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Records Organizer
for Eldercare


INTRODUCTION
 
The Records Organizer for Eldercare is designed to facilitate the care of the older members of your family. It is intended to provide a central location for keeping and tracking your older relative's records and other pertinent information. This is particularly helpful if someone else has to take care of your elder family member while you are away or unable to provide care. The Records Organizer for Eldercare also provides a care guide section that can be used to provide a wealth of detailed information to a new caregiver on issues such a daily routine, diet, and preferred leisure activities.
In order to maximize the benefits of the Records Organizer, we encourage you to incorporate other pieces of health-related information, such as information that you may receive from doctors or articles that you feel are valuable. The Records Organizer for Eldercare can also be taken to doctor's appointments to help you keep track of pertinent information and other health appointments.

The Records Organizer for Eldercare has been created using the form features of Microsoft Word. You can type directly into the gray areas found throughout the form and then save and print the completed document. You can also click on the various sections of the Document Map panel on the left of the screen to move quickly to the different sections of the Records Organizer for Eldercare. The Document Map is displayed by clicking on the View Menu then Document Map. In some versions of Word, The Document Map is displayed by first clicking on the View Menu then the Navigation Pane. Once the Navigation Pane is visible select Document Map from the Navigation Pane dropdown menu.

If you prefer to print out the forms in this document and then fill them out by hand, you may wish to turn off the field shading first to prevent the boxes from printing too. You can turn the field shading off by displaying the Word Forms Toolbar (right-click on the tool bar area at the top of your Word screen, then click on Forms under Toolbars). Once you can see the Forms Toolbar, click the Form Field Shading icon to turn shading off.

If you have Word 2007 and wish to remove the field shading before printing, right click on the Windows Office icon in the upper left hand corner of the screen.  Click “Customize the Quick Access Toolbar.”  In the drop-down menu under “Choose commands from,” click on “Developer Tab” and then select and add “Legacy Tools.”  Once you have added Legacy Tools to your Toolbar, you will have the option of turning off the field shading.
Please keep in mind that the Records Organizer for Eldercare is not intended to take the place of official medical records.  Nor is it a legally binding document.  It also contains very private information such as social security numbers, medical histories, and insurance information. In order to maintain your family's privacy, keep your Records Organizer in a safe, secure place.
If you have any questions or comments about the Records Organizer for Eldercare, please feel free to submit them through the MilitaryHOMEFRONT Feedback Function at http://www.militaryhomefront.dod.mil/tf/efmp/feedback. 
 
RECORDS ORGANIZER FOR ELDERCARE GUIDE
	What is the Records Organizer for Eldercare? The Records Organizer for Eldercare is a tool to help families organize and keep track of medical records and other related information for an elderly family member. 

	How can the Records Organizer help you? While caring for your elderly family member, it can often be challenging to keep track of rapidly changing health or medical issues. The Records Organizer will help you to organize and quickly find all of this information.  It will also make it easier for you to share key information with those who are providing care for your family member.

	Use the Records Organizer to:

· track changes in your family member’s medicines or treatments

· list telephone numbers for health care providers and community organizations

· prepare for appointments

· file information about your family member’s health history

· share new information with your family member’s primary doctors and other care providers 

	Some helpful hints for using your family member's Records Organizer:

· Keep the Records Organizer where it is easy to find. That way it will always be on hand when you need it. 

· Keep the Records Organizer as up-to-date as possible. Add new information to the Records Organizer whenever there is a change in your family member’s medical treatment. 

· Keep the Records Organizer with you at appointments and hospital visits so that information you need will be close at hand.

	How do you set up your family member's Records Organizer? Follow these steps:

STEP 1: Gather information you already have. 

Gather any health information that you already have about your family member. This may include reports from recent doctor's visits, immunization records, a summary of a recent hospital stay, test results or informational pamphlets, etc. 

STEP 2: Look through the pages of the Records Organizer.
Select the pages that you think will be most beneficial to you for tracking your family member's health and care. Once you have determined what you need, print out those selected pages.

STEP 3: Decide what information is most important to keep in the Records Organizer.
What information do you find yourself looking for often? What information do your care providers need when caring for your family member? Additional, less critical information can be stored in a file drawer or box where you can find it if needed. 

STEP 4: Put the Records Organizer together. 

Organize your Records Organizer in a way that makes the most sense to you and your family member. Here are some supplies that may help you put it together:

· 3-ring binder or large accordion envelope to hold papers securely

· tabbed dividers for creating separate sections

· pocket dividers for storing reports

· plastic pages for storing business cards and photographs


Personal Information
	Name:      

	Date of Birth: 
	Blood Type: 
	SSN: 

	Home Address: 


	Phone: 
	Fax: 
	County: 

	Emergency Contact Name: 

	Relationship: 
	Emergency Contact Number: 

	Emergency Contact Name: 

	Relationship: 
	Emergency Contact Number: 

	Emergency Contact Name: 

	Relationship: 
	Emergency Contact Number: 

	Primary Care Physician Name: 

	Phone #: 
	Primary Care Physician Address: 


	Dentist Name: 

	Phone #: 
	Dentist Address: 


	Specialist Name: 

	Phone #: 
	Type of Specialty: 

	Specialist Address: 


	Specialist Name: 

	Phone #: 
	Type of Specialty: 

	Specialist Address:
 



	Specialist Name: 

	Phone #: 
	Type of Specialty: 

	Specialist Address: 


	Other Notes (allergies, medications, etc.): 



Emergency Plan
	What Might Happen: 


	What To Do:  


	Step 1:  


	Step 2: 


	Step 3: 


	Step 4: 


	Other: 


	What Might Happen: 


	What To Do:  


	Step 1:  


	Step 2: 


	Step 3: 


	Step 4: 


	Other: 



MEDICAL HEALTH
Health Insurance
	Use this link to help find your local TRICARE Service Center (TSC):

http://www.tricare.mil/contactus/

	TRICARE Regional Office (TRO): 

	Address: 

	

	City:      
	State:      
	Zip:      

	Phone:      
	Email:      

	TRICARE Service Center:      

	Address:      

	     

	City:      
	State:      
	Zip:      

	Phone:      
	Email:      

	Beneficiary Counseling and Assistance Coordinator (BCAC):      

	Address:      

	     

	City:      
	State:      
	Zip:      

	Phone:      
	Email:      

	Debt Collections Assistance Officer (DCAO):      

	Address:      

	     

	City:      
	State:      
	Zip: 

	Phone:      
	Email:      


Additional Insurance
	Please note all other insurance providers.

	Name of Other Insurance: 

	Policy Number:      

	Contact Person/Title:      

	Address:      

	      

	Email:      
	Phone:      
	Fax:      

	Case Manager:      

	Email:      
	Phone:      
	Fax:      

	Name of Other Insurance:      

	Policy Number:      

	Contact Person/Title:      

	Address:      

	     

	Email:      
	Phone:      
	Fax:      

	Case Manager:      

	Email:      
	Phone:      
	Fax:      

	Name of Other Insurance:      

	Policy Number:      

	Contact Person/Title:      

	Address:      

	     

	Email:      
	Phone:      
	Fax:      

	Case Manager:      

	Email:      
	Phone:      
	Fax:      


Medical Bill Tracker
	Date
	Provider
	Amount
Billed
	Amount
Allowed
	Amount
Paid
	Paid By Other Health
Insurance
	Family
Owes
	Debt
Paid

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	
	

	     
	      
	     
	     
	
	
	
	

	     
	     
	     
	     
	     
	     
	     
	     

	     
	
	     
	
	
	     
	
	

	     
	
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


Current Medical Diagnoses and Medication

Current Medical Diagnoses

	Date
	Diagnosis
	Notes

	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     



Current Medication

	Start Date
	Stop 
Date
	Medication 
(brand/generic)
	Prescribed by
	Dose/ Route
	Time 
Given
	Reason for Medication

	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     



Significant Illnesses and Surgical Procedures

Significant Illnesses

	Date
	Illness
	Notes

	     
	     
	


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     



Surgical Procedures

	Date
	Surgical Procedure
	Notes

	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     



Allergies (e.g., food, medications, materials)

	Allergen
	Allergic Reaction
	How To Respond

	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     



Care Providers

	Primary Care Manager (PCM):      

	Military Treatment Facility:      

	Address:      

	      

	Email:      
	Phone:      
	Fax:      

	Civilian Hospital:      

	Address:      

	     

	Email:      
	Phone:      
	Fax:      

	Dentist:      

	

	Address:      

	     

	Email:      
	Phone:      
	Fax:      

	Specialist and Specialty:      

	Address:      

	     

	Email:      
	Phone:      
	Fax:      

	Specialist and Specialty:      

	Address:      

	     

	Email:      
	Phone:      
	Fax:      

	Nutritionist:      

	Address:      

	     

	Email:      
	Phone:      
	Date of First Visit:      


Care Providers (continued)

	Social Worker:      

	Address:      

	      

	Email:      
	Phone:      
	Date of First Visit:      

	Physical Therapist:      

	Address:      

	     

	Email:      
	Phone:      
	Date of First Visit:      

	Speech Therapist:      

	Address:      

	     

	Email:      
	Phone:      
	Date of First Visit:      

	Occupational Therapist:      

	Address:      

	     

	Email:      
	Phone:      
	Date of First Visit:      

	Therapy:      
	Therapist:      

	Location:      

	     

	Email:      
	Phone:      
	Frequency:      

	Therapy:      
	Therapist:      

	Location:      

	     

	Email:      
	Phone:      
	Frequency:      


Care Providers (continued)

	Nursing Agency:      

	Contact Person:      

	Address:      

	      

	Email:      
	Phone:      
	Date of First Visit:      

	# of hours approved: 
	Day:      
	Night:      
	Wknd:      

	Case Manager:      

	Address:      

	     

	Email:      
	Phone:      
	Fax:      

	Please attach the plan of care provided by the Case Manager.

	Notes:      


Doctor Visits

	Date
	Seen By
	Notes/Updates from Visit

	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     



Appointment Log

	Date
	Provider
	Reason Seen / Care Provided
	Next Appointment

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     

	     


Health Screening and Tests

	Date
	Health Screening/Test
	Results

	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     



Hospital Tracker

	Date
	Hospital
	Reason for Admission
	Notes

	     
	     
	
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     


	     
	     
	     
	     



Family Medical History
Family Health
Check the box if one or more family members have had one of these health conditions and note how they are related to your family member.
	Condition
	Relative
	Condition
	Relative
	Condition
	Relative

	 FORMCHECKBOX 
 Cardiac
	
	 FORMCHECKBOX 
 Hypertension
	
	 FORMCHECKBOX 
 Renal
	

	 FORMCHECKBOX 
 Tuberculosis
	
	 FORMCHECKBOX 
 Gastro-intestinal
	
	 FORMCHECKBOX 
 Cancer
	

	 FORMCHECKBOX 
 Allergy
	
	 FORMCHECKBOX 
 Orthopedic
	
	 FORMCHECKBOX 
 Lung
	

	 FORMCHECKBOX 
 Diabetes
	
	 FORMCHECKBOX 
 Blood
	
	 FORMCHECKBOX 
 Ear
	

	 FORMCHECKBOX 
 Thyroid
	
	 FORMCHECKBOX 
 Vision
	
	 FORMCHECKBOX 
 Psychological
	

	 FORMCHECKBOX 
 Auto Immune
	
	 FORMCHECKBOX 
 Other
	
	 FORMCHECKBOX 
 Other
	


Additional Family Information:
	Name
	Date of Birth
	Health

	Mother:      
	     
	     


	Father:      
	     
	     


	Brother/Sister:      
	     
	     


	Brother/Sister:      
	     
	     


	Brother/Sister:      
	     
	     


	Brother/Sister:      
	     
	     


	Brother/Sister:      
	     
	     



List any other health conditions in your family member’s history not listed above and the person's relationship to your family member. Insert additional pages as necessary.

Lifestyle Habits

In this section list any notes regarding your family member’s lifestyle habits using the questions below to guide you.  Use additional pieces of paper if necessary.

Diet:

a. What does your family member typically eat for each meal?      
b. Does he or she eat meals at consistent times throughout the week?      
c. Does he or she snack between meals? If so, how often and what does he or she eat for snacks?      
Exercise:

a. Has your family member ever exercised?      
b. When, for how long, and how often?      
c. Does your family member currently exercise?      
d. How long and how often?      
Sleep Habits:

a. How many hours per night does your family member typically sleep?      
b. Does your family member regularly have trouble falling asleep or staying asleep?      
Stress:

a. Does your family member often feel stressed or under pressure?      
b. How often?      
Smoking:

a. Has your family member ever smoked?      
b. When and how often?      
c. Does your family member currently smoke?      
d. How often?      
Alcohol Consumption:

a. Has your family member previously consumed alcohol?      
b. When and how often approximately?      
c. Does your family member currently drink alcohol?      
d. How often?      
e. Does your family member drink socially or when alone?      
CARE GUIDE
Daily Routine
Provide a description of your family member's typical day/daily routine.  Include information such as when he or she wakes up, eats meals, takes medications, exercises, visits with friends, etc.:
	Day
	Routine

	Sunday
	     


	Monday
	     


	Tuesday
	     


	Wednesday
	     


	Thursday
	     


	Friday
	     


	Saturday
	     



Personal Care

List tasks that your family member is able to do independently (e.g., eating, bathing, toileting, dressing, moving):

     
List tasks for which your family member requires assistance (e.g., eating, bathing, toileting, dressing, moving):

     
List other information related to personal care that would be helpful to those providing care for your family member:

     
Food and Eating
Likes and Dislikes
List foods that your family member particular enjoys and foods that he or she dislikes:
	Likes
	Dislikes

	     

	     


Typical Daily Diet
	Meal
	Preferred Foods/Drinks

	Breakfast
	     


	Lunch
	     


	Dinner
	     


	Snack
	     



Food and Eating (continued)

Favorite Restaurants and Preferred Meals
	Restaurant
	Preferred Meals

	     
	     


	     
	     


	     
	     


	     
	     


	     
	     



Diet Tracking Form
Copy this form and use it to track your family member’s diet on a weekly basis.
	Meal
	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	Breakfast
	     
	     
	     
	     
	     
	     
	     


	Snack
	     
	     
	     
	     
	     
	     
	     


	Lunch
	     
	     
	     
	     
	     
	     
	     


	Snack
	     
	     
	     
	     
	     
	     
	     


	Dinner
	     
	     
	     
	     
	     
	     
	     


	Bedtime
	     
	     
	     
	     
	     
	     
	     


	Notes
	     
	     
	     
	     
	     
	     
	     



Other Likes and Dislikes
To provide additional helpful information to your caregiver, list any of your family member’s specific likes or dislikes (e.g., enjoys spending some time outside each day, dislikes certain television programs or books, likes to be read to):
	Likes
	Dislikes

	     
	     


	     
	     


	     
	     


	     
	     


	     
	     


	     
	     


	     
	     


	     
	     


	     
	     


	     
	     


	     
	     


	     
	     


	     
	     


	     
	     



Leisure Activities

List any leisure activities that your family member particularly enjoys or particularly dislikes.

TV Shows/Movies:
	Likes
	Dislikes

	     
	     


	     
	     


	     
	     


	     
	     


	     
	     



Hobbies/Activities in the Home:
	Likes
	Dislikes

	     
	     


	     
	     


	     
	     


	     
	     


	     
	     



Leisure Activities/Clubs Outside the Home:
	Name of Club:      
	Name of Club:      

	Contact Person:      
	Contact Person:      

	Phone:      
	Phone:      

	How Often:      
	How Often:      


	Other Notes:      
	Other Notes:      



Vacation/Traveling:
	Likes
	Dislikes

	     
	     


	     
	     


	     
	     


	     
	     


	     
	     



PLANNING AHEAD
Introduction

 
When caring for your family member, it might be difficult to take the time to consider that, at some point, illness may prevent you from continuing to provide that care.  It is even harder to consider that your elder family member may outlive you.  You have provided a level of care that you would want to ensure continued.

This section is intended to help you organize information and plans in the event that someone would have to take over your care giving responsibilities.  It can be used to facilitate discussion among your family members or to organize your own thoughts.
Advanced Directive – Quick Glance
This is not an advanced directive and should not be used as a legally binding document.  Rather, this page provides you with some things to consider when developing an advanced directive. Be sure to include a copy of the official advanced directive with this sheet in your Records Organizer.

Have you spoken about your wishes with your:  

 FORMCHECKBOX 
 Family   FORMCHECKBOX 
 Physician(s)   FORMCHECKBOX 
 Friends   FORMCHECKBOX 
  Clergy  FORMCHECKBOX 
 Attorney   FORMCHECKBOX 
  Case Manager

Does the person(s) you have appointed to make decisions on your behalf understand your wishes?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

Is the person(s) you have appointed to make decisions on your behalf aware of your “Do Not Resuscitate (DNR) Order” if you have one? 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

Have you spoken to this person about your current and future medical care? 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

Have you given a copy of your completed and signed advanced directive to the person(s) you have appointed to make decisions on your behalf?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

Contact Information for the person you have appointed to make decisions on your behalf:

Name:      
Address:      
Email:      
List All Telephone Numbers:      
Alternate Person’s Contact Information (if applicable):

     
Attending Physician’s Contact Information:

     
Secondary Physician’s Contact Information (if available):

     
Additional Resource:

     
U.S. Living Will Registry (http://www.uslivingwillregistry.com/forms.shtm) - This website provides advanced directive information for each state.
Family Member’s Contact Information
	Spouse’s Name:      
	Email:      

	Date of Birth:      

	Address:      

	     

	Phone Number:      

	Child’s Name:      
	Email:      

	Child’s Spouse:      

	Date of Birth:      

	Address:      

	     

	Phone Number:      

	Child’s Name:      
	Email:      

	Child’s Spouse:      

	Date of Birth:      

	Address:      

	     

	Phone Number:      

	Child’s Name:      
	Email:      

	Child’s Spouse:      

	Date of Birth:      

	Address:      

	     

	Phone Number:      

	Sibling’s Name:      
	Email:      

	Sibling’s Spouse:      

	Date of Birth:      

	Address:      

	     

	Phone Number:      


	Sibling’s Name:      
	Email:      

	Sibling’s Spouse:      

	Date of Birth:      

	Address:      

	     

	Phone Number:      

	Sibling’s Name:      
	Email:      

	Sibling’s Spouse:      

	Date of Birth:      

	Address:      

	     

	Phone Number:      

	Sibling’s Name:      
	Email:      

	Sibling’s Spouse:      

	Date of Birth:      

	Address:      

	     

	Phone Number:      


Future Living Arrangements
Where and in what type of situation would you like to see your family member live?  Alone or with roommates?  What neighborhood?  How much supervision will be necessary?
     
First Choice of Future Residential Provider

Name:      
Phone Number:      
Second Choice of Future Residential Provider
Name:      
Phone Number:      
If currently in a supported living environment, list the following information:

Home Manager Name:      
Phone Number:      
Case Manager Name:      
Phone Number:      
Financial Information
	BANK:      
	Phone Number:      

	Branch Location:      


	Checking Account Number:      

	Savings Account Number:      

	Safety Deposit Box:      

	LIFE INSURANCE

	Company:      


	Policy Number:      

	Point of Contact:      
	Phone Number:      

	Where Policy is Located:      

	LIFE INSURANCE

	Company:      


	Policy Number:      

	Point of Contact:      
	Phone Number:      

	Where Policy is Located:      

	BURIAL POLICY

	Funeral Home:      


	Cemetery:      


	Policy Number:      

	Point of Contact:      
	Phone Number:      

	Where Policy is Located:      

	Specific Instructions:      



Guardianship/Conservatorship

	Letters of Guardianship have been approved by:

	Judge:      
	Date:      

	Approved Guardian’s Name:      

	Relationship:      

	Address:      


	Phone Number:      

	Approved Successor Guardian’s Name:      

	Relationship:      

	Address:      


	Phone Number:      

	Approved Successor Guardian’s Name:      

	Relationship:      

	Address:      


	Phone Number:      


	If a guardian has not yet been appointed, list in order of preference the people who you would like to serve as guardian, should guardianship prove necessary in the future.  Include name, address, phone number, and the person’s relationship to you and your family member.

	Name
	Address
	Phone Number
	Relationship

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


ADDITIONAL RESOURCES
Other Resources / Websites
 
Below are some websites you may find helpful.
MilitaryHOMEFRONT: http://www.militaryhomefront.dod.mil/
MilitaryHOMEFRONT is the official Department of Defense website for quality of life information and resources.  Through sections tailored to meet the specific and unique needs of Leadership, Troops and Family Members, and Service Providers, MilitaryHOMEFRONT provides current, reliable, and easily accessible information for the military community. Whether you live the military lifestyle or support those who do, you'll find what you need! 
Military OneSource:  https://www.militaryonesource.com
Military OneSource provides information and resources to help balance work and family life.  Consultants are available twenty-four hours a day, seven days a week by phone, online, or via email offering personalized support to any service or family member. 

TRICARE:  http://www.tricare.mil/
The TRICARE website provides information about military health plans, military treatment facilities, and other TRICARE resources.

Acronym Index
Use the table below to list any acronyms that you may need to remember. 

	Acronym
	Meaning
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