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VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

I

e.i

ALLERGI ES:

Date of last dental cleaning:

, 
oate {

recent dental work:

Are you presently on any medication :

If Ves, Please list pres over the counter medications you take reg

lvcrlld you s.ry that your heallh is (please check one): f Ercellent

DECLARATION

Dr.'s Initials

Date :

02-(1-?*Z(
Do you have or have received treatment for the following:

Good Fair

H isto had

Diabetes

iliqn Biooo Pressure

Yes

tr
-

i1 Yes", to any oF tl)e above, please explain

Any othrr nalor condrirons)

Peniie Dlscharge

you (urrently a doctor's careT

lf Yes, for what problem(s)?

of surgeries/hcspitalizdtlons

./cs, (irve delalis

Oate of last t.etanus Vaccination:

Other Vaccinations , Mention :

t.

*Taocal- &lPvY 2^
1, Declare that I have made full disclosure of all of my
mcdrcal history to the DoLtors and staff of ttris Clinic. I am aware that the information supplied by forms the basis upon which I will bc offcred employment
as a Seafarcr, I understand
compensation which would
my medicdl rcLords being
rcpresentativ€!.

that in the event of any misrepresentation either by statement or omission I will lose the right to benefit from sick pay and / or
othenvise be due under the Contract of Employment or under any Collective Bargaining Agreement. I Also Hereby consent to
made availdble upon demand to my employers and/or the Owners and/or Insurance of the Vessel or their authorized

Seaman's Number

l.,ia ot e: ate of Birth iU
A d dress INfl, A la

'T liL q6q
Employer: lEssej; F(o:ffrt- Job Title :

In Emergency, Notify :

Physician or tc ;

d

Pers

Physician's Phone I

r\o Yes No Yes No

Ilead Disease n ry ]'lental Illness tr gMg Cancer tr W Epilepsy/Seizure D E},

YES YE5 NO

Diabetes tr d Jaundice or Hepatjtis

Dizzrness

n d
Heart Trouble tr M tr g
Hiqh Blood Pressure tr d Back Problcms n E'
Shortness of Breath n g Slippcd Disc u E,
Chest Pain u g Wrist Problems tr g'
Chronic Cough tr EI Fractu red Vertebrae n g
Asthma n E Arthritis I Gout tr g
Tuberculosis tr V Kidney Problems n B
Rheumatic Fever n V Gncer / Tumor n g
Frequent Headaches tr g Rash or Skin Problem tr f,
Vlsion Problems tr g Hernia / Hydrocele I g
20/20 Vision u V Varicose Veins tr E
Epilcpsy tr f, Drug Problems tr g'
Hearing Problems n g Mental Breakdown tr g
Psychological lmpairment, Depression or Mental Illness tr r
Sexually Transmitted Disease tr n

If yes, give details
FEMALES ONLY

Yes No Y€s Ho

n M Pregnancy n tr
l.si.rcular Lunlps n M Breast Lumps tr tr

n E' Menstrual Problems n
Yes mFb

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

v"slf[Ho Date :

(ddlmm/yyw)

(ddlmm/yyyy)

(ddlmm/yyyy)

Yes No

Do you or did you smoke? ffiow lono?

lPacks 
pcr day?

Do you use alcoholic
beveraqes? tr IUIHow

l-11,6961',76ftg6,
Do you use or take any
druqs? T

Yes g No

?

1l

E--

r

h,-\
B* 6.

MAI FC

rrrostate Prcblent:

d A H A N Al K A [)Fl Wehrionship : I F/IT[4 tr Al rn. : I D

Nol

Mention dnros usod helow I


