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Cée ol iast tetanus shot (dad ' nniyvyy)
Zate o lest dental cleaning: _(adimmiyyyy)
Cate of recent dental work: (dd/imm/yyyy)
FEMAL ONLY
Fregnancy ] Yes Menstirual Problems [ VYes
Breast Lumos T Yes
MELES OhLY
Beogtate Prople C1Y Penile Disch [Tves
frostate Preplems es enile Discharge L iYe
Testicular Lumps [ ves
At vou curszntly under a doctor's care? N o
If ves, fur what croblem(s)? .
Fhysician(s) Name/Address (if different than noted on page 1):
& P . . 4 1
Flzass st any surgeries/hospitalizations (reason for and date). la —
%
DO oL Or Gia Yo smoke? ,A' ! _ How long? _ Packs per day”?
Dcys. Ls2 aicoholic beverages? “A/D How rmwuch/often? o
Do you wee o7 take any drugs? D What Kinds? _ -
Flease list presciiption and over the counter medications you take regularly:
Vyould you say that your health is (piease check ong): Excellent Good air

Y o

L&, _ L -
L MrRAZD LA E , Seaman's Number /3'3’489 . Hereby Dectare that

| have madz full disclosure of ali of my medical history to the Doctors and staff ¢f this Clinic. |

Seafarer | understand that in the event of any misrepresentation either by statement or omussi
will lsse the right to benefit from sick pay and / or compensation which would otherwisc be aue
the Contract of Ernployment or under any Collective Bargaining Agreement. | Also Hereby consa
to my medicai records being made available upon demand to my employers and/or the Owners andicr
‘nzurzrs of the Vessel or their authorized representatives.
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