








CONFIDENTIAL 
 

COMPASSIONATE REASSIGNMENT APPLICATION 
 
Submit to:  DoDDS-Europe    Phone:  (49)611-380-7373 
       ATTN:  Personnel Division                  DSN:  338-7373 
       Unit 29649 BOX 7100   Fax:      (49)611-380-7122 
       APO AE 09096                    DSN:  338-7122 

 
 
1.  Name  _____________________________________ SSN _________________________ 
 
2.  Current Duty Station (School/District/DoDDS-E Division name):  _____________________ 
 
3.  Current Teaching Category(ies): ______________   4.  Position Start Date: ______________ 
 
5.  Number of continuous years at current location:  _____  6.  Service Comp Date: __________ 
 
7.  Previously requested Compassionate Reassignment:   ___ Yes (if yes, see below)     ___  No 
 
Requested in SY ____  Reason ________ Transferred to ____________  Not Transferred  ___ 
Requested in SY ____  Reason ________ Transferred to ____________  Not Transferred  ___ 
Requested in SY ____  Reason ________ Transferred to ____________  Not Transferred  ___ 
Requested in SY ____  Reason ________ Transferred to ____________  Not Transferred  ___ 
 
8.  Category(ies) preference:  (Must be certified in the category(ies)) 
 
1)_____ 2)______ 3)______ 4)______ 5)______ 6)______ 7)_____ 8)_____ 9)_____ 10)_____ 
 
11)_____ 12)______ 13)______ 14)_____ 15)______ 16)_____ 17)______ 18)_____ 19)_____  
 
9.  Basis for request (check appropriate reason): 
 
___ Medical (describe situation): 
 
 
  
 
Documentation included: 
___ Doctor's statement (in English) including diagnosis, prognosis, the medical basis for 
inability to remain in current location/position, and the medical basis for the ability to work at  
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CONFIDENTIAL 
 
new location/position, the type of medical care, climate or environment needed to relieve the 
medical condition. The completed DA Form 5862-R (Army Exceptional Family Member 
Program Medical Summary) and DA Form 7246-R (Exceptional Family Member Program 
Screening Questionnaire) should be submitted for individuals receiving treatment/evaluation by 
military medical facilities(Forms may be downloaded from internet:  
www.usapa.army.mil/forms/forms1.html).  Doctor should identify locations that can meet the 
medical needs.  Include in documentation a statement from doctor regarding ability to treat 
medical condition on the economy, either at current duty location, or in another geographic 
location. 
 
____ Other (explain): 
 
 
 
Documentation included:   
 
 
10.  Other options I have considered and explanation why these are not viable (i.e., Leave 
without pay, disability retirement; resignation, etc): 
 
 
 
 
By signing below I verify the above information is correct.  I certify that I have experience 
teaching or have received training in all of the teaching categories listed above.  I understand that 
failure to accept an assignment will result in removal from consideration for compassionate 
reassignment. 
 
I understand that I am required to submit updates to my application as medical conditions or 
circumstances change, including an annual update, after a reminder is sent.  Failure to do so may 
result in removal from consideration for compassionate reassignment. 
 
 
Signature: _______________________________________  Date: ___________________ 
 
Forwarded: ______________________________________  Date: ___________________ 
  Administrator (Supervisor) Signature 
 
Notification of request sent to district superintendent:  _________________ ____________ 
            HRO Staffer Initials Date 
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