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AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE_2019

IMPORTANT: This medical hrstory form must be completed in the presence o'

physician.

American Club Hologram Sticker No' (from previous page):-
Doctor's lnitials:

Middle Name
Last Name Due,wu zo /,t c:

6fPo ZeN 4

Name

Address:

Personal PhYsi cian or Clinic:

Address

Seafarer's Signature

D
u

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

Any other major medical or physical conditions?

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

Do u have an al

(UR P*^f g4 82- history to the

Doctors and staff of th
event of an y misrepresentation

is Clinic. I am aware that thc
eithcr by statement

s Number

or omission lwil lose the

Declare

information suPPlicd bY fo rms the basis uPon wh ich I will be offered emPloYme nt as a Seafarer' I understand that in thc

right to benefit from sick PaY and / or comPensation which would otherwise be due under the

any Collective Barga ining Agreement. I Also HerebY
Contract of Employment or under

ce cf the Vessel or the

ian's Phone No.

/v1
I

Home Address t.' ,ffr,,EmploYerSeaman's Certificate No'Phone No.
dd m

Date of Birth

U

Relationshi
ln case of n n

HistoryFami
NOYESNOYES V
lw'

flCa ncer

Mental lllness

D VEpilepsy/Seizu reHeart Disease

Diabetes

High Blood Pressure

Have tfor followiheenttreatmreceived
YES NONOYES VnJaundice or Hf trDiabetes \VtrDizziness{Heart Trouble wtrBack ProblemswtrBlood PressureH w"trV DisktrShortness of Breath n trd Wrist ProblemstrChest Pain n trv Fractured VertebraetrChronic Co tf trV Arthritis/GoutnAsthma E-uKidney Problemstr {Tu berculosis V.trCa nce umorn {Rheumatic Fever
tr VRash or Skin ProblemsdTent Headaches n {g' leHerninVision Problems trnV Varicose Veinsu20l20 Vision
L] l*'g" Drug ProblemsnreE
D
n

'iy
{

irment, De ression or Mental lllness

lrlental Breakdown
Heari

hol

Problems

cal lm 42'n
Sexuall Transmitted Disease

NOYES
Alle s V-n

MALE ONLY NO FEMALE ONLY

P regn a

B rea st Lu

Menstrual lssues

YES NO

Prostate Problems n L] tl
Testicular LumPs

Penile Discharge tr
! tr
tr u

NO

under a doctor's care?u curreAre

If .,YES' for what

YES

anoted bovemfro eth ondiffeif trenae adnd ressdna,s m

ita lized ?ries or have beenuhadsHave
details below:lf "YES", provide the {

LI

and

Date of last Tetanus vaccination: (dd/mm/yYYY)

List other vaccinations/datcs
(ddlmm/yyyy)

Date of last dental cleani (dd/mm/yyYY)

Date of anY recent dental work (dd/mm/yyYY)

YES NO

If "YES" how lo

If ,,YES" how rda

lf "VfS", how much and how often

Do you smoke?___ .
n tr

Do you drink
alcohol?

tr

Do you use or take

any drugs?
V "YES", name the drugs a nd how often

used

Overall, wou ld yo u say that your he3lth
dcooa

ts (p ease c h eck o n ly o

Excellent Fa I
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NOnYESno a edicatiomuAre
takeationsmnter ed cerOV coutheandease strf ES" scri ptionprepl

and/or the Owners and/or Insuran ir a uthorized rePresentatives.

consent t$nY medica I records being made availa ble upon demand to mY emPloYers

First Name

Phone No.:
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