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Na me: Date

Address
seaman Certificate No':

Employer I el: 2/e
In E(nergency, Notify : Relationship I Ph, :

Physician or

,s

ALLERGIES:

Blood Pressure

"Yes", to any of the above, please explain:

Any other ma.lor cond tions?

you currently under a care?

ycs, give details

y/ould you say that your health is (please check one) Ercellent

D

,/YLA
Date :

7 MAY

Oo you have or have received treatment for the following:

Good Fair

Dr.'s Initials

J J.grrdlure

ECLARATION

ubn+t'tqE! Rt'to/LaH ED ,4cr1 tlo-/< st?i;.o,
I, Seaman's Number Declare that I have made full disclosure of all of my

history to the Doctors and staff of this Clinic. I am aware that the informatlon supplied by forms the basis upon !rhich I will bc offered employment

as a Seafarer, I understand that in the event of any misrepresentation either by statement or omi ssion I urill lose the right to benefrt trom slck PaY and I or

compensa tion which would otherwise be due under the Contract of Employment or under any Collective Bargai ning Agreement. I Also Hereby consent to

my. medical records being made available upon demand to my employers and/or the Owners and/or Insura

representatives,

NoYes No YesYes No

tnHi fa

n gu g [4ental Illnesstr Heart DiseaseDiabetes g_

tr gL] tpllepsy/Seizuretr V Cancer

NOYESYES NO

tr Eg laundice or HePatitistrDiabetes

tr gtr g Drzz inessHeart Trouble

gtrtr f, Back ProblemsHigh Blood Pressure

n gSlipped Disctr gShortness of Breath

il gWrist Problemstr aChest Pain

gtrtr a Fractured VertebraeChronic Cough

n gn a Arthrjtis / GoutAsthma

n f,tr g Kidney ProblemsTuberculosis

n EItr Z Cancer / TumorRheumatic Fever

tr EItr fl Rash or Skin ProblemFrequent Headaches

tr aHernia / HydrocelcgVlslon Problems gVaricose Veins trtr fl20/20 Vision

gtrtr g Drug ProblemsEpilepsy

n wtr d Mental BreakdownHearlng Problems

n tsPsychological Impairment/ Depression or f4ental Illness

tr trSexually Transmitted Disease

If yes, give details :
FEMALES ONLY

Yes No Yes No

Prostate Problems tr tr Pregna ncy tr tr
Testicular Lumps tr U Breast Lumps tr tr
Peniie Dlscharge u g Menstrual Problems n tr

NoYes

Name/Address (if different than noted on page I
Yes, what problem(s)?

DateYes NoHistory of surgeries/hosPitalizations : I

Date of last tetanus Vaccinationi (ddlmm/yyyy)

Other Vaccinations , Mention

Date ol'last dental cleaning (ddlmm/yyyy)

Date of recent dental work: (ddlmm/yyyy)

Yes No

Do you or did you smoke? How lono?

Fatks per day?

Do you use alcoholic
beverages? tr E ,1ow

much/often?

Do you use or take any
druqs? tr l"

-7
Mention druqs used below ;

NoYesyou presenUy on any medication :

list prescription overIf Ves, counter medications You take reg ularly;

t

nce of the Vessel or their authorrzed

!,
ai.

VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE
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