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VANGUARD MARITIME LIMITED
M EDICAL HISTORY QU ESTIONNAIRE

a
Employer:

Personal Physician or Clinic:

ALL€RGIES:

Date

2O ,/. ZO"? (

Fami

tetanus Vaccinationi

Otner Vaccinations , Mention !

Oate of last dental cleaning:

: Date of recent dental work

you presently on any medication i

Ves, ease list prescription a over the counter medications you take regu

Do you have or have received treatment for the following

Good u Fair

Hereby Declarc that I have made fuli disclosure of all of my

I'ia s ln

t
'Diil0eI€s

Biood Pressure

: yes", [o any of the above, please explain

.r\ny ofl)er nralor conditions)

Are you currentiy under a doctor's care?

Penrlc Dtscharge

,lory of surgerics/hospitaiizations

t_

j

lH

lli

I i esl cuiar Luntps

ProstJte Prob

ycs, qive details

lf Yg5, fsl what problern(s)?

Pfl ysrcian(s) Name/Address (if thao noted on page 1)

lvo|ld you say that your nealth is (please check one)

DfCLARATION

c:t- l-b 7ru-k/nf
Seaman's Number

nrodrcal history t0 the Doctors and staff of this Clinic. I am aware that
as a Seafarcr. I undcrstand that in the event of any mjsrepresentation
com0ensation which wouid othenvise be due Under the Contract of
rny rncdicai rccorCs bcing made available upon demand to my

the informatlon suppiied by forms the basis upon which I will be offcred employment
either by statement or omission I u/ill lose the right to benefit from sick pay and / or

Employment or under any Collective Eargaining
employers andlor the Owners and/or Insurar

Agreement. I Also Hereby consent to

H, Excellent

udrr z3q-
L,

Ndmci UL ..?4 U -r Date of Birth : /?.o8./qqg
Add ress \./ c /14 -1 AH eo/o u )1 o'raut-+t-

TTaC E.a /v\ Seaman Ce No.: A/5"t-226
Vessel : E o lob Title : lln t:4.\tlvi

ln Emergency, Notify: UL t 4-rHE/Z Ph. : al v,/1- rs $r?
A d dress

Physician's Phone I

YES NO YES NO

Yes Yes No Yes Diabetes

High Blood Pressure

Heart Trouble

n M laundice or Hepatitis tr
Hcart Disease tr Ei

/t
[4ental Illness tr tr M Dizziness tr atr

- Cancer tr tr n M Back Problerns tr d
Shodness ot Breath tr V Slipped Disc tr
Chest Pain tr tr Wrist Problems tr
Chronic Cough tr f, Fractured Vertebrae tr g
Asthma tr g Arthritjs / Gout n ru
Tuberculosis tr g Kidney Problems n g
Rheumatic Fever tr M Gncer / Tumor n E'
Frequent Headaches u V Rash or Skin Problem n g
Vision Problems u V Hernia I Hydrocele n d
20/20 Vision D g Varicose Veins tr g
Epilepsy tr V Drug Problems tr w
Hearing Problems tr g Mental Breakdown @
Psychological lmpairment/ Depression or Mental lltness tr
Sexually Transmitted Disease tr g

FEMALES ONLY
Yes No If yes, give details

Yes No

tr W Pregnancy tr tr
tr E' Ereast Lumps tr tr
u V Menstrual Problems tr

Yes M No

No Date :

(ddlmmlyyyy)

(ddlmm/yyyy)

(ddlmm/yyyy)

Yes NO

Do you or did you smoke? How long?

Picks per dayl

Do you use alcoholic
beveraqes? tr V How

much/often?
Do you use or take any
druqs? T Mention druqs uscd belov,r

Yes EII NO

.epresentatives.
nce of the Vessel or their authorized

Or.'s Initials
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