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AIDS/HIV " [OYes [JNo Epilepsy [CYes []No Respiratory Disease []Yes []No
Anemia [J¥es []Mc  Fainting or dizziness [J¥es [IMNo  Rheumatic Fever (C¥es [[INo
Arthritis, Rheumatism [d¥es [IMoe  Glaucoma [J¥es [JMo  Scaref Fever [1Yes []MNo
Artificial Heart Vahes [(1¥es [IMNo  Headaches [J¥es [[IMo  Shoriness of Breath [1¥es []MNo
Artificial Joints [(O¥es [ MNo  Heart Murmur [I¥es [IMo  Sinus Trouble [Cl¥es []No
Asthma [[1¥es [JMo  Hear Problems [O¥es [IMo  Skin Rash [l¥es []Mo
Back Problems [[1¥es [[JNo  Hepatitis Type [IY¥es [JMWo  Special Diet [1Yes []MNo
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Chemotherapy [1Yes []Mo  Liver Disease [(I¥es [[INo  Tuberculosis [COYes [JNo
Circulatory Problems [I¥es [Mo  Low Blood Pressure [¥es [IMo  Tumor or growth on head
Congenital Heart Lesions [I¥es [1MWo  Mitral Valve Prolapse [IYes []No of neck Cl¥es [1No
Cortizone Treatments [1%¥es [1Mo  MNervous Problems ClYes [JNo Ulcer [lYes []MNo
Cough, persistent or bloody [I¥es [INo  Pacemaker [Yes [1mMo  Venereal Disease [Ifes [] No
Diabetes [I¥es [IMo  Psychiatric Care [I¥es [JNe  WWeight Loss, unexplained [IYes [1Mo
Emphysema [J¥es [IWo  Radiation Treatment [IYes []MNo
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