
,sm7.'ry AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE-201.9

IMPORTANT: This medicar history form must be compreted in the presen
physicia n.

Last Name First Name

.a?

{.!v
h.

i

Middle Name

Employer

D

.ll,'

U Lt O_/,f I ( IL , Mo tlt +jdil- o$t
A94Da/7 ,

n
Seafarer's Signature

Kfi 0t I Eb LName

Phone No. Seaman's Certificate No.

Relationship
Address

not

Home Address

ln case of em

Phone No

a'fr9

esllonqll_hylician or Clinic: cian's Phone No.:
Address

YES NO YES
Dia betes t_l Y

Fam H

NO
Ca ncer

Mental lllness tr wHigh Blood Pressure

Hcart Discase

tr wV Epilepsy/Seizu rc T tv'

Have received treatment for the foll

lf you have allergies, please describe

NO

al---
lV-i

lf "YES" to any of the above, please explain
IY

er'Any other major medical or physical conditions?

w-

B/'
g.-'
a.-
w"IJ

Lumps

I\4enstrual lssues

T
ll

lf "YES" to any of the above, please explain IV
-t7U

NO
Are ou current under a doctor's care?

or have bccn hospitalized?
lf "YES", providc the qelels) a! d give details below

List other vaccina ates:

Date of last dental cleaning:
Datc of a rcccnt dental worl<:

A--'

T

If "YES" how lo
If "YES" how man cks per ?

Are

Overall, would you say that your h is (plcasc clrcck onry onc) regu laI Excellent I Fair

lf "YES", how much and how often

"YES", name the drugs and how oftcn
used

pre ona medication (s)?
If "YES,", please list prescription and over the cou nter mcdications you take

(dd/m

or their authorjzcd rcprescntatives.

bcsL,Aq Rftl| A)V,
,ama#s Numhcr

q/uea 6
Hereby Declare that I have made full disclosure of all of my mcdical history to theDoctors and staff of this Clinic. I am aware that the information supplied by forms the basis upon which I will be offered em oyment as a Seafarer. I understand that in theevent of any misreprcsentation erther by statement or omission I will iose the right to benefit from sick pa y and / or compensation which would otherwise be due under theContract of Imployment or under any Collective Ba rgaining Agrcement. I Also Hereby conscnt to my medical records being made available upon demand to my em

pl

YES NO YES
Dia bctes u Jaundice or it is u
Heart Trouble t_t 11." D izz in ess tr

h Blood PressureH tr D,' Back Problems T
Shortness of Breath l sli Disk n

Wrist Problems trChest Pain

Chronic Co fl Fractured Vertebrae T
Asthma u Arthriti t n
Tu bercu losis T Kid n Problems n
Rheumatic Fever Cancer/Tumor T

uent HeadachesF tr Rash or Skin Problems tr
Vision Problems n Hernia/ rocele n
20/20 Vision I Varicose Veins f

sy/Seiz u re I Pro blemsD u
Heari Problems T lVental Breakdown !
Psychol I lmpairment, ion or Mentallllness ll
Sexually Transmitted Disease u

MALE ONLY YES

Prostate Problems fl
NO FEMALE ONLY YES NO

Pregna ncy T
Testicular Lumps u
Penile Discha rge L]

YES

n
If "YES" for what

n' n eam na ad d d 5SrC d(if iffc re n mfro he none aotcd bove

s)?

Allergies YES

Do you have a allergies? tr

Date of last Tetanus vaccination (dd/m
)

YES NO
Do you smoke? T a,'

Do you drink
a lcohol? {
Do you use or take
any drugs? T V

YES n NO

and/or the Owners and/or Insurance of the Vessel

Fit for'Duty on Board Ship

p loye rs

E1

Date of Birth
(dd/mm/yvvv)

American Club Hologram Sticker No. (from previous page):---
Doctor's lnitials:

fl IY
tr

tr

T

L]

ti

NO

^tJ..

Have had

(dd/mm/vvvv)

T


