
t,
l
iii

\/

I
VANGUARD MARITIM E LIMITED
MEDICAL HISTORY QUESTIONNAIRE W {F--r

ALLERGIES;

Dr,'s Initials

Date :

1 z:^- rt9 -'?-e LL-
| - -t

Do you have or have received treatment for the following:

yF5 ),4

r@T
Drabetcs

High tslood Pressure

xtr'
NB

W

M

i; "Ye{ t" any of the above, Please explain

Any othcr maJor conditions?

I.IALES ONLY If yes, give details :
FEMALES ONLY

Yes No Yes No

Prostate Problenrs rl g Prcgnancy il tr
n g Breast Lumps x tr
u g Menstrual Problems f, tr

?sticular Lunrps

Peniic Discharge

Are you currently under a doctor's care?

IF Yes, for what problen(s)?

Physician(s) Name/Address (if different than noted on page

u ,tory of surgerics/hospita izations

Date of last tetanus Vaccination:

Other Vaccinations. Mention

Pate of last dental cleaning

Are you presently on anY

wouli you say that your health is (please check one): Excellent

Psychological ImpairrTlent, Depression or 14ental I lness f

I

Hernia / Hydrocele

Variccse Veins

Drug Problenrs

Mental Breakdoflr

I
l-

L_\'.

1):

Yes

DECLARATION

; 11g4q NplM tNAF| :l! 1t,,,., *rr,,., ll,{i?_18:, Decrare rhat r have n,ade ru, discrosure or arror mv

nrcdrcal history to the Doctors and stafl of this Clinic. I arn aware ttrat tne inro,nration stpplied by iornrs the basis uPon which. i Yrili bc offcrcd employment

as a seafarer. I understand that in the event of any nrisreprcsentatlor) cither by statement or omission I will losc the right to benerit trom sick pay and / or

comnensatron which would otienvise be due under tnc Contract oiimployment or un,ler any Collective Bargaininq Agreement, I Also Hereby consert to

my medical rccords being made available upon demand to uiv 
"riprovoo 

and/or the ow,iets ano/0, lnt,"nt" of the Vcsscl cr their authorized

representatives.

t

Na me:
Birth ;

Address ll I itoNrGAFll ,0Lr.1H Stnr , t/5 r Kt'lU
Seaman Certificate No.: Wv3ffi\tl3/F

Employer : UAN6UA TttA Title

In Etnergency, Notify : nship

Physician or Clin c:
rddiiss

's Phone i

Yes NoYes NoYes No

ur fami'las aFa

wIlental IllnessHcart Disease T BM
n wn g Epi lepsy/Seizure

tr
tr ts Cancer

w-C NO

M laundice or HePatitisDiabetes

Dizzinesstr gHead Trouble

a Back ProblcrnsHlgh Blood Pressure

E Slrpped DisctrShoftness of Brcath

T!Vrst Problcnrstr YChest Pain

x v Fractu red VertebraeChronic Cough

n EW Adhritis i GoutfAsthma

TKidney ProblenrsT gTubercLtlosis

EDn V Cancer / TurnorRheumatic Fever

rlBg Rash or Skin ProblemnFrequent lleadaches

tr wVision Problems

I EI20/20 Vision

l f,Epilcps'/

T
uJ

tr
Hearing Problems

Transmittcd D scase

fgJd"Yes

no I oatev"'iff
I yc5, qive details

(ddlmmlyyw)

(ddlmm/YyYY)

(ddlmm/yyyy)

|l0

long?ilDo you or did you smokc?

Packs per day?

tr EDo you use alcoho jc

beveraoes?

EDo you use or take anY
uscd belowMeiltiodr

NoYes

If Ves, Please list prescription and over counter medications You take re
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tr
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n E
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Date of recent dental work:

Good _ |]J Fair
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