
AMERICAN CLUB
MEDICAL HISTORY QUESTIONNAIRE

ALLERGIES:

Hologram Sticker

Dr.'s Initials

l-

Date i

19-o1- L9
Do you have or have receiyed treatment tor the followingt

,',.*#ffi

any

major conditions?

Yes No

Do you or did you smoke? 1f,bw long?

Packs per day?

Do you use alcoholic
beveraqes? n tlbw

much/often?
Do you use or take any
druqs? tr Mention drugs used below :

WoutC you say that your heaith is (please check one): Good u Fair

to the. Dodors and staff of this Clinic. I am aware that the information supplied by forms the basis upon which I will be offered employment
I understand that in the event ofany misrepresentauon elther by statement or omlsslon I will lose the right to benefit from sick pay and I or
which would otherwlse be due under the Contract of Employment or under any Collectlve Bargahing Agreement, I Atso Hereby consent to

records being made available upon demand to my employers and/or the Owners and/or InsurancC of the vessel or thelr authorized

'oH4 u4+ 9Eetf- seaman,s *u*r", L.\d/ 9z2il"r"by o""t"r" that r have made ful discrosure of ar of my

Nam'e: of rth : ol-o2 - vv
Address i €i/ t/

Certificate No.: z.o
Employer: Hv,'i E/e
In Emergency, Notify:

or
Addr:ess !

Physician's Phone: 19

YES NOYES NO

Yes No Yes No Yes No Diabetes tr Jaundrce or Hepatitis tr
PH&t6ii tr M Heart Dlsease tr t_3 Mental Illness

a tr t9' lleart Trouble tr EI Dlzziness tr
Pressure tr tr tr

High Blood Pressure tr EI Back Problems tr E}
Shortness of Ereath tr v Slipped Disc tr Ei

EIChest Pain tr V Wrist Problems tr
Chronic Cough u a Fractured vertebrae tr EI
Asthma tr g Arthritis / Gout tr E}

g EiTuberculosls tr Kidney Problems tr
Rheumatic Fever tr V Cancer / Tumor tr E
Frequent Headaches tr a Rash or Skin Problem tr E}
Vision Problems tr EI Heinia / Hydrocele tr E}
20/20 Vision tr EI Varicose veins tr E

trEpllepsy EI Drug Problems u Ei
Hearing Problems tr E Mental Breakdown tr E}
Psychologlcal Impairment, Depression or Mental Illness tr E
Sexually Transmitted Disease u E

If y€s, give details :Yes No Yes llo
$i,?Sqte:Problems tr E Pregnancy

Te6ticularLumps tr EI Ereast Lumps tr
Pe'nile Discharge tr EI Menstrual Problems tr

U:currently under a doctort care? vesl[f rcb

6jcian(s) Name/Address (if different than notea on page gr

Yes El1'no Date :

Dat€,of last tetanus Vaccination : (dd/mm/yyyy)

Other,Vaccinations . Mention :

,$ali oflast dental cleaning: (ddlmm/yyyy)

-D6tg;.gf recent dental work: (dd/mm/yyyy)

presently on any medication : llo
prescrlptlon counter medications you takeover
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