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--*iry AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE-2019

IMPORTANT: Thls medical history form nrust be completed in the presence

p hysicia n.

American Club Hologram Sticker No. (from previous page):---
Doctor's lnitials:

'@11--
Seafarer's Signature
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Name
+o

Last Name First Name Middle

i

Home Address
36u{R. ktt/L. k a Zr r2- lttz, Soot 4+a t , Fta / '

Date of Birth
(dd/m m/yyyy)

Phone No. Seaman's Certificate No. Employer

tS.06- fuCt vsL7a4, VOm4uA/ D t-t/rl/T/tw
ln case of emergency, notify Relationship:

Phone No.

cian's Phone No.:cian or Clinic:Personal P

Family History
YES NOYES NO
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Ca ncer

IVental lllnessL-l v V

Have received treatment for the following?
NO

Diabetes
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L]
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H Blood Pressure

Heart Disease Epl lepsy/Seizu re L,l

lf "YES" to any of the above, please explain

Any other ma.jor medical or physi cal conditions?

lf "YES" to any of the above, please explain

Overall, would you say that your heq.lrh

E Excellent Mooa
is (plcasc chcck only one):

L l l-arr

/L

NO

lf you havc allcrgics, please dcscribe

r/>zzea Hereby Declare that I have made full disclosure ol al1 of my medical history to the

v'
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_,1

Scaman's Nurrbcr
t)octors and staff of this Cllnic. I am awarc that the information sup
evcnt of any mlsreprcscntatlon either by statcrrtent or omlssion w

plicd by forms thc basis upon whlch I will be offercd cmployment as a Scafarer. I undcrstand that in the

ill lose the right to benefit from sick pay and /or compensation which would otherwise be due under the

Contract of tmployment oT under any Collective Bargaining ngreemcnt. I Also Hereby

YESYES NO-
ntr tr laundice or HepatitisDia betes
un V DizzinessHeart Trouble
UBack ProblemsHigh Blood Pressure L] g

Slipped Disk L]Shortness of Breath tr a'
L]D { Wrist ProblemsChest Pain

un ty Fractured VertebraeChronic Cough
trL] a'{ Arthritis/GoutAsth ma
nV Kidney Problems-f 

u bercu los is n
Cancer/Tumor !Rheumatic Fever u V

trn v Rash or Skin ProblemsFrequent lleadaches
nn V H ernia/Hyd roce leVision Problems
trn 4 Varicose Veins20/20 Vision
flD g' Drug ProblemsEpilepsy/Scizure
L]

tr
eaH ri Probl ems

P ol cal lmpairm De

Mental Breakdown

or Mental lllness

nSexually Transmitted Disease

MALE ONLY YES

Pregna

YES NO

Prostate Problems tr n tr
Testicular Lumps ! n tr
Penile Discharge n [l.ff M"nrtrral lssues L] tr

YESAllergies
uDo you have any allergies?

t$oYES

u currently under a doctor's care?Are

If "YES" for what roblem(s)?

name and address different from the one noted

r-l

VHave you had surgeries or have bccn hospitalizcd?

ivc details belowIf ,,YES" rovide the

n
and

Date of last Tetanus vaccination (dd/mm/yyyy)

List other vaccinations/dates:
(dd/mm/yyyy)

Date of last dental cleaning (dd/mm/yyyy)

Date of any recent dental work (dd/mm/vyyy)

YES NO

Do you smoke? u v lf "YES", how long?

lf "YES", how many packs Per daY?

Do you drink
alcohol?

n { lf "YES", how much and how often

lf "YES" , name the drugs and how often
uscd:

Do you use or take

a ny d rugs?
{

No l'{YES uAre you prcsently on any medication(s)?

lf "YES", plcasc list prcscription and over the counter medications you take

regu 1a rly

I.'it Fnr T)rrtrr nn Rnrrd ShLu

and/or the Owners and/or Insurance of the Vessel or thcir authorized representatives.
Lonsenl to my,pediral records being made available upon demand to my omployers

r,
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Address:

nr-a???1 3678
Address:
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No II FEMALE ONLY

[!-ll Breast Lumps
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