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Medical Information Form

Name: _______________________________ DOB (d/m/y): _________________________
Blood type: _______________

Emergency Contact, First Choice
Name: ___________________________________________________________________________
Relationship to you: ________________________________________________________________
Phone # (home): ____________________ (work): _________________ (cell): _________________
Email: ___________________________________________________________________________

Emergency Contact, Second Choice
Name: ___________________________________________________________________________
Relationship to you: ________________________________________________________________
Phone # (home): __________________ (work): ___________________ (cell): _________________
Email: ___________________________________________________________________________

Travel medical insurance company: ___________________________________________________
Phone Number: _____________________________ Policy Number: _________________________

Doctor’s name: ___________________________________________________________________
Doctor’s phone #: _____________________ Doctor’s email: _______________________________

State all allergies, including to drugs or foods: _________________________________________ ________________________________________________________________________________________________________________________________________________
State all medical conditions currently under treatment: ____________________________________
__________________________________________________________________________________________________________________________________________________________________
State all current medications prescribed or being taken (name, dosage, frequency): ______________
_________________________________________________________________________________
_________________________________________________________________________________
Identify all medications that you plan to bring with you, the quantities of each, and the condition for which each is prescribed.  Please provide copies of all prescriptions to ship’s medical officer: _____
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
State any communicable diseases you have, believe you have, or have had in the past year: _____
____________________________________________________________________________________________________________________________________________________________
State any medical conditions for which you have received medical care in the last five years: ___
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
Have you ever had a physical reaction to being exposed to heights: ________________________
______________________________________________________________________________
Special dietary considerations: _____________________________________________________
______________________________________________________________________________
State all hospitalizations/surgeries: __________________________________________________
____________________________________________________________________________________________________________________________________________________________
Childhood illnesses: _____________________________________________________________ ______________________________________________________________________________
______________________________________________________________________________
Adult illnesses: _________________________________________________________________
____________________________________________________________________________________________________________________________________________________________

Immunizations (note the ones you have, not all are required)
	
	Date Received

	Tetanus Diphtheria (DPT)
	

	Measles/Mumps/Rubella (MMR)
	

	Hepatitis A
	

	Hepatitis B
	

	Typhoid
	

	Influenza
	

	Polio IPV
	

	Other
	



When was your last dental check-up? _________________________________________
State your experience with seasickness: _______________________________________
________________________________________________________________________
Write out as follows, in your own words:
“I have brought along with me sufficient quantities of any seasickness medication the use of which I prefer, and I consent to rely on whatever other medications for seasickness that may be aboard the Vessel to the extent that any such medication I am bringing with me is exhausted or ineffective.”
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
________________________________________________________________________

Please indicate if any of the following conditions are current problems or have troubled you in the past.  If so, please give details (attach separate sheet).  
	
	No
	Yes
	Comment

	Bone/joint/muscle issues
	
	
	

	Diabetes
	
	
	

	Asthma/bronchitis/lung issues
	
	
	

	Dizzy spells or nervous disorders
	
	
	

	Ulcer, liver disorder, colitis or any digestive disorder
	
	
	

	Urine, kidney or bladder disorder
	
	
	

	Anaemia, bleeding or blood disorder
	
	
	

	Difficulty with eyes
	
	
	

	Difficulty with ears
	
	
	

	Dental issues
	
	
	

	Heart related issues
	
	
	

	Abnormal blood pressure
	
	
	

	Seizures
	
	
	

	Eating disorders
	
	
	

	Sleeping disorders
	
	
	

	Depression
	
	
	

	Mood disorders/anxiety disorders
	
	
	

	ADD/ADHD
	
	
	

	Suicide ideation or cutting
	
	
	

	Learning disabilities
	
	
	

	Drug/alcohol abuse
	
	
	

	Abuse of prescription medications
	
	
	

	Any other physical, psychological or other issues not mentioned above
	
	
	



Are you a smoker? __________  If yes, how often do you smoke? _________________________
Do you drink alcohol? _________  If yes, how often do you drink? ________________________

I have provided the above information (and have provided all other requested information) fully and honestly, and attest that the information provided is true and correct, and have volunteered any further information about myself that may affect the safe enjoyment of the Voyage by all aboard. 

Sail Trainee: __________________________________________ Date: ____________________
