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DD FORM 2911, SECTION D. PATIENT CONSENT. Ask the patient (or patient's parent or guardian, if appropriate) to read, 
select and initial each consent section. Upon completion, the patient (or patient's parent or guardian) will sign. 
A witness signature is required. 

STEP 2: PATIENT'S MEDICAL HISTORY AND ASSAULT INFORMATION (DD Form 2911, Part 1, Sections E - H) 
DD FORM 2911, SECTION E. PATIENT HISTORY 
1. NAME OF PERSON PROVIDING HISTORY. Record the name of the person providing the patient history and the
relationship to the patient, date and time. When patients provide their own history enter "self' in box b.

NOTE: The following sections ask for very personal information that may be embarrassing to discuss. Before asking 
for the information, talk with the patient about the sensitive nature of the questions about to be asked, the necessity for 
the information as part of the examination, and that all data gathered will be handled with the greatest of care and 
professionalism. 

2. PERTINENT MEDICAL HISTORY.
a) Record the date of the last menstrual period. This information is used to determine whether the patient was

menstruating at the time of the examination and to evaluate the potential for pregnancy and preventive options.
b) Obtain recent (past 60 days) information on any anal-genital injuries, surgeries, diagnostic procedures or medical

treatment that may affect the interpretation of current physical findings. This information is requested to avoid
confusing pre-existing lesions with injuries or findings related to the assault. Consider photographing items that might
be misinterpreted as injuries associated with the sexual assault.

c) Describe any chronic, hereditary or other medical conditions that may affect the interpretation of current physical
findings.

d) Ask the patient to describe all pre-existing physical injuries, scratches or marks that may have occurred more than 60
days ago. Ensure that you account for each item the patient describes in your forthcoming physical examination.
Photograph items that might be misinterpreted as injuries associated with the sexual assault.

3. PERTINENT NON-ASSAULT HISTORY. Block (a): Ask if patient had any non-assault sexual activity within the past five
days. If patient says yes or is unsure, complete the questions in blocks (b) through (f). If patient says no, then check "no"

in block (a) and move to Section 4, Post-assault Hygiene/Activity.
• Ask whether the patient has had (b) anal or (c) vaginal intercourse within the last five days that was not related to the

assault.
• Ask whether the patient has had (d) oral-genital contact within the past five days not related to the assault.
• If yes to any of the questions, ask whether (e) ejaculation occurred, where it contacted the patient's body, and if a

(f) condom was used.
• This information is used by the crime lab to properly interpret findings.
• Do NOT record any other information regarding sexual history on this form (e.g. prior sexual assaults, number of

sexual partners, etc.).

4. POST-ASSAULT HYGIENE ACTIVITY. Record post-assault hygiene activity that occurred within 5 days of the
examination, as it can affect the interpretation of findings.
• Ask if patient urinated, defecated, removed/inserted any objects, gargled, brushed teeth, bathed/showered, vomited,

ate/drank or used any creams/ointments.
• Ask the patient if a douche, tissues, wipes, clothing or anything else was used to cleanse any part of the body after the

assault.
• Ask if patient changed clothing or body piercings.
• If possible, collect these items (douche, tissues, wipes, clothing or anything else that was used to cleanse any part of the

body). Air dry, package in paper bags or envelopes, label and seal. Do not place biological specimens in plastic bags
or containers. In Unrestricted Reports, if these items are not available from the patient, notify MCIO, as they may be able
to collect them.

• The examiner should collect samples regardless of whether the patient has bathed, showered, douched or engaged in
other post-assault hygiene activities.

DD FORM 2911, SECTION F. ASSAULT HISTORY 
1. Enter date and time of the assault. If the assault took place over an extended period of time, ask the patient the order

in which each of the injuries occurred.
2. Describe pertinent physical surroundings that may have come in contact with the patient.

• During the examination look for pattern injuries associated with the physical surroundings and/or for trace evidence

(e.g., grass, sand, pavement) that may have been transferred from the scene to the patient.
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3. PHYSICAL EFFECTS OF THE ASSAULT. If any of the boxes are marked "yes," use the space provided to describe.
• Injury, pain and bleeding complaints should prompt the examiner to look for injury and evidence not readily

visible.
• Obtaining information about loss of memory, lapse of consciousness, vomiting, and involuntary ingestion may assist

the examiner in determining whether drugs or alcohol were used to subdue or incapacitate the patient. Collect the

toxicology portion of the kit as soon as possible.
• Take photographs of areas with complaint of pain/tenderness. If such resources are available, request ultraviolet

photography to document bruises and bite marks that may have recently occurred, but are no longer visible on the
skin.

4. INJURIES INFLICTED UPON THE ASSAILANT(S) DURING THE ASSAULT
• Complete this section by checking "yes" or "no" in the appropriate box. If yes is checked, describe

the injuries to the perpetrator, possible locations on his/her body, and how they were inflicted.
5. NUMBER OF ASSAILANT(s)

a) Annotate the number of assailant(s) and relationship to the patient.
b) If there was more than one assailant, then indicate their relationship to patient by noting the appropriate number

in the boxes provided. For example, if there were four assailants, and one was an acquaintance and three were
strangers, place a "1" in the acquaintance box and a "3" in the stranger box.

DD FORM 2911, SECTION G. PATIENT'S DESCRIPTION OF THE ASSAULT. Ask the patient or other person providing 
the history of the assault to describe the incident(s) to the extent possible. Add additional pages if necessary. 
This information is helpful to guide the forensic examination and to better interpret crime laboratory findings. 

NOTES ON HISTORY TAKING: 
• At first, it's best to allow the patient to freely recall the events without interruption. Use questions such as "Then

what happened?" or "I'm not sure I understand, can you repeat that for me?" to prompt for additional information.
• Listen to the patient's account, identify terms that he or she uses, and then use those terms in your narrative of the

patient's description of the assault. For example, if the patient uses particular words for body parts or sexual acts,
use those terms. Do not "clean up" or eliminate "offensive" language used by the patient.

• After the patient recalls the incident, follow-up questions may be necessary. Open ended questions that start with
Who, What, Where, and How are best. Avoid asking questions that start with "why," as the patient may not always

know the reason for an assailant's motives or behaviors.
• Another technique for asking follow up questions is called "cueing." Cue the patient's memory with something that

he or she said before, and then ask for additional information. For example, "You said that he held you down,

would you please describe what parts of his body he used to accomplish that?"
• Avoid asking questions that call for a "yes" or "no" answer. Instead, start your questions with Who, What, Where,

and How. The goal is to have the narrative be in the patient's words and tone, not to be summarized by the

examiner-this adds to the patient's credibility.
• When the patient describes acts during the history that may have left marks or evidence on his or her body,

ensure that you closely examine and document findings (or their absence) in these areas.
• The examiner must understand that some patients may be reluctant to describe all acts committed, particularly

those acts the patient finds embarrassing or contrary to personal beliefs about appropriate sexual conduct, e.g.
oral or anal penetration. After the patient provides an initial account of the incident, acknowledging this
embarrassment may be helpful and yield additional information. You might say, "Sometimes perpetrators force
people to do things during an assault that are very embarrassing or humiliating. These acts may be particularly
hard to talk about because they go against our beliefs or we're concerned that people will think worse of us for
this having happened. However, I want you to know that it's very important for you to tell us as much as you
possibly can about the incident. Your doing this improves our chances of discovering evidence. Is there anything
that the perpetrator did that you haven't talked about yet?" Note responses in the narrative of Section G.

• NOTE: When the patient knows the identity of the suspect(s), you should put that information in the history.
When the patient does not know his or her attacker(s), it may help to identify each by a letter to remain consistent
in documenting the incident.

• While details of the crime are important, a patient's reaction to trauma may prevent full or immediate recall of the
incident. For Unrestricted Reports, inform the patient that should additional information be recalled following the
examination, he or she should contact the criminal investigators as soon as possible.
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3.
 renders an opinion 

or makes an assumption (e.g. patient looks like she’s been raped). Also describe any odors or signs of intoxicants, 
if present. 

o
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air dried
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 Figure 2 - Folding a Druggist's Fold
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NOTES ON PHOTOGRAPHY: 
• Photograph injuries and other findings. Using proper forensic photographic techniques (long-range

or "establishing shots", medium-range shots, and close ups).
• Use an appropriate light source and a scale near the finding (A recommended scale is depicted in

Figure 3). Photograph the injury with and without scale. Do not press the scale into the skin or
injury.

• In order for accurate
reproduction later, the
plane of the film (or
back of the camera)
must be held parallel to
the plane of the object
being photographed. In
other words, don't take
photos at an angle to
the injury. Take the
photograph "straight on"
to the injury and fill the
entire frame of the
camera shot when
taking close up shots
(See Figure 3).

• Avoid using Polaroid
and low-quality digital
cameras.

Debris Collection: 
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Figure 3 - Proper orientation of the camera when photographing 

evidence or injury. 

• Remove folded paper sheet from the STEP 4 DEBRIS COLLECTION envelope.
• Unfold paper sheet and place on flat surface.
• Collect foreign materials such as fibers, hair, soil, sand, grass, and other forms of vegetation and place in the

center of the paper sheet.
• Fold paper sheet into a druggist's fold, keeping the debris in the center.
• Return the folded paper sheet to the STEP 4 DEBRIS COLLECTION envelope (a larger envelope may be used if

necessary). Note locations where debris collections were collected from on the anatomical drawing on envelope.

Seal and fill out all information requested on envelope.
• See the front of the STEP 4 DEBRIS COLLECTION envelope for the information to be noted on each

supplemental envelope.

8. Alternate Light Source Examination.
• Dim the lights in the room.
• Change gloves now to avoid cross-contaminating evidence with substances that may have gotten on the gloves

during the previous portion of the examination.
• Scan the entire body with an Alternate Light Source (such as a Woods Lamp), looking for substances that fluoresce.

• Note fluorescent areas on the diagram and record in legend as "ALS" for Alternate Light Source.
□ Swab dried stains and/or areas that fluoresced under the ALS using the STEP 4 DRIED SECRETIONS supplies

(below). Label and air dry the evidence swab(s) completely before packaging.

Dried Secretions: 
• Remove swabs, swab boxes, and folded paper sheet from the STEP 4 DRIED SECRETIONS envelope.
• Foreign debris such as dried semen, dried blood, dried saliva, etc., should be collected by lightly moistening

the swabs provided with 1 to 2 drops sterile water, then thoroughly swabbing the area with the swabs.
• Swab moist secretions with a dry swab to avoid dilution.
• NOTE: DO NOT use a heat source for drying swabs as this may destroy the evidence. Allow swabs to air dry

then place one swab in each swab box. Check off DRIED SECRETION on swab boxes and note area collected from
on swab boxes. Place swab boxes in STEP 4 DRIED SECRETIONS envelope. Note location where dried secretions
were collected from on the anatomical drawing on envelope. Seal and fill out all information requested on envelope.

• If there are several locations on the body with secretions, use a STEP 10 OTHER SAMPLES envelope.
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to air dry.

Figure 6 - Male Anatomy
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NOTE: FINDINGS IN BLOCKS L.1, L.2, L.3, and L.6 MUST BE DOCUMENTED USING THE DIAGRAMS AND 
LEGEND PROVIDED. Record size and appearance of injuries and other findings using the diagrams, the legend
and a consecutive numbering system. Describe in as much detail as possible (e.g., size, shape and color of 
bruises). Use the legend to list and describe the injury/finding drawn on the diagram. Show the diagram letter 
followed by the finding number. Use the abbreviations in the legend to describe the type of finding (e.g., A-1, 
CT 2x3 cm red/ purple indicates that the first finding on Diagram A is a contusion (bruise) that is 2x3 cm in size, 
and reddish purple in color). 

STEP 7 ANAL EXAMINATION 
DD Form 2911, Section K, Blocks 5 through 7 - Genital Examination - Female 
DD Form 2911, Section L, Blocks 6 through 8 - Genital Examination - Male 
Anal/Perinea! Examination 
• Examine the buttocks, perineum, perianal skin, and anal folds for injury, foreign materials, and other findings.

If available and appropriate, toluidine blue dye may be used to help visualize injury. Collect dried and moist
secretions, and foreign materials. Document findings and use of toluidine blue dye in the diagrams and legend.

• Remove swabs and swab boxes from the STEP 7 ANAUPERINEAL AND RECTAL SWABS envelope.
• Moisten a set of swabs supplied with the kit with 1 or 2 drops of sterile water and swab the anus and perineum.

Set aside to air dry.
After swabs have dried: 
• NOTE: DO NOT use a heat source for drying swabs as this may destroy the evidence. Allow swabs to air dry.

Place swabs in one of the swab boxes provided and check off ANAUPERINEAL on swab box.

RECTAL EXAMINATION - Collect AFTER anal/perinea! swabbing and only if indicated by history or injury. 
• Use the remaining pack of swabs and swab boxes provided in the STEP 7 ANAUPERINEAL AND RECTAL SWABS

envelope. Do NOT moisten swabs.
• Using both swabs simultaneously, swab rectum, being sure to collect any additional fluid in the rectal canal.
• Allow swabs to air dry. Place swabs in swab box and check off RECTAL on swab box.
• Place swab boxes in the STEP 7 ANAUPERINEAL AND RECTAL envelope. Seal and fill out all information requested

on envelope.
• Conduct an anoscopic exam if rectal injury is suspected or there is any sign of rectal bleeding. Document findings.
• The supine lithotomy position is shown in Figure 5.

STEP 8 EXTERNAL MOUTH AND ORAL SWABS 
EXTERNAL MOUTH SWAB - Collect an external mouth swab if oral-genital contact occurred. Collect oral swabs 
(interior of mouth) only if oral-genital contact occurred within 4 hours of this examination. 
• Remove swabs and swab boxes from the STEP 8 EXTERNAL MOUTH AND ORAL SWABS envelope.
• External Mouth Swab: Lightly moisten one swab with 1 to 2 drops of sterile water, then thoroughly swab the lips and face

around the mouth.
• NOTE: DO NOT use heat source for drying swabs as this may destroy the evidence. Allow swabs to air dry. Place

swab in one of the swab boxes provided and check off EXTERNAL MOUTH on swab box.
ORAL SWABS - Collect oral swabs (interior of mouth) only if oral-genital contact occurred within four hours of 
this examination. 
• Use the remaining pack of swabs and swab box provided in the STEP 8 EXTERNAL MOUTH AND ORAL SWABS

envelope. DO NOT moisten swabs.
• Using both swabs simultaneously, carefully swab the gum line.
• Allow swabs to air dry. Place swabs in remaining swab box and check off ORAL on swab box.
• Place swab boxes in the STEP 8 EXTERNAL MOUTH AND ORAL SWABS envelope. Seal and fill out all information

requested on the envelope.

STEP 9 KNOWN BLOOD SAMPLES (For DNA TYping) 

• Remove the FTA Card, lancet, alcohol pad, adhesive bandage and gauze pad from the STEP 9 KNOWN BLOOD
SAMPLE envelope.

• Clean the patient's finger with the alcohol pad, then stick finger with the lancet and fill the two circles on the FT A Card
with blood.

• Allow the blood stains to completely air dry.
• Discard used lancet, alcohol pad and gauze pad.
• Place the FTA Card in the STEP 9 KNOWN BLOOD SAMPLE envelope. Seal and fill out all information requested on

the envelope.
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DD FORM 2911 - SECTION S - Personnel Involved. 
• Name and phone number of person who took the history.
• Name and phone number of person who performed forensic exam.
• Name and phone number of person who labeled and sealed specimens.
• Name of person(s) who assisted the examiner and their role in assistance. Attach another sheet as

necessary. Be sure to include the names of anyone that assisted you in photographing or handling the
evidence.

DD FORM 2911 - SECTION T - Evidence Distribution. 
• Name of person to whom the toxicology kit was given.
• Name of person to whom the sexual assault forensic exam kit was given, and specify the number of

evidence bags provided as well.
• Document what items were returned to patient.
• Document the release of any other items of evidence and whom they were given.

DD FORM 2911 - SECTION U - Person Receiving Evidence. 
For Unrestricted Reports: 

• Give to Military Criminal Investigative Organization representative (Army CID, NCIS, AFOSI).
For Restricted Reports, see service-specific policy. 

• Signature of person receiving evidence.
• Printed name and ID/badge number (if MCIO).
• Agency (Army CID, Sexual Assault Response Coordinator, etc.).
• Date/time.
• Telephone number of person receiving evidence.
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