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MEDICAL HISTORY QUESTIONNAIRE
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High Blood Pressure
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I, Seaman's Number Declare that I have made full disclosure of all of my

history to the Doctors and staff of this clinic. I am aware that the informatlon supplied by forms the basis uPon which I will be oflered emPloyment

as a Seafarer. I understand that in the event of any misrepresentatlon either by statement or omission I will lose the right to benefit from sick PaY and / o'

compensation which would otherwise be due under the Contract of Employment or under anY Collective Bargaining Agreement. I Also HerebY consent to

myr medical rccords
the Owners and/or
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Has a hadtn IFam
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nil Problems

tr/ TumortrFever
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If yes, give details
FEMAL

Yes No Yes No

Prostate Problems tr g Pregnancy tr tr
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Oate of last tetanus Vaccinatidn: (ddlmm/yyw)
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Date of last dental cleaning: (dd/mm/YYYY)

(ddlmm/yyyy)
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