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L clare that I nave made full disclosure of all of my
maodical history to the Doctors and staff of this Clinic. 1 g 2ware that the information supplied by form basis upon which I will be offered employment
as a Seafarer. 1 understand that in the event of any misrepresentation either by staternent or omii il lose the right to benefit from sick pay and / or
compensation which would otherwise be due under the Contract of Employment or under any Coliective Bargaining Agreement. I Also Hereby consent to
my medical records being made available upon demand to my emgloyers andf/or the Owners and/or Insurance of the Vessel or their authorized
representatives




