





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXX  	CASE:  PD-2013-01746
BRANCH OF SERVICE:  Army	BOARD DATE:  20150817
SEPARATION DATE:  20050806  


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E-4 (Food Service Specialist) medically separated for  lumbar spine, pelvic pain, and migraine conditions.  The conditions could not be adequately rehabilitated to meet the physical requirements of her Military Occupational Specialty (MOS) or satisfy physical fitness standards.  She was issued a permanent P3L3 profile and referred for a Medical Evaluation Board (MEB).  The “low back pain with multilevel disc protrusions,” “low back pain with spondylosis,” “pelvic pain with history of stress fracture to the pubic ramus,” and “migraine headaches” were forwarded to the Physical Evaluation Board (PEB) IAW AR 40-501.  No other condition was submitted by the MEB.  The Informal PEB adjudicated “chronic back pain, secondary to multi-level disease” (appropriately combining the first two MEB diagnoses), “chronic pelvic pain, secondary to stress fracture,” and “migraine headaches, not prostrating” as unfitting, rated 10%, 10%, and 0% respectively, citing application of the US Army Physical Disability Agency (USAPDA) pain policy and DoDI 1332.39.  The CI made no appeals and was medically separated.  


CI CONTENTION:  The VA rated some conditions which were not rated by the Service.  Her complete submission is at Exhibit A.  


SCOPE OF REVIEW:  The Board’s scope of review is defined in DoDI 6040.44, Enclosure 3, paragraph 5.e. (2).  It is limited to those conditions determined by the 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/Naval 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 confined to 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:  

IPEB – Dated 20050610
VA* - (~2 Mos. Post-Separation)  
Condition
Code
Rating
Condition
Code
Rating
Exam
Chronic Back Pain
5299-5242
10%
Degenerative Joint Disease, Thoracolumbar Spine
5010-5242
20%
20051026



Sciatica Involving Peroneal Nerve, Right Lower Extremity
8799-8719
10%
20051026



Thoracic Radiculopathy
8799-8719
10%
20051026
Chronic Pelvic Pain
5099-5003
10%
Residuals, Status Post Fracture, Right Pubic Ramus
5299-5252
10%
20051026
Migraine Headaches
8100
0%
Migraine Headaches
8100
30%
20051026
Other MEB/PEB Condidtions x 0 (Not In Scope)
Other x 3 (Not In Scope)
RATING:  20%
RATING:  70%
*Derived from VA Rating Decision (VARD) dated 20060210 (most proximate to date of separation (DOS)).  


ANALYSIS SUMMARY:  

Chronic Back Pain.  The narrative summary (NARSUM) noted that the CI had onset of back pain in May 2004 (15 months prior to separation).  X-rays of the back showed mild thoracic spondylosis.  She was initially treated by physical therapy.  Surgery was not indicated and she did not respond to further therapy (including epidural steroid injections), so she was referred to the MEB.  At a physical therapy appointment on 9 August 2004 (12 months prior to separation), the CI described the back pain as “a shocking sensation,” worse with extension and lying down.  She also described numbness down her right leg into her toes.  On examination, lumbosacral flexion was not decreased, while extension and right and left lateral flexion were decreased by 50%.  Strength of the right hip was slightly (4+/5) decreased, and strength of the knee and great toe was normal.   

At a neurology appointment on 1 November 2004 (9 months prior to separation), the CI noted that her whole right leg had become progressively numb.  Gait was normal.  She had normal (5/5) strength of the lower extremities with normal tone and bulk, there was no evidence of distal atrophy, and sensation was intact to pinprick and light touch.  An electromyelogram (EMG, “nerve study”) showed right lower extremity nerve involvement (chronic right sciatica, primarily involving the peroneal nerve versus chronic L5 radiculopathy), and also chronic thoracic radiculopathy.  Subsequent magnetic resonance imaging (MRI) of the thoracic spine showed “wear and tear” changes (Schmorl’s nodes) at T7-8, 8-9, and 9-10; with possible mass effect (disc osteophyte complex) on the T9 nerve root.  An MRI of the lumbar spine showed Schmorl’s nodes at L1-2 and small disc bulges at L4-5 and L5-S1 without significant canal stenosis or nerve root impingement.  At a neurosurgical appointment on 21 December 2004, the CI had normal gait and no sensory deficits.  

The DD Form 2807-1, Report of Medical History, was accomplished on 23 November 2004, and the CI complained of numbness and tingling in the right leg and both feet.  The accompanying physical (DD Form 2808, Report of Medical Examination) was accomplished on 28 January 2005, 7 months prior to separation, and the CI had limited ROM of the spine and decreased (4/5) strength of the right lower extremity.  

At a neurology evaluation on 6 December 2004 (8 months prior to separation), the CI complained of worse symptoms, weakness in her legs and having fallen down steps.  The neurologist noted that the MRI studies showed potential spinal stenosis at the L2-3 and L3-4 levels, above where nerve conduction study testing could be effectively done.  On examination, sensation to the right lower extremity was diminished compared to the left, and there was weakness of knee extension and diverse foot movement.  At a neurology evaluation on 17 January 2005, the CI continued to have pain radiating in a sciatic fashion with numbness of the toes, right greater than left.  She had mildly antalgic gait, and decreased (4/5) strength and diminished sensation of the right lower extremity.  At a neurology evaluation on 28 February 2005 (6 months prior to separation), the neurologist noted that, “She continues to have low back pain secondary to sciatica.  She was discontinued in therapy due to running out of new strategies.  She feels that she is weaker on the right leg vs the left, which is unchanged from her last visit.”  On examination, gait was “less antalgic today,” right lower extremity strength was 4/5, and there was diminished sensation on the right lower extremity compared to the left.  

At a pain management appointment on 16 March 2005 (5 months prior to separation), the CI complained of back pain, pain in the right anterior thigh which rarely extended to below the knee, and weakness and numbness in the same distribution as the pain with occasional extension into the toes.  On examination there was antalgic gait, tenderness of the thoracic and lumbar spinous processes, multiple trigger points palpable in the lumbar paraspinous muscles, generalized spasm of lumbar paraspinous muscles bilaterally, and normal sensation of the lower extremities.  There was normal (5/5) strength in all major muscle groups of the left lower extremity with “decreased effort on the right in all muscle groups.”  The examiner diagnosed lumbar radiculopathy, thoracic and lumbar disc disease without myelopathy (any disorder of the spinal cord), thoracic herniated disc without myelopathy, and myofascial pain of the lower and mid-back.  

A DA Form 3349, Physical Profile, was accomplished on 18 April 2005 and listed chronic back pain and pelvic pain, but not sciatica or leg symptoms, as medical conditions.  In a memorandum for the PEB, the CI’s commander stated that she was incapable of reasonably performing her duties as a food service specialist due to her chronic back pain and pelvic pain, without mentioning any leg symptoms.  

At the NARSUM examination on 1 June 2005 (2 months prior to separation), the CI had slow, slightly antalgic gait, normal strength of the left leg, mildly decreased (4/5) strength in the right leg “due to pelvic and back pain,” and normal sensation.  There was some tenderness to palpation of the lower thoracic and lumbar spinous processes, some tenderness of the right pubic ramus, multiple trigger points in the lumbar paraspinal muscles, and some generalized muscle spasms of the lumbar paraspinal muscles bilaterally.  Gait was slightly antalgic and slow.  Motor examination (strength) was normal (5/5) in the left leg with decreased effort “in all muscle groups of the right leg showing 4/5 motor strength and this was due to pelvic and back pain.”  Sensory examination was intact.  Active lumbar flexion was 30 degrees (normal 90) and the combined thoracolumbar range-of-motion (ROM) was 115 degrees (normal 270).  The examiner summarized the leg disability as, “… occasional pain in the right quadriceps area which rarely extends below the knee to the lateral lower leg.  She [the CI] describes the pain as a heavy sensation. …  It is sometimes accompanied by subjective weakness and numbness in the right leg along the same distribution as the pain with extension sometimes into the toes.”  

At a VA Primary Care appointment on 12 October 2005 (2 months after separation), the CI noted “some extremity numbness and tingling,” and using a cane for walking.  The CI did use a cane in the clinic and had no spinal tenderness with “good” ROM of the back, while motor and sensation were intact and equal bilaterally in the extremities.  At the VA Compensation and Pension (C&P) exam (performed on 21 October 2005, 2 months after separation) the CI reported that, besides the back pain, she got pain “down into her legs” and pain from the right buttock down to her right knee; the duration of the pain varied with respect depending on what she was doing.  She felt that her right leg was weak; she thought she could walk a quarter-mile but that it would hurt.  She had tried gabapentin (used to modulate peripheral nerve pain) and narcotics, but had side effects.  On examination the CI had forward flexion 50 degrees and combined ROM 195 degrees.  Motor strength of the right leg was decreased, “seeming due to weakness.”  Repetitive use of the spine gave her significant pain (and the CI noted that she did not do things repetitively at home because of the pain), but there was no change in ROM during repeat motion testing.  Posture and gait were normal although “… at times she will walk slowly and carefully.  She does use a cane but is able to walk without the cane; the cane is not medically necessary.”  Heel and toe walk were normal, although “… toe walk was difficult for her.”  

The Board directed its attention to its rating recommendation based on the above evidence.  The PEB rated the condition at 10%, analogously coded 5242 (degenerative arthritis of the spine), “without neurologic abnormality,” stating “thoracolumbar range of motion limited by pain.”  The VA rated the condition at 20%, analogously coded 5010-5242 (arthritis, due to trauma – degenerative arthritis of the spine), citing the thoracolumbar ROM.  The VA provided a separate rating for sciatica, involving peroneal nerve, of the right lower extremity at 20%, coded 8521 (moderate incomplete paralysis of the common peroneal nerve), citing pain, numbness, and decreased muscle strength of the right lower extremity.  

Two evaluations (the NARSUM examination and the VA C&P examination) provided full assessments of the thoracolumbar spine near the time of separation, but there was a disparity between the examinations with implications for the Board's rating recommendation.  The Board deliberated the probative value of these conflicting evaluations, with review of the overall evidence for corroboration.  The NARSUM described the thoracolumbar forward flexion as 30 degrees; but the 50 degrees detailed in the VA C&P examination was in closer alignment with other examinations, and member consensus was that this examination (which supported a 20% rating) best described the CI’s disability at the time of separation.  There was no route to a higher rating under any alternate code and no documentation of incapacitating episodes which would provide for a higher rating under that formula.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 20% for the chronic back pain condition.  

Members considered whether additional Service rating could be recommended under a peripheral nerve code, as conferred by the VA, for the associated sciatic radiculopathy at separation.  Firm Board precedence requires a functional impairment linked to fitness to support a recommendation for addition of a peripheral nerve rating to Service disability in spine cases.  The Board’s threshold for such recommendations exceeds the VASRD reasonable doubt standard for its rating recommendations, but remains adherent to the DoDI 6040.44 “fair and equitable” standard.  

Although the EMG did demonstrate right sciatica, the Board noted that sensory loss was not consistently documented and that motor impairment was absent or relatively minor (strength 4 to 4+/5).  Available records did not depict any disability that was specific to the sciatica that was severe or consistent enough to impact fitness to an extent that favored its recommendation as an additionally unfitting condition for disability rating.  The pain component of a radiculopathy is subsumed under the general spine rating as specified in §4.71a.  The sensory component in this case has no functional implications, and the motor impairment was either intermittent or relatively minor and could not be linked to significant functional consequence.  There was thus no evidence of a separately ratable functional impairment (with fitness implications) from the residual radiculopathy (sciatica); and, the Board could not support a recommendation for an additional Service disability rating on this basis.  

Chronic Pelvic Pain Condition.  The STR detailed that the CI had the onset of pain in the pelvic region in February 2003 (2.5 years prior to separation).  She was eventually diagnosed with a right-sided pelvic stress fracture, and later with a complete pelvic fracture.  Her pain resolved, but new pain started in May 2004 (15 months prior to separation) after she jumped off of a vehicle.  A follow-up MRI of the pelvis in October 2004 did not show a stress fracture.  Her symptoms (especially groin pain) persisted, and she was referred to the MEB.  

The CI completed the DD Form 2807-1, Report of Medical History, on 23 November 2004, and did not mention hip or groin pain.  The accompanying physical (DD Form 2808) was accomplished on 28 January 2005, 7 months prior to separation, and reported decreased (4/5) strength of the right lower extremity, without any ROMs of the hips.  The examination for the NARSUM (7 March 2005, 3 months prior to separation) showed slightly antalgic and slow gait, decreased (4/5) strength in the right lower extremity with decreased effort that was “due to pelvic and back pain.”  There was also some tenderness to palpation of the right pubic ramus.  Right hip flexion was 80 degrees with painful motion, abduction 45 degrees, and other movements were “normal.”  

At a pain management appointment on 16 March 2005 (5 months prior to separation), the CI had antalgic gait, diffuse tenderness in the thoracic and lumbar spinous processes, generalized muscle spasm of the lumbar paraspinous muscles bilaterally, normal sensation of the lower extremities, and normal (5/5) strength of all major muscle groups in the left lower extremity with decreased effort on the right in all muscle groups.  The hips were not mentioned specifically in the exam.  

At the VA C&P examination on 21 October 2005 (2 months post-separation), the CI complained of constant pain which was worse with sitting, standing, and lying in certain positions (the exact location of the pain was not well-defined).  On examination, there was mild tenderness at the ischial tuberosity of the pelvis; she had pain on external rotation of the hip but had full ROM.  

The Board directed its attention to its rating recommendation based on the above evidence.  VASRD §4.67 (Pelvic bones) states, “The variability of residuals following these fractures necessitates rating on specific residuals, faulty posture, limitation of motion, muscle injury, painful motion of the lumbar spine, manifest by muscle spasm, mild to moderate sciatic neuritis, peripheral nerve injury, or limitation of hip motion.  Many of these residuals (e.g., motion of the lumbar spine) are included in the rating for the chronic back pain and must be excluded from consideration in the rating for the pelvic pain, in accordance with §4.14 (Avoidance of pyramiding).  Hip ROM is distinct from the back pain rating, and can be considered in this rating.  

The PEB rated the condition at 10%, analogously coded 5003 (degenerative arthritis), citing slight/constant pain.  The VA rated the condition at 10%, analogously coded 5252 (limitation of flexion of thigh), citing limited and painful ROM.  Although the C&P exam reported normal ROM of the right hip, both that exam and the NARSUM reported painful motion, which supported a 10% rating with application of §4.59 (Painful motion) under code 5003 (or, analogously, to code 5252).  None of the other hip/thigh joint codes (5250, 5253, 5254, or 5255) were applicable to this case.  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 chronic pelvic pain condition.  

Migraine Headache Condition.  The NARSUM detailed that the CI had the onset of migraine headaches in September 2004 (11 months prior to separation).  She was eventually referred to a neurologist, and was tried on multiple medication regimens to attempt to control her migraines (including Elavil, Maxalt, Relpax, Mobic, Topamax, and Imitrex).  The headaches did improve in intensity and severity after these changes, but she continued to have frequent incapacitating headaches.  Computerized tomography (CT) of the head was normal.  

The CI’s first visit to the civilian neurologist was on 1 November 2004, 9 months prior to separation.  She reported headaches three times a week which lasted from ten minutes to three days; her aura consisted of nausea; and many headaches were accompanied with sensitivity to light, nausea, and anorexia.  The neurologist stated, “She can basically function with the headaches because she has to with her three children.  The headaches have had no progression over the last two months in terms of severity or frequency.”  Her medications were adjusted (topiramate as prohylaxis and sumatriptan for acute treatment).  At a follow-up a month later (6 December 2004), the CI reported significant improvement of her headaches on medication (topiramate), but it caused sedation so it was decreased in dose.  Also, the sumatriptan did not work well so it was changed to eletriptan.  On 17 January 2005, the CI reported continued sedation on topiramate, so she had stopped it.  The neurologist stated, “She continues to have 2-3 headaches per week without any change in character.”  She was started on amitriptyline for prophylaxis and rizatriptan for acute treatment.  A month later (28 February 2005, 6 months prior to separation), the CI reported some improvement with the amitriptyline, and the rizatriptan provided more effective rescue relief.  The neurologist increased the dose of amitriptyline and continued rizatriptan.  

At the NARSUM (7 March 2005, 5 months prior to separation), the examiner stated that the CI did not have an aura with her migraines, but she did get some photophobia (pain with bright light), phonophobia (pain with noise), and blurred vision.  The examiner reported that the CI had migraine headaches one to two times per week, had incapacitating headaches about once every two weeks, and that when she got migraine headaches she had to lie down in a quiet, dark room.  In an adjunct note in the service treatment record (STR), the examiner stated that the headaches were incapacitating because of inability to drive or work, and that medications had reduced the frequency of the headaches from 3 per week to 1-2 per week, and the headaches were shorter in duration.  In a memorandum to the hospital commander for the MEB, the CI’s commander discussed duty limitations due to chronic back pain and pelvic pain, but did not mention any lost time from work due to headaches.  

At a VA Primary Care appointment on 12 October 2005 (2 months post-separation), the CI noted one migraine headache “since August.”  At the VA C&P exam on 21 October 2005 (2 months after separation), the CI reported that she had migraine headaches at ages 19 and 23, but that they became frequent in August 2004, when she had three headaches per week that might last 10 minutes to 3-4 days.  At the time of her exam, she got one to two migraines per month, and “they will be a 10/10 in severity.”  She had a nasal prophylactic spray (zolmitriptan) which reduced the headache to 2/10; “she will lie down in a dark room about one hour and by then the [zolmitriptan] will have helped enough so that she can get up and resume her activities.”  Other than these events, she had no prostrating episodes.  

The CI had a follow-up VA C&P neurology exam on 19 January 2010 (5 years after separation).  The examiner stated that the course of the condition had been stable since onset, that the CI had two to three headaches per month, that less than half of the attacks were prostrating, and that the usual duration of the headache was “hours.”  

The Board directed its attention to its rating recommendation based on the above evidence.  The VASRD §4.124a rating schedule for 8100 (migraine) is excerpted below for convenience:

		With very frequent completely prostrating and prolonged attacks 
			productive of severe economic inadaptability-------------------------------50
		With characteristic prostrating attacks occurring on an average once 
			a month over last several months---------------------------------------------30
		With characteristic prostrating attacks averaging one in 2 months over 
			last several months--------------------------------------------------------------10
		With less frequent attacks-------------------------------------------------------------0
The PEB rated the condition at 0%, coded 8100 (migraine) at 0%, noting that the headaches were not prostrating.  The VA pronounced a 10% rating in the narrative Reason for Decision, coded 8100, citing characteristic attacks (headaches) occurring once or twice monthly requiring the CI to lie down in a dark room until her medication helped.  However, in the final Rating Decision the VA assigned a rating of 30% without further explanation.  
The rating options under code 8100 for migraine headaches rely on the frequency of ‘prostrating’ attacks.  The DoDI 1332.39 (in effect at separation, but since rescinded) required that “the Service member must stop what he or she is doing and seek medical attention.”  However, VASRD §4.124a does not require seeking medical attention for an attack to be considered prostrating, and a common (court-sanctioned) approach is to apply the clear English definition of prostrating.  Rather than require rigid proof of medical attention for each episode to characterize it as prostrating, it is reasonable to invoke sufficient evidence that rated attacks forced the abandonment of work or current activity (a necessity to abandon activities at hand) to treat the headaches.  

The Board carefully considered the frequency and nature of the CI’s headaches including objective evidence and corroborating subjective evidence.  Of particular interest to the Board was the civilian neurologist’s comment in November 2004 that the CI could “… basically function with the headaches because she has to with her three children,” and the following month’s entry when the CI reported significant improvement of her headaches on medication.  Although the CI described headaches monthly or more frequently, the Board noted no STR evidence of emergent treatment, duty release, prescribed bed rest for headaches, or other direct support for a prostrating aspect to the headaches.  The commander noted duty limitations due to back and hip pain, but no duty limitations or lost time related to headaches.  Members agreed that the STR did not support a contention that the migraines forced the abandonment of work or current activity, constituted very frequent completely prostrating and prolonged attacks productive of severe economic inadaptability, or that characteristic prostrating attacks averaged one in 2 months over the last several months.  After due deliberation in consideration of the preponderance of the evidence, the Board concluded that there was insufficient cause to recommend a change in the PEB fitness determination for the migraine headache condition.  


BOARD FINDINGS:  IAW DoDI 6040.44, provisions of DoD or Military Department regulations or guidelines relied upon by the PEB will not be considered by the Board to the extent they were inconsistent with the VASRD in effect at the time of the adjudication.  As discussed above, PEB reliance on the USAPDA pain policy for rating the chronic pelvic pain, and DoDI 1332.39 for rating the migraine headaches, was operant in this case, and the conditions were adjudicated independently of those policies by this Board.  In the matter of the chronic back pain condition, the Board recommends a disability rating of 20%, coded 5299-5242 IAW VASRD §4.71a.  In the matter of the chronic pelvic pain condition and IAW VASRD §4.71a, the Board unanimously recommends no change in the PEB adjudication.  In the matter of the migraine headache condition and IAW VASRD §4.124a, the Board unanimously recommends no change in the PEB adjudication.  There were no other conditions within the Board’s scope of review for consideration.  


RECOMMENDATION:  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 of her prior medical separation:  

CONDITION
VASRD CODE
RATING
Chronic Back Pain, Secondary to Multi-Level Disease, Including Osteophyte and Disc Bulges  
5299-5242
20%
Chronic Pelvic Pain, Secondary to Stress Fracture  
5099-5003
10%
Migraine Headaches, Not Prostrating
8100
  0%
COMBINED
30%

The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20131022 w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record 










SAMR-RB									


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 XXXXXXXXXXXXXXXXXXXX, AR20150014866 (PD201301746)


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 recharacterize 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:




Encl						     
						
CF: 
(  ) DoD PDBR
(  ) DVA
	

