et

Lo niisst tetanus shot: (did'nurnlyyyy)
Zate o lest dental cleaning: _(ddimmlyyyy)
Date of recent dental work: (dd/rmm/yyyy)

FEMALES ONLY

FPregnancy ] Yes Menstrual Problems [ Yes
Breast Lumos ] vYes

MeLES OKLY

Frosiate Preplams ] Yes Penile Discharge []Ves

Testictlar Lumps [}yes

Ao vou curszntly under a doctor's care? ~ND

I ves for what ocroblem(s)?

Fhysicien(s) Name/Address (if different than noted on page 1):

H
Flzase hist any surgeries/hospitalizations (reason for and date): A
Do ysn ar dia you smoke? AP How long? _ Packs per day”

¢ yo. use aicoholic beverages? f\m How much/often?
Co ol wse 37 take any drugs? __ A/ Whatkinds?

Ficase list presciiption and over the counter medications you take regularly:

/

Vyaeukl you say that your health is (piease check one). Excellent Good

i

[§8]

-~ ver

CECLARATICON

‘ v =
MO KEDBL AN vl AAS el 4S8 - . Hereby Dectare that

, Seaman’'s Number
| have madz fu'l disclosure of all of my medical history to the Doctors and staff ¢f this Clinic. + am
aware that “e information supplied by forms the basis upon which | will be offered employment @s 2
Seafarer. | understand that in the event of any misrepresentation either by statement or omis: :
will iuse the right to benefit from sick pay and / ¢r compensation which would otherwise be duc .
the Contract of Erployment or under any Collective Bargaining Agreement. | Also Hereby consan
to my rmedicai records being made available upon demand to my employers and/or the Owners andier
nzurzrs of the Vessel or their authorized representatives




