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AMERICAN CLUB
MEDICAL HISTORY QU ESTTON NAIRE

ALLERGIES:

lilood Pressure

If "Yos"; to any oF the above, please explain

Any other malor conditions?

yes, give details

Date of last tetanus Vaccination: (ddlmm/yyyy)

(ddlmm/yyyy)

(ddlmm/yyyy)

Da!-e ol'last dental cleaning:

Date.of recent dental workr

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

DECLARATION" H?U+L ttbbr ar ----rrSeaman's rlu^o"r/ /O /38

Hologram Sticker No,

Dr,'s Initials

Seafarert Signature

Do you have or have received treatment for the following:

liir..ffi
rlrrArr;*)i&;*$
r LLrd&ill.ji$'

* lrW

cood Fair_tr
Declare that I have made full dtsclosure of all of my

to the Doctors and staff of this Clinic. I am aware that the information supplied by forms the basis upon whjch I uiill be oFfered employment
as a Seafarer. I understand that in the event of any misrepresentation either by statement or omission I will lose the right to benefit from sick pay and I or
(:o,rrfrcnration which would otherwise be due under the Contract of Employment or under any Collective Bargaining Agreement, I AIso Hereby consent to

nv g:qiical records belng made available upon demand to my employers and/or the Owners and/or Insurance of the Vessel or their authorized

rcllrr:r;crrtativeS.
-. .: ,j

t

of

PHOTO

Address : 'rv A. e{,
Ce cate No,: Phone

Employer Vessel : ?OYe Zo y, 16o lltte : (q. utz2-L-
In Emergency, Notify : tionship :

or

Addr.ess

Phone : I
)

YES NOYES NOHistof-l Has ever hadtn r

Yes No YesYes No tr M iaundice or Hepatitis TNo Diabetes

High Blood Pressure

Trouble
DiabQtes T t_f Heart Disease tr t] ffint r lrrn.r, tr u E Dizziness tr tq

tr tr tr EI Back Problems T retr
tr uShortness of Breath tr M Slipped Djsc

tr EI Wrist Problems tr tlChest Pain

g Fractured Vertebrae tr EChronic Cough tr
f, EAsthma tr g Arthritis / Gout

tr u kidney Problems n E}Tuberculosis

n ERheumatic Fever tr g
T EFrequent Headaches tr EI

Cancer I Tumor

Rash or Skin Problem

tr a rHernia I Hydrocele u NVision Problems

Varicose veins n EI20/20 Vision tr Ei
n trEpilepsy n g Drug Problems

Hearing Problems tr E Mental Breakdown tr t3
n gPsychologicrl Impairment, Depression or l4ental Illness

t pSexually Transmitted Disease

If y€s, give details :
FEMALES ONLY

Yes No Yes No

Proslate tr t? Pregnancy tr tr
Testicr:lar Lumps tr w Breast Lumps tr tr
Penile Discharge n r? Menstrual Problems tr tr

noted on page 1):

a care?

ress

1/Oli currently

Yes, For v./hat

l'1istory of surgerics/hospitalizations : l-l veslBfno Date

Yes NO

Do you or did you smoke? #ow long?
a

Packs per day?

Do you use alcoholic
heveraoes? tr How

much/often?
Do you use or take any
druq5r T Mention druqs used below

Are you presently on any medication Yes Pl"
Ifyes, Please list prescription and over the counter medications you take regularly

,l i.

. MALES

Other ifaccinations . Mention :


