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any oF the above, please

.wcula-:you say that your health is (please check one): _ t]

Do you have or have received treatment for the followingl

Good FairExcellent

s'
Hcreby Declare that I have made full disclosure of all of my

of this Clinic. I am aware that the information supplled by forms the basis upon whlch I will be offered employment
in the event of any misrepresentation elther by statement or omlsslon I will lose the right to benefit from sick pay and / or

which would othenrulse be due under the Conkact of Employment or under any Collectlve Bargaining Agreement, I Also Hereby consent to
upon demand to my employers and/or the Owners and/or Insurance of the Vessel or their authorized

i9/? zq
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P?^1p,)@Name:

Address :

r?a?q9/Certificate
e>Employer:

Ph.:In Emergency, Notify: Relationship :

Perst nal Physician or Clinic :

Adddess r

Phone:

1

YES NO YES NO

Yes No Yes No tr Jaundice 0r Hepatitis tr trl
tleart Disease n E} -1Mental Illness n DlzzlnessTrouble

Pressure tr tr EHigh Blood Pressure tr t! Back Problems

EShortness of Breath tr EI Slipped Dlsc tr
EIChest Paln n g Wrist Problems tr

Chronic Cough tr E Fractured Vertebne tr EI
tr E Arthritis / Gout tr uAsthma

E}Tuberculosls tr g Kidney Problems u
Rheumatic Fever M Cancer / Tumor tr E

tr EI Rash or Skin Problem tr E}Frequent Headaches

Vision Problems tr a Hernia / Hydrocele n E}
Z0l20 Vision tr E Varicose Veins tr E}

tr ta Drug Problems u E}
Hearing Problems E Mental Breakdown tr @

Impairment, Depresdon or Mental Illness tr E
Transmitted Disease tr

now long?you or dld you

Packs per day?

you use u [low
much/often?

you

If y€s, give details ;Yes No Yes No

EI Pregnancy

Testicrrlar Lumps trI Ereast Lumps

killF Discharge ll E} Menstrual Problems

Arj ,,y,:.o.ll.gurrently under a doctort care? l-'l veslI
problem(s)?

noted on page

'a

,El Efno Date :

details

(ddlmm/yyw)

,Other:Vitccinations . Mentlon :

,6ii}riirf last dental cleaning: (ddlmm/yyyy)

D'e[6,.!lf" reE€nt dental wo]k: (dd/mm/yyw)

records being made available
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Date oflast tetanus Vaccination:
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",,*d{M

, , N4-'4/2

2023
ALLERGIES:

tr E
tr

Epllepsy

any

on any Yes

Iffesj Please list prescriptlon and over the counter medications you take regutarly:

T

tfi


