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Have you ever had any of the following diseases?
(Each item must be answered “Yes” or “No”)

YE¥Z 15%€ Typhus fever [INo [JYes #1 Bacillary dysentery [1No [JYes
/INJLRIEAE Poliomyelitis [(1No [JYes A AT B9 Brucellosis [INo [IYes
1 Mz Diphtheria [1No [Yes S EEVEM % Viral hepatitis [1No [JYes
P& 21 # Scarlet fever [JNo [JYes PR U R T R
[ J9 #4 Relapsing fever [INo [JYes Puerperal streptococcus infection

[JNo [1Yes

17338 F1414539€ Typhoid and paratyphoid fever [1No [1Yes
AT R BEAR % Epidemic cerebrospinal meningitis [1No [1Yes

KT BA T IME Y K SE e n IR M E (REBUSTERIZE “9R 7 530 “=27 )

Do you have any ofthe following diseases? (Each item must be answered “Yes” or “No”)
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