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A LLERGIES: aLr \L r ?Edi
Do you have or have received treatment for the following

Fami Histo fam ever had
Yes

I r; actc s

lHigh Blood Pressure

.: res", to any oF the above, please explain:

Any other nra;or cond ttons)

ONLY

re you currenti',, under a doclor's care?

lf Yes, for vJhar problern(s)?

Prrys c,ai(s) Name/Address (i.

" ':C.'i O' 5JrQC: CSihCSprla' ZettCnS

than noted on page 1):

f ', Lls. !i,.Je OL::drlS

r--
tlate of last tetanus Vaccination

Other Vaccinations , Mention i

Date of last dental cleaning:

Date of recent dental work:

Are you presently on any medication :

If fes, Please list prescription a over the counter medications you take regu

lv.lrld you sav tha[ your health is (please check one) Excellent Good Fair

Dt:CLARATION

r, *tlhl( A->' * fr ff(gseJman's 
^u^0r,779L?26",;0, Decrare that r have made rur discrosure or ar or my

nlodrcal history to the Doctors and staff of this Clinic. I am aware that thdinformation supptied by forms the basis upon which I will bc offcred employment
as a Seafarer, I undcrstdnd that in the event of any rnisrepresentatio0 either by statement or omjssion I will lose the right to benefit from sick pay and / or
conlircnsatron urhich would otherwise be due under the Contrast of Employment or under any Collective Bargaining Agreement, I Also Hereby consent to
Irly lilcdicdl rcccrrls bcing made available upon demand to my employers and/or the Owners and/or Insurance of the Vessel or their authorized
,i pr-l5celdtrvf)i

nta rne: t\ry.%)Ut Date of Birth
Add ress

Seaman Certificate No.: one
Enrployer: Vessel: Title :
In Emergency, Notify Relationship : Ph,:
Personal Physician or Clinic ;

Physiciant Phone I

No Yes No Yes No

Hcad Disease tr tr (?ental Illness tr pT
- Cancer tr B

YES NO YE5 NO

Diabetes E}tr 3aundice or Hepatitis tr Ei
Heart Trouble tr a Dizziness tr E,
High Blood Pressure n d Back Problems tr E}
Shortness of Breath tr M Slipped 0isc u
Chest Pain u g Wrist Problems tr E
Chronic Cough n W Fractured Vertebrae tr g
Asthma tr g Arthritis / Gout tr E
Tuberculosis tr EI Kidney Problems n trI
Rheumatic Fever tr ru Gncer / Tumor tr E}
Frequent Headaches u a Rash or Skin Problem tr tri
Vision Problems tr B Hernia / Hydrocele I E
20/20 Vislon tr a Varicose Veins tr tr.
Epilcpsy ln n irDrug Problems

Hearing Problems lElgl,..,. Breakdowr u
Psychological lmpalrment/ Depression or Mental Iilness f
Sexually Transmitted Disease u G}

If yes, give details
FEMALES ONLY

Yes No Yes No
Prostate Problems t? Pregnancy tr
i c5tirilllar Lumps n m Breast Lumps tr
Peniic Dlschargc n t* Menstrual Problems tr

Yes Ei{a

Efno Date :

(ddlmm/yyw)

(ddlmm/yyyy)

(ddlmm/yyyy)

Yes No

Do you or did you smoke? plf.r4ow rons?

lP'acks 
pcr dayr

Do you use alcoholic
beveraqes? tr Eil*o,liron"n,
Do you use or take any
drugs? n used bclow

Yes

J
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