
VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE
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Any other major condLtlons''

Dr.'s Initials

Date

Do you have or have received treatment for the following:

Good Fair

Blood Pressure

, to any above, exPlain:

If yes, give details I

,Y

Yes No
Yes No

Prostate Problems ts Pregnancy tr tr
Testicular LumPs tr E,

Breast LumPs tr
Peniie Discharge tr EI

Menstrual tr tr

would you say that your health is (please check one): Excellent
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history to the Doctors and staff of th

as rer, I understand that in the event

compensation which would otherwise be due

my. medical records

representatives.

Namei
Date of I
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Employer :

No,:

Ph.:

or Cli
In Etnergency, Notify :

&rU t):T\r+. P
I 7Phone I

Yesyou under a doctor's care?

pr0

onnoted 1):than pagedifferent(if

No Oate :surgeries/hosPita

give

NOYESYES NO

No trNo
ndice or HepatitistrNoYes Diabetes

tr trMental Illnesstr zz inesstrHeart Trouble

tr trtr eizure Back ProblemsHlgh Blood Pressure

trDisCtrof Breath

trWrist ProblemstrPain

trFractured Vertebrae
Chronic Cough

trffthritjs / Gout

trKidney Problems

x/ TumortrRheumatic Fever

nor Skin Problem
Frequent Headaches

iltr / HydroceleProblems

trVaricose VeinstrVision

uProblemstrEpllepsy

uBreakdowntrHearing Problems rImpairment/ Depression or Mental Illness

trSexuallY Transmitted Disease

Date of last tetanus Vaccination: (ddlmmlyyyy)

Other Vaccinations. Mention I

Date oflast dental cleaning:
(ddlmm/lryyy)

Date of recent dental worki (ddlmm/yyyy)

NOYes

Do you or y0u

per daY?

Do you use

used
you use or any

YesonipresenUY on anY

list prescriPtion overIf Ves,
Gke regulacountel medications You

being made available

i
l
!'
t
!.

/

%

,vl)

Yes

EHeart DiseasetriE0iabetes BaCancerrla

tlow long?
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