
!

_,","#w AMERICAN CLUB
M EDICAL HTSTORY QUESTTONNATRE Hologram

Dr.'s fnitials

a

Hossaw
r t sEP 2023

Do you have or have received tr€atment for the following

to any of the

major

woutiiyou say that your health is (please check one): Ercellent Good Fair

t, /l-1<N1t4a907
to the Doctors and

disclosure of all of my

I understand that in
be offered employment
from sick pay and I or

which fvould otherwise be due under the Contract of Employment or under any Collective Bargaining Agreement, I Also Hereby consent to
1iy,,,6fficrl records being made available upon demand to my
ieprose,rtatives.

employers and/or the Owners and/or Insurance of the Vessel or thelr authorized

;i;i:&', sl

"*,I * : --l

It t4.s,

of
Address : ,

No.:
Employer: Title:

Emergency, Notify:
Physician or

Physician's Phone t l1pLfu> V / 9 6fi

Has in
Yes No Yes NO

Qi.l.h,Qt66 tr EI Heart Disease tr M Mental Illness n V
fiililtElpoa Pressure tr M Cancer tr M Eplleps/Seizure tr V

YES YES NO

Diabetes n M Jaundice or Hepatitis tr M
Heart Trouble tr g Dlzziness n B
High Blood Pressure u a Back Problems tr ts
Shortness of Ereath tr g Sllpped Dlsc tr V
Chest Paln tr g Wrist Problems tr EI
Chronic Cough tr g Fractured vertebrae tr E}
Asthma gtr Arthritis / Gout tr E}
Tuberculosis tr @ Kidney Problems tr E
Rheumatlc Fever tr a Cancer / Tumor tr E}
Frequent Headaches tr g Rash or Skin Problem tr E}
Vision Problems tr g Hernia / Hydrocele tr E}
20/20 Vision tr ts vailcose veins tr EI
Epllepsy tr EI Drug Problems u tt
Hearing Problems D ts Mental Breakdown tr E}
Psychological Impairment, Depression or Mental Illness tr tg
Sexually Transmltted Disease u E

' ' J'IALES ON
If yes, give details :

FEI"IALES ONLY
Yes No Yes No

li'rqEriqre F.roorems tr g Pregnancy tr tr
Lumps tr E Ereast Lumps tr tr

tr E Menstrual Problems n tr
a care? No

problem(s)?

noted on page 1

No Date
give

Date of last tetanus Vaccinationl (ddlmm/yyw)

othir Yaccinations . Mention ;

Dii..d of tast dental cleaningt (ddlmm/yyyy)

D- pta.ofrecent dental work: (dd/mm/yyyy)

Yes No

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

Packs per day?

Do you use alcoholic
beveraqes? n flow

much/often?
Do you use or take any
druqs? tr u Mention druos used below :

,6rdiltiri presently on ani mEaiiaEonl- Yes M No

counter medications youprescriptlon over

ir

I
..

'6

".:

*

#6
Namb:

, 94? fPhonc : lb'tg&a?Z/,

lPh.:
Perst nt

Address :

ALLERGIES:

Yesl No I

Nol

Y

?enile, Diicharge


