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AMERICAN CLUB MEDICAL H ISTORY QUESTIONNAIRE-201,9

-

,,*_*ryilr
IMPORTANT: This medical history form must be completed in the p resence of
physician.

American Club Hologram Sticker No. (from previous page)

Doctor's lnitials:

Seafarer's Signature

q6
I
I

I la
\a I

Z4 UblCt
Name

Last Name First Name Middle Name

oPl t{4 ' /1/3A7fl l+teilA' PtbO 4+
Home Address: , ?*E&EA ' e'-c/47m*t '4- '4ttt-

"4r.rcUDate of Birth
Phone No. Seaman's Certificate No. Employer
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ln case of emergency, notify: Relationship:

Phone No.

D
lf "YES" to any of the above, please explain:__*

Phone No

Allergies YE5 NO

tr A/'-

Any other major medical or physical conditions?

lf "YES" to any of the above, please explain

Date of last Tetanus vaccination (dd/m nrlyyyy)

List other vaccinations/dates:
(ddlrn rnlyyyy)

Date of last dental cleaning: (dd/rn m/yyyv)

Date of any recent dental work:

Overall, would you say that your is (please check only onc)
Ll FarrExcellent

lf you hervc allcrgics, please describe

YES NO

Do smokc? If "YES" how lon ?

lf "YES", how many cks er ?

Do you drink
a lcohol?

fl flt:i;'vrs" 
, how much and how often:

n 4 lf "YES", name the drugs and how often
used:

Do you usc or take

Do allehavc a

dLqcg
d

Are you prcscntlV on any medication(s)? YES n NO w
lf "YES", please list prcscription and over the countcr medications you take

-IgE!LEIY.

7,],Seaman,sNu-a",v95"'3HerebyDec|arethatlhaVemadeful|disclosureofallofmymedica|historytothe
Doctors and staff of this Clinic. I am aware that the information suppl crl by forms thc basis upon whir:h I wlll be offcrcd cmploymcnt as a Scafarcr. i understand that in thc

Contract of Employment or under any Collective Bargaining Agrecrncnt. I Also Hereby conscnt to mtmedica records being made availablerupon dcmand to my employcrs

and/or the Owners and/or lnsurance of the Vessel or their authorizcd rcprcscntatives.

ian or Clinic:Personal

Address:

Family History
YES NO YES NO

Dia betes tr V Cancer fl {
High Blood Pressure tr 'v lVlental lllness tr V

T ry Epi lepsy/Seizu re t(

Have you received treatment for the following?

D i a betes

YES NO YES NO

u v Jaundice or Hepatitis n n/^
Hcart Trouble

l-ligh Ulood Prcssurc

tr V D izz in ess tr E-
tr w' Back Problems n E.

Shortness of Breath

Chest Pain

n u' Slipped Disk

Wrist Problems

n
n
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tr V {

Chronic Cough tr g' Fractured Vertebrae n g'_
Asthnra u V Arthritis/Gout a_l tr
Tu bcrc u lo sis n V Kidney Problems tr IY
Rheumatic Fcver I3' Ca nce r, mor

F uent Headaches Rash or Skin Problems

Vision Problcms v' Hernia/ll rocele

)0/?,O Vision Varicose Velns

EPll"P /sc izu rc t* Dru Problems

ro blc rn 5 ll Mental Breakdown

cholo cal lm irment, ression or Mental lllness
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Scxually I ransmitted Disease V

MALE ONLY NA II FEMALE ONLY YES
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Prostate Problems u Pregna ncy

Breast Lumps

Menstrual lssucs

n
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Testicular Lumps u
Penile Discharge U

under a doctor's care?Are cur

YES

n

different from the one noted above

o

lf "YES", for what blem ?

n's name and addressPh

tl IYHave you had surgeries or have been hospitalized?

lf "YES", provide the date(s) and give details below

Address:

Heart Disease
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