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% ~ IMPORTANT: This medical history form must be completed in the presenc
physician.

American Club Hologram Sticker No. (from previous page):
Doctor’s Initials:

Uon DA C %Y SAxrL

Last Name First Name Middle Name

HIATAP ]

Home Address:

’aa_te of Bith
~ (dd/mm/yyyy)
JeroS LoDt

Address:

| personal Physician or Clinic:
| Address:

.L-H,,Fr,,_mgg,,,, Physician’s Phone No.: 02-33331 3678

Have you received treatment for the following?
— [ves[noj
Diabetes mm
TheartTrowble | O | O |
High Blood Pressure E

Shortness of Breath

If “YES” to any of the above, please explain: - r st
Chest Pain E ™
=

Chronic Cough Fractured Vertebrae

Any other major medical or physical conditions? - Asthma Em Arthritis/Gout 0 M
o Tuberculosis m Kidney Problems O =
o Rheumatic Fever Cancer/Tumor EJ = :
Frequent Headaches Rash or Skin Problems O &~
FEMALE ONLY YES NO e ; ]
Egg’;;g&'ﬁ*""‘ ‘UA ""a"* Vision Problems mm Hegluaijdrocele - ] s
S SR R = 20/20 Vision 0 A Varicose Veins o b
Breast Lumps L] ] — e e S E— R S
’’’’’ T MR N Epilepsy/Seizure O Drug Problems U 5
Menstrual Issues ] [ o ~ Uee e
——— R e Hearing Problems Mental Breakdown [ ‘
If “YES” to any of the above, please explain: — —— - : e e
- ‘Psychologwal mpairment, Depression or Mental lliness fg N
[ Ll

Sexually Transmitted Disease

R —————

= i Y NO
VES NO Allergies : ES '1//
_ | ”l* Do you have any allergies? L8 -

| Are you currently under a doctor's care? . : -
_lf_”Y<ES‘”,<f<o_r hat p4r<owbremﬂ(s#)? _'_;— - If you have allergies, please describe:

| Physician’s name and address (if different from the onefrwl()iejja_b‘_\/‘ci”_

ove you ot srgeries o have been hospitalzed? | L | ©
| I “YES”, provide the date(s) and give details below:

YES | N

0
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Do you drink If “YES”, how much and how often:

Do you smoke?

“YES”, how long?

= I

| Date of last Tetanus vaccination:

st other vaccnations/dates: || ~ | | alcohoP? - }
1 (ad/mm/\;yy) ) Do you use or take _ name the drugs and how often
I I B o iy

Date of last dental cleaning: (dd/mm/yyyy _any drugs? used:

V)
)

Date of any recent dental work: ) e | =
’ - Are you presently on any medication(s)? YEs | [ | NO C/

If “YES”, please list prescription and over the counter medications you take

regularly:

nat = et (0 I

Overall, would you say that yo:ébealth is (please check only one): '
[ Excellent Good [ Fair

DECLARATIO -~
|, “"RLAS x &M/L M on DA L , Seaman’s Number;T/gléf é, agreby Declare that | have made full disclosure of all of my medical history to the

Doctors and staff of this Clinic. | am aware that the information supplied byfo?n}TfaéE%us upon which I will be offered employment as a Seafarer. | understand that in the
event of any misrepresentation either by statement or omission | will lose the right to benefit from sick pay and / or compensation which would otherwise be due under the
Contract of Employment or under any Collective Bargaining Agreement. | Also Hereby consent to my medical records being made available upon demand to my employers

and/or the Owners and/or Insurance of the Vessel or their authorized representatives.
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