
VANGUARD MARITIME LTMITED
MEDICAL HISTORY QUESTIONNAIRE

Dr.'s Initials

Oate

qo,o7.23

Do you haYe or have received treatment for the following:

Blood Pressure

, to any of the above, please explajn

Would.you say that your health is (please check one): Excellent Good

F-p seaman's Nuno*g! 9l-t tb !2-, Hereby Declare that I have made full disclosure of all of my

to the Doctors and staff of this Clinic I am aware that the informatlon supplied by forms the basis upon which I will bc offered employment

asa I understand that in the event of any rnisrepresentation either by statement or omission I will lose the right to benefit from sick pay and / or

compensation which would otherwise be due under thc Contract of Employment or under any Collective Bargaining Agreement. I Also Hereby consent to

my medtcal records
regresentatives.

being made available upon demand to my employers and/or the Owners

Name: of Birth r 2D Dl/ Zoot
Address i 4 t \u*+oq#46

seaman Certificate No': clo t- o qg-lqsLLt
Employer : vessel : Y,V Title

onship : Arn,rrtu Ph. : a
Perspnal Physician or Clinic :

Addiess :

ALLERGIES:

If yes, give details
FEMALES ONLY

Yes No Yes No

Prostate Problems tr E, Pregnancy tr tr
'l-esticular Lumps n trI Breast Lumps tr tr
Penile Discharge u E} Menstrual Problems n tr

YES NOYES NO
had

Yes NoNo Yes N0
Has

Yes tr tra laundice or HePatitis,Diabetes tr
tr m. +o16ntal Illness nDiabetes tr E Heart Disease tr trln E} Drzziness.Heart Trouble

erzure ntr LJ n cer tr tr Etr frBack ProblcmsHigh Blood Pressure

Slipped Disc n t4Shortness of Brcath tr EI
tr Etr EI Wrist ProblemsChest Pain

tr Etr trl Fractured VertebraeChronic Cough

tr Etr ts inhritis / GoutAsthma

Kidney Problems n pTuberculosis u E
tr t}tr E Cancer / TumorRheumatic Fever

tr EFrequent Headaches tr E ,trash or Skin Problem

tr trln Ei i'lernia / HydroceleVislon Problems

tr trtr E} Varicose Veins20/20 Vision

tr TEtr trl Drug ProblemsEpilepsy

t3Mental Breakdown trHearing Problems tr tri
tr DPsychologlcal Impairment, Depression or Mental Illness

t3trSexually Transmitted Disease

Are you currently under a doctor's care? Yes fl6"

If Yes, for what problem(s)?

(if diFferent than noted on page 1)

Hrstory of surgeries/hospitalizations : f-l Yes No Date :

If ycs, give details

Date of last tetanus Vaccination: (ddlmm/yyyy)

Other Vaccinations. Mention :

Dat€ of last dental cleaning: (ddlmm/yyyy)

Date of recent dental work: (ddlmm/yyyy)

Yes NO

Do you or did you smoke?
[|{r,to-w 

lono?

]F'acks 
per dayr

Do you use alcoholic
beveraqes?

ffiow
IJlrnyal'176Xsnr

Do you use or take any
druqs? n

Yes NopresenUy on any medication i

counter medications you takeIf !es, Please list prescription over

il

and/or Insurance of the Vessel or their authorized

Dlo,
ai

oz- '4b>/'eari

,

Any other major conditions?

_n Fair:

ln

rA(- . -ct


