i
Céwe of iest teténus shot: 3 (dei'rinlyyyy)
Jule O lest dental cleaning: : (dcimmlyyyy)
| Dare of recént dental work: (dd/mn/yyyy)
FEMaLES ONLY
Pregnancy [lYes Menstrual Problems {1 Yes
Breast Lumos ] Yes
MELES ONLY
Frostate Proplams (| Yes Peniie Discharge [1ves
Cesticular Lumnps [ Yes ‘
At vou curszntly under a doctor's care? ND
If Yz fur what oroblem(s)?
Fhysician(s) Name/Address (if different than noted on page 1):
Flzass kst any zsurgeries/hospitaiizations (reason for and date): AT
HAEITE
D0 ysLar GG YO smoke? How long? . Packs per day?
zicoholic beveragaes? _' z How much/often?
Lo you wse o7 take any drugs? ___'V?Q What Kinds?
Flease list prescription and oveér the counter medications you take regularly:
VJeukt you say that your health is (piease check one): Excelient ‘G/ood Fair

e

CECLARATICN
ND. SHAREDVC LB TIES SO

, Seaman's Number . Hereby Dectare tina!

I have made full disclosure of all of my medical history to the Doctors and staff ¢f this Ciinic. 1 am
aware that ie information supplied by forms the basis upon which | will be offered employment &s-a
Seafarer. | understand that in the event of any misrepresentation either by statement or omuszion :
will luse the right to benefit from sick pay and / cr compensation which would otherwise be due -
ths Coniract of Erployment or under any Coliective Bargaining Agreement. | Also Hereby consam
to my medicai records being made available upon demand to my employers and/or the Owners andior
‘nsursrs of the Yessel or their authorized representatives.
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