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Have you ever had any of the following diseases? ( Each item must be answered ““ Yes ” or “ No )
Pt & {5 & Typhus fever CONo [Yes %1 Bacillary dysentery CONo [ves
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Do you have any of the following diseases or disorders endangering the Public order and security?
( Each item must be answered “ Yes ” or “No ™)
# Y JBE Toxicomania [ONo []Yes
K5 #4455l Mental confusion CONo [es
k5 #f 9%  Psychosis: B JE % Manic psychosis [ONo [Yes
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Other abnormal findings
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Chest X — ray exam.
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Laboratory exam.
( HIV, Syphilis
serodiagnosis )
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None of the following diseases or disorders found during the present examination:

[0 % &L Cholera
[0 #HY%R  Yellow fever
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Venereal disease

Opening lung tuberculosis

O & /& Plague O X ¥ # AIDS
O W X Leprosy OO % # % Psychosis
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