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VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

Jl "Yes", to any of the above, please exPlain:

malor

say that your health is (please check one): n Ercellent 'Q/eooa---1ilr.---.

Dr,'s Initials

t,5 JUL

Do you have or have received tteatment for the following:

Fair

of

Address :
No.:

Notify :

or CliI

Yesa care?

problem(s)?

different noted on page 1):

No Date :

YES NO
YES NO

YesYes
or HePatitis

tr trIllnesstr nesstr Heart Disease trHeart Trouble

tr trBack Problemstr CancerBlood Pressure High Blood Pressure

trtr Discof Breath

trWrist ProblemsilPain

nFractured VertebraeilCough

'Arthritis 
/ Gout

nProblems

n/ TumortrFever

tru or Skin ProblemFrequent Headaches

il/ HydroceleProblems

trVeinstrVision

nProblemstrEpilepsy

Breakdol'vnHearing Problems

Impairment, Depression or Mental Illness

nTransmitted Disease

If yes, give details :
FEI

No
Yes No

rrq5td!e rr uursr I r) tr a PregnancY tr tr
I esticular LumPs tr g Breast LumPs tr
Peniie Dlscharge rl w ;r- Menstrual Problems tr

Date of last tetanus Vaccination: (ddlmm/yyYy)

Other Vaccinations ' Mention :

Date of last dental cleaning: (ddlmm/YYYY)

Date of recent dental work: (ddlmm/yYYY)

NO

long?you smoke?you or

per

YoU Use

you use or any

presenUY on anY

you takeover the counterease list
rly:

onIf Vesr
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mcdical history to the Docrors and staff of this crinic. r am awarJinii m"lnrorilatron supbrno ov iormiln" basis upon $i hrch I will be offered employment

as a seafarer. I understand that in the event of any ,irrepr"ren-t#on eiirre, uy statement o. oi,lttion'i *irr [i"1nI tight to beneRt from sick pay and / or

compensation which wourd otr.,"*ir. u. due undei tne contral oii*ptoy*.nt or under any i"rr;i,. airgaining Aqieement l Also Hereby consent to

my medicat rccords beins ,.0.'1r.iLur" tipon demand t"tr;;#di.i;;;inolo,-in. d;;;d;;i"int6 or the vessel or their auth.rized

representatives.
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