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VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

ES:

Dr.'s Initials

gate :

>>-a?-
Do you have or have received treatment for the following:

if "Yes", to any of the above, please explain

Any other major conditions?

would you say that your health is (please check one): n Excellent

DECLARTTION 7-/?W
Good Fair

, F+aeAL R tf R'qZA
medical history to the Doctors and staff of this Clinic.

Seaman's Number Declare that I have made full disclosure of all oF my

I am aware that the informatlon supplied by forms the basis upon which I will be offcred employment

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

comfiensation which would othenvise be due under thc Contract of Employment or under any Collective Bargaining Agreement, I Also Hereby consent to

my_ medical records being made available upon demand to my employers and/or the Owners and/or Insurance of the Vessel or their authorized

representatives,

Name: of Birth r

Address ! ,l

man Certific;ate No.: Phone C,/ 84 VYl95
Employer : Job Title

In E(nergency, Notify : Relationship :

Perspnal Physician or Clinic :

Physician's Phone r

Yes No Ycs No Yes No
tnHisto

tr YDi4betes tr IJ Healt Disease n D fi'ental Illness

High Elood Pressure tr EI Cancer u E <-
t pr lepsy/Serzure n Y

If yes, give details :
FEMALES ONLY

Yes No Yes No

Prostate Problems tr V Pregnancy tr tr
1'esticular Lumps tr EI Breast Lumps tr tr
Penile Discharge tr r Menstrual Problems n tr

NO YES NOIE5

tr E}Diabetes tr EI
[lHeart Trouble tr B

Jaundice or Hepatitis

Dl zz iness tr
tr E Back Problcms n EIHigh Blood Pressure

n gShortness of Brcath tr 8 Slipped Disc

il MChest Pain tr EI Wrist Problems

tr EI Fractured Vertebrae n EChronic Cough

tr a tuthritis / Gout tr EAsthma

Kidney Problems D E}Tuberculosis tr M
tr trI Cancer / Tumor D E}Rheumatic Fever

n trlFrequent Headaches tr V Rash or Skin Problem

EVlslon Problems tr g Hernia I Hydrocelc I
tr ts Varicose Veins tr E20/20 Vision

tr EI Drug Problems tr EEpilepsy

tr tsHearing Problems tr E} frental Breakdown

T EPsycho:ogical lmpairment, Depression or Mental Illness

u ESexually Transmitted Disease

Are you currently under a doctor's care? Yes No

If Yes, For what problem(s)?

Physician(s) NamelAddress (lf different [han noted on paqe 1)

History of surgeries/hospitalizations : [-l Yes g No Date

If ycs, give details

Date of last tetanus Vaccination: (ddlmm/yyyy)

Other Vaccinations, Mention ;

Date of last dental cleaning: (ddlmm/yyyy)

Date of recent dental work: (ddlmm/yyyy)

Yes No

Do you or did you smoke? n E Itow iong?

Facks per day?

Do you use alcoholic
beveraqes? T V tlow

much/often?
Do you use or take any
druqs? tr 7 Mention druqs used belolv

Are iou presently on any medication : Yes g No

IfVes. Please list prescription and over the counter medications you take regularly;

,

$

Addless r

MALES


