VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

Dr.'s Initials

[Name: [ VD KRIVIFIL ﬁéﬁé&/\/ [Date of Birth : ]
Address : | JULDHA, FAKIRNIRRAT , KARNVAPHVLT , AFHRAT TOLRAM)
[Seaman Certificate Nox| 7 /34 195 Phone : ‘0/87—5»287127

Employer : | [Vessel : V. LoREFAT-REH|30b Title : [7%. Ss ~ |

In Emergency, Notify : l IRelationship : I 1Ph. : l \ ‘

Perspnal Physician or Clinic : I | ‘

Address : ‘ IS ‘
[Physician’s Phone : 1519;2%/}5?9, Date

p— j1-04-25 |

l ALL\ERGIES:
L Do you have or have received treatment for the following:
E@ﬂy_History Mas anyone in your family ever had : LOJ
- [ Yes | No Yes| No Diabetes [9,/
Diabetes MHeart Disease ental lliness T
— NPR—" g @ l:l_g Heart Trouble E{'ﬁizziness 5 @
;Hugh Blcid Pressure D G’Cancer D E—fﬁilepsy/Seizure High Blood Pressure )T
o |
Ji\iyes'ft;}]ﬁ;of the above, please explain: Shortness of Breath L'—_] ‘Ijt—@(
—- ———————————— [Chest Pain ] E[ LE}/
“Any other major conditions? - Chronic Cough [CI[THFractured vertebrae -
— - Asthma [ arthritis / Gout N
I - SENEEEE e — | m— TN,
MALES ONLY FEMALES ONLY ; :
b dALES LY : e Tuberculosis |
Yes| No If yes, give details : Yes| No berct B L____l g _ Ej/
Frroies eSS s
Prastate Problems B’ Pregnancy D D Rheumatic Fever D B
ITesticular Lumps r T [ Breast Lumps Frequent Headaches [\3/ B/
il ] OE (=g
Penile Discharge D B Menstrual Problems D D Vision Problems Hernia / Hydrocele B\(
e . oo b R o —
20/20 Vision Varicose Veins
]

A-r;you c@tly under a doctor’s care? lYesH:Y{KO ‘ .._,_.___,___._ﬁ.w_,.__Jrg».,, e —
—_ 5 v —1 |Epilepsy i[:] EI Drug Problems D

] s - L I | =
‘Physwiofn(a)ﬁamﬁ/Addres (if different than noted on page_.l). - Hearing Problems D BM&nta\ Rreakdown T

IHistory of surgeries/hospitalizations : DlYeS‘g’ﬁ‘o it & psychological Impairment, Depression or Mental I“E_Si igiﬁ!g ])’
LD&
—

Sexually Transmitted Disease

Lff y3, give details :

I

|
1

Date of last tetanus Vaccination: A‘ (dd/mm/yyyy) ‘
i — [Do you or did you smoke?

Other Vaccinations . Mention: | | | [T S —

S S
Do you use alcoholic

e ——r——]

Date of last dental cleaning: (dd/mm/yyyy) beverages?

S NSRS (S Do you use or take any D

| Date of recent dental work: (dd/mm/yyyy) drugs? jL_YMention drugs used below @ |
- SN ! | DR b e

Krg-—ydmmy medication : D I—Y_e?{ { S H/ﬂo [ P 1

|

t_lf \TE;PIease list prescription and over the counter medications you take regularly:
|
i

B Se—

. —
wauld you say that your health is (please check one): [:1 Excellent Good __i ] Fair

DECLARATION

A 0 SSBN 7727198 .
1, MLQ_‘K BM_’?C SS& , Seaman’s Number ‘_,/ ;41 1 F>ereby Declare that I have made full disclosure of all of my

mc&cal history to the Doctors and staff of this Clinic. I am aware that the information supplied by forms the basis upon which I will be offered employment
a5 a Seafarer. I understand that in the event of any misrepresentation either by statement or omission 1 will lose the right to benefit from sick pay and / or
compensation which would otherwise be due under the Contract of Employment or under any Collective Bargaining Agreement. 1 Also Hereby consent to

my medical records being made available upon demand to my employers and/or the Owners and/or Insurance of the Vessel or their authorized

representatives.




