.wgn}:%}\:év_ AMERICAN CLUB

MEDICAL HISTORY QUESTIONNAIRE Hologram Sticker WS v
, Dr.’s Initials ‘\%. D
Name: I b/MWMM Hoel. &ASHEAS |Date of Birth : b}{,~0f~/%9

Address : | H@N%A», LA 7 A CAr4 7T 04 RAI

' [seaman Certificate No.: ) X7 /2 S - |Phone: |
Employer : | [vessel : [MV TRCYAL /! Title: [BOSU N
In Emergency, Notify : I [Relationship : | |ph.: |

[Physician’s Phone : pr2227%/ 267 phate

Perspnal Physician or Clinic : ] ’ " M !
Address : |

-

ALLERGIES: 3
Do you have or have received treatment for the following:
Family History Has anyone in your family ever had : YES YES| NO
Yes | No T Yes| No Yes | No | |piabetes Jaundics or Hepatitis m
eart Disease ffMental lliness IS I/ b
i ; D D m D Heart Trouble Dizziness B’
{Figh’Biood Pressure Cancer Epllepsy/Seizure K
e D B D E’ pllepsy/ D D/ High Blood Pressure Back Problems

*#¥es''; to any of the above, piease explain: Shortness of Breath

(2=

1)

Slipped Disc
Chest Pain Wrist Problems
other major conditions? Chronic Cough Fractured Vertebrae
- Asthma Arthritis / Gout d
" "MALES ONLY . . FEMALES ONLY { [
Yes| No If yes, give details : Vel Tic Tuberculosis Kidney Prablems B’

Rheumatic Fever Cancer / Tumor

RIS EIR KR]E)E] 5

| Prostate Problems| D E,, Pregnancy D

N

Frequent Headaches Rash or Skin Problem

Testicmiar Lumps D E"’ Breast Lumps D

Vision Problems Hernia / Hydrocéle

OO0

D B’ Menstrual Problems D

20/20 Vision Varicose Veins

Epllepsy Drug Problems

] o] ] o] o o o o

KINIS/RIIN

Hearing Problems Mental Breakdown

)}

3

OOgoooooOoOooOoonn

[ [l] (< 4 QS|

Hvis_tojry‘,of T = e D‘Yes]mrNol e ! Psychological Impairment, Depression or Mental Tilness
’If yeés, give details : Sexually Transmitted Disease
'Dat.e*of last tetanus Vaccination: (dd/mm/yyyy) o 1

Do you or did you smoke? |How long?
A

Other Vaccinations . Mention :

Packs per day?

| Bate of last dental cleaning: (dd/mm/yyyy)

Do you use or take any

Do you use alcoholic How
beverages? D m much/often?

m Mention drugs used below :

Date. of recent dental work: (dd/mm/yyyy) drugs?

presently on any medication : | D l Yes { m/l No I

Rl 2 s S bt
~If yes, Please list prescription and over the counter medications you take regularly:

Would:you say that your heaith is (please check one): m _____ Excellent m/ Good | | Fair

: G0 C L EA 54 E ¢ :
M A ’(("/ @ uLl(A,geaman’s Number 4 ?‘? / 9 ereby Declare that I have made full disclosure of all of my

gfeaf:’al'ﬁistuw to the Doctors and staff of this Clinic. I am aware that the Information supplied by forms the basis upon which I will be offered employment .:

353 Seafarer. I understand that in the event of any misrepresentation elther by statement or omission T will lose the right to benefit from sick pay and / or -

tompensation which would otherwise be due under the Contract of Employment or under any Collective Bargaining Agreement. I Also Hereby consent to .
hcal records being made available upon demand to my employers andfor the Owners and/or Insurance of the Vessel or their authorized
rtatives.




