risk level after controls are implemented (circle one)

LOW (L) MODERATE (M) HIGH (H) EXTREMELY HIGH (E)


 

Example of Completed Risk Management Worksheet for Squad/ Platoon

	A. Mission or Task:

Prepare defensive positions
	B. Date/Time Group

Begin: 010035R May 00

End: 010600R May 00
	C. Date Prepared:

29 April 2000

	D. Prepared By: (Rank, Last Name, Duty Position) LT O'Neal, Plt Ldr

	E. Task
	F. Identify 

Hazards
	G. Assess 

Hazards
	H. Develop

Controls
	I. Determine

Residual

Risk
	J. Implement

Controls

("How To")

	Construct nonstandard anti-vehicular wire obstacle
	Back injuries and wire cuts during materiel offload

 

 

 

Blunt trauma and cuts in pounding of U-shaped pickets

Cuts when unrolling concertina

 

 

 

Cuts when installing concertina

 

 

 

Cuts when installing barbed wire
	Moderate (M)

 

 

 

 

 

 

Moderate (M)

 

 

 

Moderate (M)

 

 

 

 

Moderate (M)

 

 

 

 

Moderate (M)
	Use proper lift and carry methods and wear concertina wire gloves and safety goggles.

Wear helmet and increase situational awareness.

 

Wear concertina wire gloves and maintain situational awareness.

Wear concertina wire gloves and maintain situational awareness.

Wear concertina gloves and maintain situational awareness.
	Low (L)

 

 

 

 

 

 

 

Low (L)

 

 

 

 

Low (L)

 

 

 

 

 

Low (L)

 

 

 

 

 

Low (L)
	Unit TACSOP, ARTEP 5-145 DRILL (pg. 2-44), ARTEP 5-335-11-MTP

 

 

 

Unit TACSOP, ARTEP 5-145 DRILL (pg. 2-44), ARTEP 5-335-11-MTP

Unit TACSOP, ARTEP 5-145 DRILL (pg. 2-44), ARTEP 5-335-11-MTP

 

Unit TACSOP, ARTEP 5-145 DRILL (pg. 2-44), ARTEP 5-335-11-MTP

 

Unit TACSOP, ARTEP 5-145 DRILL (pg. 2-44), ARTEP 5-335-11-MTP

	K. Determine overall mission/ task risk level after controls are implemented (circle one)

LOW (L) MODERATE (M) HIGH (H) EXTREMELY HIGH (E)


 

 

Example of Completed Risk Management Worksheet for Company/ Team

	A. Mission or Task:

Conduct a deliberate attack
	B. Date/Time Group

Begin: 010035R May 00

End: 010600R May 00
	C. Date Prepared:

29 April 2000

	D. Prepared By: (Rank, Last Name, Duty Position) CPT John Wayne, Cdr

	E. Task
	F. Identify 

Hazards
	G. Assess 

Hazards
	H. Develop

Controls
	I. Determine

Residual

Risk
	J. Implement

Controls

("How To")

	Conduct obstacle breaching operations
	Obstacles

 

 

 

Inexperienced soldiers

 

 

 

Operating under limited visibility

 

Steep cliffs

 

 

 

 

Insufficient planning time
	High (H)

 

 

 

High (H)

 

 

 

 

High (H)

 

 

 

High (H)

 

 

 

 

High (H)
	Develop and use obstacle reduction plan

Additional instruction and increased supervision

Use NVDs; use IR markers on vehicles

Rehearse use of climbing ropes

 

Plan and prepare concurrently
	Low (L)

 

 

 

Moderate (M)

 

 

 

 

Low (L)

 

 

 

Moderate (M)

 

 

 

 

Moderate (M)
	Unit TACSOP, OPORD, training handbook

Modified training schedule, additional instruction

Unit TACSOP, OPORD

 

 

FM 90-6, Mountain Operations

FM 90-6-1, Mountaineering

OPORD, troop-leading procedures

	K. Determine overall mission/ task risk level after controls are implemented (circle one)

LOW (L) MODERATE (M) HIGH (H) EXTREMELY HIGH (E)


 

 

Cold Weather Injuries

Although medical personnel are more familiar with the signs and symptoms of cold injuries than soldiers without a medical background, it is still imperative that medical unit leaders stress cold injury prevention and field expedient techniques for managing cold injuries in the field.

· Protect soldier health through informed leadership

· Know current temperature, wind chill factor; plan accordingly

· Enforce cold injury prevention

· Observe soldiers with history of cold injury

· Conduct cold injury prevention training annually

· Ensure all soldiers have adequate cold weather clothing

Recognition of Cold Injuries

· General hypothermia--caused by prolonged cold exposure, fatigue, and exhaustion--resulting in rapid loss of body heat.

· Non-freezing cold injuries--associated with exposure to water or damp conditions and cold temperatures.

· Chilblain--intermittent exposure to high humidity and temperatures above freezing

· Immersion foot--exposure greater than 12 hours in water above 50 degrees

· Trench foot--exposure to cold and wetness from just above freezing to 50 degrees

· Frostbite--caused by freezing temperatures

Cold Injury Prevention

· Wear or carry adequate clothing

· Wear clothing and footgear in loose layers

· Protect hands and ears. DO NOT touch metal, snow, or other objects with bare hands

· Avoid immobilization when the tactical situation permits

· Keep dry

· Use the buddy system and observe for signs and symptoms

Preventive Medicine Measures

· Provide warming tents, hot beverages, and soups for the troops when the situation dictates. Avoid caffeine.

· Use the wind-chill chart and plan accordingly

Frostbite Checklist

a. Signs/ Symptoms: Redness, gray or waxy skin, numb or itchy skin, and areas of skin unnaturally firm, tender or swollen skin

b. Actions: Shelter victim; keep warm with clothing or body heat, unless individual must walk; Remove clothing from affected part; wrap loosely in dry sterile dressing, unless individual must walk; DO NOT massage area or break blisters; Evacuate the individual to the MTF (treat as litter casualty, if possible)

Hypothermia/ Cold Weather Injury Checklist

a. Signs/ Symptoms: Lowered body temperature, violent uncontrolled shivering, lack of coordination, memory loss, irrationality, lethargy, slurred speech

b. Actions: Move victim to sheltered area, cover, and warm; Have conscious patient to drink warm liquids; Replace wet clothing with dry, if possible; Use sleeping bag to insulate patient from ground; Keep patient awake and drinking fluids; DO NOT rub skin or give individual alcohol; Evacuate the individual to the MTF. THIS IS A MEDICAL EMERGENCY.

Heat Injuries

Categories of Heat Injuries

· Mild heat reaction

· Heat cramps

· Heat exhaustion

· Heat stroke

Mild Heat Reaction

a. Cause: lack of fluids

b. Signs/ Symptoms: Light-headedness, fatigue, and normal temperature

c. Actions: Rest; Oral fluids

Heat Cramps

a. Cause: lack of electrolytes (sodium, potassium, etc.)

b. Signs/ Symptoms: Cramps in muscles, usually arms, legs, and/ or abdomen; Normal temperature

c. Actions: Rest; Oral electrolytes (if patient able to take) or intravenous fluids with electrolytes; Recommend rapid evacuation by medical officer/ no strenuous activity in heat for 12-24 hours.

Heat Exhaustion

a. Cause: loss of fluids

b. Signs/ Symptoms: severe fatigue; anxiety; possible loss of consciousness (fainting); cool, pale, clammy skin; temperature below or slightly above normal.

c. Actions: Remove patient from heat; elevate legs; if conscious, give frequent small amounts of oral fluids; if unconscious, give intravenous fluids; Recommend immediate evacuation by medical officer/ remove patient from heat stress for at least 48 hours.

Heat Stroke

a. Cause: failure of body's heat loss mechanisms

b. Signs/ Symptoms: hot dry, flushed skin; decreased sweating; rapid pulse; normal or elevated blood pressure; disorientation or unconsciousness; elevated temperature (greater than 101 degrees central body temperature--NOT ORAL TEMPERATURE)

c. Actions: THIS IS A MEDICAL EMERGENCY--cool patient rapidly; immediately evacuate patient to hospital; profile after hospital discharge will provide instructions

Soldier Performance in MOPP Gear

· MOPP gear considered a special case of heat stress

· Impermeable garment creates uncompensable heat stress

· Other problems created by MOPP gear include:

· Reduced peripheral vision

· Loss of fine dexterity due to gloves, etc.

· Claustrophobia (in some soldiers)

Wet Bulb Globe Temperature Index

Basic Measures

· Take steps to prevent heat injury to personnel

· Train for heat injury prevention

· Determine the WBGT index

· Ensure personnel actually drink an adequate amount of water

· Ensure adequate amount of potable water is available

Prevention of Heat Injury Checklist. Be sure soldiers:

· Replace water loss frequently

· Avoid excessive salt intake

· Maintain acclimatization

· Maintain good physical condition

· Protect from environment by wearing proper clothing

	WBGT Index
	Physical Activity Recommendations

	78 degrees F (26 Celsius)
	Use caution

	 
	Extremely intense physical exertion may bring on heat exhaustion or heat stroke.

	82 degrees F (28 Celsius)
	Use discretion in planning heavy exercise for unseasoned personnel

	85 degrees F (29 Celsius)
	Suspend strenuous exercise such as marching at standard cadence for unseasoned personnel during their first three weeks of training.

	 
	Training activities may be continued on a reduced scale after the second week of training.

	Above 85 degrees F
	Avoid outside classes in the sun when the WBGT is over this WBGT index

	88 degrees F (31 Celsius)
	Stop strenuous exercise for all recruits and other trainees with less than 12 weeks training in hot weather

	 
	Hardened personnel, after having been acclimatized each season, can carry on limited activity at WBGT Index of 88-90 degrees F (31-32 degrees Celsius) for periods not exceeding six hours a day

	90 degrees F (32 Celsius) and above
	Suspend physical training and strenuous exercise for all personnel (excluding essential operational commitments not for training purposes where the risk of heat casualties may be warranted).


Note. Wearing of body armor or NBC warfare protective overgarment adds 10 degrees Fahrenheit (6 degrees Celsius) to the measured WBGT. Adjust activity limits accordingly.

Wet Bulb Categories

	Heat Category/ Condition
	WBGT Index (Fahrenheit)
	Water Intake (Quarts/ Hour)
	Work/ Rest Cycle (Minutes)

	I (White)*
	78-81.9
	At least ½
	Continuous

	II (Green)
	82-84.9
	At least ½
	50/10

	III (Yellow)
	85-87.9
	At least ½
	45/15

	IV (Red)
	88-89.9
	At least 1
	30/30

	V (Black)**
	90 and above
	More than 2
	20/40


*Mission-oriented protective posture (MOPP) gear or body armor adds at least 10 degrees (Fahrenheit) to the WBGT index.

**When conditions are category V (Black), suspend physical training (PT) and other strenuous activity. If operational (non-training) mission requires strenuous activity, enforce water intake to minimize expected heat injuries.

· "Rest" means minimal physical activity. Rest should be accomplished in the shade if possible. Any activity requiring only minimal physical activity can be performed during "rest periods." Examples are training by lecture or demonstration, minor maintenance procedures on vehicles or weapons, and personal hygiene activities such as foot care.

· Liquids containing caffeine or alcohol act to dehydrate. They must never be used in place of water.

· It is both a leader and individual responsibility to prevent heat casualties.

· Watch your soldiers. Watch each other.

Natural Hazards Safety Checklist

1. Do all personnel know how to avoid snakebites? (FM 21-11)

a. Walk carefully, watch your step, and where you sit.

b. Be careful where you place your hands when climbing or when lifting objects from the ground.

c. Never tease or pick up a snake. Even bites of non-poisonous snakes may cause infection requiring medical treatment.

d. Avoid sudden motion when placing your hands or feet near an area which may conceal a snake. Beware of shady areas.

2. Are personnel familiar with snakebite treatment? (FM 21-11, para. 6-4)?

a. Try to kill the snake without destroying the head and take it with the patient to the medical treatment facility for identification.

b. Place a constricting band snugly above the bite; if swollen, move up.

3. Do all personnel know how to prevent spider bites or scorpion stings?

a. Check bedding before using.

b. Check clothing, socks, and shoes before wearing. Many a soldier has been stung on the toe as he puts his shoes on in the morning.

c. Avoid sleeping or leaving clothes near damp places—dampness appears to attract these creatures.

d. If you feel an insect or spider crawling on you, remain still. Sudden movement may cause it to bite or sting.

e. Never step in the shade of a bush without visually checking that spot.

f. Food crumbs attract insects that in turn attract scorpions, spiders, and centipedes that feed on these insects.

4. Are personnel familiar with how to treat spider bites and scorpion stings?

a. Keep patient quiet and send for medical aid.

b. The puncture should be cleansed with an application of mild anti-bacterial agent.

c. Cool the area for 10 to 12 inches around the puncture point with ice, if available.

Range Safety Checklist

1. Has officer in charge (OIC) been designated for each unit using a range training facility to be responsible for the safe conduct of training?

2. Has a range safety officer been appointed to assist the OIC during live firing?

3. Have the range OIC and safety officer received a range safety briefing and certification from range control?

4. Are range safety officers assigned no additional duties or responsibilities other than supervision of weapons firing?

5. Are the designated safety officers thoroughly knowledgeable of the weapon system being fired and the safety requirements associated with it?

6. Are safety officers/ NCOs certified on the weapons being fired?

7. Before "occupying" any range, does the OIC ensure that:

a. A current copy of the technical manual (TM) for the weapon(s) being fired is on hand?

b. Radio (FM band) and telephone communications have been established with range control?

c. All personnel on the range are briefed on MEDEVAC procedures, cease fire procedures, duds, prohibited downrange areas, adjoining ranges and facilities?

d. All vehicle (tracked and wheeled) operators are trained to properly operate radios and call for help in the event of emergencies; i.e. range control, DUSTOFF, exercise headquarters, etc.?

e. Medical personnel with vehicle and equipment; i.e. aid bag, litter, etc., are present and briefed as to the best route to the nearest hospital?

f. A red range flag (day) or red blinking light (night) is attached at the top of the range flagpole, and (night) a red light hung on left and right range limit markers?

g. Emergency telephone numbers/ MEDEVAC information is in vehicles?

8. While using/ firing any range does the OIC ensure that:

a. The OIC/ safety officer is present and has been briefed?

b. Permission to fire has been received from range control?

c. Radio communications are maintained at all times and checked hourly with range control?

d. No personnel are allowed forward of the firing line?

e. Required safety measures are observed and effective firing control is maintained?

f. Personnel are using proper hearing protection and wearing helmets?

g. A cease-fire is ordered when:

(1) Communications with range control is lost?

(2) A weapon/ ammunition malfunction occurs?

(3) A safety violation, accident, or incident occurs?

(4) A fire is started?

(5) Rounds land or detonate, or are suspected of landing or detonating, outside impact area/ safety limits?

(6) When range control directs cease-fire?

h. Tanks, Army personnel carriers (APCs), and other vehicles display red flags when mounted weapon systems are being loaded or fired?

i. No ammunition is unloaded on a wet firing line?

j. There is no smoking on the firing line or within 50 feet of ammunition?

k. Ammunition is handled, stored, and guarded in accordance with TM 9-1300-206?

9. Small arms checks:

a. Are left-handed firers using brass deflectors on M16s?

b. Are weapons cleared properly at the conclusion of firing?

10. After using any range facility, does the OIC and safety officer ensure that:

a. Weapons are cleared of ammunition?

b. Ammunition/ explosives are removed from individuals?

c. Ammunition, simulators, explosives, and pyrotechnics are not abandoned on the range?

d. Inspection and clearance are requested and received from range control before departing the range?

e. The inspection checklist for ranges is completed?

11. Ammunition care and handling:

a. Is smoking prohibited on firing ranges, in firing positions, and within 50 feet of any ammunition or fuel storage area?

b. Do ammunition-laden vehicles, other than those carrying small arms, display explosives signs (8-inch-high red letters on white background) on the front, rear, and one on each side?

c. When a truck is unloaded, are signs removed?

d. When storing ammunition on the ranges, do units:

(1) Place ammunition on dunnage pallets 6-inches high?

(2) Cover the ammunition with a tarp?

(3) Store ammunition within compatible groups?

(4) Maintain quantity-distance in accordance with TM 9-1300-206, and store ammunition 1,300 feet from bivouac areas, command posts, and similar troop locations?

(5) Post no smoking signs?

(6) Guard ammunition?

(7) Maintain lot segregation?

(8) Have two operational fire extinguishers (15-pound carbon dioxide)?

e. In the event of misfires, jammed rounds, and erratic firing is Table 6-1 used to identify local corrective action and reporting requirements?

f. Is defective ammunition:

(1) Properly identified and replaced in the original container with felt pad to protect primer?

(2) Placed in misfire pits?

(3) Turned-in to the ammunition supply point (ASP) upon completion of firing?

g. Duds and abandoned ammunition:

(1) Area all personnel briefed not to pick up duds or handle projectiles, flares, or ammunition found on the range?

(2) If a dud is found, is the site marked by a stake/ post extending 4-feet above ground, and the explosive ordnance detachment (EOD) or range control notified?

h. Are personnel trained in the procedures and safe use of blank ammunition and simulators? (TM 9-1300-206, para. 2-1)

12. Does the unit restrict the use of pyrotechnics/ tracer ammunition during Category III, IV, and V forest fire danger ratings?

13. Medical evacuation:

a. Are qualified aidmen, litters, first aid kits, and vehicles (wheeled or tracked) present on the range when firing is being conducted? Does the aidman know the nearest helicopter landing zone and the quickest route to the emergency room?

b. If the aid vehicle leaves the range, is a cease-fire called until a replacement is provided?

c. Is the aidman prohibited from performing duties other than medical?

d. Do all participating personnel know the following MEDEVAC procedures in the event of an injury and/or other emergency?

(1) Contact range control (FM _________, telephone _____________).

(2) If unit is unable to contact range control, contact DUSTOFF (FM __________, telephone ___________________. Advise them range control was not notified.

(3) Request for emergency air evacuation will be transmitted using the 9-line MEDEVAC request format.

14. Ensure the requirements of AR 385-63, Chapter 2 are complied with.

CHAPTER 6 - Logistics
Keeping Count of Your Platoon

by First Lieutenant Mark E. Ashbury

Introduction

So, you are going to be a platoon leader. Soon, you will be signing for millions of dollars worth of equipment. Every so often, unconcerned platoon leaders generously contribute portions of their hard-earned income for the good of the service. If you consider yourself a philanthropist and are independently wealthy, then stop here.

On the other hand, if you enjoy your butter and want silver in eighteen months, then the following suggestions, which soon-to-be company commanders have compiled from lessons learned, will prove helpful. The information provided here is not necessarily inclusive, but is a condensation of the overall unit supply process as it encompasses platoon accountability procedures. Prior to arriving at your unit, you should take the time to assimilate the information provided below. And, if time permits, review all references made to the Supply Update and the Maintenance Update. You can find these publications in your company and also at the MOS library.

Responsibility

Your commander is the primary hand receipt holder for all unit property and exercises command responsibility. His representative in maintaining the hand receipt is the supply sergeant. Most units also have the XO as the supply officer to assist the commander in more closely monitoring routine supply transactions. The commander's hand receipt consists of all non-expendable property authorized to his unit under current MTOE, TDA, and CTA (for definition of acronyms see "Consolidated Glossary" in your latest Supply Update.) You can identify all non-expendable property by a line number, which is an alphanumeric code used by the computer to refer to a specific piece of property (e.g. E94356). The PBO (Property Book Officer) updates the commander's hand receipt monthly. The hand receipt is a computer printout listing all assigned property alphanumerically, by line number.

In order to maintain proper accountability, most commanders will attempt to sub-hand receipt all unit property down to the primary user level to delegate supervisory responsibility over sub-hand receipted property as an extra safeguard. Therefore, you re only indirectly responsible for all property sub-hand receipted to you from the commander, assuming that you, in turn, complete the process and ensure that all property is sub-hand receipted to the primary users, who of course, are your vehicle commanders. And that is the key: if you always ensure that you maintain accountability by conducting inventories prior to the old vehicle commander departing your unit, soon after returning from field problems, and before your semiannual updating of your sub-hand receipt, you will never have to forfeit any of your hard-earned income.

While that sounds so simple, one must remember that Murphy's Law is constantly in force, always providing the opportunity to gum up accountability. Furthermore, not everyone has concerned commanders who routinely do their 10 percent monthly inventory; supply sergeants who conscientiously do their review and posting; or platoon leaders who adhere to sound quality-control standards during inventories.

Supply Forms

Form management plays an important role in property accountability. Therefore, let's discuss some forms used by supply that affect your sub-hand receipt. The supply room normally keeps your sub-hand receipt on a DA Form 2062. The supply sergeant makes two copies of each sub-hand receipt, retains the original, and gives the carbon to the sub-hand receipt holder. It should look something like figures 5-1 and 5-2 of DA Pam 710-2-1 (see Supply Update). Other forms that affect your sub-hand receipt and that should be kept with it are shown in FIGURE 1.

Commonly collocated with your sub-hand receipt is the hand receipt annex (see figure 6-1 of DA Pam 710-2-1 for example). This form, often called a "shortage annex," shows all components that are missing from an end item in your sub-hand receipt and are currently on order. The initials at the end of column A-F will usually be those of the supply sergeant. Those initials are his verification that all items listed above it are on valid requisition. You can double-check this by looking at the Due-In listing for that item. When you find it, a good practice is to pencil in the Document Number (or Requisition Number) in column b following the item description. This will help you monitor the arrival of that item when you do your weekly review of the Due-In listing. When you no longer see the item listed there, it has arrived and will either be in the supply room or needs to be picked up by the supply sergeant at the supply yard or warehouse (Read paragraph 6-2 of DA Pam 710-2-1).

Another form usually kept with your sub-hand receipt is a change document on a DA Form 3161 (see figure 5-3 of DA Pam 710-2-1 for example). The supply sergeant uses this form to record supply transactions that affect a hand or sub-hand receipt. He uses it to record issue and turn-in transactions between hand receipt holder and sub-hand receipt holder in lieu of posting changes to the sub-hand receipt on DA Form 2062. Most supply sergeants like to do this because sub-hand receipts are supposed to be typed and typing takes time that supply sergeants usually don't have.

The forms just discussed are basic forms used by the supply sergeant to maintain accountability. Other forms of which you need to have a working knowledge are:

1. DA Form 2062, Component Hand Receipt (see figure 6-1 and 6-2 of DA Pam 710-2-1). You will use this form as your sub-hand receipt to the primary user; it contains a listing of all basic issue items (BII), mandatory components, and any additional authorized items (AAL) described in the publication for that end item (Read paragraph 6-2 of DA Pam 710-2-1).

2. DA Form 2402, Direct Exchange Tag (see figure 3-2 of DA Pam 738-750 in the Maintenance Update). This form has several different uses. You should attach it to all items turned in to supply or PLL. If you cannot get a one-for-one direct exchange, ask for a signature in block 14, and record the Julian date in block 13; retain Copy 1 for your records.

3. DA Form 1131, Cash Collection Voucher (see figure 2-1 of AR 735-11 in the Supply Update). We use this form when an individual admits pecuniary liability for an item that does not exceed $100 in cost. This allows the soldier to go to the SSSC (Self Service Supply Center) and pick up the item, provided he has a DF authorization as described in AR 735-11, paragraph 2-3, sub-paragraph d(3). (This process is illustrated in FIGURE 3 by the arrow showing the supply sergeant going to the SSSC for a class 2 durable item.) This action provides faster acquisition of the item.

4. DA Form 362, Statement of Charges (see figure 2-2 of AR 735-11). If the item is not stocked or sold at the SSSC, then use this form for the person who has admitted pecuniary liability for an item.

5. DA Form 4697, Report of Survey (see figure 3-1 of AR 735-11). This form is used when you or the commander decide that property has been lost, damaged, or destroyed because of fault or neglect by one or more of the unit's personnel.

(NOTE: For those of you who are in units that are authorized stockage of a uniform basic load (UBL) of ammunition, your support platoon leader and the S4 shop are the sources on how to use DA Form 2062 to maintain ammunition accountability. The most important point to remember is to make sure your ammunition's lot numbers are visible and that records are kept by round type and lot numbers).

Reviewing Supply Operations

Another important point to consider in preparing to sign for your platoon is "How important is supply to my commander?" You can assess this by visiting the supply room and talking with the XO. When you visit the supply room look to see how well it is managed by considering these points:

· Is the supply room neat, clean, and functionally organized? 

· How much interruption is the supply sergeant receiving? 

· Is the supply sergeant constantly being interrupted? 

· Has your sub-hand receipt been updated at least semi-annually? 

· Does your sub-hand receipt have the documents listed in FIGURE 1? 

· Do your carbon copies match the original?

Note: See also Appendix C of AR 735-11.

If you can honestly answer yes to most of these questions, then you should be in fairly good shape. On the other hand, if you still have questions, it might be worthwhile to troubleshoot a little further, with the help of your XO.

The Inventory Process

Once you feel satisfied that the paperwork appears in order, you need to review the component hand receipt against the most recent -10 and changes of HR of the end item that is listed in column b of your sub-hand receipt to ensure that it is complete and accurate. Then obtain enough copies of each component hand receipt so that there are at least two copies for each item on your sub-hand receipt.

Next, set a date with the previous platoon leader (or whoever is the sub-hand receipt holder of your platoon) that allows ample time to inventory all components of the end items for which you will be signing. A good rule for tankers is to set aside half a workday. This will allow time for the crews to lay out neatly all the BII and AAL items on their tarps, as well as provide plenty of time for you to inventory each individual tank. Insist that all items are laid out the same for all like end items and that all items listed in the component listing are laid out prior to the inventory. Inform the sub-hand receipt holder that you will not accept any item which was not laid out, but was located during the inventory. Another good idea is also to request that the platoon sergeant have the crews line up in front of their vehicles at parade rest and snap to attention when you arrive to inventory. While this does not reflect heavily upon property accountability, it will show the soldiers and the commander that you take your job as a platoon leader seriously.

There are many ways to inventory. Some officers read off each item and have each person hold that item up. Other platoon leaders go from individual end item to individual end item and inspect each item named off of the component hand receipt. For the first time, this is the preferred method because you will want to check to make sure that they have the right tools listed and for serviceability of the tools. You may see tools that are substituted for another tool (e.g., a 10-inch adjustable wrench for an 8-inch adjustable wrench). A good rule to follow in-lieu-of issues is that "you can always go up, but you can't go down." Also, you cannot substitute some items for other items (e.g., open end for Allen wrenches). Again, your XO is a good source for this information, as is the supply sergeant. Have the platoon sergeant gather up any items that you find to be unacceptable or unserviceable. Upon completion of your inventory of each vehicle, stop and have the commander of that vehicle sign the hand receipt and give him a copy.

Once you have inventoried all items listed on the sub-hand receipt, visit the supply sergeant and sign your sub-hand receipt. There you will also rectify any discrepancies noted. Also, you should adjust any change documents and turn-in all unserviceable items for direct exchange.

Records Management

Now you should at least have a basic concept of how to check your records and how to do an inventory. This is the first step in good records management. Another thing to consider is keeping your records organized. One good way is to get a notebook, some light green dividers that are three-hole punched, some tabs, an envelope that is large enough to secure your DX slips, and some document protectors; then set up a platoon sub-hand receipt notebook (see FIGURE 2). Including an 8-10 photo of the layout for each end item to help visually organize the sub-hand receipt is also a good idea both for you and your vehicle commanders.

Continue to do routine inventories prior to the departure of a vehicle commander from your unit, following returning from field problems, and before your semiannual updating of your sub-hand receipt (If you do the first two, you usually will not have to spend much time doing the latter). Once you have established your inventory standards, you can speed up the inventory process by having the platoon hold up all items as you read them off. Then you can use one component hand receipt replacing columns A-F with the bumper number of each vehicle. When you have finished, you can have each vehicle commander sign under their bumper number; then each vehicle commander and you can transcribe the inventory to each component hand receipt while the rest of the platoon stores the equipment.

Along with routine inventories, you should review the component hand receipt and identify what items are classified as durable and expendable. As illustrated in FIGURE 3, your end items are composed of many items that vary in class code and are listed on component hand receipts for various reasons (FIGURE 3 also shows the overall supply process as it relates to the platoon). Therefore, to best serve your soldiers and help maintain proper accountability, you should identify the class status and accounting requirement code (ARC) of each item.

To do this, you need to look up the items by the NSNs on the AMDF for the ARC code. You will see either a "D" for durable or "X" for expendable. Mark this in pencil in column e of your component hand receipt. Also use the AMDF to identify whether the item is Class II or Class IX, which is found by looking at the SCMC code. This will help to know where to take the item when it is unserviceable.

I know of an incident when an item was not ordered for over a year because the supply sergeant, who deals mainly with Class 2 requisitions, had a Class 9 item sitting in his storage room because someone turned it in to him and it was too heavy to pick up and take to the PLL office. A good thing to do, once you have identified broken or missing Class 9 expendable items, is to order these items and list them on your DEF MAINT to keep track of them.

Finally, you need to review routinely the Due-In listing to keep track of items on order for your platoon. There has been many a time when tools have come in and gone elsewhere due to the lack of follow-through by a platoon leader. By routinely visiting supply, you can also discover when the supply sergeant is going to SSSC to pick up supplies. Then you can refresh his memory about the Class 2 expendable items he needs to pick up for you. Always remember that your supply sergeant plays an important part in the supply process, and you need to maintain a good working relationship with him. SO, as you show interest in your supply problems, also show consideration for this.

Conclusion

The purpose of this article has been to help you avoid some of the mistakes that others before you have made. Errors occur as a result of incompetence and ignorance. Therefore, it is your responsibility to be the watchdog and maintain accountability over your property and sub-hand receipt.

Reprinted from Armor: The Magazine of Mobile Warfare, November-December 1985
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FIGURE 1—Typical Documents Found in a Sub-Hand Receipt
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FIGURE 2—Platoon Sub-Hand Receipt Notebook

 

FIGURE 3—Platoon Supply Cycle
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Leadership and Preventive Maintenance

by Colonel Donald C. Fischer

Really great leadership ability often begins with childhood. Parents and other adults control the development of a child through situations that lead to positive reinforcement and the avoidance of failure. Self-confidence and maturity develop from exposure to situations that involve gradually increasing levels of difficulty and responsibility.

People who have had such experiences are fortunate, and they can usually be recognized by their strength in dealing with others and in handling their professional and personal lives.

But there are too few such people to fill the Army's needs for leaders. And, unfortunately, developing leaders at a later stage is more difficult. It requires the same approach, but it must be done in a shorter time with more distractions and greater pressures.

Leadership development is, in fact, one of two major problems facing a battalion commander. The other is taking care of equipment.

Just before I took command of a battalion in Europe, I had the good fortune to be exposed to General John Galvin's thoughts on how battalion and company commanders might relate these two problems--how they might use the unit preventive maintenance program to place commissioned and non-commissioned officers in situations of controlled but increasing difficulty in which they were required to lead. (Much of this is alluded to in the recently published FM 43-2, which covers organizational maintenance management). The ideas presented here are based on my experience with this approach.

There are several reasons why a unit's preventive maintenance program is a fertile area for leadership development.

We all know the problems of organizational maintenance: Readiness rates are high, yet inspections reveal non-operational vehicles; resources and repair parts are available in quantity, yet vehicles are down for long periods; motor stables and preventive services are conducted, yet organizational and operator maintenance are rated poor.

Much of the problem stems from making the condition of the equipment the responsibility of the battalion executive officer, the S-4, the company executive officers, and the motor sergeants.

In private life, when a car or truck breaks down, the owner takes it to the shop and sees that the problem is corrected. And since he's paying for this service, he makes sure it is done right. The same should be true in a military unit: The readiness of a vehicle or a piece of equipment should be the responsibility of the people who "own" and use it--the platoon leader, the platoon sergeant, the section officer in charge (OIC), and the section NCO in charge (NCOIC).

Unfortunately, equipment "owners" in the Army often do not realize the extent to which they are really responsible for the care and use of that equipment. Leaders should make sure that their subordinates have safe and well-maintained equipment to operate, that they know how to operate it, and that they know where they are to go and what they are to do. Failing to do these things is a weakness in leadership, and that is the major cause of accidents, losses, and low operational readiness rates.

In using the maintenance program to develop leadership, a commander first has to examine his own attitude toward the preventive maintenance program--such things as repairs, services, forms, and relationships among support elements in a company or battalion. Scheduling, inspections, work planning, and the way preventive maintenance sessions are conducted must all contribute to the commander's control of the program. Above all else, a commander must actively participate in and control the program.

One of the major steps he can take to get active involvement in the maintenance program is to take a realistic approach to scheduling. Any schedule must be related to the unit's mission, training, and support requirements. Therefore, he should not simply enter a time on a training schedule, for example, and blindly require that everyone be there.

Motor stables should be scheduled only when required, and heavily used vehicles should receive the necessary attention daily--during, before, and after operation checks. Lightly used vehicles, like those on hand in headquarters elements, do not need this constant attention. (There is nothing worse for a soldier's attitude than having to do the same things over and over again to vehicles that do not move.)

There is no need, either, for entire units to be in a motor pool for motor stables. (This is valuable only when large numbers of people need training, when the unit has received new equipment, or when there is a sudden, heavy requirement of some kind.)

Smaller numbers of people are easier to handle and to supervise. Thus, it is easier to keep everyone busy, and a motor sergeant does not receive more DA Forms 2404 (Preventive Maintenance Inspection Worksheet) than he can handle at one time. Too often, large batches of unprocessed 2404s lie in in-boxes for extended periods awaiting parts research and ordering while the same deficiencies and shortcomings continue to show up week after week.

This approach requires that motor stables be spread throughout the week. It is a good idea to have such sessions Monday through Thursday. This leaves Friday free for parts runs, clean-up, training, personal business, or anything the motor sergeant needs to do to run an orderly, and humane, operation.

A good company training schedule, therefore, tells each platoon or section when it should be doing organizational maintenance as part of the company plan. Concurrent activities should be encouraged according to what is needed. The scheduled period should not be limited to vehicles. It can be used for weapons cleaning, organizational clothing and equipment maintenance, or shop equipment maintenance. Anyone who does not need to be involved should be doing mission work instead.

With this approach, a commander and all of the elements of his unit know what everyone is supposed to be doing--concentrating on essential tasks. The potential for wasted time is reduced and, because the entire unit is not in the motor pool at one time, it is easier for the commander to observe, evaluate, correct, and teach.

Control

The most valuable means of controlling the maintenance program and evaluating how well the officers and NCOs are supervising equipment operation and maintenance is the form 2404. That form is intended to be a means of identifying a maintenance requirement, an organized way of making notes that simplifies subsequent actions. Used correctly, it is a source of information for everyone involved--mechanic, operator, parts clerk, officer and NCO supervisor, and commander.

Often, though, as many operators will testify, the form is filled out, but it does not contribute to correcting the identified problem. In these cases, the preparation of the form has become an empty ritual.

The commander should require that a file be kept of the 2404s prepared for each vehicle. This type of file is often referred to as the "vehicle health record."

Copies of unprocessed 2404s should be placed in a manila folder after inspections are performed. Over a period of time, this collection can show a commander and his subordinate leaders whether operator maintenance is being performed before a vehicle is serviced or used. And if the file is regularly monitored, it can also show how the motor pool works to correct organizational deficiencies and how well the responsible officer and NCO push for corrective action.

The vehicle health record, accordingly, provides the basis for auditing the internal maintenance structure, assuring corrective action, and teaching leadership accountability to the officers and NCOs of the company.

Responsibilities

Everyone involved in such a maintenance program has certain responsibilities for making it work, from the battalion commander and command sergeant major (CSM) down to the junior NCOs at squad level.

First, the battalion commander provides guidance to the companies on conducting motor stables and preventive maintenance sessions, and directs that such sessions be included in the company training schedules. (When standard times are set throughout the battalion, scheduling and supervision are simpler--especially in such dispersed units as air defense or combat service support battalions.) Then the S-3 checks those training schedule activities to ensure compliance.

It is absolutely necessary to create an atmosphere in which soldiers can be sure that scheduled activities such as motor stables will actually take place. After a while, compliance becomes automatic and requires less supervision. Such an atmosphere also leads to a less adversarial relationship between the company and battalion headquarters.

Of course, a battalion commander must make sure all of his officers know how to use the basic maintenance and supply forms and the related management techniques. He should conduct this training himself to demonstrate the importance of the activity, to increase credibility, and to participate in learning with his younger officers.

Of course, a battalion commander must make sure all of his officers know how to use the basic maintenance and supply forms and the related management techniques. He should conduct this training himself to demonstrate the importance of the activity, to increase credibility, and to participate in learning with his younger officers.

Meanwhile, the CSM, in his role as senior enlisted trainer, should go into the companies and headquarters to watch the sergeants do their jobs, making sure the First Sergeants are also there. The motor pool is the main setting for his NCO professionalism program, and the training schedule and the 2404 file are his main tools.

An important part of this teaching process for both the battalion commander and the CSM is inspecting company operations.

For his inspection, a battalion commander walks into a motor pool, selects a health record for one of the vehicles, and calls the "owning" officer and NCO. He reviews and critiques the 2404s for operator maintenance deficiencies on the vehicle and counsels the officer on what is needed to see that such deficiencies do not recur.

During his inspection, the commander checks standing organizational deficiencies to see whether parts are on requisition and whether reconciliations with the direct support unit are being conducted. He also checks publications, particularly the 12-series forms, looks at hand receipts, and follows up on shortages through the supply room.

The CSM also reviews the commander's file of 2404s and critiques the performance of platoon sergeants, section NCOs in charge, and squad leaders. He makes sure that the NCOs understand and support the preventive maintenance program and that they do not fail in the eyes of the platoon leaders, the company commander, or the battalion commander.

In short, starting with the 2404s as a base, the battalion commander and the CSM--with the owning lieutenants and the company commander in tow--check the entire maintenance and supply system within a company.

The battalion commander always throws the problem of checking and assuring that corrective action is taken back to the officer who owns the equipment, or the CSM throws it back to an NCO, if he is the one who owns the equipment. Thus, in a company chain of command, the junior officers and the NCOs see how to do the checking.

After this counseling, the most important thing the "owning" officer or NCO can do is to be there when the equipment is prepared for servicing and to ensure, through the platoon sergeant or section NCOIC, that the operator-correctable faults are eliminated.

Down at company level, the company commander and the first sergeant function much the way the battalion commander and the CSM do at battalion level. The company commander's chief responsibility is to provide time on the training schedule for motor stables and preventive maintenance session and, above all, to make sure the platoon leaders are there. He sees that motor stables are observed, that the commander's file is reviewed, and that equipment and records are checked for corrective action.

The commander must push his platoon leaders to take corrective action and must make sure the company's support structure is really supporting the maintenance program. The motor pool, unit supply room, armorer, NBC NCO, and communications NCO must be available according to the preventive services being performed. The commander should also visit the direct support unit and push it for the necessary assistance and support.

File reviews, battalion inspections, and organizational maintenance technical inspections become the base for evaluating and counseling junior officers and NCOs.

The First Sergeant is the senior enlisted trainer in the company, and this is his most important role. He precedes the company commander in the motor pool and makes sure that PMCS (preventive maintenance checks and services) activities occur and that the NCOs who should be there are there. He critiques the platoon sergeants and squad leaders or section chiefs, and makes sure the company's NCOs do not fail in the eyes of the officers.

In this maintenance-leadership program the greatest advances in officer professionalism and leadership occur at platoon level. The motor pool is a microcosm of all the most difficult leadership problems--it is a place where people and resources must be brought together to perform clearly defined tasks.

A platoon leader plans, along with his platoon sergeant, for the use of those people and resources. He resolves all conflicts in demands for people--such as duty rosters, sick call, personal business--and for equipment, and overcomes the many other obstacles he may encounter.

He also solves the support problem. He reviews the 2404s generated from previous sessions and checks with the motor pool, the unit supply room, and the direct support unit to ensure that the required corrective steps are being taken.

The platoon leader--because he is in direct contact with the company commander and the company motor officer and is at the same level as the shop officers and the battalion staff--can make things happen that the vehicle operators and junior NCOs cannot.

Similarly, the platoon sergeant is the most influential in the development of the platoon's NCOs and enlisted soldiers. At the rank of staff sergeant or sergeant first class, he is usually the highest-ranking person the junior NCOs and troops come in contact with every day.

For motor stables or preventive maintenance services, the platoon sergeant puts people with equipment. He teaches soldiers how to do checks and operator services; makes sure tools, supplies, POL products, rags, and other necessities are available for an effective session; and assures that the dispatcher, the mechanics, the PLL clerks, and the unit supply people provide support.

In performing these functions, the platoon sergeant is also teaching the junior NCOs the skills and obligations of leadership. The example he sets in these sessions is more important than a hundred NCO professionalism classes.

At squad or section level, a successful performance at motor stables will teach the junior NCO more about leadership than just about any other activity. The job is defined; the people are there; there are certain tasks to be performed; and there is immediate feedback that both a soldier and his supervisors can use to evaluate efforts and results.

The NCO accompanies the operator when dispatching a vehicle and assures that all operator checks are performed. He sees that the soldier knows his destination and has all the required tools and dispatch records, that the vehicle is safe and presentable, and that the vehicle leaves the motor pool on time. The NCO tells the operator to report back on completion of the mission. At that time, he assures that the mission has been accomplished, supervises the completion of after-operation checks, and sees that the vehicle is fueled and secured before allowing the soldier to quit for the day.

From the top down, then, this is a model for developing leadership through the preventive maintenance program. Scheduling and the 2404 give a commander two powerful tools for controlling the program. Each officer and NCO has a specific role in preventive maintenance activities that capitalize on his position and authority. Each supervisor is placed in situations that help him develop his leadership ability while at the same time helping the commander improve the unit's operational readiness.

The most important aspect of this model is the potential effect of such a program on the new soldier--whether he is a private or a lieutenant. The new soldier is exposed to superiors who are actively involved in creating a positive working environment. From this exposure, he develops habits and expectations of competence, excellence, and concern for subordinates. He will then try to become that kind of officer or noncommissioned officer.

What better way to create an "Army of Excellence" than to display excellence in everything we do?

Reprinted from Infantry Magazine, November-December 1985

Preventive Maintenance References

AR 220-1 Unit Status Reporting

AR 385 Series Safety

AR 750-1 Army Material Maintenance Concepts and Policies

AR 750-22 Army Oil Analysis Program

AR 750-58 Printing, Camouflage Painting and Marking of Army Material

DA Pam 108-1 Index of Army Motion Pictures and Related Audio Visual Aids

DA Pam 310-1 Consolidated Index of Army Publications

DA Pam 351-4 U.S. Army Formal Schools Catalog

DA Pam 385-1 Unit Safety Management

DA Pam 750-1 Commander's Guide to Preventive Maintenance Indicators

DA Pam 750-5 Army Oil Analysis Program: Guide for Leaders

FM 29-2 Organizational Maintenance Operations

TM 9-243 Use and Care of Hand Tools and Measuring Tools

TM 9-8000 Principles of Automobile Vehicles

TM 21-305 Manual for the Wheeled Vehicle Driver

TM 21-306 Manual for the Tracked Combat Vehicle Driver

TM 38-750 The Army Maintenance Management System, w/changes

PS Magazine All issues

All Technical Manuals, Technical Bulletins, Modification Work Orders, Lubrication Orders, and Supply Catalogs for each type of equipment supported.

Change of Command Inventory

by Major Neal H. Bradley

That long-awaited day finally came your way! The battalion commander called you into his office, offering you your first company-level command. Now, with the initial excitement of this significant opportunity subsiding, you begin to gather your thoughts on what you should do to get your change-of-command inventory planned, executed, and properly documented.

Before making your first visit to the company, review applicable Army Regulations--AR 710-2, AR 735-5, and AR 700-84 contained in the current issue of Unit Supply UPDATE--as well as local regulations and directives.

Your first stop should be with your battalion property book officer (PBO) or S4, or both. In a divisional unit, this stop will be with the divisional property book team chief at the division materiel management center. Discuss local policies and the current primary hand receipt, non-expendable shortage lists, and non-expendable document registers. Determine the status of requested end items and components.

After leaving the PBO, verify that all organizational property shown on the unit's modification table of organization and equipment (MTOE) is further sub-hand receipted to the user level; that supply catalogs for all sets, kits, and outfits are present; and that component hand receipts and shortage lists are on hand, current, and accurate. Thoroughly familiarize yourself with the contents of supply catalogs with which you might not be familiar.

Discuss the upcoming change-of-command inventory with the outgoing company commander and first sergeant. Plan a schedule that the unit can follow. Schedule each section and category of property within the company for a thorough inventory. Prepare your schedule for the entire inventory and discuss it with the S4, battalion executive officer, and battalion commander. Publish instructions for all sections detailing what you expect during the inventory--the time and date of the inventory, the manner in which tool and equipment layouts should be organized, and the names of the individuals who should be present, in addition to any other instructions.

Conduct inventories of the following types of property--

· Furnishing management property (barracks furniture). 

· Installation property (office desks, chairs, filing cabinets). 

· Real property (buildings). 

· Training and aid support center (audiovisual) property. 

· Organizational property, including-- 

· MTOE (unit mission-related equipment that deploys with the unit). 

· Prescribed load list items (repair parts).

Conduct the inventory according to the schedule in the inventory plan. Provide instructions to the section chiefs on exactly how you want equipment displayed for the inventory. You may find it best to have items laid out in the same sequence as they are listed on the component's hand receipts.

Inventory like sections at the same time. This practice will preclude tools or other common items from moving between sections during the inventory. If you can't inventory all sections on the same day, use spray point of different colors on different days to assist in identifying tool movement.

While inventorying, make sure you personally see what is on hand. Take no one's word for the whereabouts of equipment and don't permit others to do paper inventories during your change of command inventory, nor during your command. Do not use inventory teams to look at property for you; they do not have the vital personal interest that you have as company commander.

Regardless of whom you are replacing, do not let friendship--even with your predecessor--affect your inventory procedures. The task is your responsibility. Upon assuming command you alone bear command responsibility for all property assigned to your company. Consequently, if you fail to do something that a prudent person would do, such as counting all of his property and signing it over to his subordinates, you may be found to be pecuniarily liable. If you cause Government property to be lost, you may read about it on your next officer's evaluation report!

Property generally falls into one of three categories--expendable, durable, and non-expendable. It is important for you to understand how property is classified into one of these categories.

Expendable Property. Expendables are items that are consumed in use or that lose their identity when installed within an end item. Expendables include most repair parts, tools (like hacksaw blades and welding rods), office supplies, and other similar supplies with a unit price of $100 or less.

"Expendable" does not mean that you can lose or fail to control this type of property. In fact, expendables are among the most widely abused Government supplies, so be alert and vigilant to how they are being used in your unit.

Durable Property. Durables are items, such as hand tools, that are not consumed in use. The unit's document register and component hand receipts record the responsibility for and location of durable supplies.

The PBO is not required to formally account for durables. Durables, particularly tools, require frequent inventorying.

Non-Expendable Property. Non-expendables are usually end items or components that do not lose their identity in use, and they retain their own identity during use. Because non-expendables are usually expensive, they require property book accountability. They will be hand-receipted from the PBO, through the unit commander (primary hand-receipt holder), all the way down to the user. Additionally, all non-expendable supplies must be either on hand or on order.

The loss, damage, or destruction of any supplies automatically requires documentation, which will relieve you from accountability. Unless they are consumable supplies, expendables must be processed for relief from accountability.

If, during the course of your inventory, you find missing or damaged expendables, durables, and non-expendables, you may ask the previous commander about these shortcomings. Although this is a valid question, it won't solve the problem at hand. Remember, it is the outgoing commander's responsibility to gain relief, not yours as the incoming commander. You should make sure he obtains relief from accountability in one of four ways--replacements-in-kind, cash collection vouchers, statements of charges, and reports of survey. All losses should be resolved through one of these four methods. Army Regulation 735-5 thoroughly explains these methods.

Report the results of the inventory to the battalion commander. Do this before the change-of-command ceremony. Also, brief the brigade commander. As your senior rater, he should know the results of the inventory immediately.

As the incoming company commander, you must be comfortable with the answers to two questions: "Are you satisfied with the inventory?" and "Did you see everything in your company?" If you cannot answer those two questions affirmatively, you have no business accepting command of the unit. By the same token, the outgoing commander has no business being relieved of command if property accountability has not been documented to your satisfaction. Forward a formal written inventory report to the battalion and brigade commanders. The report should detail the following--

· The original inventory schedule and the actual inventory schedule. 

· The dollar value of supplies relieved from accountability through replacements-in-kind, cash collection vouchers, statements of charges, and reports of survey. 

· A detailed listing of all shortages. This listing enables funding decisions to be made, based on the unfinanced requirement list to which all of these items will be added. These shortages should be broken out by line item number as well as by set, kit, or outfit, and they should classify the items as expendable, durable, or non-expendable.

These reports serve as records enabling a comparison of how well successive unit commanders have performed the property accountability function.

Based on my experience, I have developed a list of things to do during a change-of-command inventory and another list of things not to do.

Some Do's

· Count everything personally. 

· Update hand receipts and component hand receipts before you inventory each section. 

· Record shortages and immediately initiate action to get relief from accountability. The outgoing commander is responsible for this action, so make sure he accepts the responsibility. 

· Strictly follow your inventory schedule. 

· Use current publications as inventory guides. Record on component hand receipt documents the technical manual number for the non-expendable item annotated on the hand receipt listings that were used during the inventories and their dates of publication. This may help if questions arise during subsequent inventories or inspections. 

· Read AR 710-2, AR 735-5, AR 700-84, DA Pam 710-2-1, and any local supply policies. 

· Conduct the inventory in a professional manner.

Following this advice could save you time and money and improve your unit's ability to perform its mission, because you will have your property under control.

Some Don'ts

This list may be more important than the list of things to do.

· Don't accept promises. Outgoing company-level commanders often suddenly lose interest in property problems once they relinquish their command. Don't anticipate that the previous commander will recover a great deal of property once he has moved on. Battalion commanders cannot guarantee that they can keep you from having to pay for lost property. Besides, if you stay in command a full 18 months, you will almost always have a different battalion commander when you change command. 

· Don't miss or skip any items or sections on the inventory. 

· Don't let other people inventory for you. 

· Don't let people sign for property that is not on hand. 

· Don't sign for something yourself that is not on hand. 

· Don't compromise with your soldiers or yourself; make no exceptions to correct procedures.

A change of command inventory perfectly exemplifies the Fram oil filter advertisement: "Pay me now, or pay me later." All Army leaders recognize the magnitude of the company commander's job in conducting the change of command inventory--hence the 30 days allotted for the inventory and their expectation that it be done well.

Take advantage of this challenge and demonstrate your professionalism early in your command. Come in clean, keep clean, and leave with a reputation of having taken care of your company's property; this is, after all, an important part of taking care of your soldiers.

Reprinted from Army Logistician: Professional Bulletin of United States Army Logistics, March-April 1989

Property Accountability at the Company Level

by Chief Warrant Officer Miguel A. Montano

Property accountability is one of the greatest challenges a company commander will face during his or her tour of duty. You can accomplish many things during a command tour but still fail as a commander if you do not maintain proper accountability of your equipment.

There are certain things you must do before you assume responsibility for the company's property. The following is a list of "helpful hints" intended to help you, as a new commander, prepare for a successful change of command inventory, which, in turn, will give you a foundation for a successful command.

Before the Inventory--

Become familiar with AR 710-2, DA Pamphlet 710-2-1, FM 10-14, and local supplements. (Remember, these regulations contain about 95 percent of everything you need to know to run a successful command supply discipline program (CSDP). I hope to give you the remaining 5 percent in this article).

Schedule a meeting with your property book officer (PBO). If your PBO is using the standard property book system-redesign (SPBS-R), your team chief will provide you with an automated copy of your command inventories.

Visit your battalion S4. If your S4 maintains your company's durable-expendable document register, get copies of the shortage annexes.

Review DA Pamphlet 25-30 to ensure that the latest publications are used during your inventory. If publications are missing, make a note of any that are not available. Record all publications that are used in conducting your inventory.

Coordinate with the outgoing commander and prepare an inventory schedule, allowing sufficient time between inventories to reconcile differences and prepare adjustment documents. Meet with all sub-hand receipt holders and explain how the inventory will be conducted.

During the inventory--

Inventory everything yourself! See it, touch it, feel it. Don't let anybody inventory for you. It is your responsibility to conduct the inventory.

Don't "double count." Some major end items have other major end items as components. For example, line item number (LIN) W32593, Shop Set, Common #1, has one battery charger, LIN D99573, listed in its supply catalog 49109-95-CL-A74-HR as a component. If the company's modified table of organization and equipment also authorizes one battery charger, LIN D99573, then your unit should have two battery chargers. Remember, too, basic issue items are assumed to be complete unless there is a valid shortage annex.

Verify all serial numbers. Don't sign your hand receipt until all serial number discrepancies have been corrected. If there is equipment in maintenance, visit the maintenance facility and verify the serial numbers.

Don't believe anybody. If the end item is not on hand, don't fall for, "All the components are class IX. We'll just put them on order and by the time you change command everything will be okay." You should not sign for an item that is not on hand. By the same token, never let anyone else sign for something that is not on hand.

If you encounter problems identifying a piece of equipment, get advice from your PBO or S4. If they can't help you, they'll send you to someone who can.

Inform your PBO of any excess equipment found during the inventory. You will be given instructions on how to account for this equipment. Don't forget that excess equipment on your sub-hand receipts mean improper accountability. If the equipment is lost but is not on your hand receipt, nobody can be held liable for its loss.

Make notes of any discrepancies, administrative adjustment reports, cash collection vouchers, statements of charges, reports of survey, and AR 15-6 investigations.

After the Inventory--

Prepare a memorandum stating which publications were used during the inventory. This way you will not "buy" items you never had.

Update all sub-hand receipts and ensure 100 percent of the company's property is properly sub-hand receipted. Use component hand receipts when sets, kits, and outfits are issued to the users.

Visit your PBO. Sign your hand receipt after all discrepancies have been corrected.

Throughout Your Command--

Implement a strong CSDP. Start with your supply room personnel and set clear responsibilities from the beginning. Conduct property accountability classes quarterly. If you are under SPBS-R, ensure that your supply sergeant understands the importance of the reports, coded ALH 142 and 143, and keep them for the duration of your command. Use ULLS-S4.

The ULLS-S4 (P) program allows supply sergeants to automate sub-hand receipts, component hand receipts, and shortage annexes. The program allows you to download your commander's hand receipt from SPBS-R. All of your sub-hand receipts' national stock numbers, line item numbers, serial numbers, and nomenclatures will match 100 percent with your commander's hand receipt. The prototype comes with 75 component hand receipts, but you can create more if needed. With only a few keystrokes, supply sergeant can print all sub-hand receipts, component hand receipts, and shortage annexes--a task proven extremely difficult before ULLS-S4 (P). One of the menus, "Commanders' Holders Summary Complete," will print every line number and sub-hand receipt holder who is signed for that line item number. These are only a few of the many benefits of ULLS-S4 (P). Units interested in the program should contact their property book officer or their unit systems automation officer for more information.

Brief all incoming sub-hand receipt holders yourself. Explain what you expect of them. Remember they should inventory the same way you did. Many times your sub-hand receipt holders will have very little property accountability experience and will need your guidance. Have them sign a memorandum stating that they understand their responsibilities. Whenever a sub-hand receipt holder is to be away from the property assigned to him or her for over 30 days, ensure an inventory is conducted and that the property is properly sub-hand receipted to someone else.

When assigning responsibility to another person is impractical, such as in shift operations, use inventory lists. Inventory this property at least monthly.

Conduct your cyclic inventories. Get a yearly schedule from your PBO and plan accordingly. Add your inventories to your training schedule so everyone has time to prepare for them. Don't let events overtake you. Never sign your cyclic inventory if you've not inventoried the property.

After field training exercises, conduct an inventory of all the property that went into the field.

Don't sign property over to another unit without first coordinating with your PBO.

Conduct a pre-change-of-command inventory 3 to 4 months before changing command.

Use disciplinary measures available to you as the company commander to enforce supply discipline.

The first opportunity a company commander has to meet his soldiers and get to know them is during his change-of-responsible-officer inventory. Many commanders begin their command with a "hard core" attitude toward property accountability but later get overwhelmed by the many different demands of command. Before they realize it, property accountability is no longer a major issue. Don't let that happen to you. Remember, property accountability requires constant attention from you, the company commander.

Reprinted from Army Logistician: Professional Bulletin of United States Army Logistics, July-August 1993.

Combat Health Support Logistics

Combat Health Support Logistics (CHSL) Mission

· Provide Class VIII supplies and equipment (medical materiel, to include medical-peculiar repair parts). 

· Provide optical fabrication. 

· Provide medical equipment maintenance and repair. 

· Provide blood supply and management.

CHLS Organizations and Capabilities (Levels II-III). 

· Health service logistics units will be modular in design with the flexibility, mobility, and capability to assemble, produce, process, move and issue that amount of medical materiel to meet the operational objective of continuous operations.

· Division Medical Supply Office (DMSO). DMSO is assigned to the Main Support Battalion of the Division (equivalent to the Class II and IV warehouse of the Main Support Battalion).

Level I Medical Resupply Operations. All requests for supply at the Battalion level are informal: requests can be oral or written. 
Level I.

· Combat Lifesaver—The normal resupply of the combat lifesaver is through the medical platoon. The combat medic can provide emergency resupply, but this type of resupply should not be practiced on a routine basis as it presents logistical problems for the combat medic. 

· Combat Medic—The combat medic requests resupply from the Battalion Aid Station (BAS). The requests are communicated by whatever means are available. It is easiest to accomplish this by the medic in the ambulance returning to the BAS. This is called the BACKHAUL system. 

· Battalion Aid Station. The forward deployed BASs of a division request their Class VIII from the medical company of their supporting Forward Support Battalion. The FSMC is used as a resupply point, as well as a direct source of emergency resupply to the BAS. DMSO will configure packages or use medical resupply sets (MRSs) to fill BAS requests and push them to the BAS through the FSMC. Resupply to the BAS will normally be through ambulance backhaul.

Level II.

· Medical Companies. The FSMCs and MSMC request their Class VIII from the DMSO. Requests are informal and may come by any means available. Each FSMC operates a Class VIII supply point in the BSA for emergency resupply of BASs and other medical elements on an area basis. The preferred method of distributing Class VIII to the FSMCs is by unit distribution using division transportation assets coordinated through the Movement Control Cell and the SOP of the Main Support Battalion. Resupply can also be coordinated using dedicated air or ground ambulances. 

· Division Medical Supply Office. The DMSO requests Class VIII from the Medical Battalion, Logistics (Forward). This is the first level that resupply requests are formal requests. The MED BN, LOG (FWD) will coordinate for Corps-level transportation assets to provide unit distribution to the DMSO, usually on a routine schedule. 

· Division Medical Operations Center. The DMOC, in coordination with the MED BN, LOG (FWD), is responsible for Class VIII resupply to the DMSO. The DMOC will plan for the initial period of operations based on anticipated activity and casualty estimates and direct resupply operations through PUSH packages of pre-configured MRSs. As operations normalize, or as directed, the PUSH system will be shut off and units will be responsible to request resupply as explained above (PULL system).

 

Medical Maintenance Section (DMSO)

· Authorized 1 x 91A Medical Equipment Repairer E5 and 2 x 91A Medical Equipment Repairer E4s. 

· Equipment Authorization: 

· 3 x Tool Kit MED Equipment (ORG Maintenance) 

· 3 x Tool Kit MED Equipment (IND Repairman) 

· Tester Current Leakage 

· Tester Defibrillator 

· Simulator Medical Functions 

· Calibrator-Generator: ECG 

· 2 x Multi-meter Digital Display AN/USM-486 

· Multi-meter Digital AN/PSM-45 

· Concept of Support: 

· Medical Maintenance Section, DMSO primarily acts as an MST in contingency or wartime situations. 

· The team will travel to each FSMC and MSMC to perform routine PMCS, electrical safety inspections, and calibration, verification and certification (CVC) inspections. 

· The team will further repair all unit level maintenance problems and will assist in evacuating or arranging for an MST from the supporting MED BN, LOG (FWD) for any problem above unit level. 

· The maintenance section will stock a PLL/MPL and bench stock and will maintain two copies of TMs and maintenance manuals for all medical equipment authorized in the division.

 

Class VIII Requisition and Resupply System
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Common Problems with Medical Equipment

	Equipment
	Service Status

	X-Ray
	Not calibrated correctly.

	 
	Missing components.

	 
	Missing required supplies (film and/ or chemicals)

	 
	Lacking safety equipment.

	 
	Turned in at home station for repair and not available for training.

	Laboratory
	Missing pieces of equipment.

	 
	Reagents outdated.

	 
	Missing storage capability for blood products.

	Dental
	Missing components for the hand-held x-ray.

	Class VIII (Medical)
	Packing lists for MES missing or incomplete.

	 
	Medical equipment set not functionally packed and packing list is not readily available.

	 
	Medication is outdated.

	 
	Drawers in MES are not labeled.

	 
	No procedures established for ordering resupplies.

	 
	Contents of MES changed from authorized items.

	Medical Maintenance
	Not aware of MEDSTEP program.

	 
	No procedures established to evacuate equipment which cannot be repaired at this echelon.


CHAPTER 7 - Medical Evacuation
CASEVAC at the Task Force Level

By SFC David G. Phillips

Casualty Evacuation (CASEVAC) planning and execution continues to challenge units at the Combat Maneuver Training Center (CMTC). Failure to plan and synchronize CASEVAC results in the inability to evacuate casualties from the point of injury to treatment facility in a timely manner and the improper position of treatment assets. 

RESULT: Soldiers die of wounds. The average died of wounds (DOW) rate for a Task Force during a 10-day rotation ranges from 50 to 60 percent. A synchronized plan, thorough rehearsals at the CO/TM and Task Force levels during the preparation phase, and liberal use of nonstandard evacuation platforms and certified combat lifesavers in all platoons during execution are the keys to reducing DOW rates. How do you reduce the died of wounds rate? 

The DOW is an accepted fact for training exercises. If we train as we fight and equate those losses to real-world casualties, the number of casualties is unacceptable. Units frequently seem to get caught up in the MILES game. They know, for example, what the time span is for recovery of wounded personnel. Later they forget to place casualties in the medical evacuation system. 

Every day at CMTC is a mass casualty day. All plans for medical support should reflect this grim reality. Yet, it seems as though the system always develops flaws in the planning phase. Consequently it is doomed to fail throughout the preparation and execution phases. For example, the S-4 often develops and briefs the CSS plan without any input from the Medical Platoon

Leader. All too often, the Medical Platoon Leader is the junior officer in the CSS arena and is, therefore, overlooked as a valuable asset. Without input from the medical platoon, the S-4's plans often lack a strong far forward care plan that omits the scouts and ADA evacuation support. The result is reactive versus proactive medical support. 

During the planning phase, the Medical Platoon Leader must brief the S4 on vehicle status, equipment and personnel. The S-4 can then include those assets in the plan to support forward elements. The S-4 is often unaware or unconcerned with this status and subsequently overlooks the possibility of effective use of multiple Advanced Trauma life Support teams. Under no circumstances should the S4 assume that he is aware of all the medical assets available to the Task Force. 

During the preparation phase, the Medical Platoon should direct all medical assets to reconnoiter the routes to and from all primary and alternate sites. The breakdown usually occurs when the other evacuation assets, such as unit 1SGs, are not directed by the S4 to conduct route reconnaissance during CSS rehearsals. The S4 assumes that these assets and all other non-standard evacuation assets know where to find the BAS. On many occasions, we have seen casualties picked up very early in the battle but they die while the evacuation crew tries to find out where the aid station has relocated. Better overlays and route reconnaissance by the Medical Platoon during the planning phase ease the transition to the preparation phase. 

The S4 and the Medical Platoon Leader must have a strong commitment to communicate with each other. Effective communications between these two parties helps the entire task force develop a fluid evacuation plan from the front lines all the way to the rear. When these lines of communication are not available or only operate in one direction, neither party fully understands how to support their soldiers or the unit's mission. 

The execution phase of any mission always shows the unit exactly where they had problems in the plan and preparation phases. Unfortunately, once the after-action reviews are completed, the lessons learned from the previous missions are too often ignored in planning or preparing the next mission. 

The Medical Platoon Leader has very definite guidance on the planning, preparation and execution phases. No matter what the mission, he needs to assume a more aggressive stance with the S4 during the planning phase. This ensures that the S4 fully understands the capabilities of the medical assets and uses them to their fullest potential. If soldiers on the ground feel that they will receive the best medical care available promptly, they will perform without reservation to a higher standard. 

Units training at CMTC usually react very quickly to casualties on the battlefield. What they fail to do is establish Casualty Collection Points (CCPs). The use of CCPs tremendously reduces the died of wounds rate for all urgent patients. Instead, unit 1SGs end up making "house calls." The 1SG goes from one vehicle to another throughout the battle collecting casualties until evacuation assets are full and then pushes them back to the Battalion Aid Station (BAS). For example, the load may consist of one urgent, one priority and two wounded in the first two vehicles. Only after the evacuation vehicles depart for the BAS do they realize they have left two critically injured patients in the next vehicle. 

A firm understanding of a Casualty Collection Point is beneficial to all members of the organization. Combat Lifesavers and Medics can operate these points to ensure the most critical patients are evacuated first. Mission execution will be far more effective if all units better understand the roles that Combat Lifesavers should play in any unit casualty evacuation plan. 

CASEVAC is a difficult process. It requires detailed planning at all levels of evacuation to integrate FSB medical assets. Once the Health Service Support (HSS) plan is finalized, it must be disseminated to the lowest level. Squad and crew must rehearse CASEVAC drills, reconnoiter evacuation routes, and evacuate casualties by priority. A synchronized plan, thorough rehearsals at the CO/TM and Task Force levels, liberal use of nonstandard evacuation platforms and certified Combat Life Savers in all platoons are key to reducing DOW rates and ultimately saving a soldier's life in combat. 

9-Line MEDEVAC Request

Line 1. Location of the pickup site. Should be as accurate as possible. If in a field location, six-digit grid coordinates preceded by the 100,000-meter grid zone designator are required.

Line 2. Radio frequency, call sign, and suffix of the requesting unit.

Line 3. Number of patients by precedence.

Line 4. Special equipment required (if any).

Line 5. Number of patients by type (litter or ambulatory).

Line 6. Number and type of wound, injury, or illness.

Line 7. Method of marking the pickup site. Possible choices are—

Daytime.

· Marker panels. They should be bright enough to be seen at a distance. Panels must be securely anchored to the ground to ensure they do not interfere with the approach or landing of the aircraft. 

· Pyrotechnic signal. Flares or star clusters will be used. Fire flares or star clusters well away from the path of the aircraft. 

· Smoke. The flight crew will verify the color only after the smoke has been activated. Care should be taken to ensure prevailing wind does not obscure the landing site. 

· Signal person. If personnel are used, ensure they are positioned so as to be in no danger from the aircraft rotor blades. 

· Strips of fabric or parachute. If lightweight items are used, they must be secured so as not to be blown into the aircraft rotor blades.

Nighttime. 

· Vehicle lights. Vehicle will be placed well out of the flight path of the aircraft with lights into the wind so as not to blind pilots. 

· Lights. Place lights in a "T" configuration with the top of the "T" placed in the direction of landing or placed in an inverted "Y" in the direction of landing. 

· Pyrotechnics. Pyrotechnics will not be used without first alerting the flight crew. The intense light may temporarily blind the crew thus delaying the landing and pickup. 

· NVG compatible lighting such as IR chemical light sticks may be used if available.

Line 8. Patient's nationality and status.

Line 9. Terrain at the pickup site. The importance of this information cannot be overemphasized. This responsibility rests entirely with the requesting unit. Responsibilities are—

· Ensuring the tactical situation will permit evacuation. Mark friendly positions when armed escort is provided. 

· Selecting the pickup site, ensuring sufficient space is provided for the hovering and maneuvering of the helicopter during landing and takeoff. 

· Marking the landing zone for pickup. 

· Removing dangerous objects likely to be blown about by the rotor wash. 

· Clearly marking obstacles that cannot be removed (antennas, cables, power lines, etc.). If obstacles cannot be marked, advise the pilots of the obstacles by radio. 

· Moving patients to the safest aircraft approach and departure paths.

Categories of Precedence

The assignment of an evacuation precedence is made by the senior military person present. This decision is based on the advice of the senior medical person at the scene, the patient's condition, and the tactical situation.

This precedence provides the MEDEVAC crew the information they need to determine priorities for committing their limited evacuation resources. For this reason, correct assignment of precedence cannot be overemphasized—over classification remains a continuing problem. All patients will be picked up as soon as possible consistent with available resources and pending missions. 

	Priority
	Category
	Criteria Guidelines

	I
	Urgent
	Emergency cases that should be evacuated as soon as possible and within a maximum of 2 hors in order to save life, limb or eyesight, to prevent complications of serious illness, or to avoid permanent disability.

	IA
	Urgent/ Surgical
	For patients who must receive far forward surgical intervention to save life and stabilize for further evacuation.

	II
	Priority
	Assigned to patients requiring prompt medical care. The patient should be evacuated within 4 hours or their medical condition could deteriorate to such a degree that they will become an URGENT precedence, or whose requirements for special treatment are not available locally, will suffer unnecessary pain or disability.

	III
	Routine
	Assigned to sick and wounded personnel requiring evacuation but whose condition is not expected to deteriorate significantly. The patient in this category should be evacuated within 24 hours.

	IV
	Convenience
	Assigned to patients for whom evacuation by medical vehicle is a matter of medical convenience rather than necessity.


Only URGENT or PRIORITY patients will be flown at night, except in the tactical zone of the northern ROK where only URGENT patients will be flown at night due to required clearances. Camps Casey and Red Cloud medical treatment facilities are authorized to have PRIORITY patients flown at night due to the Tactical Zone Exemption corridor.

Personnel Accompanying Patients

Normally, only those medical personnel with special expertise required for enroute patient care are allowed to accompany the patient. However, if space is available and the physician determines it is medically necessary, one immediate family member or unit representative may accompany the patient. The MEDEVAC crew will not be responsible for the return of the family member to the point of origin.

Under no circumstances will essential crewmembers be left behind in order to accommodate unnecessary medical attendants, family members, or excessive luggage.

The medical officer is responsible for care administered enroute to the MTF. In an aircraft, only the pilot in command may override the medical officer's decision if aircraft safety is in jeopardy.

The medical evacuation crews will assist in returning the medical attendants to their point of origin when such transportation does not interfere with the conduct of medical evacuation coverage. The following exceptions apply:

· When weather conditions prevent return or when the weather conditions only allow return to the MEDEVAC point of origin. 

· If the accompanying medical attendant came from within the no-fly area near the DMZ, the crew will not return that attendant due to the non-emergency clearance requirements for corridor entry. 

· If the accompanying medical attendant came from within the (RK) P-518 Tactical Zone (with the exception of the exemption corridor), the crew will not return that attendant at night due to non-emergency clearance requirements for night tactical zone clearance. 

· For ground ambulance transportation, when the road conditions (as reported by the local Military Police Desk) for the return route are RED, the ground ambulance crew will not return the medical attendants to the point of origin due to the non-emergency status of the vehicle's operation.

Equipment Exchange

Medical evacuation crews will exchange equipment with the sending unit to the extent that equipment is available. Medical evacuation crews will relay the equipment required for exchange through flight following agencies or to the receiving facility directly. Equipment will be exchanged with the facility or arrangements will be made for shortages to be corrected. Medical equipment at all treatment or evacuation levels must be of standard military issue and maintained in serviceable condition. Routine exchange items include litters, litter straps, wool blankets, and short- and long- spine boards.

Requesting Emergency Aeromedical Evacuation Support

· Prepare the 9-line MEDEVAC request. Pass this information to the closest appropriate medical evacuation asset. 

· Contact the unit responsible for coverage. The 52nd Medical Battalion provides aeromedical evacuation within the Republic of Korea from four different locations. If you are in doubt as to which unit or number to call, determine your location and call any DUSTOFF location. The information will be relayed to the closest DUSTOFF crew.

The following numbers are for EMERGENCY use only and WILL NOT be used for administrative purposes.

Camp Casey (Tongduchon) The 542nd Medical Company (AA) maintains a standby crew at H-252 collocated with the 2nd Infantry Division Troop Medical Clinic.

(1) Telephone requests:

a. Through Camp Casey TMC. 730-3822 / 6152 / 3998

b. Alternate through Division Tactical Operations Center. 732-8950 / 8949 / 8948

(2) Radio requests. The primary means of requesting MEDEVAC is through telephonic communications. Due to the line of sight limitations, the use of FM 43.20 for requesting MEDEVAC may or may not be successful. The use of FM 43.20 is for MEDEVAC requests only. MEDEVAC aircraft normally will not monitor FM 43.20 due to administrative reasons, such as flight following. Once the MEDEVAC aircraft arrives at the pickup site, the aircrew will contact the unit on the requesting/ supported unit's frequency, call sign, and suffix.

CALL SIGN FREQUENCY

DMZ Dustoff FM 43.20

Casey 39 FM 33.55

North Radio FM 35.00

Warrior Radio FM 37.60

Evenreach Radio FM 36.25

Camp Page (Chunchon) The 542nd (AA) headquarters is at A-306. Its flight operations service platoon and flight platoons are collocated within the unit headquarters. The 542nd maintains a standby crew at A-306 collocated with the unit flight operations.

(1) Telephone requests. DMZ Dustoff Flight Operations. 721-5660

(2) Radio requests. Again, the primary means of requesting MEDEVAC is through telephonic communications. Due to the line of sight limitations, the use of FM 43.20 for requesting MEDEVAC may or may not be successful. The use of FM 43.20 is for MEDEVAC requests only. MEDEVAC aircraft normally will not monitor FM 43.20 due to administrative reasons, such as flight following. Once the MEDEVAC aircraft arrives at the pickup site, the aircrew will contact the unit on the requesting/ supported unit's frequency, call sign, and suffix.

CALL SIGN FREQUENCY

DMZ Dustoff FM 43.20

North Radio FM 35.00

Evenreach Radio FM 36.25

Requesting Emergency Ground Ambulance Evacuation Support

You can request ground evacuation by contacting the emergency room of the closest medical treatment facility. Normally, urgent or priority patients will be transported by air. 

Camp Casey (Tongduchon) 730-6142 / 6143

Camp Edwards (Munsan) 734-5383 / 5365

Camp Page (Chunchon) 721-5318

Camp Red Cloud (Uijongbu) 732-6928

Camp Stanley (Myong ga dae) 732-5313

Yongsan (Seoul) 737-6132

Medical Evacuation Support Plan Checklist

___Evaluation of COA's prior decision

___Mission statement/ commander's intent/ task organization

___IPB considerations

___Casualty estimates (by company phase)

___Location of:

___Platoon patient collecting points (PCPs)

___Company PCP

___BAS: Treatment team #1, Treatment team #2

___AXP

___FSMC/ MSMC

___Evacuation routes

___Primary and alternate

___Trafficability (condition, obstacles, overhangs)

___Security

___Strip maps

___Overlays

___LZs designated for air ambulances

___Platoon/ Company/ Task Force litter teams designated

___Collocated with PCPs

___Type of litter (NATO standard, SKED)

___Evacuation assets available (requested/ prepositioned)

___Ground ambulance (2 and 4 litters)

___Non-medical transportation vehicles

___Aircraft (UH-1, UH-60A, CH-47)

___Medical evacuation support plan for units without CHS resources

___Combat lifesavers

___Augmentation requested from FSMC/ MSMC

___Evacuation

___Personnel

___Equipment

___Other

___Mass casualty plan (resourced/ rehearsed/ coordinated)

___Litter bearers

___Combat lifesavers

___Vehicles

___Class VIII (medical supplies)

___Class VIII resupply (pre-packaged)

___Combat lifesaver

___Combat medic

___BAS

___Communications (call sign/ frequency)

___Company/ battalion command net

___FSB/ FSMC command net

___Personal effects, weapons, equipment and property exchange

___NBC casualty plan

___Location of decontamination site

___Personnel augmentation

___Enemy personnel casualty plan

Establishing a Battalion Patient Collecting Point

Site selection. Ensure that the site selection is:

___Easily secured

___Known by all soldiers

___Near friendly routes of movement

___Area protected from enemy by friendly forces

___Provided with the means for cover and concealment

___Spacious enough to contain casualties

___Building of opportunity (MOUT--school, hangar, theater)

___Communication capable

___Select an alternate site

___Manage PCP operations, if site is manned

Battalion PCP Combat Considerations in Medical Evacuation

___Plans for employment of combat forces (tactical commanders)

___Know anticipated patient load

___Know expected areas of patient density

___Plan for patient conditions

___Know availability of medical evacuation resources

___Know location and type of medical treatment facilities available

___Be familiar with road/ route network

___Be aware of probable weather conditions

Medical Responsibilities on the Battlefield

___Maintain radio contact with the battalion PCP

___Find and collect the wounded

___Perform triage when necessary

___Administer EMT

___Initiate or complete the US Field Medical Card (FMC)

___Evacuate casualties to the battalion CCP

___Direct or guide ambulatory patients to the battalion CCP

___Resupply company medics with Class VIII supplies

Landing Zone Operations

General

___Operate all field expedient landing zones IA FM 8-10-6

___The ambulance platoon:

___Proponent within the company for aeromedical evacuation

___Tasked to establish and operate the medical company LZ

___Headquarters element should be prepared to assist

Safety

___At all times take all necessary safety precautions

___The ambulance platoon is responsible for providing all safety gear required to run an LZ. Included are:

___Safety goggles

___VS-17 panels/ Chemical lights

___Smoke

Marking the LZ

___Use an inverted "Y" to mark the LZ

___During daylight, camouflage the LZ so the VS-17 panels can't be seen from the air

___At night, emplace chemical lights only when an air ambulance is confirmed and is inbound

Landing requirements for light helicopters

___Minimum real estate required is a cleared area 30 meters in diameter

___Area must have an approach and departure zone clear of obstructions and not over the established company area

Considerations in Medical Evacuation Planning. A single dedicated medical authority must manage all evacuation assets. The medical authority ensures that the optimum evacuation mode is selected based on the following factors:

· METT-T (Mission, enemy, terrain, troops available, time) 

· Tactical Commander's plan for employment of forces 

· Anticipated patient load 

· Expected areas of patient density 

· Patient condition 

· Availability of resources 

· Destination MTF 

· Army Airspace Command and Control (A2C2) 

· Engineer barrier plan 

· Road network 

· Weather

Evacuation Route Selection Factors

· Tactical mission 

· Coordinating evacuation plans and operations with the unit movement officer 

· Availability of routes 

· Physical characteristics of roads and cross-country routes 

· Traffic density (military/ civilian) 

· Time and distance factors 

· Proximity of possible routes to enemy fire 

· Lines of patient drift 

· Cover and concealment for vehicles 

· Engineer barrier plan

Tools to Assist in the Development of an Evacuation Plan
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Casualty Collection Points (CCPs)—Pre-designated points along the axis of advance and/or evacuation routes, for collecting the wounded. Increases the efficiency of each ambulance team mission (facilitates patient acquisition) and provides units without organic medical support a forward location to take casualties. Locations are pre-planned and are included in the combat health support (CHS) annex or the combat service support (CSS) annex. 

· Ambulance Exchange Points (AXPs)—Pre-designated points for transfer of patients from one evacuation platform to another, i.e. M113 to HMMWV, HMMWV to UH-60, etc. Locations are pre-planned and are included in the CHS annex to the OPLAN. 
· Ambulance Shuttle System. Maximizes the use of a small command and control element without employing the entire parent unit. Ambulances are pre-positioned forward from the parent unit to facilitate a steady flow of patients to MTFs and to retain flexibility to react to changing/ fluid situations. An example of the shuttle system is depicted below:

 

Evacuation Planning Factors

UH-60A Blackhawk

Average Cruise Speed= 120 KPH

Distance Between Refuels= 400 KM

Capacity= 6 litter OR 7 ambulatory

CH-47 Chinook

Average Cruise Speed= 240 KPH

Distance Between Refuels= 400 KM

Capacity= 24 litter OR 31 ambulatory

C-130 Hercules

Average Cruise Speed= 540 KPH

Distance Between Refuels= 4,000 KM

[image: image11.png]


[image: image12.png]


[image: image13.png]


Capacity= 70 litter OR 85 ambulatory

C-17A Globe Master

Average Cruise Speed= 800 KPH

Distance Between Refuels= 7,200 KM

Capacity= 48 litter AND 44 ambulatory

M997 HMMWV Ambulance or M998

Average Cruise Speed= 32 KPH (Day), 16 KPH (Night)

Distance Between Refuels= 440 KM (M997)/ 540 KM (M998)
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Capacity= 5 litter OR 10 ambulatory

M923 5-Ton Truck, Cargo

Average Cruise Speed= 32 KPH (Day), 16 KPH (Night)

Distance Between Refuels= 500 KM

Capacity= 12 litter OR 24 ambulatory

M871 22.5-Ton Semi-Trailer (attached to Tractor)

Average Cruise Speed= 32 KPH (Day), 16 KPH (Night)

Distance Between Refuels= 500 KM (for tractor)

Capacity= 16 litter OR 32 ambulatory
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M977 HEMTT

Average Cruise Speed= 32 KPH (Day), 16 KPH (Night)

Distance Between Refuels= 500 KM

Capacity= 9 litter OR 18 ambulatory

Responsibilities in the Medical Evacuation Process

To prepare and assist during evacuation, the unit must accomplish the following:

· Request evacuation support from the appropriate air or ground MEDEVAC unit nearest the pickup site. 

· Prepare the patient for medical evacuation. Normally, this includes providing emergency medical treatment; putting the patient on a litter; covering the patient; and securing the patients, loose clothing, and equipment with a minimum of 2 litter straps. 

· Attach a field medical card, if available. 

· Prepare the pickup site. 

· Movement of the patient to the aircraft is your unit's responsibility. 

· Remove all sensitive item equipment, to include weapons, COMSEC, NVD, and load carrying equipment from the patient prior to evacuation. 

· The protective mask will remain with the patient.

At the Aircraft Landing Site you should:

· Keep the landing site clear of all personnel and extraneous equipment. 

· DO NOT—under any circumstances—approach the helicopter until it has landed and a crewmember has signaled personnel forward. 

· Unnecessary personnel will not approach the aircraft, and all personnel will be cleared from the aircraft before its departure. 

· No smoking within 50 feet of the aircraft. 

· Identify any obstacles (e.g. wires, commo towers, etc.) in the vicinity of the pickup site and pass this information when the request is made for support.

Loading the UH-60A MEDEVAC aircraft: The senior ranking individual at the landing site is responsible for enforcing the following:

· Litter bearers will keep a low profile when approaching the helicopter, remembering to stay clear of all rotor blades. Litters will be carried parallel to the ground. 

· Personnel will approach the aircraft at a 45-degree angle on either side of the front of the aircraft. AT NO TIME WILL PERSONNEL APPROACH THE AIRCRAFT FROM THE REAR. 

· Personnel will approach the aircraft from the downhill side when the aircraft has landed on a sloped area. 

· Litter bearers will always carry the patient on a litter parallel to the ground, head first, and at a brisk walk, never running. 

· Litters will be loaded on the aircraft under the supervision of either the aircraft flight medic or crew chief. The litter team will take all commands from the crewmember during the loading and unloading sequence. 

· When signaled by a member of the crew, the litter team will approach the helicopter as directed by the crewmember. 

· On the command, "Prepare to load, load!" the front two litter bearers will place the litter in the runners on the carousel tray and step back. The back two litter bearers will then slide the litter onto the tray. 

· After the first litter is loaded, the team will leave the aircraft together and follow the same procedures should there be additional patients. 

· Unloading procedures will be the reverse of loading procedures, starting with the bottom patient. 

· Litter patients with intravenous fluids (IV) will NOT be loaded on the top tray. 

· When a hoist is used, GROUND personnel will not touch the jungle penetrator or SKEDCO until it has reached the ground. This is to ensure that the static electricity buildup is discharged, preventing injury to ground personnel.

How to Request Training and Other Support

Request medical support through your appropriate headquarters to the 18th MEDCOM, ATTN: DCSOPS (736-7017 or 736-4022), Unit #15237, APO AP 96205-0010. The DCSOPS will review the request and pass the mission to the 52nd Medical Battalion (if appropriate). The 52nd Medical Battalion will review the mission and, if appropriate, pass to a subordinate medical company. The medical company will then get in touch with your point of contact.

Your request should be received not later than 60 working days before the support is required. Requests received later than the prescribed mission support planning window are subject to disapproval. The format for your request must contain the following:

· Unit to be supported 

· Number of personnel to be supported 

· Type of event 

· Type of support required 

· Location (include six-digit grid coordinate and common name, if known) 

· Date (s) 

· Time (s) 

· Name and telephone number or point of contact 

· Additional information required to assist the medical personnel in performing their duties

Field Site Support

The 52nd Medical Battalion also provides support during major field exercises. They provide this support through the use of a Forward Support Medical Team (FSMT) or a ground ambulance augmentation team. The key to your success in planning for medical support during your FTX is early involvement of medical assets in your planning sequence. We encourage you to include a representative from the 52nd Medical Battalion in the development of your operations.

Administrative Points of Contact Regarding Medical Evacuation

	Unit
	Phone

	EUSA G3 Operations
	723-6190

	18th MEDCOM DCSOPS
	736-8537

	18th MEDCOM Ground Operations
	736-7017

	18th MEDCOM Air Operations
	736-4022

	52nd Medical Battalion Commander
	738-6039

	52nd Medical Battalion S3
	738-3049

	52nd Medical Battalion S3 Air
	738-6146

	542nd Medical Company (AA) Operations, Camp Page
	721-5552/5151

	560th Medical Company (AMB) Commander
	753-8023


CHAPTER 8 - Medical Units
Unit Medical Information (2d Infantry Division and 18th MEDCOM)

	UNIT
	Location
	Required Strength
	Med PAX
	M997
	M113
	M577
	UH60
	Med Capabilities
	Beds
	Hold
	Evac To

	1 BDE
	Casey
	81
	0
	0
	0
	0
	0
	CLS
	0
	None
	302 FSB

	2/9 IN (M)
	Casey
	776
	46
	0
	8
	2
	0
	BTLS
	0
	None
	302 FSB

	1/72 AR
	Casey
	609
	38
	0
	8
	2
	0
	BTLS
	0
	None
	302 FSB

	2/72 AR
	Casey
	609
	38
	0
	8
	2
	0
	BTLS
	0
	None
	302 FSB

	2 BDE
	Hovey
	81
	0
	0
	
	0
	0
	CLS
	0
	None
	2 FSB

	1/9 IN (M)
	Hovey
	776
	46
	0
	8
	2
	0
	BTLS
	0
	None
	2 FSB

	1/503 IN (AA)
	Casey
	666
	29
	4
	0
	0
	0
	BTLS
	0
	None
	2 FSB

	1/506 IN (AA)
	Greaves
	666
	29
	4
	0
	0
	0
	BTLS
	0
	None
	2 FSB

	AVN BDE
	Stanley
	90
	4
	0
	0
	0
	0
	BTLS
	0
	None
	702 MSB

	4/7 CAV
	Gary O
	749
	31
	1
	4
	2
	0
	BTLS
	0
	None
	702 MSB

	2/2 AV
	Stanley
	383
	4
	2
	0
	0
	0
	BTLS
	0
	None
	702 MSB

	DIVARTY
	Stanley
	180
	6
	1
	0
	0
	0
	BTLS
	0
	None
	702 MSB

	1/15 FA
	Casey
	624
	13
	1
	0
	0
	0
	BTLS
	0
	None
	302 FSB

	2/17 FA
	Hovey
	652
	12
	2
	0
	0
	0
	BTLS
	0
	None
	2 FSB

	6/37 FA
	Stanley
	440
	15
	2
	0
	0
	0
	BTLS
	0
	None
	702 MSB

	A/38 FA
	Stanley
	123
	3
	0
	0
	0
	0
	BTLS
	0
	None
	702 MSB

	FTAB 26 FA
	Stanley
	75
	0
	0
	0
	0
	0
	CLS
	0
	None
	702 MSB

	5/5 ADA
	Casey
	519
	8
	1
	0
	0
	0
	BTLS
	0
	None
	302 FSB

	ENG BDE
	Howze
	57
	0
	0
	0
	0
	0
	CLS
	0
	None
	702 MSB

	2 EN 
	Castle/Hovey
	444
	7
	2
	0
	0
	0
	BTLS
	0
	None
	2 FSB

	44 EN
	Casey
	444
	7
	2
	0
	0
	0
	BTLS
	0
	None
	302 FSB

	82 CSE
	Edwards
	167
	0
	0
	0
	0
	0
	CLS
	0
	None
	702 MSB

	50 EN Co
	La Guardia
	181
	0
	0
	0
	0
	0
	CLS
	0
	None
	702 MSB

	DISCOM
	Casey
	220
	13
	0
	0
	0
	0
	CLS
	0
	None
	702 MSB

	2 FSB
	Hovey
	375
	59
	4
	4
	4
	0
	ATLS
	40
	72Hr
	121 GH

	302 FSB
	Casey
	431
	55
	4
	4
	4
	0
	ATLS
	40
	72Hr
	121 GH

	602 ASB
	Stanley
	543
	0
	0
	0
	0
	0
	CLS
	0
	None
	702 MSB

	702 MSB
	Casey
	958
	104
	10
	0
	0
	0
	ATLS
	40
	72Hr
	121 GH

	4 CHEM Co
	Casey
	178
	0
	0
	0
	0
	0
	CLS
	0
	None
	702 MSB

	HHC 2ID
	CRC
	304
	7
	0
	0
	0
	0
	BTLS
	0
	None
	702 MSB

	122 SIG
	CRC
	624
	0
	0
	0
	0
	0
	BTLS
	0
	None
	702 MSB

	102 MI
	Essayons
	497
	0
	1
	0
	0
	0
	BTLS
	0
	None
	702 MSB

	2ID Band
	La Guardia
	41
	0
	0
	0
	0
	0
	CLS
	0
	None
	702 MSB

	2 MP Co
	Casey
	160
	0
	0
	0
	0
	0
	BTLS
	0
	None
	702 MSB

	542 MED (AA)
	Page
	
	70
	0
	0
	0
	12
	AIR EVAC
	0
	None
	Echelon II

	560 MED (GA)
	Humphries
	
	40
	12
	0
	0
	0
	Ground
	0
	None
	Echelon II

	121 GH
	Yongsan
	
	
	
	0
	0
	0
	Hospitalization
	0
	
	CONUS

	127 FST
	Yongsan
	20
	20
	0
	0
	0
	0
	Surgery
	0
	72Hr
	121 GH

	135 FST
	Yongsan
	20
	20
	0
	0
	0
	0
	Surgery
	0
	72Hr
	121 GH
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C Company, 2nd Forward Support Battalion

· Location: Camp Hovey

· Headquarters: 2nd Forward Support Battalion, DISCOM

· References: FM 8-10-1, The Medical Company

· Habitually supports: 2nd Forward Support Battalion and 2nd Brigade.

· Mission: Provides Echelon II medical care to those battalions with organic medical platoons. Provides both Echelons I and II medical treatment on an area basis to units without organic CHS assets operating in the Brigade Support Area. They establish their treatment facility in the BSA.

· Evacuation Assets: M997 x 4, M113 x 4

· Organization:

· Company Headquarters (730-5062/ 5058)

· Treatment Platoon (730-5062/ 5066)

· Platoon Headquarters

· Treatment Section

· Treatment Squad 1

· "A" Team—Field surgeon, EMT NCO, Medical Specialist/Radio Operator/ Driver

· "B" Team—Physician assistant, EMT NCO, Medical Sergeant, Medical Specialist/Radio Operator/ Driver

· Treatment Squad 2

· "A" Team—Field surgeon, EMT NCO, Medical Specialist/Radio Operator/ Driver

· "B" Team—Physician assistant, EMT NCO, Medical Sergeant, Medical Specialist/Radio Operator/ Driver

· Area Support Section

· Area Support Treatment Squad—Field surgeon, EMT NCO, Medical Specialist x 2

· Area Support Squad—Dental officer, Dental specialist, Medical Laboratory Specialist, X-ray Specialist

· Patient Holding Squad—Wardmaster, Practical Nurse, Medical Specialist (Nursing), Assistant/Power Generator Operator/5-ton Truck Driver

· Ambulance Platoon (730-5098/ 1233)

· Platoon Headquarters

· Ambulance Squad 1—Senior Aide/Evacuation NCO, Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver

· Ambulance Squad 2—Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver

· Ambulance Squad 3—Senior Aide/Evacuation NCO, Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver

· Ambulance Squad 4—Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver

 

C Company, 302nd Forward Support Battalion

· Location: Camp Casey

· Headquarters: 302nd Forward Support Battalion, DISCOM

· References: FM 8-10-1, The Medical Company

· Habitually supports: 302nd Forward Support Battalion and 1st Brigade.

· Mission: Provides Echelon II medical care to those battalions with organic medical platoons. Provides both Echelons I and II medical treatment on an area basis to units without organic CHS assets operating in the Brigade Support Area. They establish their treatment facility in the BSA.

· Evacuation Assets: M997 x 4, M113 x 4

· Organization:

· Company Headquarters (730-3991/ 3995)

· Treatment Platoon (730-4653/ 3999)

· Platoon Headquarters

· Treatment Section

· Treatment Squad 1

· "A" Team—Field surgeon, EMT NCO, Medical Specialist/Radio Operator/ Driver

· "B" Team—Physician assistant, EMT NCO, Medical Sergeant, Medical Specialist/Radio Operator/ Driver

· Treatment Squad 2

· "A" Team—Field surgeon, EMT NCO, Medical Specialist/Radio Operator/ Driver

· "B" Team—Physician assistant, EMT NCO, Medical Sergeant, Medical Specialist/Radio Operator/ Driver

· Area Support Section

· Area Support Treatment Squad—Field surgeon, EMT NCO, Medical Specialist x 2

· Area Support Squad—Dental officer, Dental specialist, Medical Laboratory Specialist, X-ray Specialist

· Patient Holding Squad—Wardmaster, Practical Nurse, Medical Specialist (Nursing), Assistant/Power Generator Operator/5-ton Truck Driver

· Ambulance Platoon (730-3993)

· Platoon Headquarters

· Ambulance Squad 1—Senior Aide/Evacuation NCO, Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver

· Ambulance Squad 2—Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver

· Ambulance Squad 3—Senior Aide/Evacuation NCO, Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver

· Ambulance Squad 4—Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver

C Company, 702nd Main Support Battalion

· Location: Camp Casey

· Headquarters: 702nd Forward Support Battalion, DISCOM

· References: FM 8-10-1, The Medical Company

· Habitually Supports: Division Troops.

· Mission: Provides Echelons I and II medical care to units without organic combat health support (CHS) resources operating in the DSA. They establish their treatment facility in the DSA.

· Evacuation Assets: M997 x 10

· Organization:

· Company Headquarters (730-3969/ 3088)

· Treatment Platoon (730-3892)

· Platoon Headquarters

· Treatment Section (4 treatment squads)

· Area Support Section

· Area Support Treatment Squad—Field surgeon, EMT NCO, Medical Specialist x 2

· Area Support Squad—Dental officer, Dental specialist, Medical Laboratory Specialist, X-ray Specialist

· Patient Holding Squad—Wardmaster, Practical Nurse, Medical Specialist (Nursing), Assistant/Power Generator Operator/5-ton Truck Driver

· Ambulance Platoon (730-3874)

· Platoon Headquarters 

· Evacuation Section

· Ambulance Squad 1—Senior Aide/Evacuation NCO, Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver 

· Ambulance Squad 2—Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver 

· Ambulance Squad 3—Senior Aide/Evacuation NCO, Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver 

· Ambulance Squad 4—Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver

· Division Medical Supply Office (DMSO) (730-3892)

· Preventive Medicine Section (730-6656/ 4298/ 4299)

· Optometry Section (730-4324/ 4325)

· Mental Health Section (730-4311/ 4307/ 4308)

Division Medical Operations Center (DMOC)

· Location: Camp Casey

· Headquarters: DISCOM

· References: FM 8-10-3, Division Medical Operations Center

· Habitually Supports: 2nd Infantry Division

· Mission: Plans, coordinates, and synchronizes the Division's combat health support (CHS) with technical medical advice from the division surgeon. They establish the CSH Cell in the Division Rear (D-REAR).

· Evacuation Assets: 2 x HMMWVs, 1 x 5-ton Expando-Van, 1 x LMTV

· Organization:

· Chief, DMOC (730-2780) 

· Sergeant Major, DMOC (730-2780) 

· Medical Operations Branch (730-2729) 

· Medical Planner

· Plans/ Operations Officer (Evacuation) 

· Plans/ Operations Officer 

· Chief, Operations Sergeant 

· Senior Operations Sergeant 

· Intelligence NCO 

· Medical Operations Sergeant

· Medical Material Management Branch (730-2790)

· Health Service Material Officer

· Medical Supply Sergeant

· Patient Disposition/ Reports Branch (730-2454)

· Patient Administration NCO

· Patient Administration Specialist

Medical Platoon, 4/7 Cavalry

· Location: Camp Garry Owen

· Headquarters: HHC, 4/7 Cav, Aviation Brigade

· References: Med PLT Ldrs Handbook

· Habitually Supports: 4/7 Cav

· Mission: Provides Echelon I medical care to 4/7 Cav. They establish their Battalion Aid Station in the Combat Trains/ Field Trains.

· Evacuation Assets: M577 x 2, M113 x 6, M997 x 1, M996 x 2

· Organization:

· Platoon Headquarters Section (734-2909)

· Treatment Section (734-2909)

· Treatment Squad (8 pax)

· Evacuation Section (734-2909)

· Ambulance Squad 1—Senior Aide/Evacuation NCO, 3 x Medical Specialist/Ambulance Driver

· Ambulance Squad 2—Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver

· Ambulance Squad 3—Senior Aide/Evacuation NCO, Aide/Evacuation Specialist, Medical Specialist/Ambulance Driver

· Forward Army Refueling Point-- 1 x M996, 1 x Treatment NCO, 2 x medics

Forward Support Medical Company Functions

· Treatment of patients with disease/non-battle injuries (DNBI) and battle fatigue (BF), triage of mass casualties, advanced trauma management (ATM), initial resuscitation and stabilization, and preparation of patients incapable of returning to duty for further evacuation. 

· Ground evacuation for patients from battalion aid stations (BAS) and designated collection points to the FSMC. 

· Emergency and sustaining dental care. Emergency med resupply to units in the BDE area. 

· Unit level medical maintenance. 

· Medical laboratory and radiology services commensurate with division-level treatment. 

· Outpatient consultation services for patients referred from Echelon I medical treatment facilities (MTFs). 

· Patient holding for up to 40 patients able to return to duty (RTD) within 72 hours. 

· Limited reinforcement and augmentation to supported medical platoons.

· Regeneration of supported medical platoons.

Main Support Medical Company Functions

· Provides advice and guidance to the MSB commander and his/ her staff on the health of the command and CHS activities. 

· Performs triage, initial resuscitation and stabilization, and preparation for evacuation of sick, injured, and wounded personnel. 

· Provides medical evacuation support on an area support basis in the Division Support Area (DSA). Ambulances from the 18th MEDCOM—EAD assets—habitually evacuate patients from the BSAs; however, this mission could be assigned to the MSMC. 
· Provides treatment squads which may operate independently from the company for limited time periods. 

· Provides reorganization and regeneration of FSB medical personnel and equipment, if required. 

· Provides emergency and preventive dentistry care and consultation services. 

· Provides emergency neuropsychiatric (NP) and mental health (MH) support consultation services, to include combat stress control (CSC) throughout the Division. 

· Performs medical resupply to the Division on an area basis. 

· Provides patient holding capabilities of up to 40 patients who are able to return to duty (RTD) within 72 hours. 

· Provides limited pharmacy, laboratory, and x-ray (PLX) support. 

· Accomplishes preventive medicine and environmental health surveillance, inspection, and consultation services for the Division. 

· Provides optometric support limited to eye examinations, spectacle frame assembly using presurfaced single-vision lenses, and repair services. 

· Performs unit-level maintenance on medical equipment.

 

Division Medical Operations Center Functions

· Coordinates general support (GS) and direct support (DS) relationships of organic medical units and medical units/ elements under operational control (OPCON) or attached to the Division. This includes reinforcement and reconstitution. 

· Develops operating procedures which enhance the flow of information and facilitate the synchronization of CHS operations within the Division. 

· Monitors CHS activities within the division area and keeps the DISCOM commander informed of the status of CHS through reports. 

· Plans and ensures that Echelons I and II CHS for the Division is provided in a timely and efficient manner. 

· Develops and maintains the DISCOM medical troop basis, revising as required, to ensure task organization for mission accomplishment. 

· Coordinates with the DISCOM Operations and Training Officer (S3) and the Division Surgeon to prioritize the reallocation of organic and corps medical augmentation assets as required by the tactical situation. 

· Coordinates and prioritizes combat health logistics blood management requirements for the Division. 

· Collects and disseminates medical threat information and coordinates combat health intelligence requirements with the Assistant Chief of Staff (Intelligence) G2. This is done in support of the intelligence preparation of the battlefield. 

· Coordinates and directs patient evacuation from division-level medical treatment facilities (MTFs) to corps-level MTFs. 

· Coordinates the medical evacuation of all enemy prisoner of war casualties. 

· Coordinates and manages the disposition of captured medical materiel. 

· Coordinates, plans, and prioritizes Preventive Medicine missions. 

· Coordinates corps dental support when the tactical situation permits. 

· Coordinates with the supporting veterinary element pertaining to subsistence and animal disease surveillance.

Forward Support MEDEVAC Team

Normally a FSMT supports a Brigade or Task Force size element. The FSMT consists of three UH-60A aircraft, each with a four-person crew and one 93P Operations NCO. The FSMT is designed to be a light and mobile element that is capable of relocating frequently with its supported units. The purpose of the FSMTs is to provide medical evacuation of patients from the point of injury, BAS, or AXP to the Brigade medical treatment facility. The FSMT provides:

· Continuous 24-hour operation 

· Aeromedical evacuation and in-flight medical care of patients 

· Rapid movement of medical personnel 

· Delivery of blood products, medical supplies, and medical equipment 

· On-call support (from a larger site or by accompanying the air assault task force for air assault operations)

The location of the FSMT is METT-T dependent. However, it is usually collocated with the HHD, FSB, or the FSMC within the BSA when in support of a division. The preferred method is collocation with the FSB (only if mission information is available at that location).

The field site location for the FSMT should be of sufficient size to support the operation of three UH60A helicopters. The FSMT does not have internal security assets; therefore, it will be included in the site security plan of the supported unit.

When the FSMT is operating independently from the Air Ambulance Company, it requires assets from the supported unit. This list provides some but not all of the items that are needed:

· Security 

· Generator/ Power Source 

· Fuel, Class III 

· Rations, Class I 

· Communications (TA-312) 

· Commo process to receive missions 

· Personnel support for receipt of missions 

· Weather reports/ information 

· Real estate (footprint is 75 meters x 100 meters) 

· A2C2 (Army Airspace Command and Control) 

· Intelligence Reports/ COMSEC Ky58 fills

The incorporation of an FSMT into your exercise requires planning and early inclusion of medical evacuation officers in your planning process. Contact the S3 of the 52nd Medical Battalion at 738-3049.

Mission Support Request Process

Unit requesting support --- Chain of Command --- Battalion S3 --- Brigade S3 --- Division G3 --- EUSA G3, Ops Division (723-6190) --- 18th MEDCOM DCSOPS (736-4022/ 3059) --- 52nd Medical Battalion, S3/ S3 Air (738-6146)

Also include copies of your request to the Division Medical Operations Center (730-2729) who will directly contact 18th MEDCOM and the 52nd Med Bn to facilitate coordination.

Forward Surgical Team

Personnel:

· 3 x General Surgeons 

· 1 x Orthopedic Surgeon 

· 1 x Critical Care Nurse 

· 2 x Nurse Anesthetists 

· 1 x OR Nurse 

· 1 x Med/ Surgical Nurse 

· 4 x EMT NCOs (91B) 

· 3 x Practical Nurses (91C) 

· 3 x OR NCOs 

· 1 x Health Service Administrator

· 127th FST supports C/2d FSB; 135th FST supports C/302d FSB (both are located in Yongsan).

· Takes 1 hour to establish and requires 1,000-2,000 square feet of space.

· Cannot treat NBC casualties.

· Has 6 x HMMWVs with trailers (1 x 5K generator).

· 100% mobility; collocates with FSMC.

· Provides urgent, initial surgery and continued post-operative care of patients for approximately 6 hours.

· Provides resuscitative surgery (so a patient who requires major surgery is stable enough to survive during evacuation over great distances).

· Treats casualties with signs/ symptoms of airway compromise, difficulty breathing, or circulatory shock (when ATM and EMT aren't effective).

· Designed to receive and manage approximately 10 patients per day; patients recover from anesthesia and can be further evacuated within 6 hours; has 2 x ORs with surgical capacity of 24 OR table hours per day.

· Can provide initial surgery and continued post-operative care for up to 30 critically wounded or injured patients over a period of 72 hours prior to resupply.

· Resuscitative surgery averages 2.5 hours.

· Can provide post-operative acute nursing care for up to 8 patients simultaneously prior to further medical evacuation.

· Can hold 50 units of Group O packed red blood cells.

· Communications equipment includes DNVT, TA-312, and SINCGARS.

· Depends upon FSMC for: food service, water distribution, security, unit maintenance (vehicles, commo, power generation, medical equipment), patient administration/ coordination of MEDEVAC, NBC decontamination, X-ray, laboratory, and blood support services.

CHAPTER 9 - Leadership
ON BEING A LIEUTENANT

by Captain Richard D. Hooker, Jr.

Not long ago I finished a three-year assignment with the 82nd Airborne Division during which I had served as leader of a rifle platoon and an anti-armor platoon, and as executive officer of a brigade anti-armor company. It also marked the end of my tour with troops as a lieutenant.

My years as a cadet had prepared me for my duties as a lieutenant as well as any institution or program of instruction could have. Still, I found that in many cases there was no substitute for being on the ground and actually experiencing the challenges and the problems of serving with troops.

I wasn't the best lieutenant in the division, but I think I was a good one. And I certainly didn't learn all the answers or face every possible situation. Even so, maybe some general observations on what it's like to be a lieutenant and to lead troops in our Army today will be of some use to you, the lieutenants who are just starting out. I ask only that you read what I have to say and compare it with what you've been taught, what you've heard, and what seems to appeal to your common sense.

Your Peers

Among your peers, you'll find good officers and bad ones. As cadets or officer candidates, you've all spent your officer training period in a close-knit and competitive environment. You will find life in your battalion much the same, though perhaps not quite as all encompassing. The biggest difference, I think, is that here the competition is real, and the stakes are pretty high--your standing in the battalion, the jobs you'll have as you progress and gain seniority, even the cut of your OERs.

In some battalions the lieutenants are fiercely competitive and cliquish. In others, there is a close, fraternal association among the lieutenants. Regardless of the chemistry you may find when you arrive, you will find it best to test the waters carefully and become familiar with the peculiarities of your new unit before jumping in with both feet. At first you may tend to cling to the familiar face or experience of fellow lieutenants who came from the same source of commissioning you did--ROTC, U.S. Military Academy, or OCS. This is perfectly normal, but I urge you to seek out the friendship and association of your peers from all commissioning sources and all backgrounds. You'll find many who are sharp and willing to help you, regardless of how they got there.

You may at times find yourself judging some of your peers harshly, but open criticism of other lieutenants, however legitimate, almost always comes back to its source in one way or another. An officer's substandard performance will usually, though not always, be apparent to the people who really matter. Except in very close circles, therefore, you will find it best to guard your opinions closely.

If you are specifically asked to give your opinion of another lieutenant, an honest and frank response is certainly in order. But you should try to keep your comments as professional as possible and do your best to point out the good things about him as well as the bad.

All things considered, your peers may well make the difference between your success and your failure in the battalion. Ultimately, you may find yourself in combat and depending upon your fellow lieutenants for the survival of your men and the success of your mission. Even in garrison, much depends on the nature of your relationship with your peers: help with additional duties, for example, or advice, or the exchange of needed information. If you make a serious investment in your relationships with your fellow lieutenants, both personal and professional, the return will be well worth it.

The Old Man

You've probably guessed already that your company commander will have the greatest single influence on your development and your eventual success or failure as a lieutenant. I served under six different company commanders in three years. Two, I thought, were poor; the others were hardworking, committed to their profession and their companies, and genuinely concerned with their lieutenants. Each was different, and each stressed slightly different things. All had a tremendously difficult job to do and never enough resources to do it with.

I offer these basic principles concerning company commanders:

· Establish and maintain a reputation for working hard' it can gain you immediate respect and can help to turn away the wrath an occasional honest mistake can bring on. 

· Never make the same mistake twice. This is fundamental and is usually what separates the good lieutenants from the mediocre ones. 

· Do your best to anticipate problems, and always take the initiative, while keeping the boss informed. Every lieutenant should do all he possibly can to relieve the commander of his administrative burden and free him to lead his troops. If you find that in acting independently you usually make a mistake, it may be necessary to reevaluate your professional aspirations. The solution, however, is not to retreat into a shell and do only what you are specifically told to do. 

· Know your job inside and out and act like a leader. You will be amazed at how many lieutenants lack the aptitude or the inclination to exercise leadership. Although your company commander may or may not be blessed with it himself, he will almost certainly recognize it and approve of it in his subordinates. 

· Never, never, criticize your company commander, either openly or to anyone you would not trust your career with. Commanders, being human, are a sensitive as anyone else to criticism. The difference between them and other people is that they can do something about it and usually will.

You should expect that at some time during your first tour you will probably have a company commander who is something less than your ideal. If you do, swallow hard, put your head down, and do the best you can under the circumstances. It is in your interest, as well as in the interest of the company and its mission, to make the best you can of the situation.

This is not to say that you should overlook obvious cases of truly poor leadership, such as breaches of integrity, abuse of your soldiers, or even outright criminal activity. (These cases are extremely rare but not unheard of.) Let your common sense be your guide, along with whatever advice you may seek from such outside sources as the chaplain or the battalion executive officer. Again, you should confide your initial misgivings only to those you feel you can trust, and only after you have made sure your information is correct and complete. If you are in the right, you can be confident that your chain of command will take the necessary action. If you are wrong, you will probably pay a heavy price for having raised the issue.

Sometimes despite your best intentions, you may find that you just can't work for a certain commander. This is a tough situation and one that doesn't have a completely satisfactory solution. If all else fails, it is probably best to confront you commander with your feelings and request another assignment. If the channels of communication are so poor that this is not a really good idea, n interview with your battalion commander may be your only alternative. In such a case, you should expect a somewhat-less-than-glowing OER, but if your performance has been sound and effective, and you don't have an excessively negative counseling file, you will probably not be hurt permanently. If you retain your self-confidence and your drive, you have every reason to expect success and recognition as you go on with your career.

"Top"

As a young officer I had a much higher opinion of my rank than I would have later on. This is not to say that a lieutenant, even a branch new second lieutenant, doesn't enjoy a certain degree of authority or respect. In time I found, and I think you will find, that where you show genuine respect to the senior NCOs in the unit, you will get genuine respect in return. This begins with the First Sergeant.

First Sergeant is a rather puzzling rank and position, because nowhere is there an exact description of who the First Sergeant is or what he does. You can expect good and bad ones in roughly the same proportion as company commanders, and much of my advice about them goes hand in hand with my previous comments about company commanders.

Good First Sergeants seem to have a few things in common. For one, they accept responsibility for the noncommissioned officers in the unit and take an active role in NCO development. They also exhibit a high degree of loyalty to the commander, both personal and professional, and work closely with him in all areas having to do with the administration and daily running of the company. I never met or heard of a First Sergeant fitting this description who did not enjoy a good reputation' conversely, I never met or heard of one who did not meet it who was rated a success.

There are some basic principles that cover your dealings with the First Sergeant. First among them is to rely on his guidance and advice when dealing with your NCOs and troops, until he gives you reason not to. A good First Sergeant can be a fountain of wisdom on such matters, and any problem you may have, he has probably seen many times before.

Next, you should never try to pit the company commander against the First Sergeant. If you think about it for a minute you'll see that your commander cannot hope to succeed without the willing cooperation of his right hand man. (Make no mistake about it, that means the First Sergeant and not you.) If you must oppose the First Sergeant on some issue--a promotion, for example, or disciplinary action, or some other issue you feel strongly about--be sure to do it in a way that doesn't compromise his position or prestige. And win or lose, try to keep the issue a strictly professional one, for the working relationship you develop with the First Sergeant of your company can be a most effective tool for you to use as you go about your duties as a platoon leader.

The Backbone of the Army

The other NCOs in your unit will also be important to you. It is with sergeants that the business of running the Army is carried on. They will be your tools just as your weapons, vehicles, and radios are, but with the added dimension that they are emerging leaders just as you are. The younger ones may seem to be too much like your junior enlisted men at times. The older ones may strike you as tired or just reluctant to pitch in and get involved. In the main, I found that the NCOs I worked with shared the strengths and weaknesses common to all ranks, and all people.

With the exception of your platoon sergeant, you may be surprised to find that the knowledge gap between you and your NCOs is not as great as you may have expected it to be. All of them will be experienced soldiers, but most will be new to the art of leadership. They will make mistakes, as you will, but it is vital in garrison as well as in the field that you exercise leadership through your NCOs and not around them.

Sometimes you may be tempted to do their work for them. The pitfall here is that in either training or combat you simply cannot run a platoon by yourself. Your good sergeants will learn to be competent leaders by leading. The substandard ones may have to be removed or reduced. If, in spite of everything, you rely on what you've been taught and work through your subordinate leaders, you'll be a fair bet to succeed.

Often a new lieutenant, when he first joins a unit, worries more about this platoon sergeant than about any other single person in it. There's a good reason for this--it's a rare man or woman who can walk into an experience as difficult and challenging as leading a platoon and do it well without help. If I have any words of advice about the subject, they are these: Just as the First Sergeant must be treated with great respect so that his authority with the troops will be a visible, tangible thing, so must the platoon sergeant be supported in front of the troops so that his position as the "doer" in your platoon is clear and unchallenged. His mission is to tell it where and how to run.

Much of what you and the platoon sergeant do will overlap. For this reason, the closest cooperation is required, and that means clear and open channels of communication between the two of you at all times. Mutual respect and two-way communication--it's hard to go too far wrong if you bear these in mind.

The Troops

As for the troops themselves--the soldiers of your platoon--much has been written and said about what a privilege it is to lead American soldiers. You will undoubtedly spend some of your best moments as a lieutenant interacting with your soldiers and sharing with them the fellowship and comradeship that is one of the great blessings of military life. You should be prepared, though, for an endless series of problems and challenges from them.

One of your most important missions will be to help them solve their personal problems--problems with finances, marriages, education, work, or even health. Sometimes this can be extremely frustrating, because so many of these problems could have been avoided if these soldiers had used common sense or adhered to basic SOPs. Even so, you really have to take a concerned approach and do your best to help. You can't solve the problems of the world, of course, or even guarantee that the same soldier won't repeat the same mistake that soldier (and by so doing, the rest of your soldiers, too) that you really, sincerely care about him. Once your platoon is convinced of this, you are well on your way.

How should you act around your troops? I won't presume to suggest that there's any one approved method of leading. I personally observed any number of different "types" in action, and there seemed to be good and bad lieutenants who shard the same kind of personality. I suspect, though, that the most successful ones were the ones who didn't try to submerge or mask their own personalities in an attempt to adopt a particular "style." After all, it's tough to try to be something you're not and still be convincing.

I tried to follow this rule of thumb: Reward them for good performance; counsel, correct, or punish them for poor performance; avoid playing favorites; and always try to be fair. (Being fair implies consistency, something all soldiers prize from their leaders.) You should not expect to be popular with every one of them, but if you sense that the good ones (the majority) seem to respect you, you'll know you are in the ballpark.

In the main, your soldiers will be different from you in many ways. They will generally be younger, less educated, probably less career-motivated, perhaps less physically fit. Does this mean that you are a better soldier or a better person than one of them is? In one sense perhaps it does, for, after all, the government has made a considerable investment in preparing you to lead. But we are all Americans, and Americans tend to recognize ability over privilege, merit over position. American troops have always looked on themselves as anybody's equal; it's probably one of our Army's greatest strengths. My point is this: Demonstrating your right to lead your soldiers through competence and effectiveness and aggressiveness is a worthy goal and one you should strive for. But if you lean too much on your rank or position, or constantly refer to your education or background, you run the risk of seeming to think you're "too good" for your soldiers. And whatever a lieutenant may think of his talents and abilities, that has never been the case and never will be. So, before all else, dive into the business of managing and leading people, with all its frustrations. (I'm betting that the lessons I learned ill be the most important of all in the years to come.)

Although I mentioned the importance of being yourself and avoiding a leadership style that is foreign to your personality, there are two character traits that I recommend to you, regardless of your personal style. The first is the ability to be calm under stress or adversity, and the second is a sense of humor. These qualities seem to steady the troops in a bad spot, and, perhaps more importantly, they help to steady you, too. That's not original advice, I'm afraid, but it's some of the best I was ever given. I hope it will serve you as well as it has me.

These, then, are the things I think of to share while the memories of my days as a lieutenant are still fresh in my mind. I won't try to tell you that every day of those three years was fun and easy; as a matter of fact, very few of them were. It was for me a period of hard physical and mental effort. I wasn't born with these lessons in mind. I learned them by making mistakes and then learning to do it the right way. But I was relieved to discover that a new lieutenant is only asked to exert himself to the fullest, and in the end that proves to be enough. I can truthfully say that I never lacked the feeling of job satisfaction, and I never doubted for a moment that what I was doing was vitally important to my unit and my country.

My hope is that you will go into your platoons, not in fear of what you have yet to learn, but with confidence in yourselves and faith in what you've been taught to believe.

I welcome you to the ranks of the Field Army. Whatever we "Old Soldiers" may say, we need your energy and optimism, and we wouldn't want to do it without you.

Reprinted from INFANTRY Magazine, November-December 1985

Leading--A Commentary

by Army Chief of Staff General John A. Wickham, Jr.

"Of a great leader . . .when his work is done . . .they will all say, we did this ourselves."

--Lao-Tzu, 6th Century BC

Leaders are made, not born. They are made by a life-long study of history, of the influence of leaders on it, and by absorbing the real-life teaching of role model leaders. Leaders are made by the day-to-day practice and fine-tuning of leadership talents because leading is an art, as well as a science, and best developed by application. Leaders are made by the steady acquisition of professional knowledge and by the development of 24-karat character during the course of a career. These traits foster inner strength, self-confidence, and the capacity to inspire by examples of professional, as well as personal, excellence. Gen. Maxwell Taylor once wrote:

"Even with the gifts of human understanding and of professional competence arising from careful training, our military leader will not be complete without the third attribute of greatness: namely, character--character which reflects inner strength and justified confidence in oneself."

Our commission as officers reflects the truth that leaders are made rather than born because of the responsibilities and values called for in the commission. The commission says that special trust and confidence is reposed in each of us. We have an extraordinary responsibility to fulfill when we consider the human and material resources and the security missions which are entrusted to us. 

The commission also calls for valor, patriotism, fidelity, and abilities in fulfilling the responsibilities of being an officer. Clearly, ability relates to professional knowledge and the teaching, as well as the training, of our soldiers and officers. Valor, patriotism, and fidelity all are tied to the development of character, leadership by example, and selfless service.

As I travel around the Army, I make a point of speaking with assembled groups of leaders. Also, I make the effort every month to talk with all of the new battalion and brigade commanders going through the pre-command course at Fort Leavenworth, Kansas. In addition to covering matters of interest about the Army, I talk with them specifically about leadership because it seems important to teach what I can about leading and try to convey by example the elements of sincerity and conviction. I tell all of these officers that, in my opinion, the most important legacy any of us can leave to the Army lies in the teaching of excellence to those entrusted to our care.

Only by teaching can we truly prepare soldiers to be successful and to survive in combat. Only by teaching can we make the Army better across the board. By teaching, I am talking about "footlocker counseling" which means that, for example, battalion commanders should counsel each of their officers individually several times a year. The counseling should cover observations about the officer's performance, but more importantly, it should convey to the younger officer the experience, the values, and the historical knowledge of the senior.

I also believe that such "footlocker" teaching should take place in the Noncommissioned Officers Corps, with the senior NCOs taking a direct hand in the professional and personal upbringing of junior NCOs. General Omar Bradley once said that the greatest leader in the world could never win a battle unless he understood the man he had to lead. Understanding of the men and women we lead is tied up with face-to-face teaching.

The professional knowledge of leaders is essential to sound teaching and to improving the proficiency, as well as readiness, of units. Quality training and maintaining cannot be done without solid professional knowledge of responsible leaders. Professional knowledge, to be sure, comes from day-to-day experience on the job. But a great military historian, Dr. Douglas Southall Freeman, who wrote "Lee's Lieutenants," once said that the difference between a career and a job is the difference between 60 and 40 hours a week. The numbers are not that important, but the difference in terms of extra effort is. The professional knowledge that is required by us must be achieved by self-study over the years and, of course, by schooling. This includes the reading of military history, biographies, and autobiographies of leaders, both military and civilian. It also means self-analysis of personal military experiences so that we can benefit from lessons learned and strive for self-improvement.

The character of leaders is clearly of great importance in inspiring those who follow. General Creighton Abrams used to say that "the higher one goes up the flagpole, the more the tail hangs out for all to see." General George Patton wrote on D-day that "officers are on parade 24 hours a day." These quotes suggest that we lead by example and, therefore, the better the example, the better the leadership. Of course, fear of a tyrannical leader does motivate people, but not as much as respect and admiration for an inspirational leader who brings forth the inner strength of men and women who must face great challenges and possible sacrifice. One does not develop character in the heat of battle or a moment of crisis. Character grows out of the steady application of moral values and ethical behavior in one's life.

Units that have quality leaders, both commissioned and noncommissioned, will be nits with a strong bonding between leaders and the led. They will be units that sustain readiness and morale. They will be units with a high potential for success in battle and with lower casualties than less well-led units. Experience of wars past demonstrates this truth. Such units will have a command grow because they are part of a learning opportunity and mistakes in learning are tolerated in order to capitalize on the great potential of soldiers.

There is much written about leadership and much for all of us to study and learn. One quote in particular seems to summarize the essence of leadership. After World War II, General Bradley wrote:

"Leadership in a democratic Army means firmness, not harshness; understanding, not weakness; justice, not license; humaneness, not intolerance; generosity, not selfishness; pride, not egotism."

Reprinted from Army Organizational Effectiveness Journal, No. 1, 1985

Leadership Competencies

· Communications 

· Supervision 

· Teaching and Counseling 

· Soldier Team Development 

· Tactical and Technical Proficiency 

· Decision Making 

· Planning 

· Use of Available Systems 

· Professional Ethics

Army Values (LDRSHIP)

· Loyalty. Bear true faith and allegiance to the U.S. Constitution, the Army, your unit, and other soldiers. 
· Duty. Fulfill your obligations. 
· Respect. Treat people as they should be treated. 
· Selfless Service. Put the welfare of the nation, the Army, and your subordinates before your own. 
· Honor. Live up to all the Army Values. 
· Integrity. Do what's right, legally and morally. 
· Personal Courage. Face fear, danger, or adversity (physical or moral).

Soldier's Code

I. I am an American Soldier—a protector of the greatest nation on earth—sworn to uphold the Constitution of the United States.

II. I will treat others with dignity and respect and expect others to do the same.

III. I will honor my Country, the Army, my unit, and my fellow soldiers by living the Army values.

IV. No matter what situation I am in, I will never do anything for pleasure, profit, or personal safety which will disgrace my uniform, my unit, or my country.

V. Lastly, I am proud of my country and its flag. I want to look back and say that I am proud to have served my country.

CHAPTER 10 - Miscellaneous
2d Infantry Division Reference of Camp Locations

	Camp Greaves
	CG 008970

	Camp Garry Owen
	CG 079938

	Camp Giant
	CG 074933

	Camp Edwards
	CG 052837

	Camp Stanton
	CG 104845

	Camp Howze
	CG 083794

	Camp Castle
	CH 292004

	Camp Casey
	CG 298992

	Camp Hovey
	CG 316975

	Camp Mobile
	CG 289988

	Camp Nimble
	CG 288979

	Camp Red Cloud
	CG 263802

	Camp Essayons
	CG 333820

	Camp Sears
	CG 295803

	Camp Stanley
	CG 322764

	Camp La Guardia
	CG 260768

	Camp Page
	CG 875936

	121 General Hospital
	CG 210580


 

Murphy's Laws of Combat

· You are NOT superman. 

· Keep it simple, stupid! 

· Automatic weapons—aren't. 

· Recoilless weapons—aren't. 

· Suppressive fire—won't. 

· The easy way is always mined. 

· Incoming fire has the right of way. 

· If the enemy is in range, so are you. 

· When in doubt, empty your magazine. 

· Don't look conspicuous—it draws fire. 

· If it's stupid and it works, it ain't stupid. 

· Never draw fire; it irritates everyone around you. 

· Try to look unimportant—they may be low on ammo. 

· Anything you do can get you shot, including nothing. 

· If your attack is going really well, it is an ambush! 

· No battle plan survives contact with the enemy. 

· The lowest bidder made your weapon. 

· Never share a foxhole with someone braver than you. 

· No combat-ready unit ever passed inspection. 

· No inspection-ready unit ever passed combat. 

· Professionals are predictable—it's amateurs that are dangerous. 

· Teamwork is essential. It gives them somebody else to shoot at. 

· The enemy diversion you are ignoring will turn out to be the main attack. 

· The only thing more accurate than enemy incoming fire is friendly incoming fire. 

· When you have secured an area, don't forget to tell the enemy. 

· Make it tough enough for the enemy to get in, and you won't be able to get out. 

· A sucking chest wound is nature's way of telling you it's time to slow down. 

· If you are short of everything but the enemy, you are in a combat zone. 

· The enemy invariably attacks only on two occasions—when you are ready and when you aren't.

AMEDD MOS

	MOS
	Title

	42E
	Optical Laboratory Specialist

	71G
	Patient Administration Specialist

	76J
	Medical Supply Specialist

	91A
	Medical Equipment Repairer

	91B
	Medical Specialist

	91C
	Practical Nurse

	91D
	Operating Room Specialist

	91E
	Dental Specialist

	91K
	Medical Laboratory Specialist

	91M
	Hospital Food Service Specialist

	91P
	Radiology Specialist

	91Q
	Pharmacy Specialist

	91R
	Veterinary Food Inspection Specialist

	91S
	Preventive Medicine Specialist

	91T
	Animal Care Specialist

	91V
	Respiratory Specialist

	91X
	Mental Health Specialist


AMEDD Additional Skill Identifiers (ASIs)

	MOS
	Title

	91B
	N3 - Occupational Therapy Specialty

	
	N9 - Physical Therapy Specialty

	
	P1 - Orthopedic Specialty

	
	P2 - ENT Specialty

	
	P3 - Eye Specialty

	
	Y6 - Cardiac Catheterization Specialty

	91C
	M3 - Dialysis Specialty

	91E
	N5 - Dental Laboratory Specialty

	
	X2 - Preventive Dentistry Specialty

	91K
	M2 - Cytology Specialty

	
	M4 - Blood Donor Center Operations

	
	P9 - Biological Sciences Assistant

	91P
	M5 - Nuclear Medicine Specialty

	91Q
	Y7 - Sterile Pharmacy Specialty

	91S
	N4 - Health Physics Specialty

	91X
	M8 - Drug and Alcohol Counselor


 

Medical Officer Areas of Concentration (AOCs) (per AR 611-101)

Medical Corps

	AOC
	Title
	AOC
	Title

	60A
	Operational Medicine
	61A
	Nephrologist

	60B
	Nuclear Medicine Officer
	61B
	Medical Oncologist/ Hematologist

	60C
	Preventive Medicine Officer
	61C
	Endocrinologist

	60D
	Occupational Medicine Officer
	61D
	Rheumatologist

	60F
	Pulmonary Disease Officer
	61E
	Clinical Pharacologist

	60G
	Gastroenterologist
	61F
	Internist

	60H
	Cardiologist
	61G
	Infectious Disease Officer

	60J
	Obstetrician and Gynecologist
	61H
	Family Physician

	60K
	Urologist
	61J
	General Surgeon

	60L
	Dermatologist
	61K
	Thoracic Surgeon

	60M
	Allergist, Clinical Immunologist
	61L
	Plastic Surgeon

	60N
	Anesthesiologist
	61M
	Orthopedic Surgeon

	60P
	Pediatrician
	61N
	Flight Surgeon

	60Q
	Pediatric Cardiologist
	61P
	Physiatrist

	60R
	Child Neurologist
	61Q
	Therapeutic Radiologist

	60S
	Ophthalmologist
	61R
	Diagnostic Radiologist

	60T
	Otalyryngologist
	61U
	Pathologist

	60U
	Child Psychiatrist
	61W
	Peripheral Vascular Surgeon

	60V
	Neurologist
	61Z
	Neurosurgeon

	60W
	Psychiatrist
	62A
	Emergency Physician

	
	
	62B
	Field Surgeon


Dental/ Veterinary Corps

	AOC
	Title
	AOC
	Title

	63A
	General Dentist
	63K
	Pediatric Dentist

	63B
	Comprehensive Dentist
	63M
	Orthodontist

	63D
	Periodontist
	63N
	Oral and Maxillofacial Surgeon

	63E
	Endodontist
	63P
	Oral Pathologist

	63F
	Prosthodontist
	63R
	Executive Dental Officer

	63H
	Dental Public Health
	64A
	Veterinarian


Army Medical Specialist Corps

	AOC
	Title
	AOC
	Title

	65A
	Occupational Therapist
	65C
	Dietitian

	65B
	Physical Therapist
	65D
	Physician Assistant


Army Nurse Corps

	AOC
	Title
	AOC
	Title

	66A
	Nurse Administrator
	66F
	Nurse Anesthetist

	66B
	Community Health Nurse
	66G
	Obstetric and Gynecologic Nurse

	66C
	Psychiatric/ Mental Health Nurse
	66H
	Medical-Surgical Nurse

	66D
	Pediatric Nurse
	66J
	Clinical Nurse

	66E
	Operating Room Nurse
	
	


Medical Service Corps

	AOC
	Title
	AOC
	Title

	67A
	Health Services
	67E
	Pharmacy

	67B
	Laboratory Sciences
	67F
	Optometry

	67C
	Preventive Medicine Services
	67G
	Podiatry

	67D
	Behavioral Sciences
	
	


Medical Functional Areas (per AR 611-101)

Health Services

	AOC
	Title
	AOC
	Title

	70A
	Health Care Administrator
	70E
	Patient Administrator

	70B
	Health Services Administrator
	70F
	Health Services Human Resources

	70C
	Health Services Comptroller
	70H
	Health Services Plans, Ops, Intel, Security, and Training

	70D
	Health Services System Management
	70K
	Health Services Materiel


Laboratory Science

	AOC
	Title
	AOC
	Title

	71A
	Microbiology
	71D
	Immunology

	71B
	Biochemistry
	71E
	Clinical Laboratory

	71C
	Parasitology
	71F
	Research Psychology


Preventive Medicine Science

	AOC
	Title
	AOC
	Title

	72A
	Nuclear Medical Science
	72D
	Environmental Science

	72B
	Entomology
	72E
	Sanitary Engineer

	72C
	Audiology
	
	


Behavioral Sciences

	AOC
	Title
	AOC
	Title

	73A
	Social Worker
	73B
	Clinical Psychology


Veterinary Services

	AOC
	Title
	AOC
	Title

	75A
	Field Veterinary Service
	75D
	Veterinary Pathology

	75B
	Veterinary Preventive Medicine
	75E
	Veterinary Microbiology

	75C
	Veterinary Laboratory Animal Medicine
	75F
	Veterinary Comparative Medicine


 

Advice from Your Predecessors

· Treatment. Know where the medical treatment elements are located on the battlefield. CHS elements deployed forward can be combat multipliers when effectively controlled. A strong combat lifesaver program can enhance the ability of the combat medic to provide far forward treatment. 

· Patient Collection Points and Battalion Aid Stations. Patient collection points provide an area where patients awaiting evacuation to a medical treatment facility (MTF) can be gathered. This facilitates the medical evacuation assets ability to acquire patients in a timely manner. These patient collection points are designated on the medical evacuation overlays. If the medical planner decides treatment is required at these points, a treatment element can be deployed forward to establish a battalion aid station (-). Once this occurs the point is designated as an MTF location and is no longer considered a patient collecting point. Unit first sergeants need to know where the unit patient collecting points are located so they can disseminate this information to platoon and squad leaders.

Air Assault Battalion Medical Platoon Leader (1/503rd IN and 1/506th IN). 

If your battalion is executing an air assault, you can expect to attend a briefing by the pilot in charge of the air movement. It's important that you and he discuss the methods you'll use for casualty evacuation. If you've coordinated with the 52nd Medical Battalion to have an FSMT with you, then THEY need face-to-face time with the AASLT pilot. If not, then the last aircraft on each lift should be designated as the CASEVAC bird. Ensure a CCP is briefed for each LZ, normally in the corner closest to where the last aircraft will land. Try to include your command HMMWV for slingload, and fill it with only those MES that your PA and Treatment NCO think they'll need for tailgate medicine. The rest of your vehicles need to link up with the D Company (anti-armor), who will convoy and link up with the rest of the battalion.

Many times the battalion will go to the field and perform lane evaluations of the infantry platoons. Whereas your platoon's mission at this point is focused more on real-world health support, it's also a good opportunity for you and your platoon sergeant to walk the lanes with the platoons and evaluate the platoon medic. Ensure you're included as an administrative OC, and provide input into the AAR.

Evaluations.

Remind your company commander about your initial 120-day OER. We're the only branch who requires that OER, so your chain of command probably isn't aware of the requirement.

As a medical platoon leader, you function in a leadership role as well as a special staff officer. For this reason, the HHC Company Commander should rate you; the battalion XO should be your Intermediate Rater, and the Battalion Commander will be your Senior Rater. AT NO TIME SHOULD YOU BE RATED BY THE S1.

General.

Many times the non-AMEDD officers and soldiers assume everyone wearing a caduceus has been to medical school. It's important that, whenever a soldier (or, most likely, a friend) comes to you complaining about a medical problem that you immediately refer him/ her to a medical NCO, physician assistant, or doctor. Explain that you're a medical warfighter, not a health care provider.

When developing platoon SOPs, I always started by reading all applicable CIP inspections. Make sure everything in the CIP checklists is covered in your SOP. Then, when you have a draft, discuss it with your platoon sergeant for a "sanity check." You must continually tap into his experience and knowledge, which are far greater than yours.

Acronyms

	A2C2
	Army Airspace Command and Control

	AA
	Air Ambulance

	AAR 
	After Action Review

	AASLT
	Air Assault

	AC
	Active Component

	AD
	Armored Division

	ADA
	Air Defense Artillery

	ADT 
	Active Duty for Training

	AE
	Aeromedical Evacuation

	AECC
	Aeromedical Evacuation Control Center

	AECE
	Aeromedical Evacuation Control Element

	AELT
	Aeromedical Evacuation Liaison Team

	AIT
	Advanced Individual Training

	ALOC 
	Administrative and Logistics Operations Center

	AMEDD
	Army Medical Department

	AML
	Area Medical Laboratory

	ANCOC
	Advanced Noncommissioned Officer Course

	AO
	Area of Operations

	AOC
	Area of Concentration

	AOR
	Area of Responsibility

	APFT
	Army Physical Fitness Test

	ARCOM
	Army Commendation Medal

	ARTEP
	Army Training and Evaluation Program

	ASB
	Aviation Support Battalion

	ASF
	Aeromedical Staging Facility

	ASI
	Additional Skill Identifier

	ASL
	Authorized Stockage List

	ASMB
	Area Support Medical Battalion

	ASMC
	Area Support Medical Company

	ASMS
	Area Support MEDEVAC Section

	ASP
	Ammunition Supply Point

	ATM
	Advance Trauma Management

	ATP
	Ammunition Transfer Point

	AXP
	Ambulance Exchange Point

	BAS
	Battalion Aid Station

	BASD
	Basic Active Service Date

	BCT 
	Brigade Combat Team

	BCTP
	Battle Command Training Post

	BDAR
	Battle Damage Assessment and Repair

	BDR
	Brigade 

	BII
	Basic Issue Item

	BMNT
	Beginning of Morning Nautical Twilight

	BN
	Battalion

	BNCOC
	Basic Noncommissioned Officer Course

	BOA
	Basis Of Allocation

	BOS
	Battlefield Operating Systems

	BP
	Battle Position

	BSA
	Brigade Support Area

	C2
	Command and Control

	C4I
	Command, Control, Communications, Computers, and Intelligence

	CAB
	Combat Aviation Brigade

	CANA
	Convulsant Antidote for Nerve Agent

	CAP
	Company Aid Post

	CAS 
	Close Air Support

	CAS3
	Combined Arms Service Staff School

	CCP 
	Casualty Collection Point

	CCCP
	Chemical Casualty Collection Point

	CCIR
	Commander's Critical Intelligence Requirements

	CCL
	Combat Configured Loads

	CFA
	Covering Force Area

	CHS
	Combat Health Support

	CL
	Combat Lifesaver

	CLS
	Clearing Station

	CMF
	Career Management Field

	CMTC
	Combat Maneuver Training Center

	COB
	Close of Business

	COMMZ
	Communications Zone

	COMSEC
	Communications Security

	CONUS
	Continental United States

	COSCOM
	Corps Support Command

	CP
	Command Post

	CPOG
	Chemical Protective Overgarment

	CPR
	Cardiopulmonary Resuscitation

	CPX 
	Command Post Exercise

	CS
	Combat Support

	CSB
	Combat Support Battalion

	CSC
	Combat Stress Control

	CSG
	Corps Support Group

	CSH
	Combat Support Hospital

	CSR
	Controlled Supply Rate

	CSS
	Combat Service Support

	CTA
	Common Table of Allowances

	CTC
	Combat Training Center

	CZ
	Combat Zone

	DAO
	Division Ammunition Officer

	DBA
	Deep Battle Area

	DC
	Dental Corps

	DCSPER
	Deputy Chief of Staff Personnel

	D-Day
	Day of Operation

	DECON
	Decontamination

	DENTAC
	Dental Activity

	DEPMEDS
	Deployable Medical Systems

	DES
	Dental Equipment Sets

	DF2
	Diesel Fuel Type 2

	DISCOM
	Division Support Command

	DIVARTY
	Division Artillery

	DMMC
	Division Material Management Center

	DMOC 
	Division Medical Operations Center

	DNBI
	Disease and Non-battle Injury

	DOA
	Dead on Arrival

	DOD
	Department of Defense

	DOL
	Director of Logistics

	DOS
	Day of Supply

	DOW 
	Died of Wounds

	DRT
	Doctrine Review Team

	DS
	Direct Support

	DSA
	Division Support Area

	DSU
	Direct Support Unit

	DTG
	Date Time Group

	DTOC
	Division Tactical Operations Center

	DZ
	Drop Zone

	EAC
	Echelon Above Corps

	EEFI
	Essential Elements of Friendly Information

	EENT
	End of Evening Nautical Twilight 

	ELO
	Enabling Learning Objective 

	EOD
	Explosive Ordinance Disposal

	EPMS
	Enlisted Personnel Management System

	EPW
	Enemy Prisoner of War

	ESF
	Emergency Support Function

	ETA
	Estimated time of Arrival

	ETS
	Expiration of Term of Service 

	FAO
	Finance and Accounting Office

	FARP
	Forward Arming Refueling Point

	FEBA
	Forward Edge of the Battle Area

	FLOT
	Forward Line of Own Troops

	FM 
	Field Manual

	FMC
	Field Medical Card (DD form 1380)

	FORSCOM
	US Forces Command

	FRAGO
	Fragmentary Order

	FSB
	Forward Support Battalion

	FSMC
	Forward Support Medical Company

	FSMT
	Forward Support MEDEVAC Team

	FSP
	Forward Supply Point

	FST 
	Forward Surgical Team

	FTX
	Field Training Exercise

	FY
	Fiscal Year

	GA
	Ground Ambulance

	GH
	General Hospital

	GRREG
	Graves Registration

	GS
	General Support

	GTA
	Graphic Training Aid

	HEMTT
	Heavy Expanded Mobility Tactical Truck

	HET
	Heavy Equipment Transporter

	HMMWV
	High Mobility Multi-purpose Wheeled Vehicle

	HSC
	Headquarters and Support Company

	HSSO
	Health Service Support Officer

	HUB
	Hospital Unit Base

	HUH
	Hospital Unit Holding

	HUS
	Hospital Unit Surgical

	IAW
	In Accordance With

	IEDK
	Individual Equipment Decontamination Kit

	IET
	Initial Entry Training

	IG
	Inspector General

	IPB
	Intelligence Preparation of the Battlefield

	IPR
	In Process Review

	ISB
	Intermediate Staging Base

	ISO
	Information Security Officer

	ITEP
	Individual Training Evaluation Program

	IV
	Intravenous

	JCAHO
	Joint Commission on Accreditation of Health Care Organizations

	JMRTC
	Joint Medical Readiness Training Center

	JRTC
	Joint Readiness Training Center

	KIA
	Killed in Action

	LD
	Line of Departure

	LOI
	Letter of Instruction

	LRP
	Logistics Release Point

	LZ
	Landing Zone

	MACOM
	Major Army Command

	MASF
	Mobile Aeromedical Staging Facility

	MAST
	Military Anti-Shock Trousers

	MBA 
	Main Battle Area

	MCO
	Movement Control Officer

	MEDCASE
	Medical Care Support Equipment

	MEDEVAC
	Medical Evacuation

	MEDLOG
	Medical Logistics

	MEDPAR
	Medical Patient Administration and Records

	MEDREG
	Medical Regulation

	MES
	Medical Equipment Sets

	METL
	Mission Essential Task List

	METT-T
	Mission Equipment Terrain Troops- Time available

	MF2K
	Medical Force 2000

	MFR
	Memorandum for Record

	MIA
	Missing in Action

	MILES
	Multiple Integrated Laser Equipment System

	MILPERCEN
	Military Personnel Center

	MOA
	Memorandum of Agreement

	MOGAS
	Motor Gasoline

	MOPP
	Mission Oriented Protective Posture

	MOS
	Military Occupational Specialty

	MOU
	Memorandum of Understanding

	MOUT
	Military Operations On Urbanized Terrain

	MP
	Military Police

	MPT
	Medical Proficiency Training

	MQS
	Military Qualification Standards

	MRE
	Meal Ready to Eat

	MRO
	Medical Regulation Officer

	MSB
	Main Support Battalion

	MSMC
	Main Support Medical Company

	MSN
	Mission

	MSR
	Main Supply Route

	MST
	Maintenance Support Team

	MTF
	Medical Treatment Facility

	MTP
	Mission Training Program

	MWD
	Military Working Dog

	NAI
	Named Area of Interest

	NAPP
	Nerve Agent Pretreatment Packet

	NBC
	Nuclear Biological Chemical

	NCOER
	Noncommissioned Officer Evaluation Report

	NCOES
	Noncommissioned Officer Education System

	NEO
	Non-combatant Evacuation Operations

	NLT
	No Later Than

	NOK
	Next Of Kin

	NSN
	National Stock Number

	NTC
	National Training Center

	OAC
	Officer Advance Course

	OBC
	Officer Basic Course

	OCONUS
	Outside the Continental United States

	O&I
	Operations and Intelligence

	OJT
	On the Job Training

	OP
	Operations

	OPCON
	Operational Control

	OPLAN
	Operations Plan

	OPORD
	Operations Order

	OPSEC
	Operations Security

	OVM
	On Vehicle Materiel

	PA
	Physicians Assistant

	PAC
	Personnel Administration Center

	PAD
	Patient Administration Division

	PAO
	Public Affairs Office

	PBO
	Property Book Officer

	PCP 
	Patient Collection Point

	PERSTAT
	Personnel Status

	PLDC
	Primary Leadership Development Course

	PM
	Preventive Maintenance

	PMCS
	Preventive Maintenance Checks and Services

	POC
	Point of Contact

	POI
	Program Of Instruction

	POL
	Petroleum Oils and Lubricants

	PROFIS
	Professional Filler System

	PT
	Physical Training

	PZ
	Pick up Zone

	QA
	Quality Assurance

	QC
	Quality Control

	QTB
	Quarterly Training Brief

	RBA
	Rear Battle Area

	REG
	Regulation

	RIF
	Reduction in Force

	ROE
	Rules Of Engagement

	ROTC
	Reserve Officer Training Corps

	RSOI
	Reception Staging Onward movement Integration

	RSR
	Required Supply Rate

	RTD
	Return To Duty

	SB
	Support Battalion

	SF
	Standard Form

	SM
	Service Member

	SME
	Subject Matter Expert 

	SOC
	Support Operations Center

	SOI
	Signal Operating Procedure

	SP
	Start Point

	SQI
	Special Qualification Identifier

	SSI
	Special Skill Identifier

	STB
	Super Tropical Bleach

	STX
	Situational Training Exercise

	TAADS
	The Army Authorization Document System

	TAI
	Target Area of Interest

	TAMMIS
	Theater army Medical Management Information System

	TBD
	To Be Determined

	TCP
	Traffic Control Point

	TDA
	Table of Distribution and allowances

	TDY
	Temporary Duty

	T&EO
	Training and Evaluation Outline

	TEWT
	Tactical Exercise Without Troops

	TF
	Task Force

	TLP
	Troop Leading Procedures

	TM
	Technical Manual

	TMC 
	Troop Medical Clinic

	TOC
	Tactical Operations Center

	TOE
	Table of Organization and Equipment

	TPMRC
	Theater Patient Movement Requirements Center

	TRADOC
	Training and Doctrine Command

	TTP 
	Tactics Techniques and Procedures

	ULLS
	Unit Level Logistics System

	VIC
	Vicinity

	WBGT
	Wet Bulb Globe Temperature

	WIA
	Wounded In Action

	WSRO
	Weapons System Replacement Operations


 

 

	SINGLE CHANNEL OPERATIONS (SC)

	Load/ store SC frequencies
	
	Clear SC frequencies

	 Move to desired channel(
	
	 Move to desired channel(

	 Set FCTN to LD(
	
	 Set FCTN to LD(

	 Set mode to SC(
	
	 Set mode to SC(

	 Press FREQ button(
	
	 Press FREQ button(

	 Press CLR button(
	
	 Press clear button(

	 Enter desired frequency(
	
	 Press STO/ENT(

	 Press STO/ENT(
	
	

	
	
	

	Offset SC frequencies
	
	Clear offset frequencies

	 Select desired channel(
	
	 Select desired channel(

	 Set mode to SC(
	
	 Set mode to SC(

	 Set FCTN to SQ/ON(
	
	 Set FCTN to SQJON(

	 Press send/OFSET button(
	
	 Press SEND/OFST button(

	 Press clear button(
	
	 Press CLR button(

	 Press 5 or 10(
	
	 Press H. LD/O button(

	 Press SEND/OFST again for A(-)5 or 10(
	
	 Press STO/ENT button(

	 Press STO/ENT button(
	
	

	
	
	

	Scan SC frequencies
	
	Cancel a channel from scan

	 Set FCTN to SQ/ON(
	
	 Press channel number to be cleared( 

	 Set mode to FH(
	
	 Press CLR button(

	 Set CHAN to CUE(
	
	

	 Press STO/ENT button(
	
	Restore a channel to scan

	 Press 0-7 for desire priority or press 8 if no desires( priority
	
	 Press Channel number to be( restored


 

 

	FREQUENCY HOP-SUBSTATION OPERATIONS (FH)

	Prepare to receive (ERF) cold start NET opening
	
	Prepare to receive (ERF) update

	 Set CHAN to MAN(
	
	 Set FCTN to LD( 

	 Set FCTN to LD(
	
	 Standby and follow instructions from NCS(

	 Set MODE to SC(
	
	NOTE: Set FCTN to SQ/ON after completing (ERF) update operation

	 Press FREQ button(
	
	

	 Press CLR button(
	
	Clear a late NET entry

	 Enter desired frequency(
	
	 Press FREQ button( 

	 Press STO/ENT(
	
	 Press L.E/3(

	 Set FCTN to LDIV(
	
	

	 Set MODE to FH(
	
	Clear a HOPSET

	 Turn ECCM fill device off(
	
	 Set CHAN to MAN(

	 Connect ECCM device to the fill audio connector on radio(
	
	 Set FCTN to LD(

	 Select T1 or T2 from ECCM fill device( 
	
	 Press CLR button(

	 Turn ECCM fill device on(
	
	 Press channel number that contains the HOPSET data that you want to clear( 

	 Press H.LD/O button(
	
	

	 Turn ECCM fill device off(
	
	Perform "CUE" function

	 Disconnect ECCM fill device QSET FCTN to LD(
	
	 You performed a late NET entry but still have no COMMO(

	 STNBY and follow instructions from NCS(
	
	 Turn KY-57 off(

	
	
	 Set CHAN to CUE(

	Perform late NET entry
	
	 Set MODE to LD(

	 You have not received any traffic for 20 minutes(
	
	 Press FREQ button(

	 Set FCTN to SQ/ON(
	
	 Press CLR button(

	 Set MODE to FH(
	
	 Enter desired frequency(

	 Press FREQ button(
	
	 Press STO/ENT button(

	 Press L.E/3 button(
	
	 Set FCTN to SQ/ON(

	 Wait at least 2 minutes(
	
	 Key handset for 4 seconds. Un-key for 15 seconds. Continue until contact is( made

	NOTE: Do not key handset until "L" drops from display
	
	 Follow instructions of NCS(

	
	
	NOTE: Clear cue frequencies when you have completed this operation.


 

 

	FREQUENCY HOP-SUBSTATION OPERATIONS (FH)

	
	
	

	Change HOP set ID number
	
	Perform cold start NET operations as an NCS

	 Select desired channel containing the HOPSET to be changed(
	
	 Set CHAN to MAN(

	 Press FREQ button(
	
	 Press H.LD/O button(

	 Press CLR button(
	
	 Press U9 button( 

	 Enter new HOPSET ID number(
	
	 Press 1st DIGIT of lockout(

	 Press STO/ENT button(
	
	 Contact the NET and ask them to stand by for ERF( 

	
	
	 Press SEND/OFST button twice(

	Send ERF update
	
	 Tell NET to press STO/ENT button(

	 Set FCTN to HOLD(
	
	 Press STO/ENT button(

	 Press H.LD/O button(
	
	 Press H.LD/O button(

	 Press the channel number HOPSET update is stored in(
	
	 Press channel number that HOPSET is stored in(

	 Tell NET to standby for ERF update(
	
	 Press SEND/OFST button twice(

	 Press SEND/OFST twice(
	
	 Tell the NET to press STP/ENT button and 1-6 as directed by( you

	 Tell NET to press STO/OFST button and channel number that you want to( HOPSET update stored in
	
	 Tell NET to go to the channel HOPSET is stored in and( SQ/ON

	 Press STO/ENT and channel number the HOPSET update is stored( in
	
	 Make radio check Then go to SQ/ON( 

	 Make a radio check then go to SQ/ON(
	
	NOTE: If lockout is not required, then perform only the first three steps

	
	
	

	Clear a lockout 
	
	

	 Set CHAN to MAN( 
	
	

	 Set FCTN to LD( 
	
	

	 Press CIR button(
	
	

	 Press I/9 button(
	
	

	 Press 1st digit(
	
	


 

 

	FREQUENCY HOP MASTER FUNCTIONS (NCS) CHECKLIST

	Load MAN and CUE frequencies 
	
	Load TRANSEC

	 Set FCTN to LD( 
	
	 Set MODE to FH(

	 Set MODE to SC(
	
	 Set FCTN to LD/V(

	 Set CHAN to MAN(
	
	 Set CHAN to MAN(

	 Press FREQ button(
	
	 Turn ECCM FILL device(

	 Press CLR button(
	
	 Connect ECCM FILL device to fill audio connector on( radio

	 Enter desired frequency(
	
	 Turn ECCM fill device on(

	 Press STO/ENT button(
	
	 Select T1 or T2 from ECCM fill device(

	 Set CHAN to CUE(
	
	 Press H.L D/O button(

	 Press FREQ button(
	
	 Set FCTN to LD(

	 Press CLR button(
	
	

	 Enter desired frequency(
	
	Load HOPSET

	 Press STO/ENT button(
	
	 Select desired HOPSET from ECCM fill device(

	
	
	 Press H.LD/O button(

	Load Time
	
	 Press STO/ENT button(

	 Press time button(
	
	 Press KEY PAD for desired channel 1-6(

	 Press CLR button(
	
	 Turn ECCM FILL device off(

	 Enter current Julian date(
	
	 Disconnect ECCM FILL device(

	 Press STO/ENT button( 
	
	

	 Press TIME button(
	
	Load Lockout

	 Press CLR button(
	
	 Select desired lockout from ECCM fill device( 

	 Enter current ZULU time(
	
	 Press H.LD/O button(

	 Press STO/ENT button(
	
	 Press STO/ENT button(

	NOTE: Load time only if you did not receive an ERF from higher
	
	NOTE: If lockout not used skip this


 

Medical Planning Websites

· http://www.txdirect.net/users/jeturner/wdws2000.html - Jack Turner's Well Digger's Workstation 
· http://www.healthcarecity.net/hcc/healthcarecity.htm - Healthcare City (Links to Providers Worldwide - good source for SASO missions) 
· http://web.infoave.net/~tgarigan/opmedhomepage.html - Operational Medicine Homepage (lots of interesting stuff) 
· http://rs6.loc.gov/frd/cs/yutoc.html - Yugoslavia, A Country Study (Hey, we're all going sooner or later). 
· http://www4.law.cornell.edu/uscode/ - U.S. Code (Lawyers are your friends in SASO) 
· http://www.defenselink.mil/pubs/ - DoD Pubs (So you can see how the US Code gets translated into military law, eg DoD 2205.2, also good links to other pubs not in DoD) 
· http://www.dtic.mil/doctrine/jel/index.html - The Joint Electronic Library 
· http://www-cgsc.army.mil/nrs/publications/references.htm - CGSC's Reference Manuals 
· http://www.adtdl.army.mil/atdls.htm - ADTDL, Army FMs and Pubs 
· http://www.usapa.army.mil/ - US Army Publishing Agency (ARs and such) 
· https://wwl.erec.army.mil/ - Military Personnel Locator 
· http://www.searchmil.com/ - Search Mil Search Engine 
· http://www.acronymfinder.com/ - Acronym Finder 
· http://www.usafmsardd.army.mil/ - TOE Home page (TOEs, not MTOEs, but still useful) 
· http://12.18.94.22 – Army Medical Lessons Learned 
· http://www.cs.amedd.army.mil/91W – 91W Homepage 
· http://www.counseling.army.mil – Army Counseling Homepage 
· http://www.dtic.mil/doctrine/jel/doddict/acronym_index.html – Army and DoD Acronyms/ Abbreviations 
· http://armyawards.com/awards.shtml – Army awards. Check off the awards you have, and it sets them up in order and displays them as they would appear on your uniform. 
· http://www.cdc.gov/ncidod/eid – Emerging Infectious Diseases 
· http://www.themcic.com – The Managed Care Information Center 
· http://www.ivanhoe.com – Medical Breakthroughs 
· http://www.medmatrix.org – Medical Matrix 
· http://www.pnl.gov/nss/medgen.html – Medical Web Sites 
· http://www.le.ac.uk/pathology/teach/VA – Virtual Autopsy 
· http://www.who.ch – World Health Organization 
· http://www.tricare.osd.mil/operations/leaddir.html – Tricare Directory 
· http://chppm-www.apgea.army.mil – US Army CHPPM 
· http://hfpa.otsg.amedd.army.mil – US Army Health Facility Planning Agency 
· http://www.armymedicine.army.mil/usammda – US Army Medical Materiel Development Activity 
· http://www-usamraa.army.mil – US Army Medical Research Acquisition Activity 
· http://www.brooks.af.mil/SGRD/usamrd.htm – US Army Medical Research Detachment (Brooks AFB) 
· http://chemdef.apgea.army.mil – US Army Medical Research Institute of Chemical Defense 
· http://www.quad-a.org – Army Aviation Association of America 
· http://www.ausa.org – AUSA 
· http://www.vfw.org – Veterans of Foreign Wars 
· http://www.defenselink.mil – Defense Link 
· http://www.janes.com – Janes 
· http://www.acronymfinder.com – Military Acronym Finder 
· http://www.specialoperations.com – Special Operations 
· http://www.house.gov/hasc – House Armed Services Committee 
· http://www.house.gov/va – House Veterans Affairs Committee
· http://www.lcweb.loc.gov – Library of Congress 
· http://www.senate.gov/~armed_services – Senate Armed Services Committee 
· http://www.senate.gov/~veterans – Senate Veterans Affairs Committee 
· http://lcweb.loc.gov/global/state – State & Local Governments 
· http://www.whitehouse.gov – The White House 
· http://www.rxlist.com – The Internet Drug Index 
· http://www.mece.ualberta.ca/landmine/links/html – Land Mine Web Links 
· http://www.un.org/Depts/Landmine/policy.htm – United Nations De-mining Database 
· http://www.cdc.gov – Centers for Disease Control and Prevention 
· http://www.adobe.com – Adobe (for acrobat reader) 
· http://www.armytimes.com – Army Times 
· http://www.defensenews.com – Defense News 
· http://www.militarycity.com/page8.htm – Military City Online 
· http://modernhealthcare.com – Modern Healthcare 
· http://washingtonpost.com – Washington Post 
· http://www.mapquest.com – Mapquest 
· http://www.weather.com/twc/homepage.twc – The Weather Channel

Internet Search Sites

· Alta Vista http://www.altavista.digital.com 
· "Clickable" World Map http://www.vtourist.com 
· Cnet Search.com http://www.search.com 
· Excite http://www.excite.com 
· Galaxy http://www.einet.net 
· Hotbot http://www.hotbot.com 
· Lycos http://lycos.com 
· Open Market http://www.openmarket.com 
· Open Text Index http://index.opentext.net 
· Yahoo http://www.yahoo.com 
· Yellow Pages http://www.yellow.com
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