f “YES”, for what problem( ).

Physician’s name and address (if different from the one noted above) |

Have you had surgeries or have been hospitalized?

f “YES”, provide the date( ) and  give details below:

BN

If you have allergies, please describe:

. UE
1
I . AIMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE—2019 [
S ‘»s‘k‘ 1
%ﬁ IMPORTANT: This medical history form must be completed in the presenc *
physician,
American Club Hologram Sticker No. (from previous page):
Doctor’s Initials:
| . NvwAz THANDAR._ [ SHARK
Name; — -
WﬁLgst Name - First Name Middle Name
Hore Add D/0b6, MATOAIL , MUSLIMNAGAL, 2ERO POINT,
ome ress: ' e
DEMRA, DHAK-S
(237: (;:/E;l;;:) Phone No. Seaman’s Certificate No. Employer
n
AJ1da=20 (0182360264 | clo|Foq S Uan&oarD MaRITnE _
In case of emergency, notify: | TANZIM KRAN TROPA Relationship: | LV FE Seafarer’s Signature
Address: N/“o(: MATOVAI, Must\MAqha 2—,&{0 POINT, PhoneNo.: |0 SHELI335D 16
Personal Physuuan or Clinic: | i | Physician’s Phone No.: | 02-33331 3678
Address: | _ , )
B Family History Have you }eceived treatment for thé?oﬂowing?
YES | NO Yes [ nO | | YES | NO 7 YES | NO |
Diabetes [ J "\/ AECAancer ) [ “V Diabetes f;]ﬁ . Y‘ Jaundice or Hepatitis O =
ngh B\ood Pressurei L J M/ Mental lliness L Tl Heart Trouble L M Dizziness | Ce
Heart Disease L J |\ Epilepsy/Seizure ] N High Blood Pressure ] ™ | Back Problems O +
“YES” to any o{the above pl(‘dsc explain: o Shortness of Breath O ‘i/_ Slipped Disk O @/
e - B Chest Pain l | Wrist Problems ] &
S S ) | Chronic Cough | 0 «V/ 4 Fractured Vertebrae ] e
ny other major medical or physical conditions? | Asthma K= >l Arthritis/Gout ] e
Tuberculosis ] g Kidney Problems J &
- - - | Rheumatic Fever | O | & | cancer/Tumor L] v d
S .. S 5 — N : ] IQ/
MALE ONLY YEs | No CEMIALE ONLY Yes | NO Frequent Headaches .LJ ~ Rash'or Skin Problems
S 7 | P : - Vision Problems | v Hernia/Hydrocele [l [
Prostate Problems [l v Pregnancy o [
- = 20/20 Vision | & | Varicose Veins | P
Testicular Lumps [l o Breast Lumps [ [ =L — p—
T T M vien B . Epilepsy/Seizure ] & | Drug Problems ) =
Penile Discharge jn | Menstrual Issues [ ] : =y
wES" § SiLe dot | I = Hearing Problems |n| & Mental Breakdown O =
B Siie e E By ~ Psychological Impalrment Depression or Mental lliness ] =
T Sexually Transmitted Disease O & |
o - - —~ " Allergi YES NO
S A I e = ==
Are you current[y under a doctor s careP 0 T 0 y2y Jave V. HieIEts)

)att‘ of ]ast Tetanus vaccination:

e s

ist other vacunduons/date

(dd/mm/yyyy)

}at(zgfj last dental cJeaning:d '

(dd/mm/yyyy)

Date of any recent dental work:

(dd/mm/yyyy)

)verall would you say that your  health is (please check only one)

U Excellent \B/Good

N g S NEINE

; , Seaman’s N

o2

umber
Yoctors and staff of this Clinic. [ am aware that the mformation supplied by forms “the basls upon which | will be offered employment as a Seafarer. | understand that in the
vent of any misrepresentation either by statement or omission | will lose the right to benefit from sick pay and / or compensation which would otherwise be due under the
“ontract of Employment or under any Collective Bargaining Agreement. | Also Hereby consent to my medical records being made available upon demand to my employers
ind/or the Owrlers and/or Insurance of the Vessel or their authorized representatives.

o YES | NO
Do you smoke? | M/ If “YES”, how long?

- If “YES”, how many packs per day?
Do you drink ] M/ If “YES”, how much and how often:
alcohol?
Do you use or take 0 % If “YES”, name the drugs and how often
any drugs? ) used:

Are you presently on any medication(s)?

[ves [0 [no [T

If “YES”, please list prescription and over the counter medications you take

regularly:

o793,

Eut Ear Dty on anrd \hm
It Ul uul. = A

=  § Tt

¥

, Hereby Declare that | have made full disclosure of all of my medical history to the




