





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2014-01626
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20091026


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E5, Signal Support Systems Specialist, medically separated for “neck and back muscular pain evaluated as myofascial pain syndrome,” “headache syndrome,” and “involuntary movement disorder … left lower extremity,” rated 10%, 0% and 0%, respectively, with a combined disability rating of 10%.  


CI CONTENTION:  “No rating listed for TBI or PTSD.”  The CI’s complete submission is at Exhibit A.  


SCOPE OF REVIEW:  The Board’s scope of review is defined in DoDI 6040.44.  It is limited to those conditions determined by the Physical Evaluation Board (PEB) to be unfitting for continued military service and when specifically requested by the CI, those conditions identified by the PEB, but determined to be not unfitting.  Any conditions outside the Board’s defined scope of review and any contention not requested in this application may remain eligible for future consideration by the Board for Correction of Military Records.  Furthermore, the Board’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections, where appropriate.  The Board’s assessment of the PEB rating determinations is based upon a review of medical records and all available evidence for application of the Veterans Affairs Schedule for Rating Disabilities (VASRD) standards to the unfitting medical condition at the time of separation.  The Board has neither the role nor the authority to compensate for post-separation progression or complications of service-connected conditions.  That role and authority is granted by Congress to the Department of Veterans Affairs, operating under a different set of laws.  The Board gives consideration to VA evidence, particularly within 12 months of separation, but only to the extent that it reasonably reflects the severity of the disability at the time of separation.


RATING COMPARISON:  

SERVICE PEB - 20090706
VARD – 20110506
Condition
Code
Rating
Condition
Code
Rating
Exam
Neck and Back Muscular Pain Evaluated as Myofascial Pain Syndrome
5099-5021
10%
Back Strain … 
5243
10%
20091204



Cervical Spine Disorder …
5242
0%

Headache Syndrome
8199-8100
0%
Residuals of TBI, with Headaches
8045-8100
10%

Involuntary Movement Syndrome … Left Lower Extremity
8199-8103
0%
Left Lower Extremity Impairment Muscle Group XI
5311
10%




Left Lower Extremity Impairment Muscle Group XII
5312
10%




Left Leg Neuropathy
8620
10%

COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  50%


ANALYSIS SUMMARY:  

Neck and Back Muscular Pain Evaluated as Myofascial Pain Syndrome.  The PEB combined the neck muscular pain and back muscular pain conditions as a single unfitting condition evaluated as myofascial pain syndrome coded analogously 5099-5021 (myositis) and rated 10%.  The approach by the PEB not uncommonly reflected its judgment that the constellation of conditions was unfitting, and there was no need for separate fitness adjudications.  The Board’s initial charge in this case was directed at determining if the PEB’s approach of combining conditions under a single rating was justified in lieu of separate ratings.  When considering a separate rating for each condition, the Board considers each bundled condition to be reasonably justified as separately unfitting unless a preponderance of evidence indicates the condition would not cause the member to be referred into the DES or be found unfit because of physical disability.  When the Board recommends separate fitness recommendations in this circumstance, its recommendations may not produce a lower combined rating than the PEB.  

In this case, both the neck and the back were implicated by the NARSUM and in the commander’s statement.  Profile restrictions were for both the upper and lower extremities implicating both the neck and back condition, and the CI had numerous treatment notes for both the neck and the back.  The Board concluded there was not a preponderance of evidence of the service records that overcame the Board’s presumption the neck condition and the back condition were reasonably considered separately unfitting.  The Board then considered its rating recommendation for the unfitting neck and back conditions at the time of separation.  The evidence for the neck muscular pain and back muscular pain conditions are presented separately, with attendant recommendations regarding ratings.  

Neck Muscular Pain.  According to service treatment records (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI’s neck condition was exacerbated in February 2005 when he struck his head (wearing a helmet) in a roll-over motor vehicle accident (MVA) while deployed to Iraq.  Since that time, the CI had continued discomfort associated with muscle spasms and stiffness of the left side involving the cervical, thoracic and trapezius musculature with episodes of increased pain that radiated down his entire left upper extremity.  Diagnostic imaging in March 2008 (X-ray and magnetic resonance imaging (MRI)) were essentially normal.  Despite treatment, the cervical spine condition could not be adequately rehabilitated to meet the physical requirements of the CI’s military specialty and the CI was referred for an MEB.  The MEB forwarded “myofascial pain syndrome of the neck and lower back muscles” for PEB adjudication.  

During the MEB/NARSUM examination on 1 December 2008, 11 months prior to separation, the CI reported constant neck pain; numbness, tingling and paresthesia left upper extremity and hands.  Physical examination showed range of motion (ROM) limited by pain with forward flexion of 45 degrees (normal) and combined ROM 260 degrees (normal 340).  There was tenderness to palpation over the left cervical musculature with increased tenderness over the left trapezius and rhomboids with guarding.  Strength was 5/5 in the bilateral upper extremities and sensation was intact to light touch.  Examination was positive for superficial tenderness, non-anatomic tenderness, regional weakness, distraction and overreaction.  There were no cervical paraspinous spasms or abnormal cervical spinal contour.  With repeated ROM and use of the cervical spine, there was pain, fatigue, weakness and lack of endurance but no instability or incoordination.  

Examination of the neck by physical medicine on 10 December 2008 showed pain during ROM with at least normal forward flexion and combined ROM greater than 265 degrees, but no greater than 315 degrees.  Examination was positive for regionalization, over-reaction, stimulation and distraction.  There was no muscle spasms, but there were palpable trigger points in the bilateral subscapularis and rhomboids with radiation down the left arm.  Provocative testing for radiculopathy (Spurling’s test) was negative.  There was decrease sensation to light touch in the left index finger.  

Examination by neurology clinic in December 2008 showed give-way and pain upon testing of the proximal left upper extremity leading to weakness likely due to guarding or pain, otherwise strength distally of left upper extremity and all other muscle groups tested were 5/5 with normal bulk/tone and no rigidity.  There was normal ROM of the cervical spine with a negative Spurling’s test.  There were multiple taught bands of tissue and trigger points throughout the left neck region.  Electrodiagnostic studies of the left upper extremity on 15 December 2008 were normal.  There was no surgical indication.  

At the 4 December 2009 VA Compensation and Pension (C&P) examination, performed 1 months after separation, the CI reported symptoms of neck pain, spasms, decreased motion and numbness.  Physical examination showed no evidence of radiating pain on movement, muscle spasm, weakness, guarding, or loss of tone and atrophy of the limbs.  There was tenderness.  ROM was full, and after repetitive repetitions it remained full and was not limited by fatigue, weakness or lack of endurance and incoordination.  

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the neck muscular pain condition bundled with back muscular pain condition, evaluated as myofascial pain syndrome, 10% rating under the analogous 5021 code (myositis), citing evidence of tenderness and painful motion.  The VA assigned a 0% rating using 5242 code (degenerative arthritis of the spine) for no evidence of radiating pain on movement, muscle spasms, guarding, weakness, loss of tone, or atrophy of the limbs.  

The VA examination was closest to separation and had the highest probative value for rating; it documented tenderness justifying a 10% rating.  All service exams documented either pain-limited motion; or muscle spasm, guarding, or localized tenderness not resulting in abnormal gait or abnormal spinal contour which also would justify a 10% rating.  No exams documented sufficient limitation of motion to support a rating higher than 10% and no examination documented muscle spasm or guarding severe enough to result in an abnormal gait or abnormal spinal contour, thus the next higher 20% rating was not justified on this basis.  

After due deliberation, and considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 10% for the neck muscular pain condition, coded 5299-5237 (cervical strain).  

Back Muscular Pain.  According to the STR and the MEB NARSUM, the CI’s condition had onset following an MVA in February 2005 (same incident as the neck condition above).  Since that time, the CI has had continued discomfort associated with muscle spasms and stiffness of the left side involving the cervical, thoracic and trapezius musculature with episodes of increased pain that radiates down through the anterior left trunk and leg and into the foot.  MRI in March 2008 was normal and there was no surgical indication.  Despite treatment, the back condition could not be adequately rehabilitated to meet the physical requirements of the CI’s military specialty and the CI was referred for an MEB.  The MEB forwarded “myofascial pain syndrome of the neck and lower back muscles” for PEB adjudication.  

During the MEB/NARSUM examination the CI reported constant back pain; numbness, tingling and paresthesia left lower extremity.  Physical examination showed pain-limited ROM of forward flexion 90 degrees (normal) and combined ROM of 235 degrees (normal 240).  With repeated ROM and use, there was increase in pain, fatigue, weakness and lack of endurance but no instability or incoordination.  There was tenderness to palpation over the L4-L5 area with increased guarding, normal spinal contour, and no paravertebral muscle spasms.  Examination was positive for superficial tenderness, non-anatomic tenderness, regional weakness, distraction, and over-reaction.  Straight leg raises significantly increased the low back pain into the upper part of the lower extremities bilaterally.  Gait was normal, the CI was able to heel-toe walk, strength was normal, sensation was intact to light touch and deep tendon reflexes were normal.  

Examination of the back by physical medicine on 10 December 2008 showed pain-limited ROM of forward flexion 75 degrees (normal 90) and combined ROM greater than 135 degrees and not greater than 200 degrees (normal 240).  Straight leg raises were positive bilaterally.  There was negative FABER and no palpable trigger points.  Strength was decreased (4/5) in the left lower extremity attributed to pain or guarding, otherwise normal (5/5) strength.  The examiner opined that Electrodiagnostic testing of the lower extremities was not warranted since testing of the left upper extremity was normal and was most the symptomatic limb.  Reflexes were normal.  Radiographic studies of the lumbar spine in December 2008 showed mild retrolisthesis of L5 on S1 (abnormal alignment) and mild levocurvature.  

At the 4 December 2009 VA C&P examination, the CI reported symptoms of pain, spasms, decreased motion and numbness.  He had fallen due to his back and radiating left leg pain was severe.  Physical examination showed pain-limited ROM of forward flexion 80 degrees (normal 90) and combined ROM of 205 degrees (normal 240) without change following repetition.  There was tenderness with no evidence of radiating pain on movement, no muscle spasm, spinal contour was preserved, no guarding, no weakness, and muscle tone and musculature were normal.  Provocative testing for radiculopathy were negative.  The left lower extremity had decreased sensation and decreased strength (4/5 with normal 5/5) of muscle groups XI and XII, with weak foot and great toe extension, and slight atrophy of the calf muscles.  

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the back muscular pain condition bundled with neck muscular pain condition, evaluated as myofascial pain syndrome, 10% rating under the analogous 5021 code (myositis), citing evidence of tenderness and painful motion.  The VA rated the back muscular pain condition 10% coded 5243 (intervertebral disc syndrome), based on the VA C&P examination 1 month after separation, citing decreased ROM.  The VA additionally rated the left leg neuropathy (Tic – see below) coded 8620 (Sciatic nerve, neuritis) as well as 2 left lower extremity muscle impairments coded 5311 and 5312 each at 10%, as noted in the rating comparison chart above.  

The Board agreed that a 10% rating, but no higher, was justified for limitation of flexion (greater than 60 degrees but not greater than 85 degrees) and/or combined ROM (greater than 120 degrees but not greater than 235 degrees) reported on the Physical Medicine and VA examinations.  Although there was muscle spasm and/or guarding, it was not severe enough to result in an abnormal gait or spinal contour, thus the next higher 20% rating was not justified on this basis.  There was no evidence of intervertebral disc syndrome (IVDS) which resulted in incapacitating episodes requiring physician-prescribed bed rest to warrant consideration of rating under the alternate VASRD formula (for IVDS).  

The Board also considered if additional disability rating was justified for peripheral nerve impairment due to radiculopathy.  The presence of functional impairment with a direct impact on fitness is the key determinant in the Board’s decision to recommend any condition for rating as additionally unfitting.  While the CI may have suffered additional pain from the nerve involvement, this is subsumed under the general spine rating criteria, which specifically states “with or without symptoms such as pain (whether or not it radiates).”  Therefore the critical decision is whether or not there was a significant motor weakness which would impact military occupation-specific activities.  Although the VA examination documented slight weakness with a retained normal gait, there was no evidence in this case that left leg motor weakness alone existed to any degree that could be described as functionally impairing.  The Board therefore concluded that an additional disability rating was not justified on the basis of muscle weakness.  However, the PEB found the left lower extremity involuntary movement disorder separately unfitting, and that will be discussed separately below.  

After due deliberation, and considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 10% for the back muscular pain condition, coded 5299-5243.  

Headache Syndrome.  According to the STR and the MEB NARSUM, the CI’s condition began in February 2005 following an MVA (same incident as the neck and back conditions above).  His head hit the vehicle’s roof (he was wearing a Kevlar helmet).  He denied loss of consciousness or any post confusion/daze.  He experienced left sided headache associated with nausea and occasional emesis (vomiting) with photosensitivity.  

A neurology clinic examination in May 2008 evidenced no focal neurologic findings.  The CI reported headache over both temples in the occipital region, which was throbbing or pounding and excruciating.  The headache would last for a few hours and occurred every few weeks.  The headache was worse when standing or sitting up, with exertion, light, or odors.  Noise did not worsen his headache.  The headache was accompanied by nausea and would be relieved by over the counter pain medication or sleep.  The examiner diagnosed “headache syndromes” with no abnormalities on physical examination.  

A magnetic resonance imaging study of the CI’s brain in Jun 2008 and an electroencephalogram (EEG) study in September 2008 were normal.  An emergency room visit recorded on 30 October 2008 recorded the CI’s complaints of bilateral upper jaw numbness and “eyes shifting on/off” with numbness radiating to the eyelids.  He mentioned a headache “2 nights ago” and denied “at this time.”  The treatment records fell silent with regard to care for headaches between November 2008 and the time of separation, 12 months later.  

The MEB neurology NARSUM examination, 2 December 2008, noted the aforementioned MVA and the CI’s continued left sided pain from this accident.  The pain was associated with muscle spasms and stiffness of his left cervical musculature and the he experienced left sided headache, stabbing in nature, when his neck pain increased from baseline.  The headache lasted from 24-48 hours, and was associated with nausea, occasional vomiting and photosensitivity.  Rest, sleep and medication offered moderate relief.  The CI was taking Topiramate (prophylactic medication for migraines and anti-convulsant) which decreased frequency of headaches from 3-4 times per week to about twice per week.  He denied any changes in cognition, vertigo, lightheadedness, time gaps, convulsions, unexplained urinary incontinence or oral lacerations, auditory/olfactory/visual hallucinations, or sensorimotor complaints (other than what was noted), syncope, ataxia, visual disturbances (other than photosensitivity as was noted), speech complaints, tachycardia, panic, anxiety, chest discomfort, abdominal discomfort, skin changes/discoloration or temperature intolerances.  On examination, the CI was found to be awake and alert, well oriented with normal prosody and tone of speech.  Cranial nerve examination was essentially normal.  Except for give-way and pain on testing of his left upper extremity (examiner noted this was likely due to guarding or poor effort by the CI), motor testing of all muscle groups was 5/5 (normal).  Sensory and reflex testing were normal as was coordination.  The MEB NARSUM examination on 24 February 2009, 8 months prior to separation, reiterated the neurology examination findings as stated above.  The commander’s statement dated 10 June 2009, was silent with respect to the CI missing any work time due to prostrating attacks as a result of headaches.  

At the VA C&P examination the CI reported headaches described as scaring pain from front to back, sometimes exacerbate with movement of his neck.  When headaches occurred, he had to stay in bed and was unable to do anything.  He experienced headaches on the average of 4 times per month and they lasted for 6 hours each time.  Records showed 3 head injuries without loss of consciousness (age 15, March 2000, and the MVA in 2005).  Physical examination showed left lower extremity weakness as detailed above with an otherwise normal neurologic examination including cranial nerves, peripheral sensations, and reflexes.  The examiner diagnosed “chronic headache (migraine) … subjective factors are history reported by the claimant.  The objective factors are none.”  

The VA C&P examination on 16 December 2009 consisted of cognitive screening for TBI (traumatic brain injury) and mental evaluation.  Examination showed subjective symptoms of headache (no longer taking medications), dizziness, tested mild memory and concentration difficulties, and no evidence of cognitive impairment due to TBI.  

The Board directed attention to its rating recommendation based on the above evidence.  The PEB assigned a 0% rating under the analogous 8199-8100 code (migraine (headaches)), citing no treatment for prostrating episodes, with less than 1 prostrating headache in 2 months over the last several months.  The VA assigned a 10% rating using the analogous 8045-8100 code (Residuals of traumatic brain injury (TBI) - migraine) based on the VA C&P examination 1 month after separation and VA treatment notes for the period 8 October 2009 through 8 March 2011.  The VA attributed the CI’s headaches as residual of TBI.  As such, they cited the highest severity level of "1" (under VASRD TBI coding), attributable to the following facets of TBI: memory, attention, concentration, executive functions; motor activity (with intact motor and sensory system); subjective symptoms.  

Rating guidance under diagnostic code 8100 is based on the frequency of “prostrating attacks” over the “last several months.”  The VASRD does not further define prostrating attacks however commonly accepted definitions include “utter physical exhaustion or helplessness” (Webster's New World Dictionary of American English), “complete physical or mental exhaustion” or “extreme exhaustion or powerlessness” (Dorland's Illustrated Medical Dictionary).  Review of the STR for the 12 months prior to separation does not show prostrating headaches occurring on average 1 in 2 months or more frequently to support a rating higher than the 0% adjudicated by the PEB.  There was no STR evidence for emergent treatment, duty release, inability to continue duty, or prescribed bed rest for headache.  

After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board concluded that there was insufficient cause to recommend a change in the PEB adjudication for the headache condition.  

Involuntary Movement Disorder … Left Lower Extremity.  According to STRs and the MEB NARSUM, the CI’s left leg involuntary movement condition began in began in 2005 following an MVA (same incident as the neck, back and headache conditions above).  

At the neurology evaluation dated 4 December 2008, 11 months prior to separation, (with addendums in January and June 2009) the CI reported leg jerking and involuntary left leg movements described as whole leg bouncing or kicking out in brief episodes 10-20 times per day and. at least on one occasion, leg dragging for which he had presented to the emergency room.  The episodes of uncontrolled leg movement, were described as leg “jutting out" or shaking in a tremulous fashion.  He did not appreciate any significant subjective weakness of the limb with the episodes, but reported difficulty with gait as the limb "tends to do whatever it wants" involuntarily.  Episodes were brief, about 2-3 minutes; however, could occur greater than 20 times per day.  He reported that the movements were not suppressible; however, were not triggered by action or the thought of action.  Electrodiagnostic testing for left arm and leg weakness was ordered, but lower extremity testing was not accomplished due to CI discomfort.  

At the NARSUM dated February 2009, 8 months prior to separation, the CI reported uncontrolled left leg movement occurring over 20 times per day, lasting for brief episodes of 2-3 minutes without significant weakness.  He reported difficulty with gait with the episodes as the limb "tends to do whatever it wants."  The movements were not suppressible and were not triggered by action or thought of action.  There were no involuntary leg movements during the 2-hour NARSUM evaluation.  As noted above under headaches, an EEG and diagnostic imaging of the brain were normal.  The CI was taking Topiramate (prophylactic medication for migraines and anti-convulsant) which decreased frequency of headaches from 3-4 times per week to about twice per week.  Treatment notes in June 2009 indicated the leg movements were twice a day and diagnosed a convulsive disorder.  

At the VA Compensation and Pension (C&P) examination in December 2009, performed 1 month after separation, the CI reported an involuntary movement disorder of a "jutting out" of lower extremity identified as a convulsive tic following the MVA in 2005.  Involuntary movements occurred over 20 times per day and hindered mobility.  Physical examination showed normal weight bearing, posture, and gait.  Reflex examination was normal.  The left lower extremity had sensory deficit of the left dorsal and lateral foot, and lateral leg (L5 & S1).  There was motor weakness (4 out of normal 5) of left foot extension and plantar flexion, great toe extension and left knee flexion.  There was loss of muscle substance by palpation with muscle loss (atrophy) just above the ankle (left 19 cm; right 20 cm) and on the calf (left 38 cm; right 39 cm).  There was weakness in muscle Group XI and XII graded at 4 (normal 5) with no impairment of muscle tone or signs of lowered endurance or impaired coordination.  

The Board directed attention to its rating recommendation based on the above evidence.  The PEB assigned a 0% rating under an analogous 8199-8103 code (Tic, convulsive), citing normal electrodiagnostic (lower extremity not tested per source evaluation) and EEG studies, “a peculiar non-physiological gait and normal strength, sensation and reflexes.  Rated 0% as mild as episodes are widely spaced and momentary.”  The VA assigned a 10% rating using the 8620 code (Sciatic nerve, neuritis) based on the VA C&P examination 1 month after separation, citing mild incomplete paralysis; as well as 10% ratings using codes 5311 and 5312 (muscle group XI and XII) citing muscle atrophy and weakness in each muscle group.  

The Board deliberated on the etiology, frequency, and severity of the left lower extremity movement disorder for rating determination.  Rating the leg movement disorder was considered as potentially analogous to a tic (8103), sciatic neuritis (8620), or sudden jerking movement due to a convulsive disorder (8911 – minor seizure).  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 10% for the “Involuntary Movement Syndrome … Left Lower Extremity” condition, coded 8199-8103 IAW VASRD §4.124a.  


BOARD FINDINGS:  In the matter of the “Neck and Back Muscular Pain Evaluated as Myofascial Pain Syndrome” condition, the Board unanimously recommends each spine segment (cervical and thoracolumbar) be separately adjudicated as follows:  an unfitting neck condition coded 5299-5237 and rated 10%, and an unfitting back condition, coded 5299-5243 and rated 10%, both IAW VASRD §4.71a.  In the matter of the headache syndrome condition and IAW VASRD §4.124a, the Board unanimously recommends no change in the PEB adjudication.  In the matter of the “Involuntary Movement Syndrome … Left Lower Extremity” condition, the Board unanimously recommends a disability rating of 10%, coded 8199-8103 IAW VASRD §4.124a.  There were no other conditions within the Board’s scope of review for consideration.  






The Board recommends that the CI’s prior determination be modified as follows; and, that the discharge with severance pay be re-characterized to reflect permanent disability retirement, effective as of the date prior to medical separation:  

CONDITION
VASRD CODE
PERMANENT RATING
Neck and Back Muscular Pain Evaluated as Myofascial Pain Syndrome
Neck
5299-5237
10%

Back
5299-5243
10%
Headache Syndrome
8199-8100
0%
Involuntary Movement Syndrome … Left Lower Extremity
8199-8103
10%
COMBINED
30%



The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20140415, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record







MEMORANDUM FOR Commander, US Army Physical Disability Agency 
(AHRC-DO), 2900 Crystal Drive, Suite 300, Arlington, VA  22202-3557


SUBJECT:  Department of Defense Physical Disability Board of Review Recommendation for XXXXXXXXXXXXXXXXXX AR20160013305 (PD201401626)


1.  Under the authority of Title 10, United States Code, section 1554(a), I approve the enclosed recommendation of the Department of Defense Physical Disability Board of Review (DoD PDBR) pertaining to the individual named in the subject line above to re-characterize the individual’s separation as a permanent disability retirement with the combined disability rating of 30% effective the date of the individual’s original medical separation for disability with severance pay.  

2.  I direct that all the Department of the Army records of the individual concerned be corrected accordingly no later than 120 days from the date of this memorandum:

	a.  Providing a correction to the individual’s separation document showing that the individual was separated by reason of permanent disability retirement effective the date of the original medical separation for disability with severance pay.

	b.  Providing orders showing that the individual was retired with permanent disability effective the date of the original medical separation for disability with severance pay.

	c.  Adjusting pay and allowances accordingly.  Pay and allowance adjustment will account for recoupment of severance pay, and payment of permanent retired pay at 30% effective the date of the original medical separation for disability with severance pay.

	d.  Affording the individual the opportunity to elect Survivor Benefit Plan (SBP) and medical TRICARE retiree options.

3.  I request that a copy of the corrections and any related correspondence be provided to the individual concerned, counsel (if any), any Members of Congress who have shown interest, and to the Army Review Boards Agency with a copy of this memorandum without enclosures.

BY ORDER OF THE SECRETARY OF THE ARMY:


			       
						      					
Enclosure
					
CF: 
(  ) DoD PDBR
(  ) DVA






