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AMERICAN CLUB
M EDICAL HISTORY QU ESTIONNAIRE Hologram

Dr,'s Initials
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Do you have or have received treatment for the following

I

ALLERGIES:

to any oF the above, please exPlain:

Date of last tetanus Vaccination: (ddlmm/YYYY;

other Vaccinations . Mention :

of last dental cleaning: (ddlmm/yYw)

D-atF.of recent dental work: (dd/mm/YyYY)

woutc you say that your health is (please check one): n . Excellent Good Fair

DECLARATION

that I have made full disclosure of all of my
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basis upon which I will be offered employment
to the Doctors and staff of this Clinic, I am

I understand that in the event of any misrepresentation either by statement or omission I will lose the right to benefit from sick PaY and / or

which would otherwisc be due under the Contract of Employment or under anY Collective Bargaining Agreement. I Also Hereby consent to

nrv 5;qiical records
rcpr |r:,cotatlves.

upon demand to mY employers and/or the Owners and/or Insurance of the Vessel or their authorized

Date of
Name: h

ft

Ph,1
Emergency, NotifY

or Cllnic :

t

, t;d ,e40727 
'

Addiess r
Phone :

in

Yes Yes No Diabetes

YES NO YES NO

laundice or HePatitis D
Diabqtes n E, Heart Disease tr E} lYental Illness n Heart Trouble tr a Dizziness tr E
Iliqh Blood Pressure tr lj1 Cancer tr E} Epilepsy/Seizure tr High Blood Pressure tr V Back Problems tr g

Shortness of Breath n M Slipped Djsc x E}

Chest Pain v Wrist Problems tr Ei
Chronic Cough tr M Fractured Veftebrae tr EI
Asthma tr V Arthritis i Gout tr a
Tuberculosis n V Kidney Problems n EI
Rheumatic Fever g Cancer / Tumor n u
Frequent Headaches tr a Rash or Skin Problem r u
Vision Problems tr V Hernia / Hydrocele g
20/20 Vision il E Varicose Veins n EI
Epilepsy tr E Drug Problems tr
Hearing Problems E Mental Breakdown tr a
Psychologicnl Impairment, Depression or l'4ental Illness tr g

Transmitted Disease tr a

MALES O If yes, give details :
Yes No Yes No

Prosiate Pro0lems il g Pregnancy tr tr
Tcsticular Lumps tr w Breast Lumps tr tr
Peni{e Discharge tr E l"lenstrual Problems tr

under a

vvhat problem(s)?

than noted on paqe 1)

No Date :

NoYes

long?Do you or did You smoke?

per day?

trDo you use

you use or any

Yeson any med

you take regularlY:over the counteryes, Please prescri ption

berng made available

.$

Any other major conditions?

tr
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yes,


