ARITIME COLLEGE(¢

STATE UNIVERSITY OF NEW YORK

REQUIRED FOR ALL NEW INCOMING 2025 - 2026 STUDENTS

STUDENT NAME: M#:

Welcome to SUNY Maritime! Before you begin your studies at Maritime, you must complete certain requirements. The State
University of New York requires that we collect this information from every student.

This Incoming Student Checklist is available for you to be sure that you are submitting all of the required health information. The
information contained in this form is accessible only to the professional staff of Health Services and will not be released without the
written authorization of the student or pursuant to a lawfully issued subpoena. The authority to request this information is found in section
355 of the Education Law.

Submit your Health Forms to: https://sunymaritime.studenthealthportal.com/Forms

Please allow ten days for our Health Services team to review your health forms. We will reach out to you via your SUNY
Maritime email once we have finished our review.

REQUIRED FORALL NEW 2025 - 2026 INCOMING STUDENTS

1. STUDENT INFORMATION EMERGENCY PAGE

2. HEALTH ATTESTATION FORM

3. IMMUNIZATION RECORDS

4. MENINGITIS RESPONSE FORM

5. PHYSICAL EXAMINATION FORM FOR ALL STUDENTS REGARDLESS OF MAJOR

All medical paperwork is to be submitted via portal only: 2025 - 2026
Incoming Health Forms

SUNY Maritime College Health Services
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu
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ARITIME COLLEGE

STATE UNIVERSITY OF NEW YORK

REQUIRED FOR ALL NEW INCOMING 2025 -2026 STUDENTS

STUDENT NAME: M#:
STUDENT INFORMATION
Name:
Last First Middle
Address:
Street City State Zip
Birth date: / / Age: Female: Male: Other:
E-mail: Preferred Phone Number: ( )
Please circle entering year: Fall 2025 Spring 2026
Please circle: CIVILIAN REGIMENT

EMERGENCY CONTACT INFORMATION

Name:
Last First Middle
Address:
Street City State Zip
Relationship:

Preferred Phone Number

) E-mail:

UNDER 18 NOTARIZATION

To Parents and Guardians of Applicants under Eighteen:

To procure care that may be necessary for our students and to protect the physician and institutions involved, it is necessary that you sign
the consent for treatment statement. While every reasonable effort is made to contact families in the event of serious illness or injury, this
is not always possible within a short period of time; therefore, the consent form is necessary to provide appropriate care.

I_(Print Full Name of Parent/Guardian) pursuant to the authority vested in me as Parent/Guardian of

(Print Full Name of Student), do authorize the Medical Staff at SUNY
Maritime College, upon consultation with a practicing physician or surgeon to exercise for me and on my behalf, all rights and duties with
reference to consenting to appropriate medical, psychiatric, and surgical treatment, anesthetics, medicines and hospitalization, including care
and treatment, by any hospital, staff surgeon, physician or radiologist which they may deem necessary for the emergency care of my
son/daughter (circle one).

Signed Date / /

Subscribed before me this day of 20 Notary Public (with Seal)

REQUIRED FOR ALL NEW INCOMING 2025- 2026 STUDENTS

SUNY Maritime College Health Services
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu



ARITIME COLLEGE &2

STATE UNIVERSITY OF NEW YORK

STUDENT NAME: M#:

MUST BE SIGNED BY MEDICAL PRACTITIONER

I find the applicant to be in good physical and mental health and able to meet the physical and
emotional demands of participating in a full program of college study at SUNY Maritime.

I find the applicant has the following medical condition/injury for which continuation of care
isrequired which may adversely affect his/her ability to meet the physical and emotional demands of
participating in a full program of college study at SUNY Maritime. Please explain below.

Medical Practitioner Signature Date

Name of Medical Practitioner (Please Print)

Address: Phone: ()

City: State: Fax: ()

Place Medical Practitioner/Office STAMP Here:

MUST BE SIGNED BY STUDENT

My signature below attests that all information provided by me on the SUNY Maritime College Health
Forms is complete and true to the best of my knowledge and that I have not knowingly omitted any
material information relevant to this form.

Student Signature Date

REQUIRED FOR ALL NEW INCOMING 2025-2026 STUDENTS

SUNY Maritime College Health Services
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu
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STATE UNIVERSITY OF NEW YORK G

STUDENT NAME: Mi#: Please
Please submit a copy of your complete immunization records.
Please be sure that you have the mandatory vaccines listed below.
COVID 19 vaccine is optional!
M.M.R. (Measles, Mumps, Rubella) if given instead of individual immunizations:

1..Dose 1- Immunized no more than 4 days prior to first birthday............. Date: / /

2. Dose 2-Immunized at least 30 days after first dose... ...cccocvevveriecienieciennennn. Date:_ / /

3. POSIEIVE TILET 1uvviiiieeeieeiieiieeieeet et e e te et e et e et eseae e teeesbeebeessbeesseesssaeseessseesssannsaenns (Attach lab report)
4. __ Physician documentation of having the diSease ...........ccoceveeveeirieceriecrrieiinenn, (Attach documentation)
5. ___Born before January 1, 1957, and therefore considered immune

Measles (Rubeola):

1. Dose 1- Immunized no more than 4 days prior to first birthday .................... Date:_ [/ /

2. Dose 2-Immunized at least 30 days after first dose... .....ccccooeviieneieniennns Date:_ / /

3.  POSIEIVE TIEET .vveeivieiiieieeciieeieestee et e siteete et e eve e teeebeesseeeabeesssaesseesssaensaensneans (Attach lab report)
Mumps:

1. Immunized with vaccine at 12 months or later...........coccoverininincincnenne. Date: /[

2. POSTEIVE TIEET .eevvieiieeiieiie et eeie ettt et e e stteeteeseaeeaeeseaeesbeessseesaesnneenes (Attach lab report)
Rubella:

1. Immunized with vaccine at 12 months or later............cocceoeverereeneneneene. Date: /[

2. POSTHVE T .ueuieiieiietieiieicet ettt ettt ettt (Attach lab report)

Hepatitis A: (Two doses required to complete the series. At least one dose must be given prior to attending Maritime)

J D 1o T OO Date: / /
2. DI0SE 2 et ettt eaeeeas Date: / /

Hepatitis B: (Completion of the three dose series)

1. DIOSE 1 ettt bbb sttt Date_ / /

2. DIOSE 2 ettt nne s Date:_ / /

3 DOSE 3 ottt e b e et s ebeeaeenaaa s Date:_ / /
Polio: (Minimum 3 doses for all students 18 and under. For those 19 and over record previous doses):
Lo DOSE 1 ettt st Date: [/

2. DI0SE 2 ettt bbb st Date / /

3. DOSE 3 ettt et Date:__ / /
Tetanus-Diphtheria: (Minimum 3 doses required for all students — dose MUST be within 10 years):
L DOSE 1 et e s e et e e s e eaaaee s Date:_ / /

2 DIOSE 2 et e ettt e e s e et e et teeseraaaes Date [/
K D 16 1 J R Date: [/
Varicella: (Chicken Pox: Two doses or documentation of having the disease)

1. DIOSE 1 et Date:

2. DIOSE 2 ettt et e e st e e e taeenbeaeenaeeennns Date:

Tuberculosis: (MUST be within 6 months of entry to Maritime)

Lo PPD (Mantoux)...........ooovvvvviviiiiiiiieiieeeeaeeeeeens Date Administered: ____ /  /

Date Interpreted: / / Results:

Covid _19: Vaccine Name 1% Dose Date / / 2" Dose Date / / Booster Date / /

Covid is a recommended vaccine, not required.

REQUIRED FOR ALL NEW INCOMING 2025-2026 STUDENTS

SUNY Maritime College Health Services
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu
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STATE UNIVERSITY OF NEW YORK )

STUDENT NAME: M#:

Meningitis Information Response Form

New York State Public Health Law requires that all college and university students enrolled for at least six
(6) semester hours or the equivalent per semester complete this section. No institution shall permit any
student to attend the institution more than 30 days without complying with this law. The 30-day period
may be extended to 60 days if a student can show a good faith effort to comply.

Check one box and sign below:

I have received the meningococcal meningitis immunization within the past 10 years.

Date Received:
Ihave read, or have had explained to me, the information regarding meningococcal meningitis disease.
[ understand the risk of not receiving the vaccine and I have decided that I (my child) will not obtain

immunization.

[ will have my family physician provide the vaccine.

Student’s Signature Date
Parent/Guardian Signature (if under 18 years) Date
Physician’s Signature/Stamp Date

REQUIRED FOR INCOMING REGIMENTAL CADETS 2025 -2026

SUNY Maritime College Health Services
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu



ARITIME COLLEGE#

STATE UNIVERSITY OF NEW YORK

STUDENT NAME: M#:

SUNY Maritime College is committed to ensuring that students enrolled in the license program meet the U.S Coast Guard
medical and physical ability requirements to qualify for U.S. Coast Guard licensure.

All incoming students are required to complete a physical examination upon admission to SUNY Maritime College.

The U.S. Coast Guard has set forth a non-exhaustive list of medical conditions, medications, and physical abilities that may
be subject to further review. Cadets with these medical conditions and/or physical limitations who do not meet the

U.S Coast Guard’s medical and physical ability requirements may be denied the ability to qualify for U.S. Coast Guard
licensure or they may be granted a license with restrictions and/or limitations. There are also medical conditions and
limitations that are not listed which would render one ineligible to receive a license. Please note that the U.S. Coast Guard
evaluates each applicant individually and the final determination regarding license eligibility lies with the U.S. Coast Guard,
notSUNY Maritime College.

All cadets enrolled in the license program must agree to adhere to the following policies to ensure that the
individual meets the U.S. Coast Guard medical and physical requirements:

1. Submit the application for medical certificate (CG-719K) to the Director of Licensing within the first 9 months of
enrollment.

2. Continue to meet the medical and physical ability requirements throughout enrollment at SUNY Maritime College.

3. Inform Maritime Health Services of any change in health status once enrolled, including but not limited to new
diagnosis, change of medication, surgery or hospitalization.
a. Failure to provide current, accurate information may jeopardize continued enrollment in the license
program.

4. In accordance with this policy, if a cadet has a medical or physical condition that disqualifies the individual from
meeting the requirements, he/she shall be transferred to a non-license program until such individual meets the
medical and physical ability requirements.

You are encouraged to contact Dr. Wilkow (Director, Student Health Services) at bwilkow(@sunymaritime.edu or
healthservices@sunymaritime.edu at (718) 409 -7347 with any questions regarding the U.S. Coast Guard medical
and - physical ability requirements.

My signature below attests that I will fully adhere to the SUNY Maritime College medical policies for U.S. Coast Guard
licensure.
Student Name (please print): ID#:

Student Signature: Date:
Parent/Guardian Name: (please print):

Parent/Guardian Signature: Date:

SUNY Maritime College Health Services
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu



ARITIME COLLEGE;

STATE UNIVERSITY OF NEW YORK

REQUIRED FOR INCOMING REGIMENTAL CADETS 2025 -2026

Informed Consent Form for Physical Activity

Cadets Name ID#

[ understand that INDOCRINATION (INDOC) is a physical program which includes exercises
to build the cardiorespiratory system (heart and lungs), the musculoskeletal system
(muscle endurance and strength, and flexibility), and to improve body composition
(decrease of body fat in individuals needing to lose fat, with an increase in weight of muscle
and bone). Exercise may include, but not limited to aerobic activities (walking, running,
rowing, swimming, and other aerobic activities), callisthenic exercises, and endurance and
flexibility exercises to improve joint range of motion.

Description of Potential Risks:

[ understand that the potential for injury exists with each of the physical activities
performed. I further understand that I am going to partake in the INDOC program before
my personal medical practitioner has cleared me to do so.

[ understand that SUNY Maritime College, its staff, and faculty shall not be liable for any
damages arising from personal injuries sustained by me (Cadet) during the INDOC
program.

[ hereby fully and forever release and discharge SUNY Maritime College and its staff and
faculty from all claims, demands, damages, rights of action, present and future therein.

[ understand and warrant, release and agree that I am in good physical condition and that I
have no disabilities, impairments or ailments preventing me from engaging in active or
passive exercises that will be detrimental to my being.

[ state that [ have had a recent physical exam and shall present said document to the
Department of Health Services by 9Sept2020.

Cadet Signature Date
Parent or Legal Guardian Date
7

SUNY Maritime College Health Services
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu



ARITIME COLLEGE @&y

STATE UNIVERSITY OF NEW YORK )

REQUIRED FOR INCOMING REGIMENTAL CADETS 2025 -2026
MEDICAL CLEARANCE FOR PARTICIPATION IN ORIENTATION

Student Name DOB

The above-named student is cleared to fully participate in the physical demands of orientation at
SUNY Maritime College without restrictions or concerns for their safety and well-being.
Specifically, they are cleared for the following:

¢ Running and sprinting

e Long periods of marching in formation

e Physical training, including push-ups and sit-ups, and pull ups.

e Overhead arm activities such as throwing, catching, climbing.

e Swimming, treading water, flipping a life raft, and donning a water survival suit.
e Sports, including water polo, ultimate frisbee, softball, dodgeball, basketball

e Pulling heavy objects

e Participation in physical activities in hot and humid conditions

Signature of medical care provider: Date:

Office Stamp:

FENOTE*** This does not guarantee requirements for the license programs

Signature of student: Date:

SUNY Maritime College Health Services
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu



ARITIME COLLEGE @@

STATE UNIVERSITY OF NEW YORK \&

REQUIRED FOR INCOMING REGIMENTAL CADETS 2025 -2026

History & Physical Exam

Student Name DOB

MEDICATIONS ALLERGIES

CARDIAC SCREENING & Exam YES NO

Is there a history of heart disease, including murmur?

Has the patient ever had an abnormal EKG or anormal echocardiogram?

Is there a history of lightheadedness, fainting, or chest pain during exertion?

Does the patient report any palpitations or irregular heart rhythm?

Is there a family history of sudden cardiac death or cardiac event before the age of 45?

Is there a history of moderate to severe COVID-19?

If history of moderate to severe COVID-19 is there post-cardiac clearance?

REGULAR IRREGULAR

Rate Rhythm Murmur Description

MEDICAL HISTORY & PHYSICAL EXAMINATION

Describe any significant health history including mental health. Note physical exam abnormalities and list restrictions and /or
limitations.

Please note: No accommodations can be made for our physically demanding orientation program.

SIGNATURE

Signature of MD, DO, PA, NP Date of Exam

SUNY Maritime College Health Services
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu
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ARITIME COLLEGE/

STATE UNIVERSITY OF NEW YORK

DEPARTMENT OF HOMELAND SECURITY OMB Mo. {E35-0040
U.5. Coast Guard Exp, Diale: DaEi2021
i APPLICATION FOR MEDICAL CERTIFICATE (FORM CG-T19K) ) B
=== INstructions ---—-
Who must submit this form?

1. Applicents seeking a Madical Carificate are required to compiate this farmn and submit all 10 pages, induding instructions, o the U.S. Coast Guard. Guidancs
far completion of this form can be fourd at hittps:www.uscg.millbeicgS nvic pai200aINYIC_08-08 pd!

Mariners appiving for or hekiing a merchent merner credential with only an entry-level endorsement who serve on a vesael not subjsct te the International
Convention on Standards of Treinlng, Cerlificatlon and Watchkesping [(STCW) but who request a medical certificale ihat satlsfles the Maritime Labor
Convention {MLC}, AND want to be qualified for lookowt dutles should submit this form. Seclions Il (Medical Conditians), v {Medications} and W
{Physical Examinstion} of the CG 718K DO HOT hawe 10 be completed, The medical cerificate will be restrictad to entiy-leesl saly.

. Tha Coast Guard will not accept an application foc @ medical cenificate withan a refarsnca numicer ar a Merchant Marirer Gredzmtial (MG,

1

(]

Who may conduct this exam?

1. All exams, te3ts and demanstrations muat be performad, witneesad or noviewsd by 8 physican, physician assistant, or nurge practitener licensed by a slate
Inihe LS alls possession, ora WS, territary.

2. Madical axaminations for LS. Registered Piols must be conducied by B Fsensed medical docior.

' Section I: Appll::ant Information - To ba melutud by the Apphcant and reviewed by the Medical Frac:'htln-ner (MP)

# Lagal Mame - Enter camplate lagal name

Date of Birth - If applicant is under 18 years of aae, attach a natarlzed siaterment, signad by a parent or guardian, authorizing the Coast Guard to issue a

Medical Cartificate.

Mariner Reference Number or Social Security Humber - |¥ you have held a Coast Guard credential in the past, anter your reference number.

Gender - Enter your gender.

Hame Addresgs - Principle place of residence. PO Box is not scceptakle.

Delivary/Mailing Addrass - The address in which you want all corespondence and issaed cerificates sent. 1 blank, comespandence and certficates will ke

aent [0 the Home Addreas,

Primary Phone Humber - Provide & primary phane numboer.

+ Aliernate Phone Number - Provide an shtemate phone numicer fophianar).

s E-mail Address - {Cnficaal] If provided, the National Marilime Cantar (AME) may aitermpt to confact you via e-mail, You witl reécaive autornsted updates
regarding the slatus of wour epplication.

* Other - Please provids additional means of communicating wilh you jsatelife phos, wonk phone, eiz.} {opbonall.

s  Endorsement held or sought - Applicants should select all options that apply. If nothing is selecied, the Soast Guand will 161 accept the appicaticn.

_Sectian Il: Food Handler Certification - To be completed by the Madical Practitioner TR AR

Refer 1 inztructione grovided in this sedlion. The Medical Practiticner should initisl and date a1 the boliam of each peoe of the application, whens indicated.

Sactlun n: HIdH:II I:undltlnm To be numple‘l:ed by the Applicant am:l-thél- Medical Practitioner

Ifa] Applicants mast report their relevant medical conditions to the best of their knowledge. Applicanis sheuk cheek YES 1) thay heve had & previaus
diagnuss, or trealrnent for the candien by a health care provider; 2) thay are cumenthy under ircabment o obsenvalion for the candition; or 3} tha condition
i prasent, regardless of freatment atatus,

lllyb) The Medical Practiioner ruat review snd diecues all conditions reported by the applicant in Section lifa). The Medical Practiioner's discussion should
inctudia, &t @ minimure, the rame of the condition, approximabe dide of diagnogis, ireatment, cument status of the conditien, mitations of the congifian, and
any additional informatien a5 approonste. Recommended suppering dacumentstion and testing for conditions that are subject to further review ane
containad in the Mad«<al amd Physical Cvaluation Guidelines for Merchant Mardner Credentials which can be found af hifps:iiwivw uscg.milfhglegBingic!
paftEDDENYIC Q4-08.pdf Medical practtioners should be familisr with the guidelines contained within this docurnent. I the Medical Practitioner
digcovers a condition ned reparled by e applicant, they must check YES in the appropriate bloce in Ula) and provide infarrration on the condition, as
requesled, ir Sectian L), For condfions that were Previously Reported, the Medical Practitoner need only discuss the interval history and cument
statrs of the condltien, Adeilional sheets may be sdded by the applicant andfor the medical practitisme if nssded o compiete this sectlon of the form.
Inglude applicart's name and DOE on esch edditionel sheat. The Medical Practitioner should initial and date at e bottom of each page aof the
&application, whers indicated.

[ | MEDICAL PRACTITICNER INITIALS: ] oaTe:

Dats of Birth: (MMDDAYYYY)

F'rlrliﬁ.ppiurlt Mame: [Las, Sirst, ML) ]
CG -7k [:wn ] Previous Editions Chsolate Fage 1 of 10

SUNY Maritime College Health Services
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu



'ARITIME COLLEGE(

STATE UNIVERSITY OF NEW YORK

Section W: Madications - To be completed by the Applicant and reviewed by the Medical Practitioner

Applicants - Refer to instructions provided in this section.

Medical Practiioner - Verfication of medications includes questioning the apslicant about any medications & ather substances reported. reviewing relevant
medizal conditions io delermine if the applicant has omitted any medications or ofher substances, and affirmstively reporting any emitied curmant madications or
oiher Subsiances wnese required. The Medical Practitioner snould initial and date at the bottom of each page of the application, where indicabed. |

Sectlon V: Physical Examination - tems 1-17; To be parformed and completed by the Medical Practitioner

The Medical Praciitionar must decument the results of the physical exarrination in this section, The Medical Practitioner should initial and date at the bottom
of each page of the apphcation, whene indicated.

Section VI: {Vision) and VH: {Hearing) - To be completed by the Medical Practitioner or other staff to the satisfaction of
l;ha Medical Praciitioner

The Medical Practitioner 15 not required to parfanm or witress the vision and heanng examinetons. These mav be performed by qualived office stafl o
refermed 1o obher qualified praciiticners such as audislogiste or optomatrists; however, the rsulls must pe reviswed by the Medical Practitoner

I're Medical Prachtioner should initial and date ai the bottom of each page of the application, whers indicated.

Additienal guidance can be found et hitps:twenw useg.milholegsinvie pall ZD0BMNIC_0d-08, pdf,

Sectlon 'H"IN. Daml:lnutfatlun of Physical ﬂ.hl“l)f Tu be :umpllted t:gr thn Hlndll:nl Pmcﬂtlunar

Hﬂfﬂltﬂme table and nstructiorg provided In this section. The H'Itdlr.ﬂ Practitioner should mrhal and delu at the batton of each page afthe apnh::ahnn whara
indicated.

Section 1X: Semmary - To be completed by the Medical Practitioner

#. Applicant Proof of identlty Pravided - Applicanis shall prezend accaplabie preol of idenlily 1o the Medical Practiioner conducting sxaminations. Proof of
endity shall consist of one current form of velid govemment-issued photy Identication, Examples of accepdable proof of identity include unsxpined official
identification issued by a Federal, State, or local governneent or by a8 temtory or possession of the Unied Stales, such =5 2 passport, U.S, drivers license,
LS. military 1D card. Marchant Mariner Gredential, or Transportation Worker Identification Cradential.

b. Certification recommendation - The Medical Practitioner must ersure 8 complete history and physical are canducted. Tha practitiser should addrass
the listee questana and make a cedifcalion recommendsdion, The Coast Guard reteins final authority for the issuance of the medical carificate.

€. A=zossment - The Medical Practiioner should provide answer to statement 1 of 2. 3s appropriate foe the credential sought. Qptior 2 is for mariner
applicants wha ara orly seaking an MLC-comgliant, entry-level redical cartificale.

d. Diecussion - The Medical Practitioner should discuss any conditions or issues of concam.

&. Medical Practiomer (Attestation and Information] - Atiests that the general medical examination, vision and hearing tzets. and gamanstratian of physteal
ability, a5 appropriate, have toen perfomed to the satisfaction of the Medical Prackitioner. The Medical Practitioner must sign and dafa the sttasiation
where indicated . This signature attests, sulsact to criminal preaecutien undes 18 UST § 1001, that &l Infarmation reported by the Medical Practitioner is
True and corect ta the bast of their knowladge and that the Medicsl Practiioner haa not knowingly emitted or falzified any rmateral infarmation relevant to
this farm.

Sentmn X: Applh:nnt t:urtll’k:aﬂun To be nomplahad by the Appllnan‘t

prlfﬁal'rt cerlifies thal the information pm'.'ldad i5 rue and comect.

Bactlnn X nppllcant Consent {opfional) - To be completed by the Applicant

Thlrd Party All‘tl‘mﬁﬂ.ﬂun If yau want the NMC to be sble to discuss, refease, or receive |nfnrr"1.nnnn.'u:-u.|menr,|. regarding your tmdu:al certficate apnlu:aﬂnn
with a third pady ¢spouse, employer, schood, ervion, efc.) you must provide specific guidance to the MMC regarding what izsues we may Jscuss and with whem
You may alles release of all information b certain individuals or antities. If you limit the release of certaln information you must be apechic by making 2 ssisction
on the application of by 2taching additioral documentstion. For each salection mede, ensure the Name of the Organization or Third Party, Organizataen Paint of
Contae {If agaticabie), Address and Phone NMumber is completad. If you wish to provide natiple Third Party Autharizalions, slach addiional pages as needsd, A
sample may be found on e NG website: https:weee uscgmillnmoicredentials/ffoms)3rd_party_autharization_med_cerl pel. Please sign and dale fos
anch type of conzent that you wish 1o authesice

a. Consent for Medical Pradiliones lo Release Informaticn to the Coast Guard
b. Gensent for Goast Guard o Release Infamation 1o & Third Party

©. Consant far Third Party to Act on your Behalf

_] MEDICAL PRACTITIONER INITIALS: [ pate

Preint Applicant Mame:(Lasi, First, M.} Date of Birth: (MMDDAYY YY) - J

IIDE-H 9K {417} . o Previous Fdltmm nbsnlpm F“Elga 2 crf 10

SUNY Maritime College Health Services
6 Pennyfield Avenue, Throggs Neck, NY 10465 | 718.409.7347 | www.sunymaritime.edu




ARITIME COLLEGE

STATE UNIVERSITY OF NEW YORK \

DEPARTMENT OF HOMELAND SECURITY CRIB Mo, 1625-0040
U.5. Coast Guard Exp. Dite: 0331/2021

APPLICATION FOR MEDICAL CERTIFCATE (FORM CG-719K)
Saction I: Applicant Information - To be completed by the Applicant and reviewed by the Medical Practiioner
Last Mame First Mams Middle Nama Sufic: (i, 3r., M)

| | 1 I |

harirer Reference Number or Sgcial Securty Murbar Gandar: Date of Birsh (MMODNYYYY)

{ I | [Cmake [ JFemae [] | |
| Please indicate bast method(s) nf-:urlf:act by checking the appropriate boxlas). .
Home Addrecs (PO Box NOT acceptable) [ |

Strest Addross Primary Phona Mumbe: |:|
Cily - Slate Zip Code Ajtemal;-P_h-on; Nurroer L]
r T _ ]

[ I I i

Delivery/Mailing Addiess, if diffarent (PO Box sccepiable) |_| E-mall Address ]

Streat Addrese . S S —_

r ]l L

City Siata Zip Coda Othar O
'Endorsement Held or Saught (Check all that apply o the Coast Guard will not aceapt the applicaion):

[]Deck [ |Ergine [ |FoodHandler | |STGW | |Entne-tevel with lookout dutiss

|_] u.5. Registerad Filot (Great Lakes Pilotage) [_' First-Class Pikl of those Serving as Pilat (Federal Pilotage/46 CFR 15.812)

:] Cither (Flease explalin):

Section li: Food Handler l’.?artlﬁt:aﬂon - To be completed by the Medical Practiioner

1. Foed Handigrs must obtain a statemant from the Medlcal Practitioner thal atb=sts that they are free of communicable diseases that pose a disect threat to
Ihe heakh or safety of other ind-viduats | the workplace. For applicants wits have raquesied Food Hardler Carification (Food Handisr box is chacksd (n
Sechiarr | above), the Medical Practitioner may provide the atiestallon by anewering Yes or Ma o the guastion in beld below.

2, Communicable disease is defined in 46 CFR 10,107 az any disease capable of being transmitted frarm one person to another directly, by contact with
excretd or otiwr dischargas from the body: or indiractly, via substances of inanimate abjects contarrmnated with sxcrsta or ether digcharges from an in‘ecied
pErEen.

3 The Medical Practidonar need not parform ary additional 1esting unless it is deemed clinically necassary. Agplicants and currently amplayed foad workers
should repor: information about their heath ag it relates ta diszases tal ae lansmissiole through food. Girsumstences that tha Medical Pracitioner should
cansider whan cadifying an agplicant include, but are not dimited to, the kllowing:

a. Whather the applicant repons they have been diagnosed with, or exposed to an illness due 1o orgarizms including, but not limied 1o, Saknanefa Typhi,
Shigella Spp., Shiga-texin-praducing Escherichia coli, or Hepaiitis A virus within the past month.

b. Whathers Lhe applcant reporis they have at [eest one sympiom caussd by [Iness, Infection, or other saurse that is associRied with an acate
gastraintastinal #inéess such as diamnea, fawvar, wamniting, jaundice, or aore throat with fever,

. Whether the applicant repors they have a leclan containing s, $uch as 3 boil or infected wound, which is open or draining and 1a on hands or wrists or
o exposed pations of the anms.

I& the applicant free from communicable disease? [ | Yes || Mo | N

[] MEDICAL PRACTITIONERINTIALS: [ ] DATE
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'ARITIME COLLEGE(

STATE UNIVERSITY OF NEW YORK

Print Applicant Mame:(Last, Frst, ML)

Deta of Birth: [MRLEDDAY YY)

Section N{a): Medical Condltlons - To be completed by the Applicant and reviewed by the Medical Practitioner

| have 8 medical waiver (W) [_| Yes [ | No  If YES, provide a eopy 1o the Medical Practitioner, and mark the MW box below.

To the best of your knowladgs, have you ever had, required freatment for, or do you presently have any of the following conditions? If na,
plaasa mark the MO I:H:Ix belcw. If yes, thEISﬂ mark the YES bax below, and if previously mpmted [PR], rrlark the PR bm; below,

'ITEM YES NO 2 PR MW CGHDI“GHE

1.

Co-712K (0417)

)
1.
12.
13,

11a,
15,

16

Any sleep problems (for example. cbstruclive sieep apnea, resliess leg syndrome, narcolepsy, shifl work

17.

18

19,

120,

21,
22,

23.

24.
25.

26.

BT

H

. Heanng lss, hearing aid, ear surgery, facial rjelnrmrllea open fracheostomy Drfr&qumt sm-em nese blecds

. High or low blood pressure
. Hear! or vascular d.sease of any kind, 1o include angina. chest pain, lrrﬂgular heart h-eat haart valve problems

. Heart surgery andior implanted devices [lur mmrnplt. dngluplasl]r, slant, pa.l::smaher ar dEﬁbI’I"EII:II’]-

. Lung diseaze of an:.r Iy pes (for &xampia aslhma Enmphysa'na m:: nhslrudwe pulnAcnzry dlsaase TCOPDY;
. An!.r blood disorder (for example, anemia, hernuphilla hluud ::Iota or pol:,rc.ymemm]

) Dlabeles mumsc Inhalra'an-:n or ngar in uring

. Th'grmud prd:lam mqulnng tregtment or hnspuiallz-alran

. Any ather ps.;.-diutnc disordar, mental health eualmhum‘h-aah-nent.fhaspial|munn

E!Il.;lrryI vishon, |:|cu:|r night vizgion, eye disease or Injurg.r -aye éwgery abnarmal mlnr ws.nun, ...atanan:ts or glaucoma

raplacement, heart attackiyocardial infarction, or congestive neart failure.

Elumach liver or intestinal disorder requiring ungnhg medical ca's.n’rnadlr.atlnn or sausing significant bleeding
=3 dahllrtatng pain; history of hepatitis or ‘aunm_cr
Ifudney problemsfstones or blood in urine

Ay other urlnarr or bledder pmb[ﬂrrls nut listed ﬂb-we requirng treatment or hnsplta!lzatlnn

Skin :isotders requlrlng medical tl'ealmant. such as cancer, tUmors, schemdsrma or lupus
Severs allergies or allengic reactions to any substance rnEldicahun, f-'.'l:ld: ar insect Htlnga
Communicable disease or chranic infectious diseasas such as tuberculosis, HWAIDS, or hepatitis

-~

sleep disorder. or insomnia)

L S Bdtet—Sihs = — 1

Epipps}r fits, o sazures |
—

History of serious head l'u:.lryr. lua-s nfconacmuaness or memery loss
Freq uent or sauara haadamas
Dlzzmessflalnmg spallsmalanm problams

Freq Jent motion slickness r:.qurmg medication

S‘tmkﬂ or T rans]aﬂl lschamic Aﬂack ['I'IA], brain tumar ar -.'Jihrar hraln disarder

Al‘l}' naurnlnglr.dls.c:'darur narva Fu'nblerns including nuni:mess andn'-ur paraiysis, not listed abm.rc
Attenhnn deficil disorder with orwm‘mut hybe:a:ilmty
Anxiety, depressm blpc ar.msul-l:lar adjustment disorder, PTSD, or H.hlzuphran a

Suicide attemnpt or thnught{sj of suicide {Suicidal I:Iaatlnn} N

Evaluation, treatment, or hespitalization for slcohol or subsiance use, abuse, addiclion, or dependenca
(including iYegal drugs, prescription medications, or other substances)

Eadt nack orjal‘lt problems that impair movement or cause debllrtamng pain

Ampq.r!mlm p-rosmems , O use i:|fzlrrlt:nulsl.'a:w;l.-I devices {for example, cane, u-.larlcer or braceg}

. Injuries, fractures or recurrent  distccations causing impairment o limitation of motion of any Icmt
Pm“ar bean signad off & vessel as sick or repatriated for medical reasons within the last six years?
. Any diseasas, surgeries, cancers, iliressas, or disabilities nat llEIBd an T this farm?

Ay hoaprtal admissions within the last sl years not lsted elsm-.rham in ﬂ-us Em:.hﬂ: n"r‘

[] MEDICAL PRACTITIONER IMITIALS: ] pate:
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Print Applican: Name:(Last, Firsl, M1} Date of Birlth: (MAYDONYYYY)

Section li{b): Medical Conditions - To be completed by tha Medical Practiioner

"Instrustions: Far each item marked YES in Secion [l{a}, the Medical Practitioner must provide the information requested IN THE BLOCKS
below. For each conditton marked Previously Reported (PR}, the provider need only discues the Intenval history and current status of the
sardition.
For condilions with a Medical Walver (MW) review the applicant's walver letter and attach all waiver reparting requirements,
Flease attach appropriate evaluation data for conditions that are subject to further review, Information on condifions that are subject to
further review and the recommended evaluation data can be found in the Medizal and Physical Evaluation Guidedines for Marchant Marine
Credentials, located at https:iwaww. escg.milfhgfogSinvic/ pdfZOMEMINYIC_04-08,pdf,
Indicate whether additicnal information has been attached by marking the ATTACHED box.  Additional sheets may be added, if needed to
complate thie saction [inelude applicart name and dafe of birth cn each additional sheal).

tem # _____ Date of anset or diagnosis immiddiyyyy) | Attached| |

Condifion Treatment

i .

i

I

Status ~ Limitaticns

Hem # _ | Dats of onset or diagnosis (mmddiyyyy) - Attached E

Condition . - - Treatment

Status Limitations

[ . —— |
|

I = - —— ———— —

lam# | Date of onset or diagnosis {mimiddiyyyy) 1 Aftached :I

Condition o _Ti'ewlmem_

. —

@E = — e I Limitations B

tem# | Date of onset or diagnosls (mmicdiyyyy; ] Auached |

Condition Treatment o T - |

Status _ _ Limitations -

Rem# Date of onget or diagnosis {mmiddfvyyy)

Conditlon - - Treatment - o
Etl‘tl.ls ) -_ _ ____— - ] Limitations o B o
[] MEDICAL PRACTITIONER INITIALS: [ pate:
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STATE UNIVERSITY OF NEW YORK

Print Applicant Marme:fLast, First, M.f.,l] _I [}aie of Birth: (MAMDYYYYY)

Section IV: Madications - To be complated by tha Applicant and reviewed by the Medical Practitioner
Do you currently use any medication (prescription or nonprescription)? |_|‘|"£|B LJ No If YES, provide the information requested in fhe blocks below,

Applicants Must Report Medical Practitioner
1. All madzationa (Prescription ar Nanpreseriptiond, distary supolements, and !'1. Medical Praclifoner must verify spplicants medieations and Infomsatisn |
vitaming; thet were filled, or refilled. andfor taken within 33 days prior to the date isbed in the table badow.
the applicant signs. the CG-715K; and 2. Medical Praciitionsr corments shauld Inclige the approximats langth
2. All medicatians [Pressription or Nenprescripticn}, distary supifements, and of tirre the apclicanl 745 taken the medication and addrass the
vitwmins thet ware uaad for a perlod ef 30 ar more days within the las1 20 days presencs o absenca of any side effects. ]

rriof to the date the applicant sigrs the GG-T18K, N
Additiznal guidance on medicetions, including these that may be considened desgual®yng. can be found &t
| - - hitps: i usog.milhey/cgSinvicpaf 2008 NVIC_04-08. pdf.
Additional sheets may be atfeched by the Applicant and'or Medical Practitionsr if nesded fo complete this section,
finciudis appticant narme and date of birth on each addilional sheat and check the box indicated on the rghi ATTACHED | |

MEDICATION CHOSE FHEWJEHE"I‘ CDNDITIDN I"JEIJIGAL PRJ\CTITIJNEH CDIIMENT‘S [Euiration nfl.l'sa’&rdafffal:fx}

REPORT OF MERICAL EXAMINATION

Section V: Physlcal Emmlnallnl_'l - Items 1-17 must be pnrhrma-d' and wnpleted by the Medical Practitionar.

Height Waight Puise Blaoad Body Maza Index (888
rcfiag avily): {ths): | Ruijng Pressura: (For BIW = 40 nsfar fo Section Wi

Flease make commernts in the s;panc pmm'adonanﬁfmmndrmed a5 an “abnoimal™ $pstieoongan.
Item _|Normal | Abnormal | [item ] |Normal Abnormal | Hem [Normal Abnormal |
1. Head, Faom Neck Scalp | | ] 7. UppetLower Extremiles | || ] 13. Skin [ Il
2 Eyes!PupilsEOM a O 8. SpinzMusculoskeletal ] [ 14, Meuratogic O M
'3 Mouth and Thraat O [ 2. Vascular System ] O 15, Mental Stats [ |: N
4. Ears/Duums M O 10. Abdomen O O ' E No
5 Lungs and Chest [ ] 11 GnneraESystemlc ' M 16. Hamia M |:| l
& Huaart O O 12 ExtrendtissDigit O ] | |
_.ﬂ:ggtinml_hlediﬂaf Comments (Please Print) ) -

U] MEDICAL PRAGTITIONER INITIALS: T paTe:
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STATE UNIVERSITY OF NEW YORK

Print Applicant Mame: (Last. First, MI) Date of Birth: (MDD Y YY)

Section VI: Vision - Must be parformed by tha Medical Practitioner, their madical staff or other qualified practiticner. Results

mast be reviewed by the Medical Practitioner. Additional guidtancs can be found at hitps:iwww. uscg.mil/hglfe Sinvic!
pufi2008/MVIC_04-08.pdf.

a. Visual Acuity
Digtance Vision, Uncorrected: IF cormection required. Distance Yision Comectable To: " Fied of Yisien

Right: 20¢ Rignt: 20/ 0 Mormal {the applicant's horzontal field of wislon is
| — greater than or equal to 100 degrees).
et 2] | | e 2o

{_] Abnormal

b. Color Vigion: The Madical Practitioner should assess the applicant's color vision sense wsing ong of tha fallowing lesting methodologiss.
The Medlcal Practitioner must indicate which lesl was ulilized, and the number of errors obtained. In arder fo meet tha
standard, the applicant must demonstrala satisfactory eolor sense withait the use of golor enhancing lenses,

| . AQC (1965) - (6 or fewer arrors on platzs 1-15) | Ishihara stsudisisochromatic pates test, 14 plate (5 or less emors)

|_ AJZ-HRR {Znd Edilion) - (Mo erors in best platas 7-11) i:‘ Ishihara pssuapisochromatic petas teat, 24 plate (& or less emors)

E HRR PIP (4th Edition) - (Mo errors in test plates 5-10) E Ishihara pseuda'sochromatic piales test, 38 plate (8 or leas esars)

|_: Ricimoand [2rd and 4ih Ecilion) - {& or fawear errors) |: Famswartth Lentarn (colored lighta) Teet per instruction booklet

r | Tilrnus Vision Tesler OFTEC 2000 - (Mo armors on 6 plates) |: Dwvorine {2nd Edition) peeudaisochromatic 15 plate test (B or lese ermors]

| |:| OPTEC 300 {cobored Bghts) Teat mer instruction hookist

Alternative Testing (sifech evaimsbiondest resilish _—I Farswarlh D-15 Hue Test (Emgineanfaoio oficerfaniermandfO0L ol
—| Formal sphthalmalogyisptametry cedor vision evalustcn

i | Other allernative test acseplable b the Coast Guard
Color Vision Testing Resultbs:

[[JPassed ] Falied Number of Emorz: | I

Section VII: Hearlng - Must be performed by the Medical Practitioner, their medical staff or other qualifed practiioner, |

Result= rmust be reviewad by the Medical Practitioner.

An appicant with novmal heanng by forced whispsred valcs = 5 feef with or without hearng aids does nol feed to compiele alfier e audfomeler test or the !

functional speech discrimimadon st |
[narmal Hearing |___.Ahnunnﬂl Hearing | IHasrng Ak Required |

fa) W hedring is abnoms!, fhen parform aither 8 funchicns! speech aizormiiatky fesh af G508 Or &7 auioonam dochmerting Bresholds Snd dveracms 35
iehicatad befow, Both aided snd unaided values showd be recorded for applicants equidng Hearng sl

1'b) All spplizarts with an wesdded Hreshokd = J00 In the betler aar shoulld have fundional spesc discriminaiion testing performed at G5B,

fc} Refar fo Asedice! amd Fiysicsl Evaiuadtion Guidefmes for Merchanf Marimar Crodentials which car be foumd at ritps:dwww.uscg. mithg'cg Snvic/ pofif 2005/
NUWC_G4-08.paf for further Ldance. Recor! any additional informalion or commmenis i Secfion (X

Audiometer Functional Spaech
Threshold Value Discrimination Test @ 6508, if required by
T T ] instruction (k) above
&00Hz 1,000Hz | 2,000Hz | 3,000Hz | Awverage
N T ] | . . 3
Right Ear (Unaided) Right Ear (Unaided): | J L3
N —
Left Ear (Lnaided) Left Ear (Unaided): | 4
- e i
i Right Ear (Aided) Biohl Ear (Aidedy: |
i | I K it (Aidad): %
. Left Ear (Aided) . i Lett Ear (Aided): l— a
[ MEDICAL PRACTITIONER INITIALS: [] DaTE:
.CE-TFBK (347 - - Previcus Editions QObsolats Page T of 10
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'ARITIME COLLEGE

STATE UNIVERSITY OF NEW YORK

Print Applicant Mame: ([Last. Firsl, M5) | ‘ Date of Birta: (MULDDAYYY)

k

Secton VIII: Demonstration of Physical Ability - To be completed by the Medical Practitioner

LISTS OF TASKS CONSIDERED NEQEMEFM PERFORMING DRDINARY AND EMERGENCY RESPONSE SHIPROARD FUNCTIONS
Shiphoard Tasks, Functicn, Evant, or
Conalthom

Ruowting mowerment on slippery, imeven,
and unstable surfacas

Related Physical Abitity The Examiner Showlo! Be Satisfied That The Applieant:

Maintair balance faquibnwm; Hag i distubancs in sense of balancs

Rauting access batween levels Climb up and ¢own verical laddars and =tainvays
_ T
Fauting rowerianl bebwean spaces and | Step over high doorsills and mamings. and mowe
Giempartmants trough restricier accasses

|5 able. without aesistance, to climb up and down vertical laddera
and slairways

13 able. without assistance, W skp ovar a deorsill or coaming of 24
inchies (500 milimaters] in helghl. Abde o move Frough 3
restricked opening of 24 & 24 inches

|z aibde, wihoul assistance, o open and cdose watasight doors shat

a d . ; . el : iy weigh up fo 55 pounds (25 kilograms); should ba able to
pen and diose wkerlight doors, hand Wamipulsie mechanice! davices using mandal and dighal mmove hand % opan and chise valve wheels In verical end

cranking sy openicasa daxie
g sysiems, valz rity. eml sirz it harlzomal directions; sotate wisle 10 lum handies: able b reach
abave shauldar heighl

. |5 aiple, without BssisIENCE, L lift at kaet & 40 paund (18.1
Hani'e shp's siores Lifl, puill, pusd, carry a load slicgrama) load off the ground, ard 1o cany, push, aof pull ibe same
nad

|

Crouch (lowanng height by benig kiees) knesl
oy knees or grewrgd); steop Sowerimg et by Iz able, without eapietance. to grazp, Nk, and maipuiade various
hending af fhe waisty: use hand tools such a8 spar-nere, | comiman ghipbosed {ools

walvg wranches, hammers, scresdivers, pliens |

Generdl vessel maintenance

Emergeacy respranss pracadures Crawl (ST 0 prove Bt ceving hands and kness), feel

noluding escape from sk flled fabilly io hamole or fouch i sasmine or dafarmine Egﬁhﬂ%fm?fﬁuf"ﬂ;ﬂmﬁd “bﬁ;”fl':lmﬂm
5pAcEs diffsrancas m texture and femperature) d = and ismpere

Stand & routing wetch Slard o oo wakh |5 able, withoul asalstance, 1o intermittentiy edand an feed Tar up Lo

four houre with erinlinal resl perisds

Reacd o visual alarms and inetracsians,
BMBIgancy espenea procadures

Dislinguieh an object or shape ot o ceran distance Fulfilla the syesight standarde for the merchant marner credantial

Raact o audible alanmns ann
an Hear a specified declbal {d5) saund al a specied

Instrucians, emergency respones frequancy Fuffills the hesring standars for the marchant marler credendisl
procedures
Wake werbal reparts or call sttanton o Describe Immediate summurdings and actyiies, snd

SUSRICIOrS or emerjgency condibons srommince words clesriy I oy ble of o Carmergation

I5 able, without assistanca, to pull 3n unchargen 1.5 inch dismster,
50" fire hose with nozzle to full extenslon, and 10 ik & dharged 1.5

Farticinale in firs fighting sctivities Be able to carmy and hardle fire hoses and fire

einguishers inch diameser fire hose to fre ightig posHion |
. HEIE-ﬂ'IB;{ﬂil}'. strength, ard range of moficn to put o a persoral |
Abandon ship Ue2 qurvival egdpmerd fiatation devica and exposuig sul wilhoud assislance from anodher

Indfiwidus’

1. The Medical Practitionar should indicate whethar the applicam cin meet the guidelines listed in the table above. If the Medical Praclilioner ceubls the appicant's
ability bo mesl the guidslines cantaimed wiilin this tatle, and for all applicents with 8 Body (Mase Indec {BMI} of 40 or higher, The practitisner should require that the
apricant demonstrate 1he abllity 18 meet the guidelings. comained within this table. This does not mean, for sxample, Ihal (be aeplica must aciually don an axposune
suit, pull &n unchanged 1.5 mch diamelgr 5 fire hosa with nozzle s full extanelon, of B a charged 1.6 inch diameter fire hnse o fireSghting positien. Rather. the
Medical Practitianer iay uilize: altarnative measuree to sallshy themsalves that e applicant possesses the abily io mast tha quldslines In the third calume. A
cesgripiion of the methods utlized by the Medical Practitioner slauld be reparted in the Comments section pravided betaw.

2. All practical demonatrations shauld ke perfanmed by the applicant without assistanca. Any prosthesls narmaly ware by tke applicant, aed any ofher aid devices, may
b uged by e applicant in o praciica! demonstrations excepd when the use of such ibems would prawvend e preper wearing of mandstad parsonad protaciion
equipmant (PFPE),

3. Kihe Medical Practitboner |5 unabla 1o conouct the practizal denonskiation, the applicant shoold be rafamed 10 8 compatant evalustor of physical abiity. The Ceasd
Guard recognizes that net all madicad practfieners will have the equipment necazsary to fest ail of e 1asks as llsted. Equivaleal atiemale keing methodalegies may
be usad, For further Information, check the Medical and Physical Evaluation Guldenes for Marchsnt Marinar Credentials which can be found at https e, uscg
milihagy cgSnvic pdU2D0SINWIC_04-08.pdi,

4. |fthe applcant is unake io peform all ofthe functions lleted In the table above, the Medical Practitioner should arovide information an the deqree of the eavarlty of
Ihe applicar's inability i maot the standards. The resulie of any practicsl demonsation or atiendant physical evaluetion showd e recorded in the Comments seclion
provined baloe,

Physical Ability U Applecant has the physical strength, agility, and flexibility ta J_] Applicant doea NOT have the physical sirength, agilty, and fisxibility

Resubts: parform all of the teme listed In the physical ability table, to perform all of the itama ésted in the phyzizal abillly table.
COMMENTS: ' _" -
(Piease Prirg]
. i
[] MEDICAL PRACTITIONER [NITIALS: [ paTe:
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STATE UNIVERSITY OF NEW YORK

Print Applicart Mame: (Last, Firsf, MY Dale of Birth: (MWDDYYY'Y)

Section IX: Summary - To be compleied by the Medical Practitioner

a Appfizant proct of identty provided: | | ¥es | (Mo b Certificstien recommendation: [ | Resommendad [ Not Racommendsa || Needs Fusiner Review

|c. Assessment 1, Pre_l.!r_d'.ll‘_g Ecrl:cnﬁ; ndicates that the Hp'phcan: s not at high nsk of havang 2 fondtion|s) that Poses 4 sgnfcant rsk of sudden ncapacta- |
ton or detilitating complicadion. to ncluda, unconbroled obatructive sleep apnea, diabetes mellius ar coranary 1 ves | Na Mears Further Review
arery diseage; EE0S |

QR,
2, [Entry-tever, orlyf - To the best of my knowledge, marines applicarnt 1§ free fram any medical condition aely io be aggravatsd by service at see or to render the
sea'arer unft for such service or to encanger the health of olher persons on board, Yar No :‘ eeds Further Heview

d. Discussion: Please discuss any conditions subject to further review identified In Section Ib) or any other concerns. Please print of fype.

|

' u. Medical Practitioner: My signsiure steetz, subject to criming! prosecition under 18 USC § 1007, that all infenmation repored l;y me is true and
corracd o the beat of ry khowledge and that | have not knowingly omitted or faleified ery matenal infarmation relevant (o this form. My signature also stasts
that | heve fully evaluated all examingtion tests and resulle subméted in support of this applicetion.

'Last Name First Mame ML License Murrber Stete
L || ] ] |
Signature Date GAMDONY YY) Phone Murmher
T r|‘ — —| mo[ | po[ ] PA[] ne[]

Ju Streat Addrese I I i o
[ T il
City Staie Zip Code

J | | ) ) {Phace office address stamio here]

Section X: Application Certification - To be completed by the Applicant

My signaturs below shests, subject to prosecutian ungier 15 USGC § 1001, that all information provided by me on thia form rs complate and e 1o the besl of
My knuwiedge, and | sgrae that it s 1o bz considered par of the basis for issuance of any medical certificate to me. | heve not knowingly omithed any
matzrial mforrmation ralevant to this fonm. | have akbo read and understand the Privacy Notice that accompanies this form.

Signature of Applicant Diate (MWD YY)

PRIVACY NOTICE

Authority: 14 LL5.C. 522, 46 L15.C. 2103, 7101, 7302, 7502, 46 C.F.R. 10.201

Furpose: The mformation ik coleched By the Coast Guard to datarmine whethar an applicant meets fhe regulatery standards for issuance of a LS. Merchant
fdarinar Credential (MRAC). The Coast Guard evsluates an applicent's gualificstiona to detemine compllance with the nadional and international requirerments far
issuance of the MMC, any endorsement within the MMC, and medical certificate.

Routine Uses: The Information is used by authorizad Coast Guard personne! who have & need for the recard 10 determine wheiher an applicant is 8 safie and
suiable parscn and qualifies far the MM, any endorsemeant within the MMIC, and medical cerificate. In zdditan, the Coast Guard wses Ehis information 1o
mainisin and update recoras of merchant mariner dacurnaniation transastions. The information will nat be shared outside of DHS except in accordance with the
provisions of DHSAFSCG-030 Mejchand Seamen's Recerds System of Records, T4 FR 30308 {June 25, 2009).

Disclosure: Furnshing this infarmation (ncluding your SSN) &= voluntsry. howsaver, fallure fo fumish the requested Infsamation may result in the non-issuance
5'\‘"1! MRAC, any endorsament within the MMC . and mediczl carlificale.

An agency rdy not condudt or sponsor, and a person is nol reguired 1o reapend o a collzclion of infernation uniess it displays a valid OMB control number.
The United States Coast Guard eatimates that the average burden for this form s 18 minutes. You may submit any commenls concerming the accuracy of this
burden or any supgestions for raducing the burden 1o the Chief, Office: of Marchant Mariner Credentialing, 2703 Martin Luther King, Jr. Ave, 5.E., STOP 7500,
Wazhinglon, .G, 20593-7502.
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Print Applicant Name: (Last, First, MI.) ‘ ‘ Date of Birth: (MM/DD/YYYY)

Section Xl: (Optional) Applicant Consent - To be completed by the Applicant Declined [ |

a. CONSENT FOR MEDICAL PRACTITIONER TO RELEASE INFORMATION TO THE COAST GUARD:

My signature below authorizes the Medical Practitioner, who has signed the certification on page 9 of this form, to release to, or discuss with authorized
Coast Guard personnel, any pertinent information in his/her possession regarding any physical or medical condition that may require review by the Coast
Guard prior to determining whether the Coast Guard should issue a merchant mariner medical certificate.

| understand that this authorization is voluntary. | also understand that failure to provide authorization could affect the Coast Guard's ability to make a timely
determination as to whether the Coast Guard should issue me a merchant mariner medical certificate. This authorization will remain in effect until the Coast
Guard determines whether to issue me the requested merchant mariner medical certificate for maritime service, but no longer than one year.

| have read and understand the following statement about my rights:

» | may revoke this authorization at any time prior to its expiration date by notifying the verifying medical practitioner in writing, but the revocation will
not have any effect on any actions taken before they received the notification.

» Upon request, | may see or copy the information described in this release.
» 1 am not required to sign this release to receive my medical evaluation.

Signature of Applicant Date (MM/DD/YYYY)

b. CONSENT FOR COAST GUARD TO RELEASE INFORMATION TO A THIRD PARTY:

My signature authorizes the Coast Guard to share my medical information with the third party indicated below. | understand that | may revoke this
authorization at any time prior to its expiration date by notifying the Coast Guard in writing.

Please provide the Name of the Organization or Third Party, Address, and Phone Number. Additional Third Party Authorization information may be
attached separately.

Name of Organization or Third Party

‘SUNY Maritime College - Licensing Dept.

Organization Point of Contact (if applicable) Phone Number
‘Charles Smith, Keith Herman H(718) 409 3519
Street Address

‘6 Pennyfield Ave

City State Zip Code
‘Bronx HNY H10465
Signature of Applicant Date (MM/DD/YYYY)

c. CONSENT FOR THIRD PARTY TO ACT ON MY BEHALF:

My signature authorizes the following third party to act on my behalf in all matters pertaining to the processing of my current application for a medical
certificate. This means that the Coast Guard will share my medical information and correspond with the third party, and it means that the third party can
request agency action on my behalf, and receive my medical certificate.

| understand that | may revoke this authorization at any time prior to its expiration date by notifying the Coast Guard in writing.

Please provide the Name of the Organization or Third Party, Address, and Phone Number. Additional Third Party Authorization information may be attached
separately.

Name of Organization or Third Party

‘SUNY Maritime College - Licensing Dept.

Organization Point of Contact (if applicable) Phone Number
‘Charles Smith,k Keith Herman H(718) 409 3519
Street Address

‘6 Pennyfield Ave

City State Zip Code

‘Bronx HNY H10465

Signature of Applicant Date (MM/DD/YYYY)
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