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AMERICAN CLUB
M EDICAL HISTORY QUESTIONNAIRE
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Hologram Sticker

Dr,'s Initials
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LDY T

ALLERGIES:

Diabqtos

tlioh Blood Pressure

If"Yes"; to any of the above, please explain:

Any other major conditions?

Penile

Date of last tetanus Vaccination:

Other ttaccinations . Mention :

i)ai4

DitFof recent dental worki

Date

Do you have or have received treatment for the following

Jaundige or HePatitis I T

Y
of Birth

Address :
No.:

Employer i

Noti Relationship : Ph- :

Physician or

Ad
Phone :

NOYES NO i YES
hadHas ln

Yes Diabetes tr d
nn r liental Illnesstr w Heart Disease tr ts DizzinessHeart Trouble

trn tr Epilepsy/Seizuretr Y Cancer trts Back ProblemstrHigh Blood Pressure

trSlipped Disctr aShortness of Breath

trtr E Wrist ProblemsChest Pain

n E}g Fractured VertebraetrChronic Cough ptrn EI Arthritrs / GoutAsthma

n Eil EI Kidney ProblemsTuberculosis

a Cancer / TumornRheumatic Fever u
tr

g
ERash or Skin Problemtr gFrequent Headaches

tr Btr EI Hernia / Hydrocelevision Problems

tr EE Varicose Veinstr20/20 vision

tr E}Drug Problemsn f,Epilepsy

ntr g Mental BreakdownHearing Problems

tsnPsychological Impairment, Depression or 14ental Illness

n wTransmitted Disease

If yes, give details :

TY

Yes No Yes No

Procl ate Problems w 4 Pregnancy tr tr
Tcsticular Lumps tr E Breast Lumps n tr

tr E Menstrual Problems tr tr
EKnoYesArc you currently under a octor's care?

Yes, for what

ress (if different than noted on page 1):

Date itrHi5tory of surgeries/hospitalizatjons lv""l[|fx"
If ye;, give details

(ddlmm/Yyyy)

(ddlmm/yyyy)

(ddlmm/YYYY)

Yes No

D- you or did you smoke? ilow long?

Packs per day?

Do you use alcoholic
beveraoeS? t E ffiw

much/often?

Do you use or take any
druos? il a Mention druos used below :

Yes Bl4"Are you presently on any medication :

and over the counter you takeIffes; Plcase list

u/oulc you say that your health is (please check one): -tr- 
Exceltent --W*d *n Fair

DECLARATION

uela * H4
.rit1 ) 995

seaman's nu^a", / / ?' ',H"r"bY
I am aware that thc information supplred by fo

> De6lare that I have made full disclosure of all of my

to the Doctors and staff oF this clinic rms the basis uPon which I will be offered employment

as a Seafarer I understand that in the event of any m isrepresentation either by statement or omlssion I will lose the right to b€nefit from sick PaY and / or

r:oqroutsation which would otherwise be due under the Contract of Employment or under any Collective Bargaining Agreement, I Also Hereby consent to

nrv Siq.iical records the Owners and/or Insurance of the

rcpfrl:;cntatives

belnq made available upon demand to my employers and/or Vessel or their authorized

t

,
Name:

FEMALES

of last dental cleaning:

ir. .
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