PARTICIPANT LABEL CASE NUMBER GROUP NUMBER
OOOO®OEOE® OOOOOOEEOO®®
QOROOOEO®OO®O® POROOOEED®®
@QOOOOEO®® EXAMINER 1.D.
OOOOOOEEO®O® OOOROOO®OO®O®
QOOOOOEEO®O® @OROOOEOG®O®
QORROOEEO®® QORORO®OEO®®

FORM AFHS - 5 NEUROLOGIC EXAMINATION (SHEET 2 OF 2)

CRANIAL NERVES AND MENTAL STATUS

CRANIAL NERVES (1, VII)

LEFT RIGHT

OO O®® SENSE OF SMELL PRESENT?

O®O® O®O® SMILE NORMAL?

O®® O®MO® PALPEBRAL FISSURE NORMAL?

CRANIAL NERVES (ll)

LEFT RIGHT

O®® O®MO® FUNDOSCOPIC EXAM NORMAL?

OO O®O® ABSENCE OF DISK PALLOR/ATROPHY?

OMO® O®MO® ABSENCE OF EXUDATE?

OM® O®MO® ABSENCE OF PAPILLEDEMA?

OO®O® ®O®O® ABSENCE OF HEMORRHAGE? _

CRANIAL NERVES (liI, IV, VI

LEFT RIGHT

CONTACT LENS REMOVED?
VISUAL FIELDS NORMAL TO CONFRONTATION?

PO®
@
SIS
SIIO)
@a@6
P

oot ® ——) PUPILS EQUAL SIZE? DIFFERENCE—@ @ @ ® @ mm
OO ®O®O® PUPIL SHAPE/POSITION ROUND & NORMAL?>—

® ® ® ® ® ® LIGHT REACTION NORMAL? DRAW ABNORMAL POSITIONS
OO OO®O® HORIZONTAL NYSTAGMUS

OO ®OO® VERTICAL NYSTAGMUS

OO OO®O® ROTARY NYSTAGMUS

OO ®OO® EYEBALL POSITION NORMAL?—)

PTOSIS ABSENT?

PO® ®OO®O® TRIGEMINAL V1 SENSORY NORMAL?
PO OO TRIGEMINAL V2 SENSORY NORMAL?
OO OO TRIGEMINAL V3 SENSORY NORMAL?
OO ®O®O® PALATE REFLEX NORMAL?
O® ®@® TONGUE PROTRUDES TO MIDDLE, NOT DEVIATED?
O® ®@©® TONGUE NORMAL, NOT ATROPHIED?
O® ®@®  CLENCH JAW SYMMETRIC (NOT DEVIATED)?
®® ®@©  PALATE & UVULA MOVEMENT (NOT DEVIATED)?

@ = YES, NORMAL

CODES: ® = COULD NOT EXAMINE (™ = NO; NOT NORMAL
’ ® = DEVIATED TO RIGHT SIDE (© = DEVIATED TO LEFT SIDE
- ABNORMAL - () (\) COMMENTS
NORMAL LEFT RIGHT BOTH CNE
STRAIGHT LEG RAISING O O O O ®
LIGHT TOUCH O O O O ®
PIN PRICK O O O O ®
VIBRATION AT ANKLE (128 HZ) QO O O O ®
POSITION (GREAT TOE) O O O O ®

() ® COMMENTS (1, VII) ‘

() ®) COMMENTS (1)

() () COMMENTS (IlL,IV, V1)

OO ®O®O
OO OO®O® CORNEAL REFLEX NORMAL?
CRANIAL NERVES (V, IX, XI, XII
LE RIGHT (® () COMMENTS (V, IX, XI, XI)

YEAR 15

FOLLOW UP

OO

olololololelolele (clelelelelelelelelelele; (©l6l0l0l0l6, ©

() ® MENTAL STATUS GROSSLY ORIENTED & NORMAL?
® ® COMMENTS

IMPRESSION OF ENTIRE NEUROLOGIC EXAM

olo/c]olololelelelole (clelelclclclelolelelele (©]6]6]6[6l6 (@)

(O COMPLETELY NORMAL EXAM (™ () COMMENTS FORM QA AUDIT BY:
(O NORMAL WITH MINOR VARIATIONS NOTED D@ E ® G @)INITIALS:
O ABNORMAL WITH NO FOLLOW-UP NEEDED PRINTED NAME OF EXAMINING PHYSICIAN/DATE
(O ABNORMAL WITH FOLLOW-UP RECOMMENDED DATE:
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PARTICIPANT LABEL s CASE NUMBER GROUP NUMBER

QOPOO®EOEEO®® QOOOOEOEEOE®®

| QORAOEEO®® QOPAOEEOE®®

10101616101610101010) EXAMINER 1.D. -

QOPOO®EEO®® [0JOJOIOI0IOICIOICIO AN

QOPOOEEO®® OOEFOEEOO®®

QOPROEEO®® OQOPAOEEO®®

i = ‘ g YEAR 15

3 U U ! FOLLOW UP

RIGHT

® ® LESION(S) PRESENT ON FRONT

LESION TYPE LEGEND

1 COMEDONES 17 ORAL MUCOSAL ABNORMALITY
2 ACNEIFORM LESIONS 18  FINGERNAIL ABNORMALITY
3 ACNEIFORM SCARS 19 TOENAIL ABNORMALITY
4 DEPIGMENTATION 20 DERMATOGRAPHIA
5 INCLUSION CYSTS 21 SUS. BASAL CELL CARCINOMA
6 CUTIS RHOMBOIDALIS 22 SUS. SQUAMOUS CELL CARCINOMA
7 HYPERPIGMENTATION 23  ATYPICAL/UNUSUAL NEVUS
8 JAUNDICE 24 VITILIGO
9 SPIDER ANGIOMATA 25 TINEAPEDIS
10 PALMAR ERYTHEMA 26 INTERTRIGO
11 SUSPECTED MELANOMA 27 LIPOMA
12 PALMAR KERATOSES 28 ECZEMA
13  ACTINIC KERATOSES 29 PSORIASIS
14 PETECHIAE 30 SEBORRHEIC DERMATITIS FORM QA AUDIT BY:
15 ECCHYMOSES 31  OTHER ABNORMALITY(IES) D@ E ® G ®)|INITIALS:

16 CONJUNCTIVAL ABNORMALITY

DATE:
Mark Reflex® by NCS MM212101-1 654321  GS99  Printed in U.S.A. ] £




PARTICIPANT LABEL CASENUMBER | GROUPNUMBER |
00000000 0000000000
6lolete]o]o]o o100, Ml ololelelolololatoto s
OOOOOOEOO®® EXAMINER 1.D.
POPOOEOOEE 0000000000
olojelolo]ololol050 Il ololelelolelotelole)
olotetololololololo Il olotelelolelotetolo)

FORM AFHS - 9 ANATOMICAL CHART (SHEET 2 OF 2) gt

LEFT

RIGHT

‘._“‘

LEFT

( @ LESION(S) PRESENT ON BACK

LESION TYPE LEGEND

1
"
\ 1 COMEDONES 17 ORAL MUCOSAL ABNORMALITY
2 ACNEIFORM LESIONS 18 FINGERNAIL ABNORMALITY
3 ACNEIFORM SCARS 19  TOENAIL ABNORMALITY
4 DEPIGMENTATION 20 DERMATOGRAPHIA
5 INCLUSION CYSTS 21 SUS. BASAL CELL CARCINOMA
6 CUTIS RHOMBOIDALIS 22 SUS. SQUAMOUS CELL CARCINOMA
7 HYPERPIGMENTATION 23 ATYPICAL/UNUSUAL NEVUS
8 JAUNDICE 24 VITILIGO
9 SPIDER ANGIOMATA 25 TINEAPEDIS
10 PALMAR ERYTHEMA 26 INTERTRIGO
11 SUSPECTED MELANOMA 27 LIPOMA
12 PALMAR KERATOSES 28 ECZEMA
13 ACTINIC KERATOSES 29 PSORIASIS
14 PETECHIAE 30 SEBORRHEIC DERMATITIS
3 o> 15 ECCHYMOSES 31 OTHER ABNORMALITY(IES)
16 CONJUNCTIVAL ABNORMALITY
PRINTED NAME OF EXAMINING PHYSICIAN SIGNATURE/DATE FORM QA AUDIT BY:
D@ E @ G @)|INITIALS:
DATE:
Mark Reflex® by NCS MM212102-1 654321 GS99 Printed in U.S.A. - -



PARTICIPANT LABEL CASE NUMBER GROUP NUMBER
QOOEOOEO®OO®O® QOPOOOEOOO|  ammy,
OOOEOEEO®O® QOROOEOE®DEE| LN
OQOPOOOEEO®® EXAMINER I.D. -
OOOOOOE®OO®O® OOOOOOOOO®®
OOOEOOEOO®O® OOOOOEEO®O®
QOOEOOEOEEO®® QORROEO®OE®
FORM AFHS - 10 ELECTROCARDIOGRAM REPORT g
ECG EXAM WAS/IS: (O NORMAL (O ABNORMAL (O REFUSED
FOLLOW-UP RECOMMENDED? ONo QO YEs
PARTICIPANT COMPLY O YES ONo
WITH 4 HOUR ABSTINENCE
TECHNICALLY O SATISFACTORY (O UNSATISFACTORY
RHYTHM: NORMAL SINUS O YES QO No
INTERVALS
TACHYCARDIA BRADYCARDIA
>100 <50 PR (O SHORTENED (O NORMAL (O PROLONGED
QRS (O NORMAL (O PROLONGED
O RBBB O LBBB QO oiveb
©©@ @O ©OIO) QT (O NORMAL (O PROLONGED
OOO OO
OI0I0) @@ AXIS: (O NORMAL QO RIGHT Q) LEFT
©]0JO) ®O
OO ®® MORPHOLOGY
®G6 ®06
®O®0 ®® P-WAVE: (O NORMAL (O ABNORMAL
QI0I0) @@ QRS (O NORMAL (O ABNORMAL O OTHER
ST-T (O NORMAL (O ABNORMAL
®O00O @0 Q-WAVE (O NORMAL (O ABNORMAL
U-WAVE (O PRESENT O ABSENT
CHAMBER ENLARGEMENT ARRHYTHMIA? O YES
IF YES RHYTHM STRIP ATTACHED ® ®
RIGHT ATRIAL ® ® P WILL REQUEST PREVIOUS RHYTHM STRIPS () ®
LEFT ATRIAL ® o NOTE TYPE
RIGHT VENTRIC ® ® QO ATRIAL FLUTTER
LEFT VENTRIC ® ® QO ATRIAL FIBRILLATION
QO A-V DISSOCIATION
(O JUNCTIONAL RHYTHM
PRIOR INFARCTION ® ® (O MULTIFOCAL ATRIAL RHYTHM
(O MULTIFOCAL QO pvecs O PACS
- INFERIOR O O UNIFOCAL QO pvecs QO PACs
- ANTEROSEPTAL O (O OTHER (DESCRIBE IN COMMENTS)
- ANTERIOR O -A-V NODAL ® ®
- LATERAL O istt A-vBLOCK QO
2nd® A-VBLOCK QO
3rd® AVBLOCK (O
OTHER () LOW QRS VOLTAGE
(O ANEURYSM QO INFERIOR (O ANTERIOR (O ANTEROSEPTAL (O LATERAL
(O EARLY REPOLARIZATION :
(O PRE EXCITATION O wpw O LeL (O OTHER
() ® COMMENTS O Q)| TECHNICIANS ID# INITIALS
0]@, 0]16]6]0J6]0]
©]©)
PRINTED NAME OF CARDIOLOGIST/DATE ID# INITIALS FORM QA AUDIT BY:
D@ E @ G @)|INITIALS:
DATE:
Mark Reflex® by NCS MM212104-1 654321 GS99 Printed in U.S.A. e



PARTICIPANT LABEL

| CASENUMBER ___

~ GROUP NUMBER

T000O®OODE

elolelelolelolelolo)

010]6]6]0I6I01GI0O;

OOOOOOEEO®O®
QOROOOEEO®O

_ EXAMINER L.D.

0l016]610I6]010l0)O),

OOOOOOEOO®O®

QOROOOEEOO®O®

QOEOOOEEOO®O

©I0]6]6]0I6I0I0I0)O);

QORROEEO®E®

YEAR 15
FOLLOW-UP

D
»

UH A RADIOLO U

(O NEED PRIOR O REFUSED

FILM(S)

O NormALWITH O ABNORMAL

FINDINGS

O NORMAL, NO
FINDINGS

CHEST X-RAY EXAM WAS:

O FAR
O nNo
O YEs

FILM QUALITY IS: O coop (O WAS REPEATED

O YEs

COMMENTS/RECOMMENDATIONS:

FOLLOW-UP NEEDED:

trﬂ)
OnNo |

RIGHT LEFT

ANTERIOR

ABNORMAL (PLEASE NOTE THE LOCATIONS IN ABOVE DIAGRAM)

® Qowb (O SUSPECT
© Qowb (O SUSPECT

® O ACUTE O CHRONIC
®© O Acute (O CHRONIC
®
®©

O copb () OTHER
O copb (O OTHER
(O DILATED/TORTUOUS AORTA
Oasc  (QOBDbesc (O ARCH
(O AORTIC/TORTUOUS AORTA
Oasc  (QDbDeESC (O ARCH
(O A-V MALFORMATION
(O PULMONARY VENOUS CONGESTION
ELEVATED ® ©
(O HIATAL HERNIA

O®
® @© ATRIAL

® (© VENTRICULAR
®©® OTHER —,

NORMAL

®@® LUNGS | 1

LESION/NODULE/DENSITY

4 @® QO BENIGN (O SUSPECT (O CALCIFIED
® QO BENIGN (O SUSPECT (O CALCIFIED

5 ® (O INTERSTITIAL MARKINGS

6 ® (O OTHER

(O CALCIFICATIONS
QO OTHER: —

Oasc  QDeEsc (O ARCH
O OTHER —,

GRANULOMATUS
CHANGES

2 INFILTRATE

3 HYPERINFLATION

ARTERIAL
VASCULATURE

O AsC

QO DbeEsC (O ARCH

® ® VENOUS
VASCULATURE

(® ® DIAPHRAGMS

O OTHER —,

PLEURA NORMAL
® @ THICKENED
® © APICAL
® @© BASE
® © OTHER —.
RIB ABNORMALITY (O CERVICAL
QO HYPOPLASTIC
(O FUSED

® @ LEFT

HEART NORMAL
CHAMBER T

® ) RIGHT

BONEY STRUCTURES NORMAL

COMMENT (O®

PRIOR FRACTURES:

® ®

(O STERNUM

QO CLAVICLE
DEGENERATIVE CHANGES: QO CERVICAL
(O DORSAL
QO scoLlosis
O KYPHOSIS

QO SPINE
O RiBS POST SURGICAL CHANGES
(O PRIOR THORACTOMY
(O PRIOR CARDIAC SURGERY
(O PACEMAKER
(O OTHER: —.
INITIALS/DATE

SPINAL CURVATURE:

FORM QA AUDIT BY:

D@ G ® G @|INITIALS:

DATE:

ID#

OGO
6]0]6]0JGI0JO)]

X-RAY TECHNOLOGIST

0JOl6)
@OG

Mark Reflex® by NCS MM212107-1 654321 GS99 Printed in U.S.A.




PARTICIPANT LABEL CASE NUMBER GROUP NUMBER

@@@@@@@@% OOOOOOEOO®®

POEEOOOD® Olotetot0to101GI0I0) s =,
OOREO®OEOO®® EXAMINER I.D. g <3
@OOOOOEOO®® OOOOOOEOO®O®
@OOOOOEO®® 0]01016]0]6]0]0I0J0),
OOOOOEEOE®E® (010]6]6]0I6I0I0I0I0);
~AR A - - = YEAR 15
ORM A 4 VA AR LABU 2 DU FOLLOW UP
yes no
® ® Arefilms attached? How many? 0 = no arterial flow
1 = monophasic arterial flow
® @ Did participant comply with 4 hour abstinence requirement? 2 = biphasic arterial flow
3 = triphasic arterial flow
R_VASCULAR L_VASCULAR
Right Left
cne cne
Radial ® ©© O @ 6 ® 0O 0O 0 6
cne cne
Femoral ® © ®© @ ® ® © © @ 6
cne cne
Popliteal ® © ®© @ 6 ® © © ®
cne cne
Dorsalis Pedis ® © © @ 6 ® © ® @ ®
cne cne
Posterior Tibial ® ©@ ® @ O ® © ®© @ 6
o0
Follow-up: ® ® VASCULAR 88
Comments/Recommendations:® ® 88
OO
OO
OO
OO
OO
O Participant refused
PRINTED NAME OF R.V.T./DATE ID# INITIALS TECHNICIAN ID# INITIALS FORM QA AUDIT BY:
ODOEFO®O®® D@ G @ E @|INITIALS:

DATE:

Mark Reflex® by NCS MM212108-1 654321 GS99 Printed in U.S.A. ] &)



PARTICIPANT LABEL:
YEAR 15 FOLLOW UP
FORM AFHS - 16A DIAGNOSTIC SUMMARY (MEDICAL)
CHECR _ ONE.
ICD-9-CM [ PRE- NEWLY DIAGNOSIS BASED ON PHYSICAL EXAMS; ECG; HEMOCCULT; CHEST X-RAY; SPIROMETRY;
CODE EXISTING | DIAGNOSED | VASCULAR; AND LABORATORY STUDIES
| HEALTH PROMOTION SUGGESTIONS: ] WEIGHT: l SMOKING: ] ALCOHOL.:
COMMENTS: FOLLOW-UP NEEDED: COPIES GIVEN TO PARTICIPANT:
YES NO
1. 1.
2 2
3, 3,
4. 4,

RESULTS OF THE EXAMINATION AND RECOMMENDATIONS FOR FOLLOW-UP HAVE BEEN REVIEWED WITH

ME.

PARTICIPANT:

SIGNATURE

DATE:

DIAGNOSTICIAN:

SIGNATURE

ID#: DATE:

FORM QA AUDIT DONE BY:
ID# INITIALS DATE




PARTICIPANT LABEL:

DATE OF DIAGNOSIS (MO/DAY/YR):

LTH
YEAR 15 FOLLOW UP

FORM AFHS - 16B DIAGNOSTIC SUMMARY (PSYCHOMETRIC)

CHECK  ONE:
ICD-9-CM | PRE- NEWLY DIAGNOSIS BASED ON PSYCHOLOGICAL TESTING: SCL-90-R
CODE EXISTING | DIAGNOSED

COMMENTS:

PRINTED NAME OF PSYCHOLOGIST:

ID#

INITIALS

DATE

FORM QA AUDIT DONE BY:
ID# INITIALS DATE




FORM AFHS-22 HEMOCCULT EXAMINATION

QOORO®OEO®E

PARTICIPANT LABEL CASE NUMBER GROUP NUMBER
QOOOOOEOO®® OOOOOEOOO®O|  a=n
QOOOOEEOO®® (©IOJOIOIOIGICIGIOION:. =
@QOOOOOEOO®® EXAMINER I.D.
QORFOEEOO®® QOOO®EEO®®
OOOOOOEOO®O QOPOO®EEO®®

( TO BE COMPLETED BY PARTICIPANT)

OOOROOEO®E®
YEAR 15
FOLLOW UP

Please record the date of each stool sampled below and describe any alterations from the hemoccult diet.
The clinic will complete part 2.

O Incomplete (< 3 packets)

(O Sampled at rectal exam (0 packets)

PACKET 1 PACKET 2 PACKET 3
MO | DAY | YR MO |DAY| YR MO |DAY| YR
Date of smear:
@OOO © ©OOO © QOO ©
QOO ® OO ®© OOO| ®©
@O O @ O @ O
GBG O e O OB O
® O ® ® O ® @ O ®
G 6 6 G © 6 G 6 6
® ® ® ® © © ® 6
@ O @ @O @O O @O O O
o OOe o OO ® OO
Comply with diet? ® ® ® ® ® ®
® ® COMMENTS: 0]0)
OO
OO
OO
OO
QO
( TO BE COMPLETED BY THE CLINIC)
PACKET 1 PACKET 2 PACKET 3
Results: O Positive O Positive O Positive
O Negative O Negative O Negative
O No sample (O No sample O No sample
SLIDE SAMPLE KIT WAS: HEMOCCULT EXAM WAS:
O Complete (all 3 packets) QO All negative

QO At least 1 positive

» ® COMMENTS/RECOMMENDATIONS:

0000
0000

OO
0]©)

PRINTED NAME OF GASTROENTEROLOGIST

ID #

INITIALS

DATE FORM QA AUDIT BY:

D@ E @ G @)|INITIALS:

DATE:

Mark Reflex® by NCS MM211967-1 654321 Printed in U.S.A.



U.S. AIR FORCE HEALTH STUDY - La Jolla, California GROUP NUMBER
OOOROOE®OO®O®
POOROOEE®O®E,

YEAR 15
FOLLOW-UP

Dear Health Study Participant:

To serve you and future study participants in the best way possible, please complete this
short evaluation form. The form may be completed and delivered to the Health Study Logistic
Coordinator following your outbriefing at the Scripps Clinic on the second day of your examination.

excellent good satisfactory  unsatisfactory not applicable

Initial phone contact and recruitment
Travel agent contact and travel arrangements
Logistics Information Packet (mailed)
Airport/Hotel shuttle service
Hotel/Clinic van service

Hotel accommodations

Evening orientation meeting

Wives orientation meeting

Cafeteria meals at the Clinic
Examination schedule at the Clinic
Technicians (e.g., blood draw)
Interviews

Nursing Staff

Psychological tests

Examining physicians

Clinical outbriefing

Air Force Health Study Monitor
Overall clinical experience

O000000O0OO0OOOOOOOO
O0000O00OOOOOOOOOOO
0]0]0]0]0]0]0]0]6]0]0]0]0]0]6]0]6]6)
000000000 OOOOOOOOO
0000000 OOOOOOOOOOO

Did any examining physician ask about your specific duties in Southeast Asia? O yes O no
(If yes, please see the Air Force On-site Monitor immediately)

® ® Additional comments or acknowledgements:

Name:

(not required)

Mailing Address: Air Force Health Study M/S C5
Science Applications International Corporation
10260 Campus Point Drive
San Diego, California 92121

Mark Reflex® by NCS MM212109-1 654321 GS99 Printed in U.S.A. [ ] e



PARTICIPANT LABEL ___ CASE NUMBER ~ GROUPNUMBER |
@OOOOEEOO®O® QOOOEEO®® ;
@OOOOOEOOO®® @OOOO®EOE®DEE| SN
; @OOO®EEOO®O® ___EXAMINER I.D.
| OOOOOOEOO®® OOOOOEOOO®O®
Q OOOOOOEO®® @OOEPOEEOO®O®
QOOROOEODO®® QOPROEEO®®
# B e 4 YEAR 15
- : - LU FOLLOW UP
f:’ P 3344 16 16 Saok
(o] C A BAB 5 9 101114 A B 22 32 LKLB
'g; ® ® 0000 O O00OOOOOO O0O®
®O® ©

DIOX IMMUNE
g BLOOD DRAW INDICATED? O® OO DX IM FOLLOW-UP INDICATED? O®
: DONE? (O® ®O® REFUSED O O AUTHORIZATIONS ENCL.? (®O®
' RECENTOPERATON O O
GAVE BLOOD RECENTLY O O COPY LETTER ENCLOSED? (®®
HEMOGLOBIN < 12.5 O O
SICK (HADTEMP.ETC) O O CONSENT FORMS ENCLOSED?
< OTHER: O O
PLEASE SPECIFY OTHER: PHYS EX/PSYCH O ®
ADIPOSE TISSUE ®®
DX HIV TEST O®
SKIN BIOPSY OO
IM OO
O®
INCIDENT? OO MONITORID @@ @B ® HEMOCCULT SLIDE ENCL? (O ®
MEDICAL RECORDS ®® ©
COMMENTS: O®
A OOOO
B OO0O
c OO00O0O
p OOO0O
E OOOO
LEGEND: P=INDIVID PHOTO ENCLOSED FORM 10: T=ECG TRACINGS ENCLOSED
FORM 11:- CfCHEST (X-RAY ENCLOSED) FORM QA AUDIT BY:
Eggf"pl?.:éﬂﬁ'?ﬁmsn'égﬁt?ss E?lCLOSED, C=COMPLETED RESULTS ENCLOSED | @ ® @ (® (®|INITIALS:
MEDICAL RECORDS: P=PARTICIPANT, S=SPOUSE, C=CHILD (ENCLOSED)
DX=DIOXIN IM=IMMUNE DATE:

Mark Reflex® by NCS MM212110-1 654321 GS99 Printed in U.S.A. [l ]




PARTICIPANT LABEL CASE NUMBER GROUP NUMBER ,
QOPOOEEO®® QOOOOEOOOO®O| .
QOPAOEEO®® @QOOOOOEDE®O®|A
QOROOOEOEO®® EXAMINER 1.D.
@QOPOO®EOEO®® OQOOO®EEOEO®®
@OOROEEOO®® QOREO®EOEO®®
QOOROEOEO®® QO@OOEEOEOO®®

FORM AFHS - JAS JENKINS ACTIVITY SURVEY

YEAR 15

FOLLOW UP
MARKING INSTRUCTIONS AGE
¢ Use No. 2 pencil only.
¢ Do not use ink or felt tip pens. _ @O
« Erase cleanly any mark you wish to change. OO
* Make solid marks that fill the circles completely. %%
* Make no stray marks on this form. @ @®
®®
CORRECTMARK @ S — ®®
@@
INCORRECT MARKS O ® @ (©®
®®
1®EO 16 ®EOO® 31 ®EO 46 ®EOCO
2®O®O© 17®EOO 20O 47 ®E®O
3®EOO® 18®EOO® 33®EO 48 ®EO
4®EOOG 19®E®O M®E 49 ®EOO
5®® 200@0E®OO® I HOIOIC] 50 @®©QOG
6®EOO® 21 ®@EOO® 3 ®EO 510@0000OO®
7®EO 20O 37®EO 52®®O
8 ®E®O 23@®EOO 38@®@EOO
9®®® 20 ®WEO©O 39 ®®
10®EO 25 ®@EOO 40 ®E®O
1®EO 26 ®@EOO 21 ®EO
12000 27 ®WE®O 2®EOC0O
13®E®O 28 ®@EOO B3OEOO
14 ®EO 20 ®®O 4 ®EOO
15®EOCO® 30 ®EO 45 ®@EOO

FORM QA AUDIT BY:

D@ E ® G @)|INITIALS:

DATE:

Mark Reflex® by NCS MM212112-1

654321

GS99 Printed in U.S.A. E ]
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