
""'tt*V AMERICAN CLU B MEDICAL HISTORY QU ESTION NAI RE_ 20 19

IMPORTANT: This medical history form must be completed in the prese

physicia n.

American CIub Hologram Sticker No, (from previous page)

Doctor's lnitials:
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First Name
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Seafarer's Signature

Name:

Home Address

EmployerSeaman's Certificate No.Phone NoDate of Birth
(dd/mm/yyyy)
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Relationshiln case of emergencY, notifY:
Phone No.Address:

Physician's Phone Noor Clinic:Personal P

Address

Family History
YES NONOYES

VCancer trDiabetes u E"
n n-L] { Mental lllnessHigh Blood Pressure

fl E,-u V Epilepsy/Seizu reHeart Disease

received treatment for the ?Have
NOYESNOYE5

n YJaundice or Hepatitisn E"'Diabetes
n 9..n E"- Dizzi nessHeart Trouble
trV Back ProblemsuHigh Blood Pressure
tr8,"' Slipped DiskxShortness of Breath
nWrist Problemstr w-Chest Pain
uFractured Vertebraen ,J..'Chronic Cough
tr *-Arthritis/Goutn il--'Asthma

Kidney Problemstr w'Tuberculosis
G./trV Cancer/Tumor

tr []--{ Rash or Skin ProblemsL]
Rheumatic Fever

Frequent Headaches
n &--w' Hernia/Hyd rocelenVision Problems
n Yfl V. Varicose Veins20/2OYision

E-=ntr Y Drug ProblemsE pi lepsy/Seizu re a^Dn V Mental BreakdownHearing Problems
,9"nion or Mental lllnesslr DP
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lf "YES" to any of the above, please explai

Any other major medical or physical conditions?

lf "YES" to any of the above, please explain
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Allergies YES NO

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

Declare that I have made full disclosure of all of my medical history to the

offered employm ent as a Seafarer, I understand that in the

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

E-

DECLARATI
Seaman's Nu

Doctors and staff of this Clinic. I am aware that the information supplied by forms the basis upon which I will be
t,

event of any misrepresentation either by statement or omission I will lose the rlght to

contract of Ernployment or under any Collective Bargaining Agreement. I Also Hereby

and/or the owners and/or. lnsurance of the Vessel or their authorized representatives.

MALE ONtY YES NO FEMALE ONLY

Pregnancy

Breast Lumps

lvlenstrual lssues

YES NO

Prostate Problems n tr tr
Testicular Lumps n tr n
Penile Discharge tr n tr

YES NO

Are you currently under a doctor's care? n V
lf "YES", for what problem(s)?

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

Have you had surgeries or have bgg1bqpl!9]89!l- tr .r*-
If ,,YES", 

P rovide the date(s) and give details below

Date of last Tetanus vaccination: (ddlmm/yyyy)

List other vaccinations/dates
(dd/mm/yyyy)

Date of last dental cleaning: (dd/mm/yyyy)

Date of any recent dental work: (dd/mm/yyyy)

YES NO

Do you smoke? u ,5.. tf "YES", how

If ,,YES", how ma packs ?

Do you drink
alcohol ?

Dr'"
lf "YES", how much and how often:

Do you use or take

any drugs?
Zs "YES", name the drugs and how often

used

NO W-YES nAre you presently on any medication(s) ?

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

regularlyh is (please check only one):
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consent to my ical records being made avai lable upon demand to mY emPloYers
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Overall, would you say that your


