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e R If you have allergies, please describe:

If “YES”, for what problem(s)?

YES | NO
_ e N e
Do you smoke? o (9T if “YES”, how long? o

If “YES”, how many packs %rgiyi )

Have you had 75\1}@5;@}3&3% been hospitalized?
If “YES”, provi le Vthcidraic(s) and give details below:

99;& (’{EBZIE%F;E&MWOW (dd/mm/ﬁ/&{/ Do you drink fh// If “YES”, how much and how often: !
BsLoﬁw(iig\&dLagqns/dates: alcohol? e
e 'ﬂﬁiwk (dd/mm/yyyy) Do you use?e or take 0 @//I’f “‘;E.S", name the drugs and how ofter l
Date of last dental cleaning: - (dd/mm/yyyy) any drugs? usee, I
- of any recent dental work: (dd/mm/yyyy) —T T
s Are you presently on any medication(s)? YES | L] | NO | &—r
= e

S If “YES”, please list prescription and over the counter medications you take
Overall, would you say that your health is (please check only one): regularly: [ \
[ Excellent ood O Fair e -

CLARATION o Q[O p _7_/ g

I, A M (-{g ;5m&4&61£}é4 Seaman’s Number _“_/ KA AO “Hereby Declare that | have made full disclosure of all of my medical history to the
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In addition, the following medical recommendation have been given to me by the doctor for the medical
condition of (name(s) of prescribed medication(s))

has explained to me what my condition is, what medication is required and how this should be administered.

I hereby agree to ensure that | follow taking prescribed medication and following medical recommendation
given to me by the doctor and that | will take responsibility for making arrangements to secure the medication
during the course of my employment as prescribed. Any additional medical evaluations and testing | may need
because of the pre-existing condition are to my responsibility.
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I have given the original of this Declaration to the medical facility where the American Club pre-employment
medical examination form has been issued. | confirm to keep the copy of this Declaration through the term of
validity of pre-employment medical examination form.
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