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Hospital | yphoid, Paratyphoid and Shigella Diagnostic Evaluation Form —
Logo ( Country Name, Hospital Name, Address, Phone Number, Fax Number ) (D) D (Y)
Date of Examination

Name Passport No.

JEA B 2 (Symptom Inquiry)

# “&(fever)(demam) [/ (No) L5 (Yes)( S 1B 5 4c bt 7235 %)

% & (abdominal pain)(sakit perut)[ | (No) [ ] (Yes)
"% /8 (diarrhea)(diare) [ ]& (No) [ 5 (Yes)

% F B G FEEFEA AR T3 A % % (Stool Culture)
hE R @B A 4% » not required for medical examination done in Indonesia)

[ 1F5 $4(Positive)
[ ]t |4+ (Negative) [ &5k % % Faiu? (Pending)

& BGF 2R FILA A R A R)R % B % (Blood Culture)

(A R &8 # % 4% ° not required for medical examination done in Indonesia)

(BREBXF4HLBREE)
[ 1+ (Positive)
[ Jt& 1+ (Negative) (¥ 5% % % 7232 ¢ (Pending)

s

B3P R R GE BRI EALAARALS AR T IR RIETE i@

wF el ) E "Wtk Sy | AL > IR LY PERERFT o

2. P AHARARY E- ABEY VRIBE E- SRR O TR B

%r@gﬂ o

PF OF Wk OB %o (Name & Signature )
(Chief Medical Technologist)

(Name & Signature )
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( Chief Physician )

(Name & Signature )

=%
&
o

>~
s

w5



( Superintendent )

p #p (Date) :
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