
VANGUARD MARITIME LIMITED
M EDTCAL H ISTORY QUESTTONNATRE

ALLERGIES:

Dratrctcs

lligh Blood Pressure

,l - yes", to any oF the above, please explain:

Any othcr malor cond tions)

iralstate

est cuiar Luntps

?,.niie Drscha rge

Do you have or have received treatment for the following:

Yes No

Do you or did you smoke? tlow long?

Facks per day?

Do you use alcoholic
beveraqes? tr g How

much/often?
Do you use or take any
druqs? T M Mention druqs used below

Dr.'s Initials

t\

Date :

n Nn\/ )ni3 1

Ar0 you currer.ltiy under a care?

(il different than on page 1):

I

l*,
,l otu or surgefl cs/hospit,tlrzatro,ts

yca, grve details

Oate of last tetanus Vaccination: (ddlmm/yyyy)

(ddlmm/yyyy)

(ddlmm/yyyy)

Other Vaccinations, Mention :

Date of last dental cleaning

Date of recent dental workl

worrld you say that your health is (please check one): n Excellent Good Fair

DECLARATION

as a Seafarcr, I undcrstand
cornoensation which would
my mcdical rccords being
representatives.

,@ l,toMlr{*L(44 y/t g g" 
*ulby o".turu that I have nracle full disctosure or alt or mySeaman's Number

nrcdlcal history to the Doctors and staff of this Clinic. I am aware that tie informatlon supplled by forms the basis upon which I will be offcred employment
either by statement or omission I will lose the right to benent from sick pay and / orthat in the event of any misrepresentation

otherwise be due under the Conkact of Employment or under any Collective Bargaining Agreement. I Also Hereby consent to
made available upon demand to my employers and/or the Owners and/or Insurance of the Vessel or their authorized

Na me: lwtelv(l^{ U44/*H ' Date of Birth :

Address : t
Seaman No.: I

Employer:

In Etnergency, Notify : Relationship : Ph,
Personal Physician or
Addtess :

Fanri I n fam YES NO YES NO
.l yes No Yes No Yes No Diabetes

Heart Trouble

High Blood Pressure

tr M laundice or Hepatitis trn U Hcart Disease tr tg fGnt.t Ittn.r. tr n g Dizziness tr g
tr n tr M Back Problerns tr E

Shortness of Breath tr V Slipped Disc tr E
Chest Paln u M Wrist Problems tr g
Chronic Cough tr EI Fractured Vertebrae tr W
Asthma tr g Arthritis / Gout tr g
Tuberculosis tr g Kidney Problems tr g
Rheumatic Fever tr f,Cancer / Tumor n a
Frequent Headaches n a Rash or Skin Problem g
Vision Problems u g Hernia / Hydrocele n g
20/20 Vision tr g Varicose Veins tr E
Epilepsy tr EI Drug Problems u g
llearing Problems tr g I',1ental Breakdown u tl

Impairment/ Depression or Mental lllness n @
ly Transmitted Disease tr Ei

FEMALES ONLY
Yes No Yes No

n g Pregnancy

n tr Breast Lumps tr
u W l''lenstrual Problems

Yes Ellno

Y",lEr No Date :

Are you presently on any medication : Yes No

n and over the counter medications you takeIf Ve9, Please list prescri

t

I

h!
EA

I r,

,* Hl lovrub Titte t ICH \ Q-OC

Physician's Phone I lOt y'*'.f I Sb *Y

u

IY
If yes, give details :

Yes,

V


