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GTANDARD FORM KO, 84

Oj]ice Memorandum « UNITED STATES GOVERNMENT :

Heranl; ror ae em? /

’ 5 - (T e S .
N > Wt - i /@Zi
TO Alek CLAYTON . \ * 13 August 1963 [
j ‘ == Dale Cm(), Sig &, o Seclom

; 3. . :

4 oM ; Udmyg
mev L= ¢ ot rresner, Goanco foin £,
A2 Cfr, ST
r SUBJECT:  yg.Medical Appointment g
: . 19 August
A medical examination has been scheduled for sa Monday/
3 ] _ afternoon at & 2:00 PM (1400 hrs.) at the affica of Dr./ |
i whose address is: [ 1

Attached are (2) copies of the form 89. One completed copy you
take with you to the doctors office when v appear for the examination- l
the other completed copy you can give to " T¥ho will bring it back !
to me. The second copy gets placed in your rile as a matter of record.

Please follow instructions for f£illing out the form 89 very

carefully.
i ‘ Yo NoT Give NAMES oN GQuestion 356, LIsT |
SurcERy, ILLNESSES OR  AILMENTS - No Nawmes oF
) Docrezs

"DECLASSIFIED AND RELEASED BY
CENTRAL !NTELLISENCE AGENCY
| BOURCESNETHODSEXEMPT ION 3824
| | NAZI NARCRIMES 01 SCLOSURE ACT
BATE 2006




TS
standari Form 89
o (Rov. Aup. 1ux)
PROMULGATED BY
BOREAU OF THe DUNGET
Cincutan A-24

Nty

sy

REPORT OF MEDICAL HISTORY

THIS lNlUlﬁlTlﬂN 1S FIR OFFICIAL USE ORLY AND WILL NOT 8E RELEASED YO UNAUTHORIZED PERSONS

1. LAST NAME~—FIRST NAME—MIOOLE NAME — ~4, 2. GRADE AND COMPONENT OR POSITION
_ Ceayion, AleXiyser, %

1. IDENTIHC)ATl{N NO.

4. HOME ADDRESS { Numder, sireet or RFD, ¢lty or toun, rone and State}

5. PURPOSE OF EXAMINATION

G. DATE OF EXAMINATION

/F s /763 .

7. SEX 6. RACE
idl [C,gucagu,u

9. TOTAL YRS.
MILTARY X CIVIUAN

GOVT. SERVICE 10. DEPARTMENT,

AGENCY,OR SERVICE

11, ORGANIZATION UNIT .

12. DATE OF SIRTH 13. PLACE OF BIRTH 7

155ep 1909 Zsvem ia

/

14, NAME. RELATIONSHIP, AND ADDRESS OF NEXT OF KIN

15, EXAMINING FACILITY OR EXAMINER, AND ADDRESS

16. OTHER INFORMATION

17. STATEMENT OF EXAMINEES PRESENT HEALTH iN OWN WORDS. ( Followo by deacriplion of past blslorg, U complaind exiats) -
. . . ol LEAF
G onimA tly GOOD, S OWE DETCRI0RAT om on HEEENE 28T BAR, .

18. FAMILY HISTORY 19, I&S ANY BLOOD nsun:lon (Puarent, brother, dister, olher) i
RELATION | AGE | STATE OF HEALTH IF DEAD, CAUSE OF DEATH A | ves | o (Check each item) RELATION(S)
FATHER Yl NEG LILMENTS S¢ /| #AD TuBERCULOSTS ;
MOTHER CLY ACE 77 .47 | HAD SYPHILIS :
SPOUSE 5Y —ao D v HAD DIABETES
G5 | Lewrn oWV ¢7 | WAD CANCER
BROTHERS £33 | gwor §'ieasof £ | wAD KIDNEY TROUBLE
AND 77 Wi CASv4L Ty 42 4 | wap Kearr TrouBLE
SISTERS P2 CAS g Ty 38 e HAD STOMACH TROUBLE | FATR/ETR
5y | Gooo /v St . v v HAO RHEUMATISM (ArtATitls)| 27 o 7%y R0
e | 3| Ge oL | T TSTRRR oY FEvERC | g
2y | Coo L | wan emErsy (P
7 | COMMITTED SUICIDE
7 | BEEN INSANE
20. HAVE YOU EVER WAD OR HAVE YOU NOW ( Plocr check al left of cach Hem)
ves|no {Check each item) es|no (Chock each iterm) [YES, NO (Check sach item) IYES{NO (Check each itam)
J SCARLET FEVER, ERYSIPELAS J | conen V) TUMOR, GROWTH, CYST. CANCER J | “TRICK™ OR LOCKED KNEE
/| DIPHTHERIA -/} TuBERcuLOSIS V| RurTuRE V| FoOT TROUBLE
V] RMEUMATIC FEVER J m, 1 areenoicms | NEURMIS
V1 SWOLLEN OR PAINFUL JOINTS V| asvrma V| mies or RECTAL DiSEASE /| PARALYSIS (Ine. tnfanille)
7 MUNPS 7| snorTNESS OF BREATH FREQUENT OR PAINFUL URINATION ¢ | EPILEPSY OR FITS
@ [ | wwoora coucn v | PAIn OR PRESSURE In CHEST /| KIONEY STONE GR 8LOCD IN URINE | /| | CAR. TRAIN, SEA, OR AIR SICKNESS
v FREQUENT OR SEVERE MEADACHE V| curonic coucH J T SUGAR OR ALBUMIN IN URINE /| FREQUENT TROUBLE SLEEPING
V | DIZZINESS OR FAINTING SPELLS J [ PALPITATION OR POUNDING HEART s0US V| FREKENT OR TERRIFYING NIGHTNARES
v EYE TROUBLE /| uiGk or Low eLoop PrESSURE VENEREAL DISEASE \/ | DEPRESSION OR EXCESSIVE WORRY
V| ear nose or THROAT TROUBLE |V CRAMPS IN YOUR LEGS N | RecENT GAN OR L0SS OF WEIGHT \/ | 0SS oF MEMORY OR AMnESIA
V| rumning ExRs ' | FREQUENT mDIGESTION N ARTHRITIS OR RHEUMATISM J| veo werTinG
¥ | crroNic or FrEQUENT cOLDS v | sromacn. Lver o nresTiuaL vRoUELE / | eonE. 10iNT, OR OTHER DEFORMITY / | HERVOUS TROUBLE OF ANY SORT
¥ | severE ToOT™ OR Gum TROUBLE V| auL sapoer TRoUSLE 08 AL STONES V| wmeness J | ANY oRUG OR MaRCOTIC MABIT :
v SINUSITIS V| 1aunoice | LoSS OF ARM, LEG, FINGER. OR TOE J | excessIve oRiNKiNG nasiT '
i | may rever 7| RacTion 70 SERUM. DMUT OR | o/ 4] punul on “TRICK"SHOULDER 0R ELBOW| | V | HOMOSEXUAL YENDENCIES )
21. HAVE YOU EVER (Check each item) 22, FEMALES ONLY: A. HAVE YOU EVER-— 8. COMPLETE THE FOLLOWING:
v WORN GLASSES V] arteneren suicioe BEEN PREGNANT AGE AT ONSET OF MENSTRUATION
v | worn an aaTiFiciaL Eve N/ | BEEN A SLEEP WALKER HAD A VAGINAL DISCHARGE INTERVAL BETWEEN PERIODS
7| worn nearinG atos R Y ORE WHO MAD OEN TREATED FOR A FENALE DISORDER DURATION OF PERIODS
V| stuttereo or sTAmmERED V| coucreo up sL000 HAD PAINFUL MENSTRUATION DATE OF LAST PERIOD
| WoRN A BRACE OR BACK SUPPORT| | V/| BoEd DLCESTTLy AFTER IRAIRT O HAD IRREGULAR MENSTRUATION | QUANTATY: [Jnomnae escassmve [J scury
23. HOW MANY JOBS HAVE YOU NAD IN THE | 20, WHAT IS THE LONGEST PERIOD YOU 25. WHAT 15 YOUR USUAL OCCUPATION? 6. ARE YOU (Check one}
PAST THREE YEARS? KELD ANY OF THESE JOBS! . N, N
MONTHS P ‘I 0w o UrT mnoED

7

16—82289-1




YES

z
o

CHECX EACH ITEM YES OR NO. EVERY ITEM CHECKED "YES™ MUST OE FULLY EXPLAINED 1N BLANX SPACE ON RIGHY

20, MAVE YOU BEEN UNABLE TO HOLD A JOD BECAUSE OF:
A. SENSITIVITY TO CHEMICALS, DUST, SUNLIGHT. ETC.

8. iNABILITY TO PERFORM CERTAIN MOTIONS
C. INABILITY TO ASSUME CERTAIN POSITIONS

D. OTHER MEDICAL REASONS (/1 yes, give reasons)

28 MAVE YOU EVER WORKED WITH RADICACTIVE SU8-
STANCEY

01D°YOU HAVE DIFFICULTY WITH SCHOOL STUDIES
OR TEACHERS? (/f yas, give details)

30. HAVE YOU EVER BEEN REFUSED EMPLOYMENT BECAUSE N o o RO .
SF YOI;R)NEALTHI (ifyes, statersasonand give . . . . o . o ‘
otuils, B . |

31. MAVE YOU EVER BEEN DENIED LIFE INSURANCE?
(If yes, stats roason and give details)

32, HAVE YOU HAD, OR HAVE YOU BEEN ADVISED TO HAVE.
ANY OPERATIONS? (If yeas, desoribe and give
age at which occurrad)

33. MAVE YOU EVER BEEN A PATIENT (eommm-d or
voluntary) th A MENTAL HOSPITAL OR SANA
1UM? (If yes, apecily when, whare, why, a
name of doctor, end complete address ol

RN RS EN RN RN YIS TE
[

Rospital or clinic . . - .
B . u, uAv: \rou EVER HAD Auv ILLNESS OR INJURY QTHER ’ ¢/ ) . . :
N v ALREADY ROTED? (11 yos, apecily N Rslls. .
. wlun. wlun. and give detasls)

35. HAVE YOU CONSULTED OR GEEN TREATED Y cLiNics, . - n}" Lri#Ri TV
PHYSICLA R OTHER PRACTITIONERS 20 of pidl Ot B irae . /5.
v TN THE PAST S VEARS) (! yon give ob Q/fy Preza o i (27( ’%l]
plcéo lddn of doctor, honp ‘
ani .

.| 38 HAVE YOU TREATED YOURSELF FOR ILLNESSES O . : T e
/|7 THAN MINOR COLDST Uf yes, which dlnnma) N e e .

B ¥7. HAVE YOU EVER BEEN REJECTED FOR MILITARY

4 SERVICE BECAUSE OF PHYSICAL, MENTAL. OR OTHER
REASONS? (I/ yes, give date and reason for
rejection)

33, HAVE YOU EVER BEEW DISCHARGED FROM MILITARY
/ SERVICE BECAUSE OF PHYSICAL. MENTAL. OR OTHER .
ausous; U yes, give dcu. reason, lnd

trpe
othee than honore le, for unfitness or un-
auitability)

: 3. H.IVEYW EVER RECEIVED, IS THERE PENDING, HAVE

APPLIED FOR, OR DO YOU INTERD TO APPLY FOR

: v TSI OR COMPNSATION FOR EXFSTING DISABIL

LITYY: (I yes, apecily -vhat kind, granted by
whoam, and what amount, when, why

| CERTIFY THAT | KAVE REVIEWED THE FOREGOING INFORMATION SUPH.I&O BY ME AND TKAT IT 15 TRUE ANO COMPLETE TO THE BEST OF MY

NOWLEDGE.
1 AUTHORIZE ANY OF THE DOCTORS. HOSPITALS, OR CUNIG “9‘ NED ABOVE TU FURNISH THE GOVERNMENT A COMPLETE TRANSCRIPT OF MY M!DICAL RECORD FOR PURPOSES
OF PROCESSING NY APPLICATION FOR THIS EMPLOYMENT O

. . TYPED OR PRINTED NAME OF mumé_‘[ly/ a/J '44[’( TG“W“WK % %—_—f/%‘/f }fﬁ:‘

m PHYSICIAN'S SUMMARY ANO ELABORATION OF ALL PERTINENT DATA (Phgakcian shall nuwuul on all pulllu ansoers in kemy IOMSI)

“SIGNATURE HUMBER OF ATTACHED
" SHEETS

T3E0 OR PRINTED NAME OF PHYSICIAN OR EXAMIN™-

DATE

16022801 tr U.5. GOVERNMENT PRINTING OFFICE : 1752—0-213344




