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VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

Dr.'s Initials

Seafarer's Signature

HtsfaJvn
Date :

I tt I u:'.]
ALLERGIES:

Do you have or have received treatment for the following:

High Blood Pressure

lf "Yes", to any of the above, please explain:

major conditions?

Peniie Discharge

you currently under a doctor's care?

would you say that your health is (please check one): n Excellent cood Fair

,..@,,S"u*.n,,^'*o",Ud?69fl.,utyo""l,,.thatIhaVe'ma.lPfulldisclosureofallofmy
mcdrcal history to the Doctors and staff of this Clinic. I an] avrare that the informatlon supplied by forms the basis upon whrch I will bc offcred employment

as a Seafarer. I understand that in the event of any misrepresentatjon either by statement or omission I will lose the right to benent from sick pay and / or

compensatton which would otherwise be due under the Contract of Employment or under any Collective Bargaintng Aqreement, I Also Hereby consent to

my medical rccords 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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.Any

?

Date of Birth I

Khannur . Qrdar. Dinq-icufAddress
t+ai Phone :Seaman Certificate No':

zlEJob TitlenEmployer :

Iftn,l A r, r- Ph, : oRelationship :rgency,

Physician or
Addfess :

Physician's Phone r n, 2?Q2 i,le:

in ur fami

Yes No Yes No Yes No

Diabetes tr M Heart Disease tr n} Nlental lllness tr W
n U Cancer tr [1 Epi lepsy/Seizure tr W

YES NO YES NO

Diabetes tr E Jaundice or Hepatitis tr M
Heart Trouble tr M Dizziness tr d
High Blood Pressure tr M Back Problcms tr tII
Shoftness of Brcath tr M Slipped Disc tr m

MChest Paln n M Wrist Problems n
Chronic Cough tr Fractured Vertebrae tr M
Asthma n E tuthritis / Gout n ru
Tuberculosis tr M Kidney Problems n M
Rheumatic Fever tr M Cancer / Tumor tr M
Frequent Headaches tr M Rash or Skin Problem tr M
Vlslon Problems tr W Hernia / Hydrocelc n w
20/20 Vision tr M Varicose Veins tr M,

Epilepsy tr M Drug Problems tr g
Hearing Problems M Mental Breakdown u M
Psychological lmpairment, Depression or Mental Illness tr M
Sexually Transmitted Disease tr g

MALES ONLY
If yes, give details

FEMALES ONLY
Yes No Yes No

Prostate Problems u M Preqnancy u tr
I esticular Lumps tr w Breast Lumps n tr

tr W
Yes

tr
No

If Yes, for what problem(s)?

Physician(s) Name/Address (if different than noted on page 1)

Hritory of surgeries/hospitalizations tr Y"siUf No Date :

If ycs, qive details ;

Date of last tetanus Vaccination: (ddlmm/yyyy)

other Vaccinations. Mention I

Date of last dental cleaning: (ddlmm/YYYY)

Date of recent dental work: (dd/mm/yyyy)

Yes No

Do you or did you smoke? How long?

F'acks per dayz

Do you use alcoholic
beveraqes? tr V How

fnr r.h/often?

Do you use or take any
druqs? Mentlon druqs us€d bclolv

Y

fl NoAre you presenuy on any medication n Yes

tf Ves, Please list prescription and over the counter medications you take regularly:
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It\l ilT-tTr-aName: 
I


