TOP KNIFE SA APPLICATION

(USAF Flight Surgeon High Performance Training Course)

Name:
__________________________


Date:  __________________

Rank:
________
SSAN:  _____________
ANG   ____  AD  ___  AFRES  ____

Military Unit Address:  ______________________________________




______________________________________




______________________________________

Unit Phone_DSN:
___________________
COMM: (     )___________________
FAX DSN:  ___________________________
COMM: (     )___________________
Assigned Aircraft:




Previous Aircraft:

Date Completed AMP Course:  ___________

Active Flying? (ASC 8A)  Yes___ NO ___

Date of Last Flying PE:  _________________
Current 1042?  YES ____ NO ____

Current Alt. Chamber Card?
YES ___  NO ___
Date:  _______________________

Centrifuge Training?  YES ___ NO ___  Date:  __________
Location: _________

Home Address:  ___________________________

Ph:  ___________________



   ___________________________

Email: _________________

Business Address:   ________________________

Ph:  ___________________



          ________________________

Email: _________________

Note:  A program information package will be emailed to you 30 days prior to your class date.  Required personal equipment items and billeting information will be sent or obtained from the 149 FW web site.
If not chosen as a primary candidate during your requested class dates, would you be willing to be placed on an alternative candidate list?  YES ___ NO ___.  If yes, how many days advance notice would you require prior to course start date?                                                                                

Applicant’s electronic signature:




Date:  ____________





