
VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

Dr.'s Initials

Seafarer's Signature

Wrrtt^
te

ALLERGIES:

Fam Hi

Do you have or have received treatment for the following:

Good Fair

rligh Blood Pressurc

Dlabetcs

triive{ to aoy of the above, please explain:

Any other n.rajor cond tions?

P.ostate Prob

Arc you currently under a doctor's

IF Yes, for what problem(s)?

Physicia n(s) Name/Address (if different than noted on page 1

IF yoi, qive details

Date of last tetanus Vaccination:

Other Vaccinations, Mention :

Date of last dental cleaning:

Date of recent dental work:

Are you presently on any medication

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

iiiiZ*-^..*N r1*#{!^o'*, 42? / e,*3*,,
o"atur" that I have made Full clisclosurc of all ol' my

rn(tijrcal history to the Doctors and staff of this Clinic. I am dware that the information supplied by forms the basis upon which I will bc offcred entployment
as a :leafarc'r, I undcrsfand that in the event of any rnisreprcsentatjon either by stntement or omission I will lose the right to benent from sick pay and / or
corrfr0nsation which would othenvise be due urtder the Contract oF Employment or under any Collective Bargaininq Agreement. I Also Hereby consent to
{rry mcdical rocords being rnade avajlable upon demand to my cmployers and/or the Owners and/or Insurancc of the Vesscl or their authorlzed
reprusen [ative5.

t

Ndme: Date of Birth it ao*o3- gz
Ad dress ,1 . t)

Certificate No.

Enrployer: Vessel : Ml,/3 4e.
In Einergency, Notify Relationship l Ph, :

P.rspnal Physician or Clinic :

Addaess

Physiciant Phone ; ?79
tYlr LL.

Yes No Yes No Yes Nog Hcart Disease x E} I{ental Illness n Bl
- tv Cancer D V Epilepsy/Seizure tr W

YES NO YES NO

Diabetes n V lauodice or Hepatitls l g
Heart Trouble D V Dizziness tr E
High Blood Pressure tr g Back Problcrns tr g
Shortness of Breath tr g Slippcd Dlsc tr
Chest Pain n g Wrist Problems n E,
Chronic Cough tr g Fractured Vertebrae tr D
Asthma u g Arthritis / Gout u E
Tuberculosis u E Kidney Probiems r g
Rheumatic Fover tr V Cancer / Tumor g
Frequent Headaches tr m Rash or Skin Problenr tr g
Vlsion Problems u g Hernia / Hydrocele I f,
20120 Vision tr V Varicose Veins f, g
Epilepsy n M Drug Problcms u g
Hearing Problems n g Mental tsreakdown f, E
Psychological lmpairlnent/ Depression or l,'lental Iilness r g
Sexually Transmitted Disease u fl

If yes, give details :
FEMALES OIILY

Yes No Yes No

tr W Pregnancy tr tr
'i'esttcular 

Lumps tr g Ereast Lumps tr
P{-.niic Dischargc tr V Menstrual Problems tr tr

Yes D,fr"

Yes No Date :

(ddlmmlyvw)

(ddlmnlyyw)

(dd/mm/yyyy)

Yes NO

Do you or did you smoke? How long?

P'acks per day?

Do you use alcoholic
beveraqes? T v ,How

much/often?
Do you use or take any
druqs? I g

Mention druqs uscd bciofr

tr YJs No

If Ves, Please list prescription and over the counter med ications you take regularly:

f
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