
TEMPORARY EMPLOYEE PACKAGES 
LETTER OF INSTRUCTIONS 

The following documents are required when appointing a temporary employee without 
competition.  Any missing documents or documents completed incorrectly will delay the 
process until the missing or corrected documents are received.  

 Request for Personnel Action (SF-52) - Selecting official must complete this 
form to hire a temporary employee.  Please use the example SF-52 provided in this 
packet.

 Employee Resume’ - The temporary employee must complete a resume’.  For 
assistance completing the resume' please see the resume' handbook at the following 
link http://www.moguard.com/Assets/StaticPages/TechJobForms/THE%20FEDERAL%
20RESUME%20HANDBOOK.PDF . The selecting official must review the temporary 
employee’s resume' to ensure their experience is relevant to the position being filled, 
i.e., Human Resources Assistant (Military) (military personnel experience), Surface
Maintenance Repairer (heavy mobile maintenance experience), etc.) 

 Declaration for Federal Employment  (OF 306) - The temporary employee must 
complete this form and sign in Item 17b (Appointee’s signature).  

 Technician/Military Assignment Data Form (MOTP Form 296-1) - (instructions are 
on the bottom of document).  The selecting official must complete Section A.  Section B 
is completed by the military unit of the temporary employee.  

 Selective Service Registration Statement (MOTP Form 296-3) - If the temporary 
employee is a male born after 31 December 1959, he must complete this form.  

 Ethnicity and Race Identification (SF 181) - The temporary employee must print 
name, social security number and birth date (month and year).  Place an "X" in any of 
the boxes that apply that identifies his/her racial and national origin category. 

 Self-Identification of Disability (SF 256) - Read instructions and Privacy Act 
information on back of form.  On front of form, the temporary employee must print name, 
birth date (month and year), social security number and enter the appropriate code in the 
upper right hand corner.    

 Welfare to Work Program (OPM 1635) - THIS FORM IS OPTIONAL.  If temporary 
employee chooses to complete this form, please print name and social security number 
and place an "X" in A or B.  

Selecting officials may contact the individual that has been TENTATIVELY selected for 
temporary employment to obtain the needed information to complete this packet.  
Selecting officials WILL NOT  make any commitment of employment or establish an 
effective date until notified by the Human Resources Office.  At that time, the selecting 
official may contact the selected individual and confirm an effective date of placement. 

 Statement of Understanding for Temporary Appointments dated (MOTP Form 
296-5) - The temporary employee must read and understand his/her rights as a 
temporary employee. The temporary employee and selecting official must sign in the 
appropriate blocks on this form. 

http://www.moguard.com/Assets/StaticPages/TechJobForms/THE%20FEDERAL%20RESUME%20HANDBOOK.PDF
http://www.moguard.com/Assets/StaticPages/TechJobForms/THE%20FEDERAL%20RESUME%20HANDBOOK.PDF


Baseline Physicals / Occupational Health Documents
Personnel hired in an ARMY FWS (Federal Wage System) position in one of the 
series listed below are required to complete a baseline physical.  Supervisors are 
required to have the temporary employee complete the “Excepted Technician 
OccHealth Exam Required Demographic Information Template”, as well as, an 
“Occupational Health Form” found in the links below. 
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Occupational Health Form 

Excepted Technician Occ Health Exam Required Demographic Information Template

Point of contact for baseline physicals is Occupational Health Nurse, NGMO-HRD HN (573) 
638-9500 ext. 39743 

1) To complete the I-9 Form, new employees must report to orientation with:

a) A state issued driver's license or I.D. card with photograph, or a government ID card
issued by a government agency or entity with a photograph, and

b) Original social security card;

or, a birth certificate issued by State, county, or municipal authority bearing a
seal or other certification;

or, unexpired Department of Immigration and Naturalization employment
authorization.

Point of contact is the Human Resources Specialist (Recruitment and Placement) DSN 555-9644 
or commercial (573) 638-9500 ext. 39644.

3806

NEW EMPLOYEE ORIENTATION
New employees must report for orientation on the first Tuesday of the effective pay period. 
Once the Human Resources Office contacts the selecting official with an approved effective 
date, he/she is responsible to schedule new employee orientation with the representative 
within his or her region. For additional information and contacts, go to 
www.moguard.com/Assets/Pages/82/Staff.aspx?ID=82 and click on “New Employee 

 Orientation” and “Employee Orientation Sites”.

DD Form 214s - Title 10 active duty time can be credited towards Service 
Computation Date for leave and retirement purposes. The selected individual 
must submit copies of their DD Form 214s to receive this credit. 

2) New employees also need to bring bank information (account number, routing
number, and physical address of bank) to complete the direct deposit form.

http://www.moguard.com/cmss_files/attachmentlibrary/Excepted_Technician_OccHealth_Exam_Required_Demographic_Information_Template.pdf
http://www.moguard.com/cmss_files/attachmentlibrary/MOARNG_NEW_Occupational_Health_Form.pdf
http://www.moguard.com/Assets/Pages/82/Staff.aspx?ID=82


 

 
























  

 

 






  













 














 

 



Citizenship:  

Were you ever a Federal civilian employee?  Yes  No  

If yes, list highest civilian grade held:

Objective:   

EMPLOYMENT HISTORY: 

Duties: 

MILITARY EXPERIENCE: 

Duties: 

Duties: 



VOLUNTEER EXPERIENCE: 

EDUCATION: 

TRAINING: 

CERTIFICATIONS: 

References: 

Duties: 



Declaration for Federal Employment* 
(*This form may also be used to assess fitness for federal contract employment)

Form Approved:
OMB No.  3206-0182

U.S. Office of Personnel Management
5 U.S.C. 1302, 3301, 3304, 3328 & 8716

Optional Form 306 
Revised October 2011 

Previous editions obsolete and unusable

Instructions

The information collected on this form is used to determine your acceptability for Federal and Federal contract employment and your 
enrollment status in the Government's Life Insurance program.  You may be asked to complete this form at any time during the hiring 
process.  Follow instructions that the agency provides.  If you are selected, before you are appointed you will be asked to update 
your responses on this form and on other materials submitted during the application process and then to recertify that your answers 
are true.   

All your answers must be truthful and complete.   A false statement on any part of this declaration or attached forms or sheets
may be grounds for not hiring you, or for firing you after you begin work.  Also, you may be punished by a fine or
imprisonment (U.S. Code, title 18, section 1001). 

Either type your responses on this form or print clearly in dark ink. If you need additional space, attach letter-size sheets (8.5" X 11"). 
Include your name, Social Security Number, and item number on each sheet. We recommend that you keep a photocopy of your 
completed form for your records.

Privacy Act Statement

The Office of Personnel Management is authorized to request this information under sections 1302, 3301, 3304, 3328, and 8716 of 
title 5, U. S. Code.  Section 1104 of title 5 allows the Office of Personnel Management to delegate personnel management functions 
to other Federal agencies.  If necessary, and usually in conjunction with another form or forms, this form may be used in conducting 
an investigation to determine your suitability or your ability to hold a security clearance, and it may be disclosed to authorized officials 
making similar, subsequent determinations.   

Your Social Security Number (SSN) is needed to keep our records accurate, because other people may have the same name and 
birth date. Public Law 104-134 (April 26, 1996) asks Federal agencies to use this number to help identify individuals in agency 
records.  Giving us your SSN or any other information is voluntary.  However, if you do not give us your SSN or any other information 
requested, we cannot process your application.  Incomplete addresses and ZIP Codes may also slow processing.   

ROUTINE USES: Any disclosure of this record or information in this record is in accordance with routine uses found in System 
Notice OPM/GOVT-1, General Personnel Records. This system allows disclosure of information to: training facilities; organizations 
deciding claims for retirement, insurance, unemployment, or health benefits; officials in litigation or administrative proceedings where 
the Government is a party; law enforcement agencies concerning a violation of law or regulation; Federal agencies for statistical 
reports and studies; officials of labor organizations recognized by law in connection with representation of employees; Federal 
agencies or other sources requesting information for Federal agencies in connection with hiring or retaining, security clearance, 
security or suitability investigations, classifying jobs, contracting, or issuing licenses, grants, or other benefits; public and private 
organizations, including news media, which grant or publicize employee recognitions and awards; the Merit Systems Protection 
Board, the Office of Special Counsel, the Equal Employment Opportunity Commission, the Federal Labor Relations Authority, the 
National Archives and Records Administration, and Congressional offices in connection with their official functions; prospective 
non-Federal employers concerning tenure of employment, civil service status, length of service, and the date and nature of action for 
separation as shown on the SF 50 (or authorized exception) of a specifically identified individual; requesting organizations or 
individuals concerning the home address and other relevant information on those who might have contracted an illness or been 
exposed to a health hazard; authorized Federal and non-Federal agencies for use in computer matching; spouses or dependent 
children asking whether the employee has changed from a self-and-family to a self-only health benefits enrollment; individuals 
working on a contract, service, grant, cooperative agreement, or job for the Federal government; non-agency members of an 
agency's performance or other panel; and agency-appointed representatives of employees concerning information issued to the 
employees about fitness-for-duty or agency-filed disability retirement procedures.

Public Burden Statement

Public  burden  reporting  for this collection  of information  is estimated  to vary from  5 to 30 minutes  with an average  of 15 
minutes per response, including time for reviewing instructions, searching existing data sources, gathering the data needed, and 
completing and reviewing the collection of information.  Send comments regarding the burden estimate or any other aspect of the 
collection of information, including suggestions for reducing this burden, to the U.S. Office of Personnel Management, Reports and 
Forms Manager (3206-0182), Washington, DC 20415-7900. The OMB number, 3206-0182, is valid.  OPM may not collect this 
information, and you are not required to respond, unless this number is displayed.



Declaration for Federal Employment* 
(*This form may also be used to assess fitness for federal contract employment)

Form Approved:
OMB No.  3206-0182

U.S. Office of Personnel Management
5 U.S.C. 1302, 3301, 3304, 3328 & 8716

Optional Form 306 
Revised October 2011 

Previous editions obsolete and unusable

GENERAL INFORMATION
1. FULL NAME  (Provide your full name. If you have only initials in your name, provide them and indicate "Initial only". If you do not have a middle name,

indicate "No Middle Name". If you are a "Jr.," "Sr.," etc. enter this under Suffix.  (Last, Suffix, First and Middle)

2. SOCIAL SECURITY  NUMBER 3a.  PLACE OF BIRTH  (Include city and state or country)

3b.  ARE YOU A U.S. CITIZEN?

YES NO   (If "NO", provide country of citizenship)

4. DATE OF BIRTH (MM / DD / YYYY)

5. OTHER NAMES EVER USED (For example, maiden name, nickname, etc) 6. PHONE NUMBERS (Include area codes)

Day 

Night

Selective Service Registration
If you are a male born after December 31, 1959, and are at least 18 years of age, civil service employment law (5 U.S.C. 3328) requires that you 
must register with the Selective Service System, unless you meet certain exemptions. 

7a.  Are you a male born after December 31, 1959? YES NO (If "NO", proceed to 8.)

7b.  Have you registered with the Selective Service System? YES (If "YES", proceed to 8.) NO (If "NO", proceed to 7c.)

7c.  If "NO," describe your reason(s) in item 16.

Military Service
8. Have you ever served in the United States military? YES  (If "YES", provide information below) NO

If you answered "YES," list the branch, dates, and type of discharge for all active duty. 
If your only active duty was training in the Reserves or National Guard, answer "NO."

Branch From (MM/DD/YYYY) To (MM/DD/YYYY) Type of Discharge

Background Information
For all questions, provide all additional requested information under item 16 or on attached sheets.  The circumstances of each event
you list will be considered. However, in most cases you can still be considered for Federal jobs.

For questions 9,10, and 11, your answers should include convictions resulting from a plea of nolo contendere (no contest), but omit (1) traffic 
fines of $300 or less, (2) any violation of law committed before your 16th birthday, (3) any violation of law committed before your 18th birthday if 
finally decided in juvenile court or under a Youth Offender law, (4) any conviction set aside under the Federal Youth Corrections Act or similar 
state law, and (5) any conviction for which the record was expunged under Federal or state law .

9. During the last 7 years, have you been convicted, been imprisoned, been on probation, or been on parole?
(Includes felonies, firearms or explosives violations, misdemeanors, and all other offenses.) If "YES," use item 16
to provide the date, explanation of the violation, place of occurrence, and the name and address of the police
department or court involved.

YES NO

10. Have you been convicted by a military court-martial in the past 7 years? (If no military service, answer "NO.") If
"YES," use item 16 to provide the date, explanation of the violation, place of occurrence, and the name and
address  of the military authority or court involved.

YES NO

11. Are you currently under charges for any violation of law? If "YES," use item 16 to provide the date, explanation of
the  violation, place of occurrence, and the name and address of the police department or court involved.

YES NO

12. During the last 5 years, have you been fired from any job for any reason, did you quit after being told that you
would be fired, did you leave any job by mutual agreement because of specific problems, or were you debarred
from Federal employment by the Office of Personnel Management or any other Federal agency? If "YES," use item
16  to provide the date, an explanation of the problem, reason for leaving, and the employer's name and address.

YES NO

13. Are you delinquent on any Federal debt? (Includes delinquencies arising from Federal taxes, loans, overpayment
of  benefits, and other debts to the U.S. Government, plus defaults of Federally guaranteed or insured loans such
as  student and home mortgage loans.)  If "YES," use item 16 to provide the type, length, and amount of the
delinquency or default, and steps that you are taking to correct the error or repay the debt.

YES NO



Declaration for Federal Employment* 
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Additional Questions
14. Do any of your relatives work for the agency or government organization to which you are submitting this form?

(Include: father, mother, husband, wife, son, daughter, brother, sister, uncle, aunt, first cousin, nephew, niece,  
father-in-law,mother-in-law, son-in-law, daughter-in-law, brother-in-law, sister-in-law, stepfather, stepmother,  
stepson, stepdaughter, stepbrother, stepsister, half brother, and half sister.) If "YES," use item 16 to provide the 
relative's name,relationship, and the department, agency, or branch of the Armed Forces for which your relative 
works.

YES NO

15. Do you receive, or have you ever applied for, retirement pay, pension, or other retired pay based on military,
Federal civilian, or District of Columbia Government service?

YES NO

Continuation Space / Agency Optional Questions
16. Provide details requested in items 7 through 15 and 18c in the space below or on attached sheets. Be sure to identify attached sheets  with

your name, Social Security Number, and item number, and to include ZIP Codes in all addresses. If any questions are printed below, please 
answer as instructed (these questions are specific to your position and your agency is authorized to ask them).

Certifications / Additional Questions
APPLICANT: If you are applying for a position and have not yet been selected,  carefully review your answers on this form and any
attached sheets. When this form and all attached materials are accurate, read item 17, and complete 17a. 

APPOINTEE: If you are being appointed, carefully review your answers on this form and any attached sheets, including any other application
materials that your agency has attached to this form. If any information requires correction to be accurate as of the date you are signing, make
changes on this form or the attachments and/or provide updated information on additional sheets, initialing and dating all changes and additions. 
When this form and all attached materials are accurate, read item 17, complete 17b, read 18, and answer 18a, 18b, and 18c as appropriate.

17. I certify  that, to the best of my knowledge and belief, all of the information on and attached to this Declaration for Federal Employment,
including any attached application materials, is true, correct, complete, and made in good faith . I understand that a false or fraudulent
answer to any question or item on any part of this declaration or its attachments may be grounds for not hiring me, or for firing
me after I begin work, and may be punishable by fine or imprisonment. I understand  that any information I give may be investigated
for purposes of determining eligibility for Federal employment as allowed by law or Presidential order.  I consent  to the release of
information about my ability and fitness for Federal employment by employers, schools, law enforcement agencies, and other individuals
and organizations to investigators, personnel specialists, and other authorized employees or representatives of the Federal Government. I
understand  that for financial or lending institutions, medical institutions, hospitals, health care professionals, and some other sources of
information, a separate specific release may be needed, and I may be contacted for such a release at a later date.

17a. Applicant's Signature: Date
(Sign in ink)

17b. Appointee's Signature: Date
(Sign in ink)

Appointing Officer:  
Enter Date of Appointment or Conversion

MM / DD / YYYY

18. Appointee (Only respond if you have been employed by the Federal Government before):  Your elections of life insurance during
previous Federal employment may affect your eligibility for life insurance during your new appointment. These questions are asked to help
your personnel office make a correct determination.

18a. When did you leave your last Federal job? DATE:
MM / DD / YYYY

18b. When you worked for the Federal Government the last time, did you waive Basic Life 
Insurance or any type of optional life insurance? 

YES NO DO NOT KNOW

18c. If you answered "YES" to item 18b, did you later cancel the waiver(s)? If your answer to item 
18c is "NO," use item 16 to identify the type(s) of insurance for which waivers were not 
canceled.

YES NO DO NOT KNOW



TECHNICIAN/MILITARY ASSIGNMENT DATA FORM 

INDIVIDUAL'S NAME: SSN (Last Four Only): 

 SECTION A 

TECHNICIAN INFORMATION 

UNIT/ACTIVITY OF EMPLOYMENT: 

TECHNICIAN POSITION TITLE: 

TECHNICIAN POSITION DESCRIPTION NUMBER: 

TECHNICIAN GRADE: AUTHORIZED TECHNICIAN GRADE: 

EFFECTIVE DATE OF THIS TECHNICIAN ASSIGNMENT: 
d-mmm-yyyy 

TECHNICIAN SUPERVISOR'S SIGNATURE AND DATE: 

 SECTION B 

MILITARY INFORMATION 

MILITARY UNIT OF ASSIGNMENT: 

MILITARY GRADE:    ARMY  UIC: 

AIR PAS:   FAC:  POSITION NUMBER: 

DUTY MOS/SSI/AFSC:  TITLE: 

EFFECTIVE DATE OF MILITARY ASSIGNMENT: 
d-mmm-yyyy 

* SOURCE DOCUMENT:

TYPE OF LATEST SECURITY INVESTIGATION: 

DATE SECURITY INVESTIGATION COMPLETED: 
d-mmm-yyyy 

MILITARY COMMANDER’S SIGNATURE AND DATE: 
(or designated official, i.e., SSS, CBPO, etc.) 

       INSTRUCTIONS 
TECHNICIAN SUPERVISOR:  Fill in NAME, SSN and ALL blocks in Section A of this form.  Forward to 
Commander of technician’s Military Unit of Assignment for completion of Section B and return to you for 
your review.  Forward completed form with selection package or SF-52, Request for Personnel Action.  

MILITARY COMMANDER:  Complete ALL blocks in Section B and return promptly to the technician  
supervisor. 

*If the individual was assigned by orders, cite the order number, issuing headquarters and date.

PERSONNEL ACTIONS WILL BE PROCESSED ONLY AFTER TECHNICIAN AND MILITARY 
COMPATIBILITY REQUIREMENTS ARE IN ACCORDANCE WITH LAW AND  REGULATIONS OF THE 
NATIONAL GUARD BUREAU. 

MOTP FORM 296-1 
1 April 2012 



APPLICANT'S STATEMENT OF SELECTIVE
SERVICE REGISTRATION STATUS

If you are a male born after December 31, 1959, and are at least 18 years of age, civil service employment law (5

U.S.C 3328) requires that you must be registered with the Selective Service System, unless you meet certain

exemptions under Selective Service law.  If you are required to register but knowingly and willfully fail to do so, you are

ineligible for appointment by executive agencies of the Federal Government.

NON-REGISTRANTS UNDER AGE 26

If you are under age 26 and have not registered as required, you should register promptly at a United States Post
Office, or consular office if you are outside the United States.

NON-REGISTRANTS AGE 26 OR OVER

If you were born in 1960 or later, are 26 years of age or older, and were required to register but did not do so, you can
no longer register under Selective Service law.  Accordingly, you are not eligible for appointment to an executive
agency unless you can prove to the Office of Personnel Management (OPM) that your failure to register was neither
knowing nor willful.  You may request an OPM decision through the agency that was considering you for employment
by returning this statement with your written request for an OPM determination together with any explanation and
documentation you wish to furnish to prove that your failure to register was neither knowing nor willful.

PRIVACY ACT STATEMENT

Because information on your registration status is essential for determining whether you are in compliance with 5
U.S.C. 3328, failure to provide the information requested by this statement will prevent any further consideration of your
application for appointment.  This information is subject to verification with the Selective Service System and may be
furnished to other Federal agencies for law enforcement or other authorized use in implementing this law.

FALSE STATEMENT NOTIFICATION

A false statement may be grounds for not hiring you, or for firing if you have already begun work.  Also, you may be
punished by fine or imprisonment (Section 1001 of Title 18, United States Code.)

CERTIFICATION OF REGISTRATION STATUS

Check one:

   I certify I am registered with the Selective Service System.

   I certify I have been determined by the Selective Service System to be exempt from the registration provisions of
       Selective Service law.

   I certify I have not registered with the Selective Service System.

   I certify I have not reached my 18th birthday and understand I am required by law to register at that time.

_______________________________________________________________
Legal signature of individual Date signed 

MOTP Form 296-3
1 February 1999 May be reproduced locally



U.S. Office of Personnel Management 
Guide to Personnel Data Standards 

ETHNICITY AND RACE IDENTIFICATION 
(Please read the Privacy Act Statement and instructions before completing form.) 

Name (Last, First, Middle Initial) Social Security Number Birthdate (Month and Year) 

Agency Use Only 

Privacy Act Statement 

Ethnicity and race information is requested under the authority of 42 U.S.C. Section 2000e-16 and in compliance with 
the Office of Management and Budget's 1997 Revisions to the Standards for the Classification of Federal Data on Race 
and Ethnicity.  Providing this information is voluntary and has no impact on your employment status, but in the instance 
of missing information, your employing agency will attempt to identify your race and ethnicity by visual observation. 

This information is used as necessary to plan for equal employment opportunity throughout the Federal government.  It
is also used by the U. S. Office of Personnel Management or employing agency maintaining the records to locate 
individuals for personnel research or survey response and in the production of summary descriptive statistics and 
analytical studies in support of the function for which the records are collected and maintained, or for related workforce 
studies.  

Social Security Number (SSN) is requested under the authority of Executive Order 9397, which requires SSN be used 
for the purpose of uniform, orderly administration of personnel records. Providing this information is voluntary and failure 
to do so will have no effect on your employment status. If SSN is not provided, however, other agency sources may be 
used to obtain it. 

Specific Instructions: The two questions below are designed to identify your ethnicity and race.  Regardless of your answer to 
question 1, go to question 2.
Question 1. Are You Hispanic or Latino? (A person of Cuban, Mexican, Puerto Rican, South or Central American, or other 
Spanish culture or origin, regardless of race.)  

Yes No

Question 2.   Please select the racial category or categories with which you most closely identify by placing an “X” in the appropriate 
box.  Check as many as apply. 

RACIAL CATEGORY 
(Check as many as apply) DEFINITION OF CATEGORY 

American Indian or Alaska Native 

Asian

Black or African American 

Native Hawaiian or Other Pacific Islander 

White 

A person having origins in any of the original peoples of North and South America 
(including Central America), and who maintains tribal affiliation or community 
attachment.

A person having origins in any of the original peoples of the Far East, Southeast 
Asia, or the Indian subcontinent including, for example, Cambodia, China, India, 
Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam.  

A person having origins in any of the black racial groups of Africa.   

A person having origins in any of the original peoples of Hawaii, Guam, Samoa, or 
other Pacific Islands. 

A person having origins in any of the original peoples of Europe, the Middle East, or 
North Africa. 

 Standard Form 181 
Revised August 2005

  Previous editions not usable

42 U.S.C. Section 2000e-16

 NSN 7540-01-099-3446 
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SF 256 
Revised July 2010 

Previous editions not usable

SELF-IDENTIFICATION OF DISABILITY 
(see instructions and Privacy Act information on reverse)

Last Name, First Name, and MI Date of Birth (mm/yy) Social Security Number

ENTER CODE HERE >

Definition: 
An Individual with a disability:  A person who (1) has a physical impairment 
or mental impairment (psychiatric disability) that substantially limits one or 
more of such person's major life activities; (2) has a record of such 
impairment; or (3) is regarded as having such an impairment.  This definition 
is provided by the Rehabilitation Act of 1973, as amended (29 U.S.C. 701 et. 
seq.).

Purpose: 
Self-identification of disability status is essential for effective data collection 
and analysis.  The information you provide will be used for statistical 
purposes only and will not in any way affect you individually.  While self-
identification is voluntary, your cooperation in providing accurate 
information is critical.

Part I.  Targeted/Severe Disabilities 

Hearing  
18 - Total deafness in both ears (with or without understandable speech) 

Vision 
21  - Blind (inability to read ordinary size print, not correctable by glasses, 

or no usable vision, beyond light perception) 

Missing Extremities 
30 - Missing extremities (missing one arm or leg, both hands or arms, both 

feet or legs, one hand or arm and one foot or leg, one hand or arm and 
both feet or legs, both hands or arms and one foot or leg, or both hands 
or arms and both feet or legs) 

Partial Paralysis 
69  - Partial paralysis (because of a brain, nerve or muscle impairment, 

including palsy and cerebral palsy, there is some loss of ability to move 
or use a part of the body, including both hands; any part of both arms or 
legs; one side of the body, including one arm and one leg; and/or three 
or more major body parts)  

Complete Paralysis 
79  - Because of a brain, nerve or muscle impairment, including palsy and 

cerebral palsy, there is a complete loss of ability to move or use a part 
of the body, including both hands; one or both arms or legs; the lower 
half of the body; one side of the body, including one arm and one leg; 
and/or three or more major body parts 

Other Impairments 
82  - Epilepsy 
90  - Severe intellectual disability 
91  - Psychiatric disability 
92  - Dwarfism

Part II.  Other Disabilities 

Hearing Conditions 
15 - Hearing impairment/hard of hearing  

Vision Conditions 
22 - Visual impairments (e.g., tunnel or monocular vision or blind in one 

eye) 

Physical Conditions 
26 - Missing extremities (one hand or one foot)  
40 - Mobility impairment (e.g., cerebral palsy, multiple sclerosis, muscular 

dystrophy, congenital hip defects, etc.) 
41 - Spinal abnormalities (e.g., spina bifida, scoliosis) 
44 - Non-paralytic orthopedic impairments: chronic pain, stiffness, 

weakness in bones or joints, some loss of ability to use part or parts of 
the body 

51 - HIV Positive/AIDS 
52 - Morbid obesity 
61 - Partial paralysis of one hand, arm, foot, leg, or any part thereof 
70 - Complete paralysis of one hand 
80 - Cardiovascular/heart disease with or without restriction or limitation on 

activity; a history of heart problems w/complete recovery 
83 - Blood diseases (e.g., sickle cell anemia, hemophilia) 
84 - Diabetes 
86 - Pulmonary or respiratory conditions (e.g., tuberculosis, asthma, 

emphysema, etc.) 
87 - Kidney dysfunction (e.g., required dialysis) 
88 - Cancer (present or past history) 
93 - Disfigurement of face, hands, or feet (such as those caused by burns 

or gunshot wounds) and noticeable gross facial birthmarks 
95 - Gastrointestinal disorders (e.g., Crohn's Disease, irritable bowel 

syndrome, colitis, celiac disease, dysphexia, etc.) 
98 - History of alcoholism 

Speech/Language/Learning Conditions 
13 - Speech impairment - includes impairments of articulation (unclear 

language sounds), fluency (stuttering), voice (with normal hearing), 
dysphasia, or history of laryngectomy 

94 - Learning disability - a disorder in one or more of the processes 
involved in understanding, perceiving, or using language or concepts 
(spoken or written) (e.g., dyslexia, ADD/ADHD) 

Other Options 
01 - I do not wish to identify my disability status. (Please read the notes on 

the next page.) (Note: Your personnel officer may use this code if, in 
his or her judgment, you used an incorrect code.) 

05 - I do not have a disability. 
06 - I have a disability, but it is not listed on this form.
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The Rehabilitation Act of 1973  
The Rehabilitation Act, as amended (29 U.S.C. 701, et seq.), requires each agency in the executive branch of the Federal Government 
to establish programs that will facilitate the hiring, placement, and advancement of individuals with disabilities. The best means of 
determining agency progress in this respect is through the production of reports at certain intervals showing such things as the number 
of employees with disabilities who are hired, promoted, trained, or reassigned over a given time period; the percentage of employees 
with disabilities in the workforce and in various grades and occupations; etc. Such reports bring to the attention of agency top 
management, the U.S. Office of Personnel Management (OPM), and the Congress deficiencies within specific agencies or the Federal 
Government as a whole in the hiring, placement, and advancement of individuals with disabilities and, therefore, are the essential first 
step in improving these conditions and consequently meeting the requirements of the Rehabilitation Act. 

The disability data collected on employees will be used only in the production of reports such as those previously mentioned and not for 
any purpose that will affect them individually.  The only exception to this rule is that the records may be used for selective placement 
purposes and selecting special populations for mailing of voluntary personnel research surveys.  In addition, every precaution will be 
taken to ensure that the information provided by each employee is kept to the strictest confidence and is known only to those individuals 
in the agency Personnel Office who obtain and record the information for entry into the agency's and OPM's personnel  systems.  You 
should also be aware that participation in the disability reporting system is entirely voluntary, with the exception of employees 
appointed under Schedule A, SECTION 213.3102(u) (Severe physical or mental disabilities).  These employees will be requested 
to identify their disability status and if they decline to do so, their correct disability code will be obtained from medical documentation 
used to support their appointment.  

Employees will be given every opportunity to ensure that the disability code carried in their agency's and OPM's personnel systems is 
accurate and is kept current. They may exercise this opportunity by asking their Personnel Officer to see a printout of the code and 
definition from their records . The code carried on employees in the agency's system will be identical to that carried in OPM's system.   

Your cooperation and assistance in establishing and maintaining an accurate and up-to-date disability report system is sincerely 
appreciated.

Privacy Act Statement 
Collection of the requested information is authorized by the Rehabilitation Act, as amended (29 U.S.C. 701, et seq.).  Solicitation of your 
Social Security Number (SSN) is authorized by Executive Order 9397, which permits agencies to use the SSN as the means for 
identifying persons with disabilities in personnel information systems.  Your SSN will only be used to ensure that your correct disability 
code is recorded along with other employee information that your agency and OPM maintain on you.  Furnishing your SSN or any other 
data requested for this collection effort is voluntary and failure to do so will have no effect on you.  It should be noted, however, that 
where individuals decline to furnish their SSN, the SSN will be obtained from other records in order to ensure accurate and complete 
data.  Employees appointed under Schedule A, Section 213.3102 (u) (Severe physical or mental disabilities) are requested to furnish an 
accurate disability code, but failure to do so will not affect them.  Where employees hired under one of these appointing authorities fail to 
disclose their disability(ies), however, the appropriate code will be determined from the employee's existing records or medical 
documentation physically submitted upon appointment. 

SF 256 
Revised July 2010 

Previous editions not usableU.S. Office of Personnel Management
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STATEMENT OF UNDERSTANDING FOR TEMPORARY APPOINTMENTS 

This agency is required by the Office of Personnel Management to certify that all 
temporary employees are informed of the following: 

a. will be terminated from any bonus or loan repayment program if

appointment is for longer than 179 consecutive days.  Effective date of 

termination will be the first day of temporary Technician employment.  Any 

payment made after the effective date of termination will be subject to 

recoupment. Point of contact for the MOARNG is the Director of Personnel, 
Incentives Branch, and for the MOANG is the Base Retention Office Manager; 

b. a temporary employee serves under an appointment limited to 1 (one) year;

c. a temporary employee is subject to termination at any time;

d. a temporary employee does not confer eligibility to be promoted or reassigned
to other positions, or the ability to be noncompetitively converted to a Career-
Conditional appointment; and 

e. permanent status Title 32 Excepted Technicians will forfeit their status and any
inherent rights as a permanent employee. 

Your signature and date below, certifies that you understand these requirements. 

___________________________________  _______________ 
Selected Candidate’s Signature   Date 

___________________________________ 
   Selected Candidate’s Name  (Please Print) 

_____________________________________  _______________ 
Selecting Official’s Signature Block and Signature   Date 

MOTP FORM 296-5  May be reproduced locally 

11 February 2013 



















Excepted Technician OccHealth Exam Required 

Demographic Information Template 
Personal Information 

Today's Date: 
(e.g. dd/mm/yyyy) 

SSN: 

First Name: 

Last Name: 

DOB: 
(e.g. dd/mm/yyyy) 

Gender: 
(e.g. M or F) 

Home Address: 

City: 

State: 
(e.g. VA) 

Zip: 
(5 digit) 

Home Phone: 
(only numeric) 

Alternate/Cell Phone: 
(only numeric) 

Email: 
(.mil / .gov only) 

Is the above information correct contact information for scheduling services, if not, please 

enter appropriate scheduling contact information below? 

Personal Email:



State: 
(e.g. VA) 

Zip: 
(5 digit) 

Contact Phone: 
(only numeric) 

Alternate/Cell Phone: 
(only numeric) 

Contact Email: 
(.mil / .gov only) 

Current Fulltime Military/Gov Employment Status 

Pay Plan: 
(e.g. Wage Grade) 

Occ Code: 
(e.g. 0007/ Correctional Officer) 

Duty Title Description: 
(e.g. Correctional Officer) 

Current Fulltime Military/Gov Address 

UIC: 
(6 Characters, starts with 'W') 

Agency Address: 

City: 

State: 
(e.g. VA) 

Zip: 
(5 digit) 

Supervisor Name: 

Supervisor Work Phone: 
(No DSN) 

Supervisor Email: 
(.mil / .gov only) 

Contact Information 

Home Address: 

City: 



Actual Title: 

Current Military/Unit Agency Address 

UIC: 
(6 Characters, starts with 'W') 

Agency Address: 

City: 

State: 
(e.g. VA) 

Zip: 
(5 digit) 

Work Phone: 
(only numeric) 

Preferred Exam Location 

City: 

State: 
(e.g. VA) 

Zip: 
(5 digit) 

Current Military/Unit Employment Status 

Please fill in one: Title 10 Title 32 

Rank: 
(e.g. Private) 

MOS: 
(e.g. 13F) 
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