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Oo you have or have received treatment for the following:

Dr.'s Initials

cood

Seafarer's Signature

ia'"t;s", to any of the above, Please explain:

Any other major conditions?

PL.niie Discharrle

y-ou currently under a doctor's care?

If Yes, for what problem(s)?

Physician(s) Name/Address (if different than noted on page 1):

Hrltory of surgeries/hosPita

Date of recent dental work:

Are you presently on anY

lvould you say that your health ls (please check one)
FairExcellent

,Y If yes, give details :
LY
Yes No

Yes No

Prostate Problems p PregnancY tr il
T esticular LumPs tr E Breast Lumps n tr

E}
7 Menstrual Problems n tr

EIlnoYes
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YES NO

No trNo Jaundice or HePatit,s
NoYes abetes

tr ilIllnesstr zzinessHeart Disease nn rt TroubleDiabetes

tr treizure Back Problc{nstrtr Hlgh Blood Pressure

tripped DiscnShortncss of Breath

ilProblemsilChest Pain

nVertebraetrronic Cough

ilI Goutil
tril Kidney Problems

tr/ TumornRheumatic Fevcr

nRash or Skin ProblemxFrequent Headaches

T/ HydrocelctrVision Problems

trricose VeinstrVislon

nProblemstrEpilepsy

nBreakdownilHearing Problems

nPsychologica I lnrpairment, Depression or Mental lllness

nSexuallY Transmittcd Disease

Date of last tetanus Vaccination: (ddlmmlyyw)

Other Vaccinations. Mention :

Date oflast dental cleaning: (ddlmm/YYW)

(ddlmm/t"ryy)

Yes NO

Do you or d,d You smoke?

pet daY)

Do you us" alcoholic

d uscdTDo you use or take any

NoYes
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