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MARINE DEPARTMENT

THE GOVERNMENT OF THE HONG KONG SPECIAL ADMINISTRATIVE REGION

Medical Assessment Form
(Holder of Local Certificate of Competency)
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PART I — Personal Details
PR — i AR

Surname Forename(s) in full

A (F2) AELD

Name in Chinese Date of birth

P (P ) didop g

H.K. Identity Card No. or Passport No. Gender

é /}:'7 £ > 7 F_E_.E FE%%{I% 'H’.‘%‘J .
PART II' — Medical Assessment List of RMP:

FIRA ! — B ER mTEL R

When completing this part, RMP should refer to the Marine Department’s stipulated Guldehnes for
Conductmg the Medical Assessment of Local Certificate of Competency Holders.

BEBAEARE RV FARIRBAT RS N DIS ERBPIEFG L EE TR -
Risk Group 1 — Sudden Loss of Consciousness, Altered Awareness, Epilepsy and Sleep
Disorders
- Eh'e —RBHEAD LB R R oA RE
1 Does the applicant have a history of epilepsy or epileptic attack in the past [1Yes £ [INo %

five years?

R4 T EY 0V A E R L E RS R TR
If M YES, please give details of the last attack and the date when treatment ceased.
e ik BT - S TR ripy Bk hp 3

' PartII, IIl & V are to be completed by a Marine Department-recognized registered medical practitioner (RMP).
FIL, M AoV 350 d B Eageeeay F42 (v F27 ) 23 -
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2 Did the applicant have blackout or an impairment of consciousness LIYes®# [INo %
(including sleep apnoea) within the past two years?
B A ER LT RS LR (¢ demEmE L
) ?
If M YES, has the applicant had following conditions?
R ¥ A RE L ET AR ?

Seizure % 1® [0Yes & [No &
Migraine i 2¢ 7 JYes . [ONo &
Sleep apnoea PEFR % 4, JE [OYes % [ONo %
Narcolepsy 7 PEJE [1Yes & [INo %
Malignant neoplasms & |+ *# %3 [JYes & [No %
Syncope “FWE,; [JYes & [INo &
Intracranial surgery/injury §g p =+ jtv,/ % i [(dYes & [No %

Risk Group 2 — Mental Health Conditions Including Alcohol and Substance Abuse
Fo b — WARERAR I TR

3 Does the applicant have a history of regular use of any drugs (including LYes ¥ [No %
prescribed medicine), substances or alcohol at any point over the past three
ears?
yﬁt@—i ZEMERPEE Y FAELTEF PR B R ES (¢ s
F) R bR ?
If M YES, has the applicant had the following conditions?
WL ¥ AE T AR
Alcohol abuse = il [0Yes & [No &
Drug dependence/persistent substance abuse % 1~ i #§ /4~ B [0Yes & [No &

4 Does the applicant have a history of mental health problems over the past LYes ¥ [No %
five years?
BiEd T A VAL TE G ORA R AR Y
If M YES, has the applicant had the following conditions?
WF L ¥ BT AR 2
Acute psychosis &1+ 8 F 4 3 OYes & [ONo %
Mood/affective disorders = 8 /& 7% COYes & [ONo %

Risk Group 3 — Cardiovascular Disease
FZ R — SRE L F AR

5 Does the applicant have a history of cardiovascular conditions in the past LYes ¥ [No %
year?
R R IS SR, tF T Py 3
If M YES, has the applicant had the following conditions?
TR S S E AR

Valvular heart disease < %55 OYes 2. [ONo %
Congenital heart disease £ % 4+.& ’«’Sﬁrflis JYes . [No &
Hypertension % = /& [JYes . [INo %
Cardiac event = %8 g, OYes & [ONo %
Cardiac arrhythmias and conduction defects = =7 it % & %34 f5 OYes % [ONo %
Ischaemic cerebrovascular disease *ox. § 4% i |25 P [JYes #. [No &
Implantation of cardiac pacemaker {& » «& %A= 4% % [JYes & [No %
Implantation of cardioverter defibrillator & » = %&4R é‘—“f ViR OYes 2. [ONo %
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Risk Group 4 — Diabetes Mellitus
B wh s — BB

6 Does the applicant have uncontrolled or insulin-treated diabetes mellitus? LYes ¥ [No %
A RE R R E AN Y G F iR o ?

Risk Group 5 — Medical Conditions Affecting Physical Capabilities

$1 k% — PPER AR R

7 Does the applicant have any conditions that significantly affect his/her LYes® [INo %
mobility or his/her physical operation of a vessel?
VA ARG B B B MR A e R R (TR ?
If M YES, has the applicant had the following condltlons?
PR FAATEFET AR ?

Artificial limbs i ’3* EN [0Yes % [No &
Osteoarthritis ¥ B & & [0Yes & [No &
Multiple sclerosis % % 4/ * & OYes & [ONo %
Parkinson’s disease 5 £ $tE JYes . [ONo &
Obesity (BMI over 35) % 5l (f8 & Ap AT E35) OYes & [ONo %
'8 Does the apphcant have Meniere's disease or other forms of chronic or (OYes €. [INo %

recurrent disabling vertigo?
PR AT EAE R (DR TR B R ol A
MRL PR ?

Risk Group 6 — Chronic Respiratory Disease

ENE RN )

p
» t<l,-£;
2N

9 Does the applicant have any health problem affecting his/her lungs or LYes & [INo %
breathing to the extent that it incapacitates him/her?
o i—& E’@, ;If?fg‘.%f"fgg ”éfiﬂlj’d B#;‘*K‘\‘\:ic;,’i(% 14 3 (78 5%
4 ‘?
If M YES, has the applicant had the following conditions?
W ¥ A REET AR ?

Chronic obstructive pulmonary disease with usage of supplement [1Yes #. [INo %
oxygen 7 & & * B4 ¥ F ORI R R
Asthma r%+3 [0Yes £ [No &

Risk Group 7 — Medical Conditions Affecting Communication Ability
¥ hth —FEFTELRS AR

10 Does the applicant have unclear speech which will impair his/her ability to [1Yes # [INo %
call for help during an emergency?
E"LAJF@\:FP%/F g%‘f%@&?%rﬁ'fﬁﬁﬁg‘*mst"?

11 Is the applicant unable to hear a whispered voice in a quiet room? Hearing []Yes # [I1No &
aids are acceptable provided that their use does not impede watch-keeping
duties to be adequately performed.
"F 4‘451—4 L.i%f“?ﬁi*mﬂm%“’%& VR ZZeE P24ed afp 7 ¥ BT
/F Fl au—» FR E"’%&“?ﬁ °
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Risk Group 8 — Eye Disease
FAERE —PRFP AR

12 Has the applicant been diagnosed with any chronic or progressive or LYes ¥ [No %
recurrent eye disorders?
VA A FARLETR G TR e AR RN E R Y
If M YES, has the applicant had the following conditions?
@R ¢ LT T
Glaucoma ¥ 7k R [0Yes & [No &
Maculopathy § 5@ g [JYes . [INo %
Diabetic retinopathy #% i Jf R e ¥ 75 % [IYes & [No &
Risk Group 9 — Medical Conditions Affecting Memory and Cognitive Function
4 ekt — B 2*1‘5 TR E AT 4 B [li:J
13 Does the apphcant have dementia or cognitive impairment? LIYes®# [INo %
ST L RR RS AR
If M YES, has the applicant had the following conditions?
R ¢ A R E G T R
Alzheimer’s Disease ¥ j% ;& B Jx JYes . [ONo &
Vascular Dementia »- *F? EANE as- K= 33 JYes . [ONo &
Mild Cognitive Impairment #% & 3%l [0Yes #. [No &
Other Medical Conditions
s FRoR R
14 Has the applicant used any medication that may impair his/her ability in LYes & [INo %
performing routine and emergency duties?
VAT R ERHERE - KR BERFT A G e BENE
t ?
15 Does the applicant have any conditions that can impair his/her fitness to LYes & [INo %
operate a vessel?
A R E e S f R B PR B R 9
16 For ’ai ’r’é’v’éiid’aiﬁéﬁ application: have there been any significant changesto [ Yes £ [INo &

the applicant’s eyesight and hearing including visual or hearing aids that
would affect his/her ability to perform duties?

R RGN0 (el (i i
BELE) } PR LR w § P R i 9

If “Yes” was answered for any of the above, or if there are any medical conditions not included in the
questions, or there is any additional information which could help with the health assessment, the assessing

medical practitioner should provide details below:
dot iz - v ¥ “ET o A G FIMA A HREEN AT BBk R
EEER 0 TR F L R R R TR

B OE R A TR BT
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PART I1I' — Basic Health Examination
FURrA! — R AR R

Height (cm): Weight (kg): ?I;)ISI};)M%S Index

I A+ # o

Urinary Glucose: Urinary Protein:

5]471’5 'L:%E’();T\?b%) ﬁf\/& [ :%(ﬁjﬂiﬁ?f’ ) H{Height{'m)}z
Pulse rate Rhythm:

(per minute): A

oK (ENA) .

Blood pressure

(mm Hg): Systolic: Diastolic:

LR (E A e R FER

Weight(kg)

Please give details of other relevant physical examination findings below (if applicable) :
Gt Fenp e Mt RE S (g r)

PART IV — Examinee’s Declaration
FIVISA — R

I hereby confirm that the information given to the medical practitioner

by me is truthful and that I have not concealed any information about

my state of health. Signature of Examinee

SRR e F LR EDTRLL Y 0 ARG R E Wik § ¥

B i R R T AL o
B AN ek B R R 5 Date p 4 :
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PART V' — Medical Fitness Certificate Applicant ¥ 3«

BVl REEE Name 7

LD. No. ¥ >z 555

On the basis of my assessment recorded above, I certify that the applicant is medically:

fl;}f%j\u FERE G 2 A d o v ’%—A m,gg

(Please tick one of the following blocks in sections A, B, or C)
(T ASBRCHAY §E- 2 42)

I\?P"

A. Fit to operate a local vessel: Without restrictions [ With restrictions:
WEE ALY FR AL ] ER LS

B. Unfit to operate a local vessel: [
P LAk ITARAE

O

C. Based on the available health information, the applicant’s fitness is considered doubtful, and [

the applicant is required to undergo a further medical examination on [

item by a medical specialist or provide evidence of treatment for the condition concerned for
his/her health status to be considered acceptable.

qu%ﬁd}‘ EE T P oo ¢ 'ﬁ_/‘ xpies ﬁ;}\/":‘;ﬂtpuﬁ- i ﬂFF ’ %—‘fz"fﬁ-)»d -gFf’L 4%

[ JAPREE- HIRA SR EIRED RLHE AR UREL -

Remarks and description of restrictions if applicable:
HILR B AP R (Ao * )

This medical fitness certificate 1s valid until* :
rEBEDP S 3 o 3

Date Signature of Medical Practitioner

p i FLa¥
Registration No. Stamp of Medical Practitioner
=R O %5 4 FEr

* RMP may issue a certificate of medical fitness for a lesser period if appropriate.
j?[”rﬁ—g’/v? ﬁ?‘?ﬁ)‘ ﬁ}"7f77 E ;7;]4-0

Certificate issue duration FEZ 7 »<H ' Age A 8
Up to 5 years 7 FATA# 18 to 64 years old 18 fe 2v v+ 2 X %65
Up to 3 years ZEF A A 65 to 69 years old 65/# X _F R ETO R
Up to 1 year 7 G- A7 70 years old or more £ ;&70 # ¢ 10 _F
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Guidance Notes 3 % /f

At the time of the initial issue/revalidation of the Local Certificate of Competency or serving on the specified
type of local vessel, an applicant is required to hold a valid Medical Fitness Certificate (Holder of Local
Certificate of Competency).

AR EREP S T X EE U RD U AR P AR 1 R ¢ A R R F okeh
EEEPE (Ap EREP TG L) o

The primary objectives of a medical assessment of fitness for duty at sea are:

- to ensure that individuals are fit to perform the essential tasks of their job at sea effectively; and

- to anticipate and where possible, prevent the avoidable occurrence of ill-health offshore which could
place individuals, their colleagues, passengers and emergency personnel at risk.

FpiFA I BERE A LA REFREFRDLED DG

— B A A RREHAER Y L ERARER ) o

_ “‘;F")J'J)’ « };b}? -} m,r R ﬁg gﬁ_ﬁ_l ire rﬂs/lgé‘r iy ,j__;{,lwg;»h;pu}'ﬂ-ﬂ; VU Ot N ;71[*{;,3{ }‘@%
R AT

Notes of applicants ¥ -+ 7 4+

1  The information on the medical assessment form will be used by the Marine Department to determine if
an applicant is medically fit to operate a local vessel.
R RSB ER L L TR R G ik RN T R ST AR AL

2 This form is to be submitted to the Marine Department for the application or revalidation of Local
Certificate of Competency.
PEARBEILGBT R A EREP I A A ERBEP T DY -

3 Having a medical condition will not necessarily debar an applicant from working onboard a local vessel.
Whether the applicant concerned will be allowed to work onboard a local vessel with medical conditions
will depend on the nature of the medical conditions, results of the medical assessment, together with the
circumstances and mode of vessel operation.

FERREDY T G REL LRR 12 8 LG AR - F A
S 0 00 G B EIR oA B ERC IR g o

4 When an applicant normally uses visual aids or hearing aids, they must be used during the medical
examination. An applicant should provide his/her medical record to medical practitioner for reference if
needed.

v ’%—A — TR ARGEAAPRE N ARSI EER AR fie % + oo '&L’"ﬁ &Y AR
CHRBEFLEFL TS

5  Each valid medical fitness certificate can only be used for a one-time application to extend the validity of
each type of local certificate of competency. Applications for the initial issuance of local certificates of
competency are not subject to this restriction.

g E B R T ) - K PHLE AN AR SRR S u B R o AR
Eqesm g ey S B R ﬁﬁﬁﬂo

6  Any person who makes, assists in making or procures to be made any false representation for the purpose
of procuring, either for himself or for any other person, a local certificate of competency commits an
offence.
EAdri T AP RB ABE
TPk B TRk o

>\_
¥
Rl
W
A
=

IR AR (D) e BREE 0 & R [
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Personal Data Collection Statement
R RS

1.  Purposes of Collection jc % P 7
The personal data provided by means of this form will be used by the Marine Department for the
following purposes:
iﬁilf@g B * B AR BRATEET R A ?ﬁ:ﬂf’r"ﬁ 7% ikl

a) activities relating to the processing of your application for a Local Certificate of Competency;
g P goly pp p y
PR G B F IR Y A B REP F RIS

(b) facilitating communication between the Marine Department and yourself;

Y T

(c) assisting in the enforcement of any other Ordinances and Regulations by other Government
Bureaux and Departments;
;fg U SR S 9 R W S LY SRS E N Lo

(d) limited personal data of successful applicants may be used via the Marine Department’s Internet
website for verification of the issued certificate by any third party; and
SF A R A TR E AT DI R RS = ’*‘EFF_*\ T R

=SP4

(e) for statistics and research purposes on the condition that the resulting statistics or results will not
be made available in a form which will identify the data subjects.
FIEAF 2T BT EPAT RIS R E A TER L MOT Y E
fHP ERAGE AR

2. Classes of Transferees f&# < F ALt A4
The personal data you provided by means of this form may be disclosed to other Government Bureaux
and Departments for the purposes mentioned in paragraph 1 above.
RHE AL RTREDBA TR E e U AR AR E G M TS 1 BT
51] e iR o

3. Access to Personal Data % B * T
You have a right of access and correctlon with respect to personal data as provided for in Sections 18
and 22 and Principle 6 of Schedule 1 of the Personal Data (Privacy) Ordinance. Your right of access
includes the right to obtain a copy of your personal data provided by this form.
g (BAFA () iEG) %182 222 A 1 5 6iF > R EEARZ B RanB AT
Boo nchg BAES 420EP A Y A i B A TR A B o

4. Enquires %34
Enquiries concerning the personal data collected by means of this form, including the making of access
and correction, should be addressed to:

FTHEEAY FA b A FROAN > P HARE BI TR BFL
Officer-in-charge A ?JE\

River Trade and Local Examination Section ¢ Ik M- B R E 385E
Marine Department % TR 31303 %
Room 303, 3/F, Harbour Building 38 Pier Road, Central

PPELTE A TR
Hong Kong ' F

Enquiry Number % 33§ % 3% © 2852 3052
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