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 Defined Categories of ETP Personnel 

1. Recruits, Training Populations, and Congregate Living 

a) Definition. All military personnel who are undergoing initial-entry, technical, or flying 
training, and all military personnel who reside in, are assigned to, or routinely operate 
within high-density congregate living or congregate-activity environments (those 
exceeding one person per 75 square feet as described in DA PAM 40-11, Army Public 
Health Program), where sustained close physical proximity, shared air, and shared 
facilities create a substantially elevated potential for influenza transmission. 

b) Settings/Conditions Creating Elevated Risk. Open-bay and shared-room dormitory 
billeting; recruit/trainee housing; shared latrines, shower, and laundry facilities; 
congregate dining facilities; classroom and training-bay environments with sustained 
group instruction; physical training formations; and confinement/correctional facilities 
where personnel are housed in close quarters. 
Note: Personnel assigned to single-occupancy dormitory rooms (to include permanent 
party) are excluded unless they are assigned to, or routinely perform duties in, a high-risk 
work environment or another population identified under paragraph 1(c). 

c) Population — Inclusive but Non-Exhaustive Enumeration. This population includes 
(but is not limited to): (1) Basic Military Training (BMT) recruits; (2) Officer Training 
School (OTS), (3) Reserve Officer Training Corps (ROTC) field training, (4) United 
States Air Force Academy cadets and cadet candidates; (5) USAF and USSF technical 
training students; (6) undergraduate and graduate flying training students; (7) Military 
Training Instructors (MTIs); (8) Military Training Leaders (MTLs); (9) academic/flight 
commanders and instructional cadre in direct, sustained contact with trainees; (10) 
Unaccompanied Housing (UH) populations to include: dormitory managers and 
personnel residing in open-bay or shared billeting; and (11) personnel housed in 
confinement/correctional facilities.  
Note: The MAJCOM/FLDCOM commander will retain discretion to evaluate and 
identify these populations based on local mission requirements, living conditions, 
operational exposure, and the specific needs of their assigned personnel. This 
determination should not rely on a blanket AF/USSF or MAJCOM/FLDCOM-wide 
roster, as commanders are best positioned to assess the risk and mission impact within 
their organizations. 

d) Identifying Authority and Tracking Mechanism.  Unit commanders will review their 
assigned populations and provide recommendations to the responsible Training Wing or 
Group commander for validation. Training Wing or Group commanders will identify 
personnel meeting the criteria in paragraphs 1(c), in coordination with the host-
installation commander and supporting Military Treatment Facility (MTF)/immunization 
personnel. Validated personnel will be tracked in the Aeromedical Services Information 
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Management System (ASIMS) using available unit, training status, student, and 
PASCODE rosters. 

e) Applicability to AU and Other Non-Technical Training Organizations. Organizations 
whose primary mission is professional military education, doctrine, graduate education, 
or other non-technical instruction will not be included solely because they conduct 
resident education. However, the responsible Training Wing or Group commander may 
identify specific student, staff, or congregate-living populations when local conditions 
meet the criteria in paragraphs 1(a) and 1(b). 

2. Rapid Deployment Forces and "No-Fail" Missions 

a) Definition. All military personnel who are assigned or attached to forces required to 
deploy, project power, or respond globally on short or no-notice timelines (e.g. 
categorized as Tier 1 or immediate response forces), and all military personnel 
performing mission-essential functions whose illness, incapacitation, or quarantine would 
degrade, delay, or cause failure of a no-fail mission — particularly personnel occupying 
Low-Density/High-Demand (LD/HD) skill positions for which limited backfill capacity 
exists. 

b) Settings/Conditions Creating Elevated Risk. Standing alert and immediate-response 
postures requiring intact, ready crews; small-team operations with no organic 
redundancy; geographically separated or remote operating locations with limited medical 
infrastructure; and mission sets in which a single illness can render an entire crew, team, 
or capability non-mission-capable. 

c) Population — Inclusive but Non-Exhaustive Enumeration. This population includes 
(but is not limited to): (1) personnel  standing alert, (2) immediate-response, or on-call 
status (e.g., crisis-action/response, quick-reaction forces, combat-coded rapid deployment 
forces); (3) Emergency relocation and Continuity of Operations (COOP) missions; (4) 
Chemical, Biological, Radiological and Nuclear Enhanced Response Enterprise 
members; (5) assigned Special Operations Forces (SOF) operators and their direct 
mission-support personnel; (6) HD/LD populations that are highly specialized, mission-
essential cohorts characterized by lengthy training pipelines, persistent operational 
tempos exceeding standard dwell-time ratios, and specialized certifications that represent 
single-point mission failure risks (e.g., special warfare, cyber operations, specialized 
aviation, and critical infrastructure/sustainment enablers); (7) personnel assigned to 
geographically separated units (GSUs) operating with constrained or no organic medical 
infrastructure; and (8) specialized Air National Guard personnel that provide immediate 
local and regional response during catastrophic domestic disasters and weapons of mass 
destruction  incidents, including but not limited to: Chemical, Biological, Radiological, 
and Nuclear Response Enterprise (CRE) personnel; aerospace control alert personnel, 
including but not limited to aircrew egress systems, aircraft maintenance, pilots and 
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aircrew, command and control, battle management personnel, and security forces 
personnel. 

d)   Identifying Authority and Tracking Mechanism. Required personnel will be identified 
by the responsible MAJCOM/FLDCOM commander, in coordination with functional 
managers and the supporting MTF. Unit commanders will ensure accurate unit personnel 
management rosters (UPMR) or rosters are provided to the MTF GMU/RMU POC so 
they can be tracked in ASIMS and validated prior to the annual compliance window in 
accordance with DoDI 6205.02, DoD Immunization Program and DAFI 10-250, 
Individual Medical Readiness. Commanders are responsible for ensuring that personnel 
are untracked immediately after they no longer meet the applicable criteria. These lists 
and associated requirements must be reviewed and renewed at least annually. Note: ANG 
and RC unit commanders will contact their Guard Medical Unit (GMU) and Reserve 
Medical Unit (RMU), respectively. 

3. Deployed Forces 

a) Definition. All military and DAF civilian personnel  (and contractors in accordance with 
the terms of the applicable contract) who are deployed, or who are tasked to deploy, in 
support of named operations, contingency operations, command-directed exercises, or 
response missions, and who will operate in austere, expeditionary, or confined 
environments where communicable disease transmission is heightened and where 
outbreaks would degrade combat effectiveness and overburden limited theater medical 
assets IAW Combatant Command (CCMD) theater entry requirements. 

b) Settings/Conditions Creating Elevated Risk. Austere and bare-base operating 
locations; expeditionary congregate billeting (tents, containerized housing); shared field 
dining, hygiene, and latrine facilities; confined transit and staging environments; and 
theaters with constrained medical evacuation and treatment capacity. 

c) Population — Inclusive but Non-Exhaustive Enumeration. This population includes 
(but is not limited to): (1) all forces deployed in support of real-world named or 
contingency operations; (2) forces deployed for humanitarian assistance and disaster-
relief missions; (3) forces conducting official travel or deploying in support of command-
directed exercises and major training events in expeditionary settings; (4) healthcare 
personnel identified as short-notice augmentees, immediate response force medical 
elements, or quick-reaction clinical assets with the potential to deploy rapidly to reinforce 
theater operations; and (5) personnel tasked to deploy within the pre-deployment 
medical-readiness processing window, including short-notice deployers expected to 
depart within 14 days of vaccination—before sufficient immune protection is likely to 
develop  

d) Identifying Authority and Tracking Mechanism.  Theater entry requirements are 
established under CCMD authority. All deploying forces as identified in paragraph 2(c) 
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and 3(c) must be loaded and tracked in ASIMS in IAW with DAFI 48-122, Deployment 
Health.  

4. Healthcare Personnel (HCP) 

a) Definition. All paid and unpaid persons working in healthcare settings who have the 
potential for exposure to patients or to infectious materials, including body substances, 
contaminated medical supplies and equipment, contaminated environmental surfaces, or 
contaminated air. HCP includes both persons who provide direct or indirect care to 
patients and those not directly involved in patient care but potentially exposed to 
infectious agents that can be transmitted to and from other HCP and patients.  

b) Settings/Conditions Creating Elevated Risk.  MTFs; GMUs and RMUs; inpatient and 
outpatient clinics; dental clinics; pharmacies; laboratories; mortuary/autopsy areas; 
emergency medical service and patient transport environments; and operational clinical 
services outside fixed MTFs (e.g., squadron medical elements, True North+, POTFF, 
ART, etc.) where exposure to patients or infectious materials is reasonably anticipated. 

c) Population — Inclusive but Non-Exhaustive Enumeration. HCP might include (but 
are not limited to): physicians, nurses, nursing assistants, therapists, technicians, 
emergency medical service personnel, dental personnel, pharmacists, laboratory 
personnel, autopsy personnel, students and trainees, support staff, contractual staff not 
employed by the healthcare facility, volunteers, and persons (e.g., clerical, dietary, 
housekeeping, laundry, security, maintenance, administrative, billing, and volunteers) not 
directly involved in patient care but potentially exposed to infectious agents that can be 
transmitted to and from other HCP and patients. This includes embedded and rotational 
operational medical personnel who provide clinical care or operational medical services 
outside fixed MTFs 

d) Identifying Authority and Tracking Mechanism. In accordance with DODI 6205.02,  
DoW establishes policy and assigns responsibilities for the administration of 
immunizations and force health protection measures to protect service members, 
designated DoW civilians, and contracted personnel from vaccine-preventable diseases. 
HCP will be tracked in ASIMS as a mandatory component of the MTF Medical 
Employee Health Program if assigned to or otherwise work within the MTF or as a 
component of IMR IAW DAFI 10-250. Service members will automatically flag in 
ASIMS while assigned to a medical Air Force Specialty Code (AFSC). Operational 
medical personnel and HCP assigned to units outside of MTF control who do not hold a 
medical AFSC will be identified by MAJCOM/SGs and unit commanders and tracked in 
a locally managed ASIMS immunization groups. 

 
5. Civilian Personnel Employed in Child Development and Youth Services Programs 

a) Definition. All civilian personnel employed in DAF Child and Youth Programs who have 
direct or routine contact with children, and who — by virtue of sustained contact within a 
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congregate childcare setting — have an elevated potential for influenza transmission to 
and from children, families, and other program staff. 

b) Settings/Conditions Creating Elevated Risk. Child Development Centers (CDCs); 
School-Age Care and Youth Programs; Family Child Care (FCC) homes operating under 
program oversight; and congregate childcare classrooms, activity rooms, and shared 
program spaces with sustained close contact among children and staff. 

c) Population — Inclusive but Non-Exhaustive Enumeration. This population includes 
(but is not limited to): (1) CDC caregivers, lead teachers, and program assistants; (2) 
School-Age Care and Youth Program leaders and direct-contact staff; (3) FCC providers 
operating under installation program oversight; (4) program directors and administrative 
staff with routine in-facility presence; (5) and supporting personnel (e.g., dietary, 
custodial, and volunteer staff) with routine exposure within these settings. This definition 
applies to both Appropriated-Fund (APF) and Non-Appropriated-Fund (NAF) employees. 

d) Identifying Authority and Tracking Mechanism. Required personnel will be identified 
by the responsible installation Force Support Squadron/program authority, in 
coordination with the servicing Civilian Personnel Section (CPS). Influenza vaccination 
is established as a condition of employment for designated positions in accordance with 5 
CFR Part 339 and DAFI 34-144 . Local Public Health personnel must assess, audit, and 
validate immunization records during routine sanitation inspections of CDC, FCC, and 
Youth Center facilities 
Exclusions and Clarifying Notes. Non-compliance will be addressed through the 
servicing CPC in coordination with Labor and Employee Relations — not through the 
Uniform Code of Military Justice (UCMJ), as described in the guidance memorandum 
under Vaccination Refusals. For CYP civilian personnel specifically, the Mission Support 
Group commander or Space Base Delta Mission Support director approves or 
disapproves medical and religious immunization exemptions IAW DAFI 34-144, 
paragraph 10.4.5.2). Actions involving bargaining-unit employees must comply with 
applicable collective bargaining agreement (CBA) obligations, including required union 
notification or negotiation. Civilian religious or medical accommodation requests will be 
processed through Civilian Personnel/Equal Employment Opportunity (EEO) channels in 
accordance with applicable law and regulation. 

6. Air Mobility Command (AMC) — Aircrew, Enroute Care, and Executive Airlift 
Personnel  

a) Definition. All AMC military personnel who are assigned or attached as aircrew 
supporting United States Transportation Command (USTRANSCOM) tasking, all 
enroute care personnel, and all executive airlift personnel, who operate within confined 
aircraft cabins and closed environmental control systems for extended mission durations, 
and who may be tasked to deploy in support of the USTRANSCOM global mobility 
mission. 
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b) Settings/Conditions Creating Elevated Risk. Confined aircraft cabins with recirculated 
air; sustained crew-and-passenger proximity sorties; rapid global transit through multiple 
disease-exposure environments; close-quarters enroute patient care; and no-fail 
missions—including National Command Authority (NCA) and distinguished-visitor 
transport—in which crew illness directly threatens mission accomplishment. 

c) Population: all aircrew supporting USTRANSCOM, enroute care, and executive 
airlift, including but not limited to the following populations: 

• USTRANSCOM aircrew: AMC pilots, navigators, and enlisted aircrew (e.g., 
loadmasters, flight engineers, boom operators) assigned or attached to support 
USTRANSCOM taskings. 

• Personnel supporting enroute care: patient-staging personnel, ground-support 
personnel who directly facilitate aeromedical evacuations (AE) operations, 
including AE liaison teams, and any other staff assigned to provide enroute 
patient care. Note: Requirements for medical/healthcare personnel are covered in 
Paragraph 4.  

• Executive airlift personnel: aircrew and mission-essential flight personnel 
assigned to designated executive/distinguished-visitor airlift units, including the 
Presidential Airlift Group/Squadron and designated airlift squadrons identified on 
the authoritative AMC unit list. 

d) Identifying Authority and Tracking Mechanism. Unit commanders must manually 
compile and maintain a roster of all personnel postured for USTRANSCOM deployment 
taskings (including supporting ANG and AFR units). Because standard AFSCs and Unit 
Identification Codes do not cleanly isolate these individuals — particularly those in non-
medical roles — commanders are responsible for ensuring rosters remain current and are 
provided to the  MTF/GMU/RMU for loading into ASIMS. These lists and associated 
requirements must be reviewed and renewed at least annually. 
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Department of the Air Force (DAF) Influenza Vaccine Policy Exception 

Frequently Asked Questions 

WHO IS REQUIRED 

Q) Who is required to receive the mandatory influenza vaccine under this exception?

A) While the influenza vaccination is voluntary for the broader military and civilian populations,
the annual vaccination remains a readiness requirement for Airmen and Guardians, as well as
designated civilian personnel, within the following six specific categories:

• Recruits, training populations, and congregate living (e.g., BMT, USAFA, OTS).
• Rapid deployment forces and "no-fail" missions (e.g., alert forces, AFSOC,

designated alert assets).
• Deployed and deploying forces.
• Healthcare personnel (military, civilian, and contractor).
• Civilian and contract personnel employed in Child Development Centers (CDC) and

Youth Services programs.
• Air Mobility Command (AMC) military personnel assigned as aircrew supporting

USTRANSCOM taskings, enroute care personnel, and executive airlift personnel.

Q) I am in the Air Force Reserve or Air National Guard. Does this apply to me?
A) Yes, if you fall under any of the six ETP populations.  You may be vaccinated during a
scheduled duty period or by a civilian provider. Submit civilian vaccination documentation by
your next Unit Training Assembly. You will not be placed in a paid duty status solely to receive
the vaccine outside a scheduled duty period.

Q) I am a civilian or contractor who works in a military treatment facility. Does this apply
to me?
A) It can. The Defense Health Networks (DHNs) determine which personnel working in Defense
Health Agency military treatment facilities, outpatient clinics, and dental facilities are subject to
mandatory annual influenza vaccination based on their status as a HCP or other personnel having
direct contact or exposure to patients (DHA-Policy Memorandum 26-038). Ask your supervisor
whether your position is covered.

Q) I am not in any of the required ETP population. Can I still get the vaccine?
A) Yes. The vaccine remains available to all other DAF personnel on a voluntary basis.

WHAT I NEED TO DO 

Q) Are influenza vaccines covered by TRICARE, and where can I get them?
A) TRICARE covers the influenza vaccine at no cost when administered by a TRICARE-
authorized provider, military hospital or clinic, or participating pharmacy. More information can
be found at https://www.tricare.mil/fluvaccine. All personnel who receive the influenza vaccine
from an authorized retail network pharmacy must provide documentation of vaccination no later
than the next duty day, or the next Unit Training Assembly for Reserve and Guard members, to
ensure compliance is appropriately recorded in ASIMS (date vaccine was administered, vaccine

https://www.tricare.mil/fluvaccine
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name or code, manufacturer, expiration date, and lot number). Intranasal vaccine (FluMist) that 
is self-administered from a retail pharmacy will not be accepted for readiness requirement.  

Q) If I was vaccinated with the Southern Hemisphere influenza vaccine, do I still need a
Northern Hemisphere vaccine this fall?
A) Yes. The Southern Hemisphere vaccine does not meet the annual seasonal influenza
requirement. The vaccine available this fall is specifically designed for our upcoming flu season
and targets the specific strains projected to be circulating in the Northern Hemisphere.

Q) What if I miss getting vaccinated before flu season starts? Is it too late?
A) No, it is never too late to get vaccinated. While it is ideal to get your shot before flu season
begins, getting vaccinated later in the season still offers crucial protection because flu activity
most often peaks between December and February. Keep in mind that it takes about two weeks
after your shot for your body to develop full immunity, so the sooner you get vaccinated during
flu season (Oct – Apr), the better.

Q) Can I still get the flu even if I've been vaccinated?
A) It is still possible to catch the flu after being vaccinated, which often happens if you are
exposed to the virus within the two-week window it takes to build up your immunity or if you
encounter a strain not covered by the seasonal vaccine. Additionally, individual factors like age
and underlying health conditions can affect how much immunity your body develops from the
vaccine.

ASIMS, EXEMPTIONS, AND REFUSALS 

Q) How will the Aeromedical Services Information Management System (ASIMS) be
updated to reflect the new policy? (exempting and un-exempting)
A) Certain ETP populations were automatically identified and flagged within ASIMS (e.g., by
training roster, by PAS code or AFSC, or when added to a deployment tasking), but certain
highly mobile or mission-specific ETP populations could not be automatically identified by the
existing system data fields. Individuals can be flagged in ASIMS through a locally managed
immunization group feature that requires coordination with unit commanders and Immunization
clinic, as outlined in the “Mandatory Influenza Vaccine Opt-Out Process.”

Q) How do I request a medical exemption or a religious accommodation if I belong to a
required population?
A) Service members may request a medical exemption or a religious accommodation. For a
medical exemption, see your health care provider, who determines whether one applies under
AFI 48-110_IP. For a religious accommodation, submit a request through your chain of
command under DAFI 52-201. You are considered in compliance while a properly submitted
request is pending, and no administrative or disciplinary action for refusal is started during that
time. If your request is disapproved, you will have an opportunity to be vaccinated. Civilian
employees submit religious exemption requests to their supervisor. For Child and Youth
Programs personnel specifically, the Mission Support Group Commander or Space Base Delta
Mission Support Director decides medical and religious immunization exemptions under DAFI
34-144.
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Q) I am no longer in a required population. Does the requirement continue?
A) It ends when you no longer meet the definition. For deployers, the requirement ends at the
deployment end date entered in ASIMS. For members in a locally managed immunization group,
your commander notifies the Immunization clinic when you no longer meet the definition and
the Immunization clinic removes you from the group, as outlined in the “Mandatory Influenza
Vaccine Opt-Out Process.” Commanders also update PAS codes and rosters when units or
personnel leave a population.

BACKGROUND 

Q) What is the general Department of War policy on influenza vaccines?
A) As of April 20, 2026, the Secretary of War established that the annual influenza vaccine is
voluntary for all Active and Reserve Component Service members and Department of War
civilian personnel.

Q) Why did the Department of the Air Force (DAF) request an exception to this policy?
A) The DAF requested an exception to the voluntary policy to protect mission-critical and high-
risk populations. The mandatory vaccination for these select groups are deemed essential to
preserve force readiness, prevent illness, minimize lost duty days, and ensure the successful
execution of DAF missions.

Q) Who approved this Exception to Policy?
A) The Under Secretary of War for Personnel and Readiness granted the DAF's Exception to
Policy request on June 11, 2026.

Q) What is the justification for making the vaccine mandatory for these groups?
A) The decision is based on a comprehensive risk-to-mission and risk-to-force assessment. These
populations face higher risks of communicable disease transmission due to operating in dense
environments (e.g., training facilities, aircraft cabins), austere locations, and healthcare settings.
An influenza outbreak among these groups could have negative effects on force generation,
compromise global power projection, and disrupt the operational availability of Airmen and
Guardians.
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