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IMPORTANT: This medical history form must be compieted in the presen

p h ysicia n.

l\merican Club Hologram Sticker No. (from previous page):-
Doctor's lnitials:
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Employer
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Date of Birth
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Phone No.
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Seaman's Certificate No.
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Vh,\,GuArtrQ Ni?fllrue
LOIFEAsax,l l+4Nl rPoPa Relationship:

Phone No. Di *5933.59.11lPtrthP,2l:*0 Fcirff,M.flTo4llr A.lusUAddress
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Personal Physician or Clinic:

Address:

Physician's Phone No.
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Have received treatment for the following?

Dia betes

llcart Troublc
Diabr:tc.s

lliglr ti ood Pressure

lleart Dis€rase

IVcnta{ lliness

tpilepsy/Seizure

t_l (-a n cr: r
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"YIS" to any of thc abr-:ve, pleasc r:xplain

ny otht:r rrajor nredrcal or physical r:onditrons.l

YES

lestrcular Lumps

Pcnile Dischargc

Breast Lumps

lVcnstrual lssucs
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"YES" to any of the above, please explain

Physician's name and address (ii different from the one noted above)

llearing Problems

ho lo irment, De ression or IVental lllness

Scx T ransmittcd Discase

Allergies YES NO

[)o you havc any allergics? u LY
lf you havc allcrgies, plcase describe

E Mcntal Breakdown

cal lm

iavc you had surgeries r.:r havc bccn hospitalizcd?
I "YIS", rrrovrde thc dato(s) and grvo dctails bclow:

Do you smokc?

)atr: of iast Tctanus vacclnation
\l Ol'lr I vJLL itJt..clrr:/1.1tt.,.

)atc o1 iast dental c r:an

(ddlrn

4:g!.{y- recent denta work:

)verall, would you say that your health is (plcasc chcck only one)
Ll Excellent rZ'6ood Ll rair
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t,d by forms thc bu:is upo

by Declare atl m ade lull disclosure of all oi my medical hlstory to the
)octors and sta{f of this C iIic. i arn .rwarc thal thc information suppli n which I will be offered cmploymcnt as a Scafarer. I understand that in the

orrtriiil oi I rnpioyrngrl oT LiTlLlor rny Co cctivLr llJrBa ning nflr{rcrrcnt. lAlso Hereby consolrt to my
ilrd/or ilrc Owrlcrg itfd/or lr)sLrT;llco ol llrc Vossar or lhclr aulh0rllcd r0frr('scrrlal vos.

YES NONO-{ laundice or Hepatitis u {
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Slippcd Disk

Wrist Problems n {
Shortness of Brcath

Chest Pain

Fractured Vertebrae ll w
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t/

/ Arth ritis/Go ut

u Vl ubcrculosis

Chronic Cough

Asth rra

u
n
il :{ l(idncy Problems

VY4 trRhcumatic Fever

Frequent Headaches {
Cancer/Tumor

Rash or Skin Problems tl itr
Vision Problcms V H ernia/Hydrocele n V

n tr Varicose Veins ! lv20120 Vision

tr i{ Drug Problems nEpilcpsy/Seizure

il
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YES NO NOMALE ONLY

l)rostate Problcrns fl
FEMALE ONLY

P rcgna ncy L]
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ntte yqy 9-Crigllly under a doctor's care?

YES Np

l'"YIs" for what roblern

YES NO

tf "YES", how lo
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If "YES how rl

Do you drink
alcoho{?

Do you use or tal<e

any drugs?
LI tw .lf "YES" , name the drugs and how often

used:

YES n NO

lf "YES", please list prcscription and ovcr the counter medications you tale
nre s)?u medicatiosc nt on a

la rl

pcdical re cords being nrade available upon demand to my employers
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