Gete o isst tetanus shot: {ddi'nunlyyyy)
_.:4.6 of lest dental cleaning: : (da/mmiyyyy)
Cate of racent dental work: (da/mm/yyyy)

FEMALES ONLY
Pregnancy ClYes Menstrual Problems {1 Yes
Breast Lumos ] Yes

M&LES ONLY

Froswate Proplams 1 Yes Peniie Discharge [1ves

-

Testicular Lumps 1 Yes

A1 vou curszntly under a doctor's care? C NP

If ez for what oroblem(s)?

Fhysician{s) Name/Address (if different than noted on page 1):

Flzases kst any surgeries/hospitalizations (reason for and date). ATD

mADITE
0 YU 2T GG YO smoke? Z How long? _ Packs per day”?
D ys 2 aicoholic beverages? ﬁW How mwuch/oiten?

u7 take any drugs? ____W What kinds?

Flease list prescription and over the counter medications you take regularly:

Vyeulkl you say that your health is {piease check one), _  &xcellent Good __| Fair

CECLARA

TION

G 7 7?19}9*/

, Seaman'’s f\umber Herﬁby Dectare that
X have madz full d»sclosure of all of my medical hxstory to-the Doctors and staﬁ cf this Ciinic. 't am
aware that e information supplied by forms the basis upon which | will be offered emple ymem as a
Seafarer. | understand that in the event of any misrepresentation either by statement or-omus

will lnse the right to-benefit from sick pay and 7 ¢r compensation which would otherwise be due unde:
the ‘Contract of Ernployment or under any Colleclive Bargaining Agreement. | Also Hereby corsan

to my rnedicai records being made available upon demand to my employers and/or the Owners andicr
‘nzurars of the Vessel or their authorized representatives.

¥ :



