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VANGUARD MARITIME LIMITED
MEDICAL HISTORY QU ESTION NAIRE

ALLERGIES:

famil ever had

Dracetes

igh Blood Pressure

ii "Yes", to any of the above, please explain

Any other ma]or condltions?

Hrstory of surgeries/hospital

If ycs, give details

Date of last tetanus Vaccination! (ddlmmlvvw)

(ddlmm/yyW)

{ddlmmlvvW\

Other Vaccinations. Mention :

Date of last dental cleaning:

Date of recent dental work:

Dr,'s Initials

03-'7 - kzz
Do you have or have received treatment for the following:

Yes NO

Do you or did you smoke? n ffiw lono?

lFieks per day?

Do you use alcoholic
beveraoes? T fsl-Ptow

l-llmuch/often ?

Do you use or take any
druqs? x Mention used bciolr

FairlVcruld you say that your health is (please check one): H Excellent Good

that in the event of any ntisreprcsentatjon cither by statentent or omlssion I will lose

DECLARATION

14-{bru- #49/u) *'.o",VtYl 12?.;h;"re that r have n,ade rur discrosure or ar or my
vl.L).

I, Seaman's
history to the Doctors and skff of this clinrc. I am aware that the iniormauon suppued by forms the basis upon which I will bc offcred enlployment

as a Seafarer. I understand
compensation which would
my medical rccords being
represcntatives.

thc right to beneflt from slck pay and I oi
otherwise be due under the Conhact of Employment or under any Collective Bargaining Aqreement. I Also Hereby consent t0
made available upon demand to my employers and/or the Owners and/or Insurance of the Vessel or their authorized

N ame: rth rDate
Address

Seaman Certificate No.: Phone : 01747940919
Employer : Vessel : t{v. L5 (fivbK0w
In Emergencyr Notify : Relationship Ph. :

Physician or c:
Addless

n's Phone

YES YES NONO

Yes No Yes No Yes No Diabetes tr Jaundice or Hepatitis ntr 6un oir.u.u tr E l(i-ental Illness tr tr]" Trouble tr tri Di zzi ness n Etr
tr t=f tr Epilepsy/Seizure tr Hlgh Blood Pressure tr Ei Back Problerns tr g

Shortness of Brcath tr g Slipped Disc tr
Chest Pain tr fl Wrist Problems tr

ru
u

Chronlc Cough n g Fractured Vertebrae tr g
Asthma n E} Arthritis / Gout n
Tuberculosis tr M Kldney Problems T ts
Rheumatic Fever tr Z Cancer / Tumor n ts
Frequent Headaches u a Rash or Skin Problem n n
Vision Problems tr trl (ernia / Hydrocele n E
20/20 Vision n a Varicose Veins l E,
Epilepsy tr a Drug Problems n E
Hearing Problems tr E} 6ental Breakdown u tr
Psychologicai lr])pairrnenL/ Depression or l'lenlai lllness f t3
Sexually Transmitted Disease n tg

MALES ONLY
If yes, give details

FEMALES ONLY
Yes No Yes No

Prostate Problems n E, Pregnancy

I'esticular Lumps tr r Breast Lumps tr tr
Peniie Drscharge tr e Menstrual Problems tr

you currentiy under a doctor's care? n
Yes,

if fferentdi notedthan on page 1):

$rhat problem(s)?

v"'lI No Date t

Are you presenUy on any medication u Yes g No

prescription and over the counter medications you takeIf {es, Please ist

t
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