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VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

to any above, explaln

major conditions?

would you say that your health is (please check one) H Exceltent

representatives.

Dr,'s Initials

ffi^
Date :

61.03.Q0{g
Do you haYe or have received treatment for the followingl

Good Fair

l'

Name;

ress :

No.l )rr )u
Employer: Pt"V. a\Lb 6 Title : -21 n
In E(nergencyr NotifY : Relationship : U Ph.:

I Physician or

Phone l 0z 7g

Has
Yes NoYes NoYes No

MtrHcart Disease trtr
trtr Epilepsy/Selzuretr CancerBlood Pressure

YE5 NOYES NO gtrtr g laundice or HePatitisDiabetes

tr gV DizzinesstrHeart Trouble

n Etr E Back ProblemsHlgh Blood Pressure

tr Bfr Slipped DisctrShortness of Breath

tr g@ Wrist ProblemsuChest Paln

tr nFractured Vertebraetr EChronlc Cough

Dtrtr B Arthritis / GoutAsthma

n tsg Kidney ProblemstrTuberculosis

Eitrn g Gncer / TumorRheumatic Fever

tr r1g Rash or Skin ProblemFrequent Headaches

n trHernia / Hydroceletr VVlsion Problems

tr MVaricose Veinstr g20/20 Vision

tr Vtr g Drug ProblemsEpilepsy

trn a Mental BreakdownHearing Problems

tr tsImpairment/ Depression or Mental Illness

EItrSexually Transmitted Disease

If yes, give details :
Yes No Yes l{o

Prostate Problems tr V Preqnancy n tr
Testicular Lumps tr ts Breast Lumps tr tr
Penile Discharge tr E} Menstrual Problems tr tr

vesl[l NoAre you currently under a doctor's care?

if ieslfor wtrat problem(s)?

on page 1)(if different

Yes EIfno Date :History of surgeries/hospitalizatjons : f
give details

Date of last tetanus Vaccination: (ddlmm/yyw)

Other Vaccinations. Mention :

Date of last dental cleaning: (ddlmm/YYyy)

Date of recent dental work: (ddlmm/yyyry)

Yes No

Do you or did you smoke? How long?

liiclis per dayr

Do you use g How
much/often?

Do you use or take any
druos? il v Mention druqs used below ;

oYespresently on anY med

you takecounter medprescription and overIf Ves, Please

7

(-

. lf"Yes",

MAI FS .Y FEMALES

rrL rf.'Fn

Diabetes t-:l l-lental Illness

ts w

n


