
AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE-20

IMPORTANT: Thls medical history form must be completed in the
physicia n.

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

@N
Last Name First Name Middle Name

/*4 e._#4 *n Rt, tV P4 atz Qr+.uJ ,UOi A 4ALr t

Seaman's Certificate No 6*^n"
Seafarer's Signature

Name
4ttv- 7

Home Address:

Phone No Employer

o3* o6- /92? VE Ra l4hat
ln case of eme n n Relationship:

Address Phone No.:

Personal ian or Clinic; ician's Phone No.

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

Chronic Cou

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

YES

Are cu rre ntl under a doctor's care?

If "YES" for what blem

ician's name and address (if different from the one nottrd above

I ubcrculosis

Sexual I Transmitted Disease

Allergies YES NO

trDo you have a all es?

lf you have allergies, please describe

i Asthma

T
E

l-l

P

ll ave had sur eries or have becn hospitalizcd?

If ,.YES" vide the date(s) and give details bclow

Datc of last Tetanus vaccination _(aal.qlyyyyl_

dd/mm
(dd/mm
dd/mm

YES NO

u If "YES" how

lf "YES" , how many packs Per daY?

Do you drink
a lco ho l?

v-]li "vts" , how much and how often

Do you use or take

any drugs?
,u,fi ltt' , n;n," the drugs and how often
" I used,

Do yo u smoke?

Are vou presently on any medication(s)? YES n NO tr
It "YES", please list prescription and over the counter medications you take

regu la rly:Overall, would you say that yourlealth is (plea:e chcck only one)

n Excellent Z Good I Fair

DECLARATION _.t-,I-<J
t, bFt*@atg /Q1bL-94/6-,Searnan's xu*oortVg{,?"r.orDeclarethatlh.avemadefull disclosureofall of mymedical historvtothe
Doctors and staff of this Clinic. I am aware that the information supplieA -y ioims the basis upon which I will be offered employment as a Seafarer. I understand that in the

event of any misrepresentation either by statement or omission I wiil lose thc right to benefit from sick pay and / or compensation which would otherwise be due under the

Contract of Erlployment or under any Collective Rargaining Agreeme nt. I Also Hereby consent to my.medical records being made available upon demand to my employers

and/or the Owners and/or lnsurancc of the Ves';el or their authorizcd represcntativet. T r

hin irl

-3333
Address:

YES NO NOYES

n
Cancer

lVentallllness
Epi iepsy/Seizu re

Diabetes

High Blood Pressure

Heart Disease u

llave you received treatment for the following?
YES YES NO

tl V laundice or Hepatitis Y
Heart Trouble n { Dizzi ness rl V
High Blood Pressure u { Back Problems n V
Shortness of Breath

Chest Pain

tr { Slipped Disk tr {
rl tr Wrist Problems tr V
u d Fractured Vertebrae n Y
n V Arthritis/Gout tr a
L] tr Kidney Problems tr w

Ilheumatic tever

t Headaches

Vision Problems

20120 Vision

n w Cancer/Tumor tr Y
tl w Rash or Skin Problems tr W.
n g Hernia/Hydrocele ! Y

Vtr g Varicose Veins n
Epilepsy/Seizu re u V Drug Problems tr V

ble m s Mental Breakdown

holo lm trme De ression or Mental lllness

tf V-
D V
u Y

MALE ONLY YES NO FEMALE ONLY

Pregnancy

Breast Lumps

Menstrual Issues

YES NO

Prostate Problems n u
l9g[!]!I Lqrq.
Penile Discharge

L]

n

Fit For Duty on Board S

Date of Birth
(dd/m m/vvvv)

Family History

D IY n lY'
tr V ty

a tr lv'

Any other major medical or physical conditions?

NO

Dia betes n

n {

V

n
E n

i.to

lv'

List other vaccinations/dates:

Date of iast dental cleanins:

Date of anv recent dental work:

v


