A N N E X U R E

Name of Shipping Company: _____________________________ 

HALF YEARLY RETURN ON MEDICAL EXAMINATION OF SEAFARERS FOR THE PERIOD FROM _____ TO ______

	Sr.No
	Name of the seafarer & address
	Date of Birth


	Sex
	CDC No.
	Purpose for which medical examination conducted*
	Fit/unfit
	If unfit, reason(s) for unfitness

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


(Signature of the Medical Examiner) 

Name and Registration No. : 

DGS approval No. and date : 

*The purpose should clearly indicate whether the seafarers' medical examination is pre-sea medical examination / period medical examination etc. The name of ship/ shipping company/ training institute concerned are also to be indicated, wherever applicable. 

