
AMERICAN CLUB
MEDICAL HISTORY QUESTIONNAIRE

ALLERGIES:

any of the above, please explain

major conditions?

Wpuld'you say that your health is (please check one)i Excellent

{\r-L
Date i

\1 c7. L)

Do you have or have received treatment for the followingl

Yes No

Do you or did you smoke? flow long?
.1

Packs per day?

Do you use alcoholic
beveraoes? tr tr ltow

much/often?
you use or any

Good Fair

.,,1ifkEz
.3g Hologram

Dr.'s lnitials

L'HA iltl's-a oz-,/ Seaman,s *"^o*7 13/ 52 
irereby Dectare that I have made fuil disclosure of aI ormy

to the Doctors and staff of this Clinic. I am aware that the information supplled by forms the basis upon which I will be offered employrnent :

understand that in the event of any misrepresentaBon elther by statement or omlssion i will lose the right to benefit from sick pay and I or '

which would othenrrise be due under the Contract of Employment or under any Collectlve Bargaining Agreement. I Also Hereby consent to
qy::CnQ.ltcal records being made available upon demand to my employers and/or the Owners and/or Insurance of the Vessel or their authorized
icpr0$errtatives.

i

Name3 of lo,lo.)1
Address I y' ILL

No.: Phonc:
Employer ftd,\.zFof'FL.I!,rltAE Iob Title

In Emergency, Notify:
or

Addr'ess :

Phone: v9vj/> 6t>

YES NOYES NO
ever hadin

Yes No Yes Yes tr ElJaundice or Hepatitis

tr M Heart Disease tr E} fental Illness trPiAetdi tr EI

No Diabetes

Blood Pressure

Trouble tr EI blzzlness

Pressure tr tr tr g tr EItr Back Problems

Shortness of Breath n E Slipped Disc D EI
Wrist Problems tr EIChest Pain tr EI
iractured Vertebne tr nChronic Cough tr g

tr EAsthma tr a Arthritis / Gout

tr E kidney Problems il ttTuberculosis

tr g Cancer / Tumor tr ElRheumatic Fever

tr EIFrequent Headaches tr EI Rash or Skin Problem

vision Problems u EI Heinia / Hydrocele tr EI
EI20/20 Vision u Varicose veins n El

E E 6rug Problems tr E}Epllepsy

Mental Breakdown tr E}Hearing Problems tr D
tr E}Impairment, Depression or Mental Illness

Transmltted Disease n E}

MALES ONLY
If yes, give details I

FEMALES ONLY
Yes No Yes No

flo$are Hootems n w Pregnancy tr tr
Testicular Lumps tr ts Breast Lumps tr tr
Penile Discharge n E} Menstrual Problems D tr

Yes EI ila
what

Name/Address (if different than on page 1)

llist0ry of surgeries/hospitaltzauons : n Yes NO Date l

, Date.of last tetanus vaccination 3 (dd/mm/yyyy)

Other Vaccinations . Mention

,Dati df last dental cteaningl (dd/mm/yyW)

D3!e1 
-of. 

recent dental work: (ddlmm/yyyy)

,^ff,g: presently on any medication , I E Yes EKNo
IfY,Esj Please list prescription and over the counieim@
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