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AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE_2019

IMPORTANT; This medical history form must be completed in the presence

p hysicia n,

American Club Hologram Sticker No. (from previous p

Doctor's lnitials:

s9/H {
Last Name First Name Middle NameName

t) fr/29
Relationshi
Phone No,:

a
Home Address: a..4A ri? a R4 /'l '

Date of Birth

{d d/rn rnlyyyy)

1et- /iA.A.@L
ln case of eme ncy,

Add ress

Personal Physician or Clinic

Fami H istory
NO

P4, tVfS,ZtAZ 4eq

Seaman's Certificate No.

eo'
Phone No. Employer

ician's Phone No.

Seafarer's Signature

P

[) ia be.-to s

iligh iliood [)TcssuTe

lleart Disease

N4cntal lllncss

F,pilepsy/Seizure

Cancer

lf "YlS" to any of the above, please oxplain:

Any otherr mator nredical or physical condrtions?

MALE ONLY

l)rostatc Problems

lesticula r Lumps

Penile Discharge

lf "YES" to any of the above, please explain
Hea ri Problcms

Psyc h o lo llm airment, Depression or Mental lllness

Sexually Transmittcd Diseasc

lf you havc allcrgies, please describe:Are

I
1ou 1u1g!y11

lor what problem(s)?
nder a doctor's care? u

1!:_-.
ician's name and address (if dil'ferent from the one noted above

tlavc you had surgL:riq: o1l3vc Qg911l9s italizcd?

li "YES", p191!g thg date and dclails bclow:
Do you smoke? u

[)at(] of last fotaarus v:tcciltatlon

I rst olhcr vaccl tes:

Datr: of last dcntal c cani

Date of any rccent dcnta worl(

Overall, would you say that your health is (plcasc check only onc)

Ll Excellent dooa L l l-atr

l)octors and staff of thls Cllnlc. I am awarc tlrat
,Tgi76 {,,.&Decrareth
cd by iorms tl^c oasi: Jpon whicn lwi I

., Sr:aman's Nurnbe
thc information suppli

ovont of any rnlsrcprcscntatlon either by

ConlrJCt of l:rhployrrent or under any Co

and/or thc Owners and/or Insurance of the Vcssr:l or thcir authorizcd representatives

at I have made {ull disclosure of all oI my medical history to the

bc of{r:red cmploymcnt as a Seafarcr. I understand that in the

compensation which would otherwise be due under the

lcctivc {largaininp, ngrccnlent. I Also Hereby
statement or omission I will lose the right to be nefit from sick pay and / or

frr"r*-
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n
T
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Have you received treatment for the followins?

Dia betes

l.lc:art Troublc

YES NOv
YES NO

tl .laundice or HePatitis n E,
n W Dizziness tr w-

High Blood Prcssure tr lg' Back Problcms n {

Chest Pain

Chronic Cough

Asthma

Tubcrculosis

L]
D/' Slipped Disk n E-^
9. Wrist Problems u tv1

tr g Fractured Vertebrae tr V
t_l tr Arth ritis/G o ut n tr
u
L]

3' Kidney Problems n V
Rhcumatic Fcvcr

Frequent He-'adaches

''4
tr

Cancer/Tumor

Rash or Skin Problems

tr [i

wU n
Vision Problems g Hernia/Hyd rocel e ! tr
20120 Vision n g Varicose Veins tr d
Epi I epsy/Seizu re LI f,' Drug Problems tr t4

n lrr Mental Breakdown E V)

u g'
u Y

YES YES NO

nL]

NO
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FEMALE ONLY

P rcgna ncy

ti nn Breast Lumps

fl uE
V

-{ Nlcnstrual lssues

YES NO

tt,

L-l

YES NO

n M-'ou have an a lleDo

d

(dd/m

Do you drinl<

alcohol?

YES

n

NO

If ,,YES how

lf "YES", how ma ks day?

lf "YES", how much and how often:

Do you use or take

any drugs?

ES", name the drugs and how often

u sed

nre you prcsently on any medica tion(s)? YES D NO ttr
lf "YES", please list prcscription and over the counter medications you ta ke

regu iarly:
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hSBoard ponFor Duty

conscnt to m$medical records being made availa ble upon demand to my emploYers
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