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AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE-2019

IMPORTANT: This medical history form must be completed in the presence

physici a n.

American Club Hologram Sticker No. (from previous page

Doctor's lnitials:

Last Name First Name Middle Name

vrPiS (T tfrrRt FaMPuR,' '" h4rtd t D^)

{r>+G

Seafarer's Signature
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I

d
Name

Home Address

EmployerSeaman's Certificate NoPhone No.
Date of Birth

(dd/mmlyyyy) tr'dN66/l Ab /vt4 s.,/ ///o(3O,l
RelationshipT

ln case of emergencY, notifY:
Phone No.:Address:

33Physician's Phone No.:

Address:
Personal Physician or Clinic

h Blood Pressure

Heart Disease

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

Any other major medical or physical conditions?

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

es YES NO

Do you have any qllergies? -
D V

lf you have allergies, please describe:

Family History
YES NO YES NO

Dia betes il w Cancer tr V
n V Mental lllness tr v
tr -d Epi lepsy/Seizu re tr .)/

Have yo u received treatment for the following?
NO YES NO

Dia betes tr V Jaundice or HePatitis tr v
Heart Trouble tr v Dizziness D V
High BIood Pressure tr z'l Back Problems tr {
Shortness of Breath tr g Slipped Disk tr w
Chest Pain n d Wrist Problems tr w'
Chronic Cough n d Fractured Vertebrae n EI

Asth m a tr V Arthritis/Gout n 9.4
Tuberculosis n { Kidney Problems U E-
Rheumatic Fever tr { Cancer/Tumor u E'
Freq uent Headaches u { Rash or Skin Problems ! iy
Vision Problems tl d H ernia/Hyd rocele n v
70/20 Yision fl V Varicose Veins n tr
Epilcpsy/Scizure tr €

J// 'Drug Problems tr V
Hcaring Problems n v Mental Breakdown tr w^

ol cal lm irm De on or Mental lllness n {
Se xua lly Transmitted Disease n V

MALE ONLY YES NO FEMALE ONLY YES NO

Prostate Problcms il P rcgn a ncy n n
Testicular Lumps

Irenile Dischargc

L-l Sreast l. umps

Mcnstruallssues

E tr
u tr fl

YES Nb

Are you currently under a doctor's care? D fi.-
lf "YES", for what problem(s)?

Physician's name and address (if differentfrom !!,9 rn" noted above)

llave you had surgeries or have been t olpLlellIS!1 
-

tr w
lf "YES", provide the date(s) and give details below

Date of Iast Tetanus vaccination: (ddlmm/yyyy)

List other vaccinattons/dates
(dd/mm/yyyy)

Datc of last dentai c caning: (dd/mm/yyyy)

Date of any recent dentai work: (ddi mm/yyyy)

YES NO

Do you smoke? u v tf "YEs" how

tf 'aES" how many cks

Do you drink

a lcohol?
{

Do you use or take

any drugs?
d lf "YES" , name the drugs and how often

used:

NO wYESAre you presently on anY medication(s)?

lf "YES", please list prescription and over the counter medications you ta ke

regu la rly

Ilit Fnr l-\rrrrr nrr Rn.,rrj (hio
overall, would you

f,l Excellent

is (please check only one):

n Fairood
say that your he

t, e) Roct F- Scaman's Number ereby Declare that I have made full disclosure of atl of my medical history to the

information supp icd by forms the basis upon whlch I will be offered emp loyment as a Seafarer. I understand that in the
Doctors an d staff of this Clinlc. I am awarc that the
event of any mlsrcp rescntatlon cither by statement or omission I will ose the riSht to benefit from sick pay and / or compensation which would otherwise be due under the

or undcr any Collective Bargaining Agreemcnt. I Also HerebyContract of IrnPloyrncnt
and/or the owncrs and/or lnsurance of the Vessel or their authorizcd representatives.

conscnt to mV gedical records being made available upon demand to my emPloYers

t11

I

YES

' lf "YES", how much and how often:

n


