
VANGUARD MARITIME LIMITED
MEDICAL HISTORY QUESTIONNAIRE

ALLERGIES:

DiaaeteS

i'gir Brooo Pressure

- res", to dny of the above, please explain:

Anr' otlreilralor conditions?

il ,15 g,ve Ce:arls

Date of last tetanus Vaccinationi (ddlmm/yyyy)

(ddlmm/yyyy)

(ddlmm/yyyy)

Other Vaccinations. Mention :

Date ol last dental cleaning:

Onte of recent dental work;

Ar(: you presently on any medication :

Dr,'s Initials

Date :

02. YZ'U
Do you have or have received treatment for the following:

Yes NO

Do you or did you smoke? How lonq?

P'acks per day?

Do you use alcoholic
beveraoes?

How
much/often?

Do you use or take any
druos? n g

Mention druos used belovi

I

',vi),,,o ycJ lay trat voLr hcalth is (please check one): I1 Ercellent W Good tr Fair

DTCLARATION", tir:,i,^irZ.y:!11f2!!11{d-W,Ko",7f3249?u,.tvoecrarethatrhavemaderu,discrosureora,ormv

rr0ilical history to the boctors and staff of this Clinic. I am aware that the informatlon supplied by forms the basis upon which I will be offered employment

,s .t :;c.,.larcr, I undcrstand that in the event of any misrepresentation either by statement or omission I uJill lose the right to benefit from sick pay and / or

corn0ensatton ilhlch woutcl othenvise be ciue under the Contract of Employment or under any Collective Bargaining Agreement, I Also Hereby consent to

my rilcdicai rccords bcing made available upon demand to my employers and/or the Owners and/or Insurance of the Vessel 0r their authorized

rtPra'Serllativals.

kJN OT4 "D HD 9 AN ;li of Birth r TNa,ne: I r
Address:

AIseaman ceifificate No.:

Title :Enrployer:

oPh, :Ir Enrergency, Notify :- Ttnv
Physician or

Addtess
Phone r

No'Yes No Yes No Yes

Fa

n 3 Mental Illness tr E],Hcad Disease

tr Er'
tr
- Cancer n EI Epilepsy/Seizure

YES NO YES NO

Diabetes tr E Jaundice or Hepatitis tr g
Heart Trouble tr E Dizzi ness il g
High Blood Pressure n g Back Problems tr g
Shortness of Breath tr v Slipped Disc tr g
Chest Pain n g Wrlst Problems tr g
Chronic Cough tr E} Fractured Vertebrae tr V
Asthrna n E Arthritis / Gout tr g
Tuberculosis D V Kidney Problems tr g
Rheumatic Fever n V Cancer / Tumor tr B
Frequent Headaches tr g Rash or Skin Problem n g
Vlsion Problems tr g Hernia / Hydrocele f g
20/20 Vision tr g Varicose Ve ns n E
Epi!cpsy tr g Drug Problems T E
Heering Problems f V f'lenIa Breakco*r n E
Psychological tmpairment, Depression or Mental Iilness tr E
Sexually Transmitted Disease tr E

If yesr give details :
FEMALES ONLY

Yes No Yes No

f,iarit:te P, JDI{rnlS u g Pregnancy tr n
I cslr(uidr l"unrps n m Breast Lumps tr tr
Pi:niio Drscharrql, n E, Menstrual Problems tr tr

No Date :

on page 1):

care?

t)'

you currently under a docrto

lf Yes, For !vllat problem(s)?

s)

Yes w No

If Ves/ Please list prescription and over the counter medications you take regularly:

,.5ir

.I

h i

I

L

-.e-

V*trnqvnd

/
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E
E


