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A. MEDICAL EXAM INFORMATION

BASED ON THE RESULTS OF THE PHYSICAL EXAMINATION, INCLUDING INFORMATION FURNISHED BY THE APPLICANT/
OPERATOR, | CERTIFY THAT THE ABOVE NAMED APPLICANT/IOPERATOR HAS BEEN FOUND TO MEET THE MEDICAL
REQUIREMENTS FOR LICENSED OPERATORS AT THIS FACILITY. | ALSO CERTIFY THAT IN REACHING THIS DETERMINATION,
THE GUIDANCE CONTAINED IN THE ANS| STANDARD OR AN APPROVED NRC ALTERNATIVE METHOD WAS FOLLOWED AND
THAT DOCUMENTATION IS AVAILABLE FOR REVIEW BY THE NRC.

GUIDANCE USED:
|| ANSUANS3.4.--1983 | | ANSUANS3.4--2013 | | ANSUANS 15.4-2007 | | Other (Specify below)
[7] ANSUANS3.4-1996 | | ANSUANS 1541988 [ | ANSUANS 15.4--2016

Typed or Printed Name of Physican Physicizn’'s Corsfication Date (MMDQIYYYY) | State Licenss Numtar

E

BASED ON THE RECOMMENDATION OF THE PHYSICIAN, IT IS REQUESTED THAT THE APPLICANT/OPERATOR LICENSE BE
CONDITIONED AS FOLLOWS: Check all that apply. PROVIDE EXPLANATION IN BOX BELOW AND ATTACH APPLICABLE
SUPPORTING MEDICAL EVIDENCE [letter from the the and or

(name, dose, timing & and medical test results (current blood pressure reading, A1C, TSH levels, etc.).

1. NO RESTRICTIONS

2. CORRECTIVE LENSES SHALL BE WORN WHEN PERFORMING LICENSED DUTIES

3. HEARING AID SHALL BE WORN WHEN PERFORMING LICENSED DUTIES. THIS DOES NOT APPLY TO CONDITIONS THAT
REQUIRE PROTECTION IN HIGH NOISE AREAS.

=

SHALL TAKE MEDICATION AS PRESCRIBED TO MAINTAIN MEDICAL QUALIFICATIONS

SHALL USE THERAPEUTIC DEVICE(S) AS PRESCRIBED TO MAINTAIN MEDICAL QUALIFICATIONS

6. S0LO OPERATION IS NOT AUTHORIZED

ojajojojajo

=

u Other

SHALL SUBMIT MEDICAL STATUS REPORT EVERY: |U H |u & ‘J 12 months, or

=

SHALL NOT PERFORM LICENSED DUTIES REQUIRING A RESPIRATOR

]

9. OTHER RESTRICTIONS OR EXCEPTION

(|

10. RESTRICTION CHANGE FROM PREVIOUS SUBMITTAL

L 11, INFORMATION ONLY
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10 CFR 55.21 — Medical Examination

* An application for a license shall have a medical
examination by a physician. A licensee shall have a
medical examination by a physician every 2 years. The
physician shall determine that the applicant or licensee
meet the requirements of 55.33 (a) (1).

e Annual versus Biennial exam




10 CFR 55.23 — Certification

* To certify the medical fitness of the applicant, an authorized
representative of the facility licensee shall complete and sign
NRC form 396...

- (a) Form NRC-396 must certify that a physician has conducted the
medical examination of the applicant as required in 55.21

- (b) When the certification requests a conditional license based on
medical evidence, the medical evidence must be submitted on NRC
Form 396 to the Commission and the Commission makes a
determination in accordance with 55.33

NRC Form 396 | 4 m




10 CFR 55.25 — Incapacitation because of
Disability or IlIness

* I[f during the term of the license, the licensee develops a
permanent physical or mental condition that causes the
licensee to fail to meet the requirements of 55.21 of this
part, the facility licensee shall notify the Commission
within 30 days of LEARNING of the diagnosis, in
accordance with 50.74. For conditions for which a
conditional license is requested, the facility licensee shall

provide medical certification of Form NRC 396 to the
Commission.




10 CFR 55.2/7 — Documentation

* The facility licensee shall document and maintain the
results of medical qualifications data, test results, and
each operator’s or senior operator’s medical history for
the current license period and provide the documentation
to the Commission upon request. The facility licensee
shall retain this documentation while an individual
performs the functions of an operator or senior operator.




10 CFR 55.31 — Applications

- (a) The applicant shall:

> (6) Provide certification by the facility licensee of medical
condition and general health on Form NRC — 396, to
comply with 55.21, 55.23, and 55.33(a)(1).




10 CFR 55.33 — Disposition of an initial application

- (a) Requirements for the approval of an initial application. The
Commission will approve an initial application for a license pursuant
to the regulations in this part, if it finds that —

> (1) Health. The applicants medical condition and general health
will not adversely affect the performance of assigned operator job
duties or cause operational errors endangering public health and
safety. The Commission will base its finding upon the certification
by the facility licensee as detailed in 55.23

> (b) Conditional license. If an applicant’s general medical condition
does not meet the minimum standards under 55.33 (a)(1) of this
part, the Commission may approve the application and include
conditions in the license to accommodate the medical defect. The
Commission will consider the recommendations and supporting
evidence of the facility licensee and of the examining physician
(provided on Form NRC-396) in arriving at its decision.

NRC Form 396 | 8 m



10 CFR 55.53 — Conditions of licenses

e Fach license contains and is subject to the following conditions
whether stated in the license or not:
- (i) The licensee shall have a biennial medical examination.

NRC Form 396 | 9 m




10 CFR 55.57 — Renewal of licenses

w The applicant for renewal of a license shall:

> (6) Provide certification by the facility licensee of medical
condition and general health on Form NRC-396, to
comply with 55.21, 55.23, and 55.27

- (b) The license will be renewed if the Commission finds that

> (1) The medical condition and the general health of the
licensee continue to be such as not to cause operational
errors that endanger public health and safety. The
Commission will base this finding upon the certification
by the facility licensee as described in 55.23
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A. MEDICAL EXAM INFORMATION

BASED ON THE RESULTS OF THE PHYSICAL EXAMINATION, INCLUDING INFORMATION FURNISHED BY THE APPLICANT/
OPERATOR, | CERTIFY THAT THE ABOVE NAMED APPLICANT/OPERATOR HAS BEEN FOUND TO MEET THE MEDICAL
REQUIREMENTS FOR LICENSED OPERATORS AT THIS FACILITY. | ALSO CERTIFY THAT IN REACHING THIS DETERMINATION,
THE GUIDANCE CONTAINED IN THE ANSI STANDARD OR AN APPROVED NRC ALTERNATIVE METHOD WAS FOLLOWED AND
THAT DOCUMENTATION IS AVAILABLE FOR REVIEW BY THE NRC.

GUIDANCE USED:

[ ANSUANS3.4-1983 [ | ANSUANS3.4--2013 | | ANSUANS 15.4.--2007 | | Other (Specify below)
[7] ANSUANS34-1996 | | ANSUANS 1541988 | | ANSUANS 15.4 - 2016
Typed or Printed Name of Plysician Physician's Corsfication Date (MMDOYYYY) | Stale Uicangs Wumber

[

BASED ON THE RECOMMENDATION OF THE PHYSICIAN, IT IS REQUESTED THAT THE APPLICANT/OPERATOR LICENSE BE
CONDITIONED AS FOLLOWS: Check all that apply. PROVIDE EXPLANATION IN BOX BELOW AND ATTACH APPLICAELE
SUPPORTING MEDICAL EVIDENCE [letter from the ining physician outlining the conditi and or

(name, dose, timing & tolerance)] and medical examinatien/ test results (current bleod pressure nadlng A1C, TSH levels, etc.).

1. NORESTRICTIONS

2. CORRECTIVE LENSES SHALL BE WORN WHEN PERFORMING LICENSED DUTIES

3. HEARING AID SHALL BE WORN WHEN PERFORMING LICENSED DUTIES. THIS DOES NOT APPLY TO CONDITIONS THAT
REQUIRE PROTECTION IN HIGH NOISE AREAS.

4. SHALL TAKE MEDICATION AS PRESCRIBED TO MAINTAIN MEDICAL QUALIFICATIONS

§ SHALL USE THERAPEUTIC DEVICE(S) AS PRESCRIBED TO MAINTAIN MEDICAL QUALIFICATIONS

6. S0LO OPERATION IS NOT AUTHORIZED

7. SHALL SUBMIT MEDICAL STATUS REPORT EVERY: ||_| 3 ||_| 1 ‘U 12 months, or ||| Other

B SHALL NOT PERFORM LICENSED DUTIES REQUIRING A RESPIRATOR

9. OTHER RESTRICTIONS OR EXCEPTION

10. RESTRICTION CHANGE FROM PREVIOUS SUBMITTAL

11. INFORMATION ONLY
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PERSONALLY IDENTIFIABLE INFORMATION - WITHHOLD UNDER 10 CFR 2.390
U.S. NUCLEAR REGULATORY COMMISSION

NRC FORM 396
Pty

CERTIFICATION OF MEDICAL EXAMINATION
BY FACILITY LICENSEE (continued)

Hame of AzalieantOpesanse fLast Name, First Nime, Midds Name) Dkt Nambsr

Propoted Waording of Ressriction {llock § om page 1)

0 ow comect the ondonl

Explananan(s)

B. APPLICANT/OPERATOR'S SIGNATURE
I ack ledge the inf ion in this iff L ag they apply to my Nconsure by the NRC. | authorize
my facility ropmwﬂ this eertification and amcnmnfs to the NRC 1o use in the exercise of its authority over my lieensure.

Signature Date

C. FACILITY CERTIFICATION

I CERTIFY UNDER PENALTY OF PERJURY THAT THE INFORMATION IN THIS DOCUMENT AND ATTACHMENTS IS TRUE AND CORRECT.

Prinad Name snd Tits of Seniar MEnSGemant Fsprosentatve

Signature

|m

—
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NRC FORM 396 U.3. NUCLEAR REGULATORY COMMISSION
s CERTIFIGATION OF MEDICAL EXAMINATION BY FACILITY LICENSEE (Instructions)

Entar NAME OF APPLICANT a8 It appears on MRC Form 398 or NAME OF OFERATOR as It appears on the MRC issued License, DOGKET NUMBER
snd DATE OF MOST RECENT BIENNIAL MEDICAL EXAMINATION. Ifthe bme since the applicant's inital medical examination exceads 24 menths
before an bl lsensing sction ks completed, the applicant must be reexaminad by a physiclan and a new NRGC Form 396 must be aubmitied. For ratake
and upgrade apolicanis whose medical exarminations do ol exceed 24 monthe, the facility mus! check Box 12.2.3 and certily in Box 25 on the MRC Form
353 that appilcant hes not devalopad any dsqualifying medical conditions reportable urder 10 CFR 55.23. If, duning the term of ta llcense, & operator
develops a parmanent physical or mamal condition ihat causes ihe operatar bo fail to meet 10 CFR 21 that can be miligated by requesting a licenze
restriclion, he facility licansee shall notity the NRC within 30 days of leaming of he diagnosis by submitling an MRC Forn 396. 10 CFR 55.25 requires a
submission far only permanent conditiors. Do not submit temporary condilions for which an operaior iz being adminisiratively hald by your facilty. Per 10
CFR 55.55, NRC Operalor icense renewals (NRC Form 386 and NRC Fonm 338) shall be subirilled at leas! 30 days prior 0 the license expiration date.

Entzr ADDRESS OF APPLICANTIOPERATOR
Enter NAME OF FACILITY[IES) ard FACILITY DOCKET NUMBER(S) - Us2 Check Box 1o ndicate DG0-XXK or 052-308.

Use Chack Box 1o Indicate which Guidancs Document [ANE 3.4, 15.4 or othar) was used 10 detarming tha applicant's physicsl condition. 1f othar is
checked, inciude The Tl of B docurnant.

SECTION A - MEDICAL EXAM INFORMATION - Erter PHYSICIAN'S PRINTED NAME, PHYSICIAN'S CERTIFICATION DATE, LICENSE NUMBER,
AND STATE OF LICENSURE. (Indicate MD or DO folowing printed name). Physicians Cartificaten Date = Date of physician's final caification of
spplicantioperator's medical suitability (ncludng recommended license conditiors ) andior the data of the physican's cerificetion of an reguired madical
status update {Check Box T).

License Conditions - Use numbered Check Boxes o request icense condition(s}

Box 1 - ND RESTRICTIONS - Phiysical and menlal condilion and general heallh mael tha minimum reguirements, wilhoul exceglion,

Box 2 - GORREGTIVE LENSES SHALL BE WORN WHEN PERFORMING LICENSED DUTIES - Comective lensss musi be wom to mast the minimum
requirements far vision.

Box 3 - HEARING AID SHALL BE WORN WHEN PERFORMING LICENSED DUITES - Hearing ikl must b warn ko meel the minimam reguiremenls

Box 4 - SHALL TAKE MEDICATION AS PRESCRIEED TO MAINTAIN MEDICAL QUALIFICATIONS - Meats the minmum meadicsl requiremarnts anly by
takirg preacrivad medicatonds).

Box 5 - SHALL USE THERAPEUTIC DEVICE(S) AS PRESCRIBED TO MAINTAIN MEDICAL QUALIFICATIONS - Maets the minimum medical
requirements only by using @ terapeutic device (e.g.. CPAP and Spinal Cord Slimuiatar).

Box 6 - SOLO OPERATION IS NOT AUTHORIZED - Anoiher individual, capable of summaning hels must be present when the operstor is performing
licensad duties.

Box 7 - SHALL SUBMIT MEDICAL STATUS REPORT EVERY 3, &, 12 or Othar Months - Medical condition that requires more freguent monitering than
hes bwia (2] years required by 10 GFR 65.29. IF Other is checked, inzhude lhe requested fime frame.

Box & - SHALL NOT PERFORM LICENSED DUTIES REQUIRING A RESPIRATOR - Respiraiony of inlegurmeniary [skin) condiicn,

Box § - OTHER RESTRIGTIONS OR EXCEPTION - Crher licenss sonditiznis) necesEary o miligata dentificd medical or psychological issus(s) that da net
miesat minimum medical requiramants. Use "Proposed Wording of Restr and af R to Disgualifying Condition” boxes,
For all but Check Boxes 2 and 3, supportng Medical Evidence must include a nrram-e I the Explanation bax or an altached katter from tha axamining
physician outining the condition, freatmant and or madication (rame, dosa, timing & talerance) and madicsl examination/tast results (cumant blood prassure)
reading, A1C, TSH levels, ate.), for NRG reviaw. If an applicant or operstor fails 1o mest & medical requirament buk can demonstrate complete capacity to
parfarm assignad dubas, &5 proven by & practical test admmistared by the physician, te physician may recommeand and justify & waner af that portion of
the soplicable ANS| standard. For 8n applicant the walver requast must be mada on the NRC Farm 388, “Fersonal Qualification Statement - Licansee.” by
checxing Box 12.6.3 and justifying the walverexseption raquest in Box 25,

Box 10 - RESTRICTION CHANGE FROM PREVIOUS SUBMITTAL - Adcitiznal condilion request, modification of an exisling condition ar deetion of an
exisling condilicn, Must include an expanatin in lhe Explanation Box and provide Medical Evidence,

Box 11 - INFORMATION ONLY = Check box if providing reguired established medical status updates that do nol request new restriclions, removal of
resdriclions or change in stabus report frequency. Use for reporing any oiher medical siluation you determine that needs 1o be reperted bo the NRC. Do not
fepon medical conditians for operalons on administrative hokd.

SECTION B - SIGNATURE - ApplicantiOperaior

SECTION C - CERTIFICATION - Senior Managemen! Representalive

Dwtach these instructions and submit the Original NRC Form 336 with the NRC Form 336 for applicants of with a cover letter for operators wha da not
inis i durirg i e i

In accordance with 10 CFR BB.E, this tarm shall o the appraopriate NRC aically by the EIE system or by mail to:
REGIONAL ADMINISTRATOR, REGKN | REGICHAL ADMINISTRATOR, REGION Il REGIONAL ADRIMISTRATOR, REGICM (I
15 MUCLEAR REGLLATORY COMMISSION U5, HUCLEAR REGULATORY COMMISSICN LLE HUCLEAR RECULATORY COMMISSION
2100 RENAISSANCE BOULEVARD, SUITE 100 285 PEACHTREE CENTER AVENUE, NE., SUITE 1200 2443 WASRENVILLE ROAL, SUITE 210
KING OF PRUSSIS, PA 184082713 ATLANTA, B4 303031287 LISLE IL 60532 4352

U 5 NUCLEAR REGULATORY COMMISSION
REGIONAL ADMINISTRATOR, REGIN IV RESEARCH AND TEST REACTORS
ULE MUCLEAR REGULATORY COMMISSION OVERSIGHT BRANCH
1 QFFICE OF MUCLEAR REACTOR REGULATION
ARLNGTON, TX TE011-4511 WABHINGTON, OC SDSS50001

NRG FORM 386 [07- 20155 Page 3 of 3




Temporary vs. Permanent

* Temporary medical conditions are NOT required to be
submitted to NRC

* Medical provider does have responsibility to determine if
Licensed Operator is medically qualified to perform licensed
duties at that time, regardless of duration of medical
condition

* If medically disqualified for temporary condition, Operator
will then be administratively withheld from licensed duties



When To Submit NRC Form 396

* Initial License Application
* License Renewal
* Permanent Disqualifying Medical Condition

* Change in Medical Status/Condition




Tannesses Vallay Autherity, 1107 Markat Strael. Chattanooga, Tennessas 37402

Date:
LICENSED OPERATOR ATTESTATION FORM
For Medication Changes or Medical Condition Changes
Re: EIN:
fi;ﬁgé :::v as of the follawing date . | have had a change in [] my medication|s) or [_] my medical condition(s) as

| am aware that as a Licensed Oparator, | am required o report any changes o my medication{s} or my medical
condition(s) immediately to the site Nurse Practitioner. | am also aware thal medical documentation may be required to
determine if a change to my licensure is needed. Failure to report any changes could affect my ability to parform licensed
duties at Tennessee Valley Authority. Reporting a change in my medication{s} or my medical condition{s} to the site
Murse Praclitioner is my responsibility 1o ensure TVA has complied with NRC reporting.

Itis my responsibility to ensure | recelve an email from the site Nurse Practitioner acknowledging receipt of this reported
change(s). Should | not receive a emall acknowledging recelpt from the site Nurse Practitioner, | am aware that it is my
responsibility to notify the site Nurse Practitioner that no acknowledgement of my reporied change(s) were received.

The change in my medication{s) or medical condition(s) is as follows:

Employee Name Signature
MNP Signatura Date
Racalved

THIS REPORT MUST BE SUBMITTED DIRECTLY TO THE SITE NURSE PRACTITIONER. SHOULD THE
NURSE PRACTITIOMER NOT BE ON SITE, THEN THE MEDICAL PERSONMNEL ON SITE WILL SEND THE
REPORT TO ANOTHER SITE NURSE PRACTITIONER AND FOLLOW WITH VERBAL ACKNOWLEDGEMENT
OF RECEIPT.

TVA 21192 [04-12-2018]




Case Study

* Mr. Smith is 42yoM Licensed Operator that presents to discuss
updated medical condition with treatment. No current
restrictions/conditions on license. Going through marital problem
and has separated from his wife. States he is unable to sleep at
night because “his brain won’t turn off.” No past
psychiatric/mental health history. Sought medical advice from his
primary care provider. Has been diagnosed with Anxiety Disorder
due to situational stress. New prescription of Sertraline (Zoloft)
50mg daily. Follow up with PCP in 1 month.

* Does NRC Form 396 need to be completed today?
NRC Form 396 | 17 m




Case Study

* Mr. Smith returns for 1 month follow up exam with PCP
to determine stability of condition and effectiveness of
treatment. Reports improvement in symptoms and
coping skills. PCP has determined he will continue on

Zoloft indefinitely. Note received from PCP documenting
stability in condition.

What now???
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A. MEDICAL EXAM INFORMATION

BASED ON THE RESULTS OF THE PHYSICAL EXAMINATION, INCLUDING INFORMATION FURNISHED BY THE APPLICANT/
OPERATOR, | CERTIFY THAT THE ABOVE NAMED APPLICANT/OPERATOR HAS BEEN FOUND TO MEET THE MEDICAL
REQUIREMENTS FOR LICENSED OPERATORS AT THIS FACILITY. | ALSO CERTIFY THAT IN REACHING THIS DETERMINATION,
THE GUIDANCE CONTAINED IN THE ANS| STANDARD OR AN APPROVED NRC ALTERNATIVE METHOD WAS FOLLOWED AND
THAT DOCUMENTATION IS AVAILABLE FOR REVIEW BY THE NRC.

GUIDANCE USED:

[W] ANSUANS3.4-1983 | | AMSUANS3.4-2013 | | ANSUANS 154--2007 | | Other (Specify below)

[7] ANSUANS3.4-1996 | | ANSUANS15.4-1988 | | AMSUANS 154 2016

Typed or Printed Nams of Piysican Phrysician’s Corsfication Date (MMTQYYYY) | State Licenes Numir
Brenda K. Sowters D.0.3 po
Chris Sonegos CRNP 0972572019 Tennessee/AL APN

BASED ON THE RECOMMENDATION OF THE PHYSICIAN, IT IS REQUESTED THAT THE APPLICANT/OPERATOR LICENSE BE
CONDITIONED AS FOLLOWS: Check all that apply. PROVIDE EXPLANATION IN BOX BELOW AND ATTACH APPLICABLE
SUPPORTING MEDICAL EVIDENCE [letter from the examining physician outlining the condition, treatment and or medication
(name, dose, timing & telerance)] and medical examination/ test results (current bloed pressure reading, A1C, TSH levels, ete.).

1. NO RESTRICTIONS

2. CORRECTIVE LENSES SHALL BE WORN WHEN PERFORMING LICENSED DUTIES

3. HEARING AID SHALL BE WORN WHEN PERFORMING LICENSED DUTIES. THIS DOES NOT APPLY TO CONDITIONS THAT
REQUIRE PROTECTION IN HIGH NOISE AREAS.

4. SHALL TAKE MEDICATION AS PRESCRIBED TO MAINTAIN MEDICAL QUALIFICATIONS

5. SHALL USE THERAPEUTIC DEVICE(S) AS PRESCRIBED TO MAINTAIN MEDICAL QUALIFICATIONS

5S0LO OPERATION IS NOT AUTHORIZED

7. SHALL SUBMIT MEDICAL STATUS REPORT EVERY: ||_| 3 ||_| 6 ‘|_| 12 months, o ||| Other

8. SHALL NOT PERFORM LICENSED DUTIES REQUIRING A RESPIRATOR

9. OTHER RESTRICTIONS OR EXCEPTION

10. RESTRICTION CHANGE FROM PREVIOUS SUBMITTAL

ONODDO(0|= a0
L4

11. INFORMATION ONLY

— ——
NI IFORA 58 (0720 15) Page 103




PERSONALLY IDENTIFIABLE INFORMATION - WITHHOLD UNDER 10 CFR 2.390
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HRC FORM 386 U5, NUCLEAR REGULATORY COMMISSION
032018
CERTIFICATION OF MEDICAL EXAMINATION
BY FACILITY LICENSEE (continued)
Hame of Agphcant'Operstod fLast Name. First Name. Middle Mame) Dochet Numbsr

Smith. Joes J. 13=11113

Explanananis)

Mr. Saith presents with updated medical information. He has recently been disgnosed with
Generalized Anxiety Pisorder due to ongeing situational stressors. He has been prescribed
Sertraline 50mg daily. He will continue to be monitored by his primary care provider for
this condition. He is to report any untoward side effects from this medication. It is nmow
recommended he shall take medicatiom as prescribed to maintain medical gqualifications
(block ®4). This is a restriction change from previous submittal (block #10).

B. APFLICANTIOPERATOR'S SIGNATURE

the and h as they apply to my Ncensure by the NRC. | authorize
my facility 1o provide this cmlﬂcaﬂound attachments to the NRC o use in the exercise of its authority over my leensure.
Signature

Date

€. FACILITY CERTIFICATION

[ CERTIFY UNDER PENALTY OF PERJURY THAT THE INFORMATION IN THIS DOCUMENT AND ATTACHMENTS IS TRUE AND CORRECT.
Prirdod d Tith of Senbor

Signature

‘ Date

S
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