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Form no. US$Q06

RECORD OF SEAFARERS FOR MEDICAL XAMINATION

4uNarne (lastr'f i rst&middle)

Date of Birth (dayirronthiYear)

N4CE<' HoHdu'ire
-frar1,W Female

Home address RA, skt
Passport/Discharge Book No ot I ent: (

//:-
dec(gggdradio,lood handling/o ther) 2-4 L€^(ot/H

Routine and emergency duties ..?---
(e.g.. coastal. trop cat. dotlo*i&) Q)t be

Type oi ship (container, ,ui6r, pu.r"ng"r. l shing) 7r+,1/k FtQ Trade area

EXAMTNEE'S pERSONAL DECLARATION (ASS|STANCE SHoULp BE OFFERED BY MEDICAL SrAFF)

Have u ever had an of the followi conditions?

ns

YesNo. SLt
eep problem181 i vision problem

19 you smoke , use alcohol or rugsigh blood pressure
20 rgery3 lar disease
21 zures4

22 nting5

Heart surgery

Varicose veins/piles

6 Asthnrai broncltit is

24 emsPsych7 disorder
z3 Loss of nessB

26 Attempted sI id problerns

27 Loss of memory10 disorder
Balance problems11 ems

Severe headachesn pro ems12

Ear (hearing/tinnitus) nose/throat problems13

114 us diseases
JZ Back or joint15

Amputation6 enital disorders
J4 Fractu1 Pregnancy

lf any of the above questions were answered "yes", please give details (separate sheet can be used)

35 Have you ever been signed o{f as sic}< or
repatriated from a shlp?

tr Y 39 Are you aware that you have any medical
oroblems, diseases or llness?

n V
36 Have you ever been hosp tal zed? n V 40 Do you leel healthy and f t to perform the

dutles of your designed posltion/occupatlon? tr
3l Have you ever been declared unlit lor sea

dutV?
t_l rvtl 41 Are you allergic to any medications? tr

.10 Has yoLrr medlcal cerLllicate ever been
reslr cted or revohed'l

fl V
COmmetltS (separare sheet can be used) i

on Board Shi
42 Are you tahirq any no n or prescrlpt on medicallons? tr
lf yes, please list the medications taken and the purpose(s) and dosage(s) (separate sheet can be used)

concerned is not
U

ng from any cal condition likely to be service at sea or to re
on board

seatarer
nlit lor such service or to the health ol

I hereby certify that the personal declaration above is a true statement to the best of my knowledge

I also hereby authorize the
and public authorities to Dr

sig nature of examinee: 
y' xbto-e Date (day/mont

Witnessed by
M.B,B.S:

release of all my previous medical-re-cqfds.from any health professionals, health, institutions
l-ta , AYctt b /- K4//41r6#pr6ved medical practitioner).

0 JEB 2!ln _

Date and contact details for previou ination (if known):-
r0 liM N 0. uSSLoo6_PMo3 O4:RBVW; 2017 Page'213

1:

No.YesSL n IYWl fl WWlt vrIItq|l
t4IWil
tYrlIYII
trllLoss of consciousnessII w
D{illl IY

l t4lt IVDiabetes

ft l\fn IY
ft t{II t{
ll orll tf
l brfll I.r )o

n wrn tr 30Allergies

l t{Restricted mobilityII IY
ll l*1tl IYHernia

l t{l lvr
l l*f'll l

w
Y

tt-Y'

&,

fi


