
VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

ALLERGIES:

Drabetes

High tjiood Pressure

li 'yes", to any oF the above, please explain

Any other rnalor conditions?

':s: cuiar Lumps

:ini e D scharge

PHOTO
Dr.'s Initials

Seafarer's Signature

Date ;

a
Do you have or have received treatment for the following;

Yes NO

Do you or did you smoke? How long?

F'acks per day?

Do you use alcoholic
beveraqes? tr How

much/often?

Do you use or take any
druqs? T a Mention druqs used belovtr :

:'; il,- c"rreni/ r's careTd

i1' Y es pro bienr(s)?

pr /s c,3r(s) Name,lAddress (if different than noted on page 1)

of surgeries/hcspitallzations

vei. E,ve detalls

Oate of last tetdnus Vaccination: (ddlmm/yyw)

Other Vaccinations . Mention :

Date of last dental cleaningl (ddlmm/yyyy)

Dat€ of recent dental work: (ddlmm/yyyy)

would you say that your health is (please check one) Excellent Good tr Fair

DECLARATION

,4& U&'t+WSTbfu W#$n-.-^,r0... qfughereby Decrare that I have made rurldiscrosure or arror mv

medrca-ihistory to the Doctors and stafl of this Clinic. I am a$/are that therin/ormatlon sipplied by forms the basis upon which I will be offcred employment

as a Seafarer, t undcrstand that in the event of any misrepresentation either by statement or omission I will lose the right to benefit from sick pay and / or

ccmoensatron which wolrld othenvise be due under the Contract of Employment or under any Collective Bargaining Agreement l AIso Hereby consent to

my medical rccords bcing made available upon demand to my employeri and/or the Owners and/or Insurance of the Vessel or their authorized

representatives.

Name: 6 Date of Birth i

Address 0 4 'tJ' . Lo, crn)d
Certificate No. 019)qselst

Employer: { T, Title :

In Etnergency, Notify : Relationship : o,?lvr-{9DJ A; w,.Personal Physician or Clinic :

Addless :

Phone l 5l Wd-6',ry

had :
YES NO YES NO

I Yes No Yes No Yes No Diabetes

Heart Trouble

Blood Pressure

tr M Jaundice or Hepatitis n M
n Heart Disease n NT Mental Illness nM n M Dizziness tr g

ntr Cancer tr M tr M Back Problems n g
Shortness of Breath n a Slipped Disc u V
Chest Pain tr M Wrist Problems tr g
Chronic Cough tr M Fractured Vertebrae n E,
Asthma tr M Arthritis / Gout tr g
Tuberculosis n il Kidney Problems n E
Rheumatic Fever tr M Cancer / Tumor n E
Frequent Headaches u M Rash or Skin Problem tr g
Vision Problems tr M Hernia I Hydrocele I D
20/20 Vislon tr M Varicose Veins tr W
Epilepsy tr V Drug Problems tr g
Hearing Problems tr V Mental Breakdo$Jn n W
Psychological lmpairment, Depression or Mental Illness g
Sexually Transmitted Disease n w

If yes, give details :
FEMALES ONLY

Yes No Yes No

,rostate Problems u M Pregnancy n tr
n g Breast Lumps u tr
u V Menstrual Problems tr tr

Yes Ellno

Yes No Date r

E]' Non YesAre you presently on any medication

If Ves, Please list prescription and over the counter medications you take regularly:

tr


