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VANGUARD MARITIME LIMITED
M EDICAL H ISTORY QU ESTION NAIRE

ALLERGIES:

had

Diai betes

High Blood Pressure

Date :

,6?,?o2t
Do you have or have received treat nent for the following:

Dr.'s Initials

Signature

'*fut u

: Yes", to dny of the above, please explain:

other nla.lor conditions?

you currently under a doctor's careT

If Yes, For what problem(s)?

ol" surge

on page l):

II,.T,:
,;rve details

last tetanus Vaccination:

Other Vaccinations , Mention r

Date oF last dental cleaning:

of recent dental work:

Are you p resenUy on any medication :

!vo,rid yorr say thar your health is (please check one) Excellent cood tr Fair

?r B /fr'r ***Jl z/ zr rt 'Hereby Declare that I have made full disclosure of all of my

DECLARATION

I, Seaman's Number

nrc,lrcll history to the Doctors and staff of this Clinic. I am aware that the informatlon supplied by forms the basis upon which I will be offcred employment

as d 5ealarer, I understand that in the event of any misrepresentation either by statement or omission I will lose the right to benefit from sick pay and / or

c00)lrcnsatron which would othenvise be due under the Contract of Employment or under any Collective Bargaining Agreement. I Also Hereby consent to

illy rnedicJl rccords being made available upon demand to my employers and/or the Owners and/or Insurance of the Vessel or their authorized

represeotatives.

f,a a rt e:

Address i r/4
Seaman Certificate No.:

&1[ere"=Employer :

Relationship : Ph. :In Emergency, Notify

Personal Physician or Clinic :

Addless
I Phone l

YES NO YES NO

Yes No Yes No Yes Diabetes

Trouble

High Blood Pressure

tr M laundice or Hepatitis tr trn Hcart Oisease tr E} Mental Illness tr[{ tr a Dizziness tril Epilepsy/Seizure tra n Ei Back Problems tr E}
Shortness of Brcath tr E 'slipped Disc tr V
Chest Pain u E Wrist Problems tr g
Chronic Cough tr Z Fractured Vertebrae tr E
Asthma tr g Arthritis / Gout tr E
Tuberculosis tr a Kidney Problems n p
Rheumatic Fever u a Cancer / Tumor n E}
Frequent Headaches u g Rash or Skin Problem tr E
Vlsion Problems tr V Hernia / Hydrocele n E}
20/20 Vislon tr a Varicose Veins tr D
Epilepsy tr V Drug Problems tr E
Hearing Problems tr a Mental Breakdown n E}
Psychological Impairment, Depression or Mental Iilness tr g
Sexually Transmitted Disease tr g

If yes, give details :
FEMALES ONLY

Yes No Yes No

F,rostate Problems n p Pregnancy tr tr
I lst cular Lumps tr w Breast Lumps tr tr
P{:filL. Drscharge n p Menstrual Problems tr tr

Yes E1flo

/No
Date

(ddlmm/yyyy)

(ddlmm/yyyy)

(ddlmm/yyyy)

Yes No

Do you or did you smoke? tlow long?

Facks per day?

Do you use alcoholic
beveraoes? tr g )iow

muah/ofren?

Do you use or take any
druos? n Mention druqs used bclovr

tr Yes Efno
If Yes, Please list prescription and over the counter medications you regularly:

?
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