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AMERICAN CLUB
M EDICAL HISTORY QU ESTION NAIRE

ALLERGIES:

-"*rr{g
Hologram Stick€r No.

Dr.' Inltials

-6eafar€/s Signature/a

any

Do you have or have re€eived treatment for the following:

,

_tll.tl*r r.j.r ...ditlons?

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

made available upon demand to my employers and/or the Owners and/or Insurance of the vessel or their authorized

,iiir*,i,
t.. {,i;

bH Seaman's Number
o(rfu"

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 inforrnation supplled by forms the basis upon whlch I wlll be offered employment

I understand that in the event of any misrepresentauon elther by statement or ornlssion I will lose the right to benefit from sick pay and I or
which would otherwise be due under the Contract of Employment or under any Collectlve Bargaining Agreement, I Atso Hereby consent to

llly;;tir#ieal records being
itptos.qntbtives.

;, i,:{* 4ilr!,

l.! i.. .r

a

I

Namb: of Bifth :
Address : Be*,Andonkt

0t Lq +4qbt 5i
Employer:

Relationship : Ph.:In Emergency, Notify:
or

Address :

Physician's Phone:

ta

.. 
IIALESON

If yes, glve details :
FEMALES ONLY

Yes No Yes No

Hro$are FJootems tr E} Pregnancy tr tr
TestricrJlar Lumps tr E} Breast Lumps n tr
Penile Discharge tr ts Menstrual Problems tr tr

NOYES NO YES

Yes No Yes I Yes Jaundire or Hepatitis DDiabetes

n Heart Dlsease n Illness tr tr EI Dlzzlness tr n
High Blood Pressure

Trouble

Pressure n tr ts Back Problems tr EItr
Slipped Dlsc tr EIShortness of Breath tr a

Chest Pain tr aWrist Problems tr EI
Chronic Cough tr a Fractured vertebrae n E}

tr v hrthritis / cout tr E}tuthma

kidney Problems EiTuberculosls tr g tr
Rheumatic Fever tr ts Cancer / Tumor tr E}
Frequent Headaches u V Rash or Skin Problem n EI
Vision Problems n @ Hernia / Hydrocele tr EI
20/20 Vision n E} Varicose Veins tr E}

trEpllepsy tr v Drug Problems E}
Hearing Problems tr E Mental Ereakdown tr EI
Psychologlcal Impairmenl Depression or Mental Illness tr trI
Sexually Transmltted Disease tr g

41i,y,311,,lyrrenttV under a doctor's care? Yes NO

vrhat

Name/Address (if on page l):

tlistuy df,surgeries/hospitalizationi : 

-[
Yes No Date:

Date oflast tetanus Va€cination! (ddlmm/yyyy)

OtherVaccinations. Mention :

ri"ii6of last aental cleanlng: (ddlmm/yyyy)

Pe!c;11f recent dental work: (dd/mm/yyyy)

Yes No

Do you or did you smoke? tlow long?

Pack per day?

Do you use alcoholic
beveraoes? il a fiow

much/often?
0o you use or take any
druos? tr E Mention druos used below :

presently on any

Please list prescription €ounter medications you take regularly:over
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PHOTO
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Yes


