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^.-*iwr AMERICAN CLU B MEDICAL HISTORY QU ESTIONNAI RE_2019

IMPORTANT: This medical history form must be completed in the preserce

p hysicla n.

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

Last Name First Name Middle Name
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Name:

Home Address

Seaman's Certificate No.Phone No,Date of Birth
(dd/mm/yyyy)

T
Relationshln case of emergency, notifY:
Phone NoAddress:

lf "YES" to any ofthe above, please explain

f "YES" to any of the above, please explain:-

"',921 678

Alle s YES NO

Do you have any allergies? ! V
lf you have allergies, please describe

n re you presentiy on anY medicatio s YES n NO iq'
lf "YES", plcasc list prcscription and over the counter medications you ta ke

regu la rly

Any other major medical or physical conditions?

Prostate Problems

Testlcular Lumps

Penile Discharge

Overall, would you say that your lytalth

,n Excellent ffeoou
is (please check only onc)

[-] Fair

DE Wh$ /fussn 1nf- 7E 6Hereby Declare that I have madc full disclosure of all of my mcdical history to the

Doctors by forms the basis upon which lwill be offcred employm ent as a Scafarer. I undcrstand that in the

e the right to benefit from sick pay and / or compensation which would otherwise be due under the

contract of Erhployment or under any collcctive Bargaining Agrcerncnt. I Also Hereby

Seaman's Number
and staff of this Clinic. I am aware that thc informatlon supplicd

cvcnt of any misrepresentation either by statement or omission wil ios

and/or the owners and/or lnsurance of the vessel or thcir authorizcd rcpresentatives.

an or ClinicPersona I

Address:

Family History
YES NO- YES

Ca ncer

Mcntal lllness
Diabetes

High Blood Pressure

L] rl Y
{tr ty

Heart Disease tr { E pi lepsy/Seizu re V

YES NO
tr

NO

l/n V
received treatment for the following?Have

itisJaundice or HeDia betes
VtrV D izz tn essHeart Trouble

n *'V Back Prob cmstrHigh Blood Pressure
tr {)'tr VShortness of Breath
n a/,!llqP,eq Di'-!

Wrist Problemstr VChest Pain
n u.n V. Fractured VertebraeChronic Cough
n w'n V Arthritis/GoutAsthma

E-trU w' Kidney ProblemsTuberculosi s

trn wRhcumatic Fever
tr

F]"-
E-w.

Ca ncer/Tum o r

Freq uent Headaches n
tr g"{ H ernra/HydroceletrVision Problems
tr trVaricose Veinstr w20120 Vision
tr g'Drug Problemsn 6vEpilepsy/Scizurc
n V

B.rl
llearing Problems

airment, D ion or IVentallllness
Mental Breakdown

trScxually 1 ransmltted Disease

MALE ONLY YES NO FEMALE ONLY YES NO

n Pregna ncy tr u
tr Breast Lumps u n
tl {Vcnstrual lssucs u

YES ItC

Are you currently under a doctor's care? Tt I rt-
lf "YES", for what problem(s)?

Physician's name and address ( if different from the one noted above)

H ave had su s or have bcen ho lized? n
lf "YES", provide the date(s) and g ive details below

Date of last Tetanus vaccination (dd/mm/yvyyI

List other vaccinations/dates
(ddlm.r./yyyy)
(ddlrn m/yyvy)
(dd/mm/yyyy)

YES NO

Do u smoke? n lf "YES", how iong?

If "YES" how m cks per ?

Do you drink
a lcohol?

lf "YES", how much and how often

Do you use or take

any drugs?
n "YES", name the drugs and how often

u sed

consent to my-medical records being made availabie upon demand to mY emPloYers

7l

Seafarer's Signatureol-c(

NO

n
tr
tr

Phvsician's Phone No.:

YES

tr

Rash or Skin Problems

tr IV

i{

t]

t-/
u

Date of last dental cleaning:

Datc of anV recent denta I work:

ttr

tr L-
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