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Cee uiisst tc:zmus shot: | | {dei'narnlyvyy)
Date o lest dental cleaning: -k _(dd/mmityyyy)
Care of recont dental work: (dd/mmiyyyy)

FEMALES ONLY
Pregnancy [Tl Yes Menstrual Problems [ Yes
Breast Lumos ] Yes

MALES OnLY
Frostate Proplems | Yes Peniie Discharge [1ves

Testicular Lumps ] Yes

Al vou curszntly under a doctor's care? AP

f Yes for what problem(s)?

0

hysician(s) Name/Address (if different than noted on page 1):

Flzase hist any surgeries/hospitalizations (reason for and date): AD o

: ND |
0 you ar dia you smoke? How long? +. Packs perdav?
Ucoys. us2 aicoholic beverages? D How rmuch/often?
Lo yau wsel i take any drugs? What xinds?

Flease list piescription and over the counter medications you take regularly.

Viouil you say that your health is (piease check one). _ =xcellent Good Fair

:ECL.A {M i ICN

Mu
Ha#ﬂﬂ oA FEUL s 5 6 /029’/35_ Hereby Declare tnal

, Seaman's Number_”

| have made full disclosure of all-of my medical history to the Doctors and staff ¢f this Ciinic. t a™
aware that lie 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 ofssion :
will lnse the right to benefit from sick pay and / ¢r compensation which would otherwise be due unde
the Coniract of Ernployment or under any Collective Bargaining Agreement. | Also Hereby corsan
to my medicai records being made available upon demand to my employers and/or the Owners andicr
‘nsurzrs of the Vessel or their authorized representatives.
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