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VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

ALLiRGIESI

', to any above, please explain

Dr.'s Initials

Do you have or have received treatment for the following

major cond tions?

lvould you say that your health is (please check on.r) H Ercellent Good n Fair

4KtGU( that I have made full disclosure of all of mv

history to the Doctors and staff basis upon which I will bc ofiered employment

as a Seafarer, I u0derstand that in the event of any nr sieprcsentation either by statement or omissiorl I vrlll lose thc right to benefrl trom sr(k PaY ard / o'

compensation which would othenvise be due unclet thc ContraLt of Employment or under any Collectivc Rarqaininq Agreement I Also Hereby consent to

my medical rccords bcirtg made available upon

representatives.

dcnr.ind to rny employers andlor the Ownets

lo'fa-)oDate of Birth r fiar-pEwf .
Name: ?Y{t Krt-k/1

Phon6:Seaman Certificate No':
.lob Title : 2N/)'Fa11VesselEmployer:

PhIn E(nergency, Notify :

Physician or Clinic :

Physician's Phone i 0L^ ?V9Vr%,t
L5'c>7 -

YE5 NOYES NO
ever hadHas i

YesNo YL.s l'lon Yes T gtr E} Jaundice or BePatitisNo Diabetes

u m +ferlt.il Illness ntr flcart DiseaseDiabetes tr Etr E DizzinetsHeart Trouirie

I] E- tdtcpsyl5eizure ntr LA NCCTHigh Blood Pressure x flBack Probiernstr EBlood Prcssure

f gtr m Slrpped DiscShortness oF Brcatll

tr Etr f, Wrist ProblemsChest Pain

n ED M iractured VertebraeChronic CoLlgll

gArthritis / Gout trT aAsthma

n E'u E} Kidney ProblemsTuberculosis

Cancer / Tumor tr E,tr BRheumatic Fcvcr

tr En a hash or Skin ProblemFrcqucnt Heada( hes

n E}Hernia / HydrocelcVision Prohlenrs g
EVaricose Veins Tg20/20 Vision f
tr- ,^ a- ' : , - IEp ieire, T
Elu E Mental tsreakdownHearing Problerns

T fiIIl]prirrnent, Depression or f4ental Illness

x E}ly Tr .lrlsrlritled [] jsease

LY

Yes No Yes No

Prostate Problenrs f p a Preqna ncy tr tr
l esticular Lumps n E llrc.rst Lumps n tr
Peniie Drscharge rl E l,1e{rslrual Problems f, n

Yes o

If i!haifor s)?prcc ao ,

Physician(s) Name/Ad (if different than noted on paqe 1):

you currentl;'under a CcLlar's care?

Y**im No Date iHrstory of surgeries/hospita izations

Ifycs, qive details

Date of last tetanus Vaccination: (ddlmm/yyw)

Other Vaccinations , Mention

Date oflast dental cleaning: (ddlmm/yyyy)

Date of recent dental work: (ddlmm/yyyy)

Ycs NO

Do you or did ycu smoke? How lonq)

P'atks per day?

Do you use alc,Jholic
beveraqes? tr E frow

mrrch/often?

Do you use or take anY

druqs? f, p
Mention druqs used beloui

Yesyou prese nUy on any medication i

prescription and over the counterIf Ves, medications you take regu

ar)d,/or losurance of the Vcssel or their authorized

7

I

MAI FS I {IY
If yes, give details :

FEMALES

,n4/..Y4'(Address r

Addiess :

-


