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AMERICAN CLUB
MEDICAL HISTORY QUESTIONNAIRE

ALLERGIES:

to any of the above, Please

.major

,WoulC'you say that your health is (please check one): . n-. Excellent

Per-i,ii"C'?

Hologram Sticker No'

Dr.'s Initials

4
Dat€ :

I' 2
Do you have or have received treatment for the following:

Good Fair

*,1iirff
i

'oec EMrN Sulloa/
'i:l'$# fr::',ffit'I"ilTi".'J that I have made full disclosure of all of my

to the Doctors and staff of this clinic. basis upon whlch I wlll be offered employment

I understand that in the event of any misrepresentauon elther by statement or omlsslon I will lose the right to benefit from sick PaY and / or

which would otherwlse be due under the Contract of Employment or under any Collectlve Bargaining Agreement. I Atso Hereby consent to

the Owners and/or Insurance of the

a

i-ry,' aiiqlic€l records
ibl?rrEoiltatives.

il;ii;;, .f
r: il ,.;r

I '' l:,." i

:i iit;

of Birth :
Name:

ot t:VE@ '[seam"n Certificate No.:

[1bv,Employer':

In Emergency, t{otifY:
or Clihic 3

d2975> reet 6Physician's Phone;

ever hadrlas
Yes NoYes NoYes No

MEI Mental Illness ilM Heart Disease trPia.hc$r tr
tr gtr g CancerPressure

YES NO YES NO

Dlabetes u M Jaundicq or Hepatitis tr EI
Heart Trouble tr M Dlzzlness tr M
High Blood Pressure tr f, Back Problems tr g
Shortness of Breath tr M Slipped Disc tr M
Chest Pain tr m Wrist Problems tr EI
Chronic Cough u g Fractured Vertebrae tr tr
Asthma m Arthritis / Gout u EI
Tuberculosls tr fr Kidney Problems u EI
Rheumatic Fever tr ru Gncer / Tumor tr M
Frequent Headaches tr E Rash or Skin Problem tr E}
Vision Problems M Hernia / Hydrocele tr EI
20/20 vision tr W Varicose veins tr g
Epllepsy tr E Drug Problems tr g
Hearing Problems tr g Mental Breakdown tr E}
Psychological ImPairment, Depression or Mental Illness tr M
Sexually Transmitted Disease tr EI

If yes, glve details ;
Yes No Yes ilo

rl0!rd(E Euuttlr! M Pregnancy tr tr
Te6ticular Lumps tr ru Breast Lumps tr tr
Peflile Discharge

'!. n M Menstrual Problems tr tr
Yes Nounder a doctort care?Are yox currently

what problem(s)?

on page 1)i

Yes L..T NO Date :tlirtiiry o[surgerievhospitallzauons : [-'l

(ddlmm/YYYY;Dbt€,of last tetanus Vaccinations

othilrVbccinations . Mention :

(dd/mm/yyyy)Piitri 6f last dental cleaning:

No

(dd/mm/yyyy)

presently on any

Yes No

Do you or did you srnoke? ilow long?

Packs per day?

Do you use alcohollc
heveraoes? tr How

much/often?

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

being made available upon demand to my employers and/or Vessel or thelr authorized

I
:.

D3!c: gf;recent dental work:

,

. ildti

I E I Eilrr,,.o'rrru,,,'"

Y€s

liEEease tist prescriptlon and over the counter medications you take regularly:

' MALES

fi


