—
-
Dee of issl tetanus shot | {daitnenlyyyy)
Zate o test dental cleaning: (dd/mmlyyyy)
Cate of racent dental work: (dd/mm/yyyy)
FEMALES ONLY
Fregnancy ] vYes Menstrual Problems [ Yes
Breast Lumons ] VYes
MELES ONLY
Frosiate Preplems ] Yes Peniic Discharge []VYes
[l Yes
. AD
At vou Sur ently under a docter's care? -
If ves for what problem(s)?
Fhysiciani(s) Name/Address (if different than noted on page 1):
Flzase Iist any surgeries/nospitalizations (reason for and date). N
Packs gerdav?
{'cyo. w2 aicoholic beverages? _A_/? How much/often? N
Ceyol wie 37 take any drugs? /\/D What kinds?
Fiease list presciiption and over the counter medications you take regularly:
Vyould you say that your health is {piease check one). Excellent  __ Good __Fay
CECLARATION . e
b 7 ¥ (‘ )
Mad. At qun )g%%l‘mq’h Seaman's Number C"{D ? L20 Hereby Declare e
| have madz full disclosure of all of my medical history io the Doctors and staff ¢f this Clinic. 1 ar

am
aware that :e information supplied by forms the basis upon which | will be offered empleyment 23 a
Seafarer. | understand that in the event of any misrepresentation either by statement Qr oaussan
will \use the right to benefit from sick pay and / ¢r compensation which would otherwise be due
the Coniract of Ernployment or under any Collective Bargaining Agreement | Also Hereby consa
1o my medicdi records being made available upon demand to my employers and/or the Owners a: Mm
'‘nzurars of the WVessel or their authorized representatives
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