
Na,ne; 7-4 - lDate of Birth !

Address

Certificate

{9,:Employer : Title :

lnn. :In Emergency, Notify:
c:or

Phone l

I
!,

VANGUARD MARITIME LIMITED
MEDICAL HISTORY QU ESTION NAIRE

ALLERGIES:

It -Yes", to any oFthe above, please explain:

r3u Curreni y under a doctcr'S

Or.'s Initials

,E 
FEB AON

Do you have or have received treatment for the following:

b

Any o[hcr ma]or cond tions?

},IALES ONLY
If yes, give details :

FEMALES ONLY
Yes No Yes No

DrcEr3te Problems E Pregnancy tr
n Lil Breast Lumps tr tr

2enile Discharge u m Menstrual Problems tr
Lun.lps

YES, problem(s)?

(ir different on page

H itory of surger es/hcspilalizations : n Yes Eil{" Date :

IF ycs, give details

Oate of Iast tetanus Vaccination: (ddlmm/vyw)

Date of last dental cleaning: (ddlmm/YYyy)

Date of recent dental workl (dd/mm/yyyy)

Other Vaccinations, Mention :

Are you presently on any medication : Yes EI{NO
If Ves, Please list prescription and over the counter medications you take regularly:

lvould yolr say that yor.rr health is (please check one): n Excellent Good _f Fair

i,:iW,'"*^,(#:gz(.,.f,k,hatlhaVemadefUlldisclosUreofallofmy
medrcat history to the Doctors and staff of this Clinic. I am aware tnat tne *foffiton s6plied by iorms the basis upon which I will bc offcred employment
as a Seafarer" I understand that in the event of any misrepresentation either by statement or omission I will lose the right to benefit from sick pay and / or

comcensation which would othenvise be due under the Contract of Employment or under any Collective Bargaining Agreement. I Also Hereby consent to

my mcdical rccords being made available upon demand to my employers and/or the Owners and/or Insurance of the Vessel or their authorized

reprcSentatrves.

?

YES NOYES NO

Yes No Yes No Yes No Diabetes tr E2
a

Jaundice or Hepatitis tr E}
I.4ental Illness tr ELDiabetes n t_l llcaft Disease n | -l tr I

Dizziness trHeart Trouble

tslood Pressure n t1 Cancer tr tr DHigh Blood Pressure tr E Back Problems

Shoftness of Breath tr g Slipped Disc tr E}
Chest Pain u EI Wrist Problems tr E

tr E} Fractured Vertebrae tr EChronic Cough

tr EAsthma tr E Arthritis / Gout

n E (idney Problems tr EITuberculosis

Rheumatic Fever tr EI Cancer / Tumor tr n
u EFrequent Headaches tr EI Rash or Skin Problem

Vision Problems tr a Hernia / Hydrocele il a
20/20 Vislon n I{l Varicose Veins n E

GEpilepsy tr E Drug Problems tr
Hearing Problems tr a f,lental Breakdown tr E}

D DPsychological Impairment, Depression or Mental Illness

tr ttSexually Transmltted Disease

Yes NO

Do you or dld you smoke? flow long?

P'acks per day?

Do you use alcoholic
beveraqes? tr E How

much/often?
Do you use or take any
druos? n Iq Mention drugs used bclow :
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Addless :


