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VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

ALLERGIES;

Drabetes

ts,ood Pressure

.' res", [o any oF the above, please explaln

Any o[her ma]or cond tionsT

Ara'/ou currentiy a doctor's care?

Dr.'s Initials

Date :

ot,-6v-a.or.'l

Do you have or have received treatment for the following:

Good Fair

@.-)F

tr Yes, for vrhat problcm(s)?

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

:1 .[o-/ of sur!]oricslhospita izations

yr:;. glve details

OTCLARATION

Worrlcj you sal that your healfh is (please check one): n Excel lent

@J*4eb ffi,,i.",dz!24i[0, Declare that I have made full disclosure of all of my

ilroiirc;li history to the Doctors and staff of this Clinic. I am dware that the intbrmation supplled by forms the basis upon which I will bc offcred enlployment
as a :ieafarer. I ur)derstand that in the event of any misrepresentauor] either by staternent or ornission I will lose the right to beneflt from sick pay and / or

c0mltensation which woiild otherwise be due under the Contract of Employment or under any Collective Bargaining Agreement. I Also Hereby consent to

t1y flteorc.i rccords beinq made available upon demand to my employers and/or the Owners and/0r Insurance of the Vessel or their authorized

li l,rL5(' lalr,(\S

!

Na me or\ftM' ) ilAHED AL A
Ad{,rerc : )ATLDA(", \ No,r Phone l

Employer : MV"! ,RhVE KO: f@.+itte: L}

Ph.In Emergency, Notify onship :

Personal Physician or Clinlc:
Adrttess

Physician's Phone

H in had YES NO YE5 NO

I ves t\o Yes No Yes lro

Trouble

High Blood Pressure

n d Jaundice or Hepatitis Tn
tr

Hcat Drsecise I Mental lllness trLJ LJ tr d Dizziness tr
Cancer Epi lepsy/Seizure Ttd LI n g Back Problerns n EI

Shodness of Breath tr M Slipped Disc tr g
Chest Pain n g Wrist Problems tr E'
Chronic Cough tr g Fractured Vertebrae tr E
Asthma tr g Arthritjs / Gout tr E
Tuberculosis n g Kidney Problems n E
Rheumatic Fever tr g Cancer / Tumor n tu
Frequent Headaches tr d Rash or Skin Problem tr Ei
Vision Problems u V Hernia / Hydrocele T E}
20/20 Vision u g Varicose Veins tr E
Epilcpsy T g Druq Problems u E
Hearinq Problems tr E l"lentai Breakdown tr Ei
Psychological Impairment, Depression or Mental Illness tr g
Sexually Transmitted Disease f g

I''ALES O
If yes, give details

FEMALES ONLY
Yes No Yes No

t,rarstrle DrOtlients n E' Pregnanry tr tr
i.s': cular l-u[]ps n f, Breast Lumps tr
Peniie Dtscharge n E' l'lenstrual Problems I tr

Yes ffiHo

l Y.4ZJ No Date

Oate of last tetanus Vaccination: (ddlmm/yyw)

Other Vaccinations, Mention i

Date of last dental cleaning:

Date of recent dental work:

(ddlmm/yyw)

(dd/mm/yyyy)

Yes No

Do you or did you smoke? how long?

P'acks per day?

Do you use alcoholic
beveraqes? tr How

rndch/often?
Do you use or take any
druqs? T Mention druqs used belovi

Are you presently on any medication Yes No

counter medications you take regularlylease list overVes,
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