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AMERICAN CLUB
MEDICAL HISTORY QUESTIONNAIRE
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Dr.'s Initials

Seafarer's Signature
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Date

ALLERGIES:

DiallqIcs

I Iillh Blood Pressure

[oTPKaq
Do you have <lr have received treatnrent for the following
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If"Y{,,s"; to any ol the above, please exPlainl

Ary other ma;or conditions?

Prcii; ate

A ONLY
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Yes
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RelationshipIn Emergency, NotifY :
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Yes NoYes NoYes No

tr wn E} lqental Illnessn ru Heart Disease

n Bn E} Epl lepsy/Seizu reu El Ca ncer

YESYES NO

Til B laundi.e or l lePati'.lsDiabetes

trTtr Dizri nessilHeart Trouble

f,g Eack Problemstrl-ligh Elood Pressure

gSlipped Djscil gShoftness of Breath

wlts Wrist ProblemsnChest Pain

ng Fractltrecl VeftcbraenChronic Cough
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Cancer / Turlor

Rash or Skin PtorlerntrFrequent tleadaches

Inil ts Flernir / liydroceleVision Problems

un m Varicose veins20/20 Vision
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u i3Psychological Irnpairment, Depression or i"lental Iilness

13Sexually Transnlitted Disease

FEMALES ONLY
Yes NoIf yes, give details :

Yes No
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IF YeS, what problem(s)?

care?rroll currcntly undeT a
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Do you use or take anY

ET NoAri you presently on any medication

If !,es, Plcase list Prescri and over the counter medications you take regularly
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