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VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

ALLERGIES

Fam Hi fami

Dr.'s Initials

te:

Do you have or have received treatment for the following:

pl
p.+ l
.$.!'

in cver

Hrgh Ul0od Pressure

iliV;si to any of the above, please explain

Any othcr ma.lor condltions?

Iar Lumps

ff ycs, (jive detalls

Date of recent dental work:

Are you presenuy on any medication :

ry|"

71")lC?J ieK?(ofName;

L4\tAa Ca txt# t6a/tz, M,A. tAddress:
oNo,:man

Ztz4 lrr.4fTitle :Employer
Ph, : ol72-L^2t7q(72 Relationship :In Emergency, Notify

Perspnal Physician or Clinic

Ad dless
Phone l

nt tn On-

Yils No Yes r\oYes No

U WHcad Disedse tr m f,lerltal lllnessDi.ibetcs

n WCancer tr W Epilepsy/Seizure

YES NO YE5 NO

Diabetes

lleart Troubie

n M -lnundicr or ilepJtitis t
m Dizz iness T g

High Blood Pressure tr fl Back Problcrrls n W
Shortness of Breath tr g 5!rpped Disc tr
Chest Pain u M Wrist Problems n
Chronic Cough n u Fractured Vertebrae n E
Asthma tr U Arthritls / Gout I
Tuberculosis n V Kidney Problems D tu
Rhcumatic Fever tr M Cancer I l-umor n D
Frequent Headaches il g Rash or Skin Problem n M
Vlslon Problems tr g Hernia / Hydrocelc I g
20/20 Vision il ru Varicose Veins T
ipile psy T ffiorun Problcrns

l-learinq Problems tJ l'lental tsreakdown

Psychological lrnpairrnent, Depression or l'lental Illness

f, ru
l ru

Sexually Transmifted Disease f, D,

FEMALES ONLYMALES OIILY
Yes NoYes No If yes, give details :

n trI V Pregna ncyProstate Problems

Breast Lumps tr nn M
Probl

No

t trPenile Dlscharge tr p
es

Y",lm No Date

Physician(s) Name/Address (il drfferent than noted on page !)

Hrjtory of surgerics/hospitali2ations

lf Yes, what problern(s)?

you currently under a doL1or's carc?

Date of last tetanus vaccination: lddlmmlyyw)

Other Vaccinations. Mention i

Date oflast dental cleaning: (ddlmm/yyyy)

(ddlmm/yyw)

Yes No

Do you or did you smoke? tq

Mention drugs uscd beiovi :

Do you use alcoholic
beveraqes? n E
Do you use or take any
druqs? f, E

n Yes V No

counter medications you take reguIf Ves, Please list prescription over

'rvo,rld you say fhat your health is (please check one): t] W-Excel len t Good Fair

DECLARATION

ini.,M:#"fr#",!,|-4922,4u,9avDeclarethatIhaven']acleFUllc,isClosUre0falloimy
mcdtcat history to the Doctors and staff of tlris Clinic. I am aware that the information supplied by forms the basis upon which I wiil bc oficred employrne|t

as a Seafarer. I undcrstand that in the event of any nlisrepresentation either by statenrent or onltssion I will losc thc rigllt to beneflt from sick pay arrd / or

corn0ensation which would otherwise be due uncler the Contract ot Employment or under any Collective Bargaininq Agreenlent l Also Herebv conse'" tu

my meciical rocords bei0g n'tade available upon denland to rny cmploycrs and/or the Olvners arld/or lnsurarlce of the Vcsscl or their authorizilcl

representatives
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