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American Club Hologram Sticker No. (from previous page

Doctor's lnitials

Last Name First Name Middle Name

b o e'7p1- 'TrlA cr/ 144 14, ,<H44Aa ell,+R/ '

Seafarer's Signature
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Name:
o/,tA

Home Addressl

EmployerSeaman's Certificate NoDate of Birth
(dd/nr m/yyyy)

Phone No.

VAN6UAAD I4AAIT/MiO
Relationshipln case of emergency, notify:
Phone No.:Address:

Personal Physician or Clinic: Physician's Phone No. 02-33331 3678
Address:

Family History
YES NO YES

Diabetes E E. Canccr

r-l

tly
High Blood Pressure

Heart Disease

fl w Mental lllness w'
n { Epile psy/Seizu re tr lt/

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

Any other major medical or physical conditions?

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

I{ "YES,, vide the da and ive details below

Have you received treatment for the following?
YES NO YES NO

Dia betes tr w Jaundice or Hepatitis u &-
Heart Trouble n { tr B'
High Blood Pressure tr w Back Problems tr
Shortness of Breath u V Slipped Disk tr A/'
Chest Pain tr V Wrist Problems tr A/
Chronic Cough L] V. Fractured Vertebrae tr D-
Asthma Arthritis/Gout u V
Tu bercu losis L] v Kidney Problems tr r-
Rheumatic Fcver n V Cancer/Tumor n ,v
Frequent Headaches n :y Rash or Skin Problems tr !.---
Vision Problems n V H ernia/Hyd roce le tl V
20l20 Vision D V Varicose Veins tr E-
Epilepsy/Seizure n tv Drug Problems n lr-
Hearing Problems u af.,- Mental Breakdown tr t*^

Psychological lmpairment, Depression or Mental 1 Ilness n E-.-

Sexually Transmitted Disease D A-"

Allergies YES NO

Do you have any allergies? n E."
lf you have allergies, please describe:

Overall, would you say that your health is (please check only onc)

I Excellent g<66u I Fair

t,

DEC
o L l-toH*Jrttrf 'ereby Declare that I have made full disclosure of all of my medrcal history to theSeaman's Number

Doctors a nd staff of this Clinic. I am awarc that the information supp ied by forms the basis upon w hich I will be offered employment as a Seafarer. I understand that in the

event of any misrepresentation either by statement or oln jssion I will lose the right to
Contract of Er!ployment or under any Collective Bargaining Agreernent l Also HerebY

and/or the Owners and/or lnsurance of the Vesscl or their authorizcd represontatives.

benefit from sick pay and / or compensation which would otherwise be due under the

MALE ONLY

Prostate Problems

YES NO FEMALE ONLY

P

Menstrual lssues

YES NO

n tr tr
Testicular Lumps tl al tr
Penile Discharge n tr n

YES

n
i\lo
VAre you currently under a doctor's care?

lf "YES", for what problem(s)?

Physician's name and address (if different from the one noted above)

trHave you had surgeries or have been hospitalized?

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: (ddlmm/vvyy)

YES NO

Do you smoke? IJ q trYEtrrow tongl
lf "YES", how ma cks erd ?

Do you drink
alcohol?

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

Do you use or take
anV drugs?

tr lf "YES", name the drugs and how often
used:

NO VYES tlAre you presently on any medication(s)?

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

regu larly
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consent to ical records belng made available upon demand to my employers
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