The CAPTAIN SCHOOL

U S COAST GUARD APPROVED
P O Box 100429

Cape Coral, F1. 33910
(239) 549-0271
toll-free (877) 435-3187

Requirements for Master Upgrade

Application package- Page 3-5

Physical and eye exam, will need new one if you do not have a medical
certificate (card issued by Coast Guard saying you have recent physical)

Drug Screen form or Letter of Compliance from consortium program
(must be within last 6 months)

Small Vessel Sea Service forms

Proof of ownership (if your vessel)

| _ Check or Credit card payable to US Coast Guard for $145.00
_ Copy of TWIC Card (you may not be required to renew)

Copy of diploma from class if applicable (diploma good for 1 year)

If you would like us to review your application and submit to USCG please call office for an appointment.
239-549-0271 $75 or scan application an email to Angela(@captainschool.com




DEPARTMENT OF HOMELAND SECURITY OMB No. 1626-0040
U.S. Coast Guard Exp. Dato: 04/30/2026
APPLICATION FOR MERCHANT MARINER CREDENTIAL (FORM CG-T19B)

ApplicantInformation -

1. Lagal Name: Last Flrst Name Middle Name Sk (Jr., Sr., H)  Allas{es) or Malden Name(s) If applicable
2a, SSN (for Criginal only) 2b. Reference Number (if anplicable) 2o, Allen Reglstration Number (ARN) (If applicable) 3. Date of Blrih (MM/DD/YYYY)

| I | I ~ |

4. Cillzenship 6a. Place of Birh (Cily} §b. State  He.Country 5d. Color of Eyas Be. Golor of Halr

‘Applioant Atdress aid Conlast lnfermation (Pledse indlcate best inethod(s) of cointact by chocking the appropriate box(es))

| ] =] I Ii ]

6a. Home Address (PO Box NOT accoptahle) [ |

Streot Address 6. Primary Phone Number ~ []

| |

City State Zlp Code 6d. E-mall Address ]

| 1 || I I

6b. Delivery/Malllng Address, if different (PO Box acceplable) [:]
Straet Address Be. Alternate Phone Number | ]

l I |

Clty State ZIp Gode 8f, Other ]

| | | I ]

Next of Kin/Emergoncy Contact (Flease ndicate best imethod(s} of éantact by checking the appiopriate hox{as)) (Optioral :

7a. Malling Address, CHy, State, 2ip Code Obil
D Same address as above 7b. Refationship (Optiona) D
Name | l
I l 7e. Primary Phone Number (Optional) | |
Strest Addross L l

I | 7d. Allernate Phone Numbar (Optionaf) ||

| |

Glly Slate Zip Code 7o, E-mafl Address (Optional) [ ]

| || 1 I

‘Section ll::Reduested Coast Guard Credentlal(
‘Credentlal ot Endorsement Type(s) Requested

Endorsement Transaclion Type {Check all that apply: See instructions for definitlons and addifional requirements for the fransaction below)
Category Original Renewal Duplicate | F2Iee oof ﬁ;ﬁ‘r‘:égef; ggg;;semenl Corificate of Reglslry [Document of Ganfinuily
Officer ] ] 1 ] [ ]
Qualified Rating N ] 1 ] L]
STCW M 0 [} L]
Enlry Levet ] i:] B

Descriptlon of Endorsement{s} Deslred: Includs all appropriale informalion - Offteer (La, Dack - Master/Mate/Propulsion/Tonnage/Route OR Englneer Grade
- 3rd AE; DDE/PropulsfonfHorsepower) Ralings (l.e.: Able Seaman, Tenkerman, QMED, Lifoboatman) (Please Prinl)

[:] FOR RENEWAL TRANSAGTIONS ONLY: | raquest to walve the post-daling fealura and to have my marchant mariner cradential (MMC) issuad
Immediately. | deciine having s Issuatice colnelde with the explralion date of my currenl credential.

CG-719B (05124} Page 3 of §




DEPARTMENT OF HOMELAND SECURITY OMB No. 1625-0040
U.8. Coast Guard Exp, Date: 04/30/2026
APPLIGATION FOR MERCHANT MARINER CREDENTIAL {FORM CG-719B)
Sectlon J|; iSafety and Suitabllity

1. TWIG (Transportation Worker's ldentlfloation Cradential) EXEMPTION STATEMENT - | have previously appfed for a TWIC with TSA and | am
- exempt from holding a valid TWIC under Goast Guard Policy Leller 11-16, 1 undersland that a name based safely and suilabllily check could stgnificantly
delay the processing of my Marchant Marlner Credential Applicallon,

2, Griminal Recovd (Convictions and Drug Use): If you answer Yes to ANY of the quastions balow you must disclose the Informatlon regarding the conviction.
You may complete the oplional form CG-719C for each queslion marked *Yas". ‘

a) Have you ever been a user offor addicted lo a dangarous drug, including marjuana, within (he las! 10 years? [:I Yos ]:] No

b} Have you ever been convicled of violaling a dangerous drug law of the United States, Dislrcl of Columble, or any state, or [JYes [ ]No
tercitory of the Uniled Slates?

¢) Have you ever hean convicled by any courl-including military court - for an offense other than a minor fraffic viotatlon? [:1 Yos D No

d} Have you ever been convicled of a traffls Infraction arlsing In a connection with a fatal trafilc accldent, reckless drlving or racing B Yas D No
on a highway or operaling a molor vahicle whils under the Influence of, o7 impalred by, alcoho! or a conlrolled subslanca?

@} Have you ever had your drdver's license revoked or suspended for refusing lo submit lo an alcohol or drug test? D Yes [:} No

fy Have you had a drug fest wilh a result ofher than negalive within the lasl 10-years? |:| Yes [:I iNo

3, Nationa) Driver Raglstry (NDR} Consent (Mandatory for Original, Renowal, or new Ofilcer Endorsement): 1 authorlze the Nallonal Driver Reagistry to
furnish the U.8. Coasl Guard (USCG) infarmation pertalning lo my driving record, This consent conslitutes autherizatlon for a slngle access to the
D Infermalion conlatned In the NDR to verify information provided In this application. NOTE: Not required for Document of Continulty applicants,

{understand lhe USCG will make the Informetion recelved from the NDR avallable o me for review and wrltten comment prior lo disapproving my
appilcalion or laking any aclion agalnst my Merchanl Mariner’s Credential. Authority: 46 U.8,C, 710{g), 46 U.S.0. 7302(c), and 46 11,8,C. 7505,

Ly h L

1. Mariner Cutreach System (Optfonal): | consent to voluntary parlicipation in the Mariner Ouireach Syslem to be used by the Maritime Administration
{MARAD) In the event of a nallonal emergency of seailft crisls, In such an emergency, MARAD would disseminate my confact Information to an approprlate
maritime employment office to delermine imy avaflabiity for possible employmenl on a sealift vessel. Once consent Is glven, i remains effective untll revoked
ollher by subsequenl applicalion er by sending a signed nofice ol revocation to the .S, Coas{ Guard Nallonat Marilime Cenler, 100 Forbes Dr., Martingburg,
WV 25404, For more Information, please visi https:fimas dot.govl,

D Yes, { would like fo parficipate I:] No thanks, | do nof wish to participate al thls time

2, FOR CONTINUITY RENEWAL ONLY

tunderstand (hat a Document of Continuity Is nol valid for use in accordance wilh 46 GFR 10,227 and aware of the requirements lo oblaln en MMG, STCW
endorsements may not be placed In continuily per 46 CFR 10,227,

[:] 3. CONSENT: | am under 18 years of age and a nolarized stalement of parenialfguardlan consen! Is allached.

4, Cortlfloation

My slynature halow aftests that
+ Allinformalion on this appiicalion Is true and corract lo the best of my knowledge.

¢ [understand an appllcalion delermined to be fraudulent may resultin the dandal of my application for one year from the date of submisslon, even if the
fraudulent Informallon was not by ilself cause for dendal or prosscution,

+ | do solemnly swear or affirm thal 1 wil falthfully and honastly, according to my best skill and judgment, and without concealment and resarvallon, perform
all the dulles requlred of me by the laws of the Unlied States. | wiil falthfully and honesily carry out the lawful orders of my superlor oificers aboard a
vassel,

6. Applicant’s Signatiire

Slgnalure of Applicent Dale (MM/DD/YYYY)

X ] |
Signature of Individual authorized to admintsler (he Oalh. This Is required only once for a mariner, Date (MM/DD/YYYY)

X I |

Name of individual aulhorlzed
{o adminisler the Oath:

CG-7198 {06/24) Resall printad Name of Applicant: | Page 4 of 5




DEPARTMENT OF HOMELAND SECURITY OMR No. 1626-0040

U.S. Coast Guard Exp, Dale: 0413012026
APPLICATION FOR MERCHANT MARINER CREDENTIAL (FORM CG-719B)

Segtion IV: Mainer's Consent/Certification (contintied)

6, Third Party Authorization (Oplfonal}

+ lundersland that by checking boxes 6a - 6d In Section iV, | autharize release of Information, MMG, or authorlty fo act on my behalf fo the (hird parly
indicaled unlll issuance of a MMC or untll Agency final action is made.

Name of Organization or Third Parly

[] 6a. safety and Sultabillly |

Organization Polnt of Gontact {if applicable)

D 6b. Professlonal qualllicallons, cailificalion racords, training records, or l

Sea Service Sireet Address
[l 86 Merchani Mariner Credential Delivary Clty State Zip Code
6d. Act on my behalf in all matters pertalning to the processing of my Phone Number Email Addrass
current USCG cradential application (All of the above) ] I |
Signature of Applicant Date (MM/DDIYYYY)

X —— il |

PRIVACY ACT STATEMENT

Pursuant to 5 U.S.C, §562a(e)(3), this Privacy Act Statement serves to inform you of why DHS is requesting the Information on
this form.

AUTHORITY: 14 U.8.C, § 505; 46 U.S.C, § 2103, 7101, 7302, 7502; 46 C.F.R, 10,209,

PURPOSE: To determine whether an applicant meets the regulatory standards for issuance of a U.S. Merchant Mariner
Credentlal (MMG). The U,S, Coast Guard (USCG) evaluates an appilcant's qualifications to determine compliance with the
national and international requirements for Issuance of the MMC, any endorsement within the MMC, and medical certificate,
ROUTINE USES: The Information Is used by authorized USCG personnel who have a need for the record to determine whether
an applicant is a safe and sultable person and quallfies for the MMC, any endorsement within the MMC, and medical cerlificate.
In addition, the USGG uses the information to malntain and update records of merchant mariner document transactions. This
information will not be shared oulslde of DHS except in accordance with the provisions of DHS/USCG-030, Merchant Seamen's
Records, 74 Federal Register 30308 (June 25, 2009},

CONSEQUENCES OF FAILURE TO PROVIDE INFORMATION: Furnishing this information {Including your SSN) Is voluntary,

However, fallure to furnish the requested Information may resull in the non-issuance of the MMC, and any endorsement within
the MMC.,

An agenoy may nol conduct or sponsor, and & persen is nol required Lo respond to a collaction of informatlon unless It displays a valld OMB control number,
The Uniled Slales Coast Quard eslimales thal the average burden for this report is © minutes. You may submii any comments concerning the acsuracy of thls
burden eslimate or any suggestions for raducing the burden to: Chief, Office of Merchant Marner Credentialing, 2703 Martin Luther King, Jr, Ave, 8.E., STOP

7508, Washinglon, £.C., 20593-7509 or Office Of Managament and Budget, Paperwork Redustion Project (1628-0040), Washington, DC 20603,

CG-7198 (05/24) Printed Name of A])pllcant:[ I Page 5 of &




DEPARTMENT OF HOMELAND SECURITY OMB Neo. 1625-0040
U.S. Coast Guard Exp. Date: 04/30/2026

SMALL VESSEL SEA SERVICE FORM (OPTIONAL CG-719S)
For Service on Vessels of Less Than 200 Gross Register Tons Only

PRIVACY ACT STATEMENT
Pursuant to 6 U.5.C. §552a{e}(3), this Privacy Act Slatement serves to inform you of why DHS Is requesting the information on this form.
AUTHORITY: 14 U.S.C. § 505; 46 U.5.C. §§ 2103, 7101, 7302, 7502; and 46 CFR Part 10.
PURPOSE: T¢ determine whether an applicant mests the regulatory standards for issuvance of a U.S. Merchant Mariner Credential (MMC). -
ROUTINE USES: Authorized U.S. Coast Guard (USCG) officials will use this information to determine if an applicant meets the qualifications to be issued a
MMC, any endorsement within the MMC, or a medical certificate. Additionatly, the USCG will use this information to maintain and update merchant mariner
transactions. Any external disclosures of information within this record will be made in accordance with DHS/USCG-030, Merchant Seamen’s Records, 76
Federal Register 66933 (June 25, 2009),
CONSEQUENCES OF FAILURE TO PROVIDE INFORMATION: Providing this information is voluntary (including your Social Security number (SSNY). However,
failure to provide this information may result in the non-issuance of the MMC,

Section I: ‘Applicant Information (Nole: Complete One Form Per Vessel) 0 i iy i i i i e
Name Last First Middle Reference Number (n‘ apphcable) Social Security Number

| I || | | |

Vessel Name Officiat number(s} listed on the registration, certificate, or document

I | |
Length Width £if known) Depth (if known)

Vessel Gross Tons Feet Inches Feet Inches Feet Inches

| | I | || || I |

Propulsion {Molor/Steam/Gas Turbine/Saifl/Aux Sail) Served As (Master/Mate/Operator/Deckhand/Engine efc.)

Mams of Body or Bodies of Water Upon Which Vessel was Underway (Geographic Locations)

Section II: Record of Underway Service - e R S g B IS TRUE L
In the block under the appropriate month, write in the number of days you served for that year (you can show more than one year)

January February March April
Year Days Year Days Year Days Year Days
May Junhe July August
Year Days Year Days Year Days Year Days
September October November December

Year Days Year Days Year Days Year Days
Total number of days served on this vessel: Number of days served on Great Lakes:
Number of days served on waters shoreward of
Average hours underway {per day)? the boundary line as defined in 46 CFR Part 7:
; . Number of days served on waters seaward of the
Average distance offshore: boundary line as defined in 46 CFR Part 7:

CG-71965 (05/24) | Reset | Pagefof2




SMALL VESSEL SEA SERVICE FORM (OPTIONAL CG-71 98)

Section Hi: S;gnature and Verlfzcat:on Appllcant Read Before Slgnmg!

* Owners of vessels may attest to their own experience and provide proof of ownership per 46 CFR 10.232.
* Those who do not own their own vessel must obtain letters or other evidence from licensed persennel or the owners of the vessels listed per 46 CFR 10.232,

{ certify that | have served on the above vessel as stated. | am making this statement In order that I, the applicant, may obiain a credential o operate a vessel
under the provisions of Title 46 CFR, as appiicable. | understand that if | make any false or fraudulent statement in this certification of service, | may be subject

to a fine or imprisonment of up o five (5) years or both (18 U.S.C. 1001),

Signature of Applicant Date (MM/DD/YYYY)

X

Owner, Operator or Master Read Before Signingt | certify that the above Individual has served on the above vessel as stated. | am making this statement in
order that the applicant may obtain a credential lo operate a vessel under the provisions of Title 46 CFR, as applicable, | understand that if | make any false or
frauduient statement in this certification of service, | may be subject to a fine or Imprisonment of up o five (5) years or both (18 U.S.C. 1001).

Signature and Title of Person Attesting to Experience Date (MM/DD/YYYY)

X

Owner's, Operator's, or Master's Name Owner's, Operator's, or Master's address and phone number
Last First Middie Street Address

Email Address (Optional) City Stale Zip Code Phone

]

An agency may not conduct or spensor, and a person is not reguired to respand to a collection of information unless it displays a vaiid OMB control number.
The United States Coast Guard estimates that the average burden for this report is 15 minutes. You may submit any comments concerning the accuracy of this
burden estimate or any suggestions for reducing the burden to: Chief, Office of Merchant Mariner Credentialing, 2703 Martin Luther King, Jr. Ave, S.E., STOP
7509, Washington, D.C., 20593-7509 or Office of Management and Budget, Paperwork Reduction Project (1625-0040), Washington, DC 20503,

CG-719S (06/24) Page 2 of 2




DEPARTMENT OF HOMELAND SECURITY OMB No. 1625-0040
U.S. Coast Guard Exp. Date: 04/30/2026
DOT/USCG PERIODIC DRUG TESTING FORM (OPTIONAL CG-719P)

INSTRUCTIONS: This form MAY be used to satisfy the requiremenls for “Periodic Testing Requirements” in accordance with Title 48 CFR 16.220. if you
participate in a USCG “random or pre-employment drug test program,” this form may not be necessary. (See page 2 for details.)

NOTE:; The cost of the drug test Is the sole responsiblilty of the appllcani not the Coast Guard
Section I Applicant Consent = = - o S

| certify that I am the described applicant and that I have provided the specsmen(s) descnbed be!ow in accordance wnh Department of Transponation procedures
given in 49 CFR 40. | aiso understand that making in any way, a false or fraudulent statement, entry, or evidence is a violation of the U.S. Criminal Code at Title
18 U.S.C. 1001 which subjects the violator to federal prosecution and possible incarceration, fine, or both,

Name Last First Middle Reference Number (if applicable) Social Security Number

|| | | || |

Date (MM/DD/YYYY)

Signature of Applicant {Required)

State Zip Code

Date Speczmen Collected (NIMIDDIYYYY) The laboratory report has been reviewed In accordance with procedures given in 49 CFR Part
| 40, Subpart G, and the verified tost results are: {CHECK ONE)
- —— [ ] NEGATIVE
Specimen Analyzed For (Brugs identified by 49 CFR 40.85),
including: , [ ] CANCELLED or
* Marijuana metabolite
« Cocaine metabolites Positive, and/or refusal to test because of adulteration or
Amphetamines substitution.

+ Opiate metabelites (Please complete the next block for alf non-negative resuits)
* Phencyciidine (PCP)

FOR POSITIVE/ADULTERATED/CANCELLED DRUG TESTS ONLY: {To be reported to the nearest USCG Sector or Unit), (Flease prini)
This specimen is verified POSITIVE for

This specimen was identified as being SUBSTITUTED or containing an ADULTERANT

The test was CANCELLED because (insert reason)

1 certify that | mest qualifications for a Medical Review Officer as cutlined in Title 48 CFR 40.121. | have reviewed tha results and determined that the applicant's
verified fest result is in accordance with Title 49 CFR 40 Subpart G,

MEDICAL REVIEW OFFICER CONTACT INFORMATION MEDICAL REVIEW OFFICER AUTHORITY
Name Last First Middle Name Last First Middie
Street Address Signature (MRO signature stamp is authorized for negative resuils only)
City Stale Zip Code Name of MRO Qualifying Organization
Phone: Registration Number Issued
’ | l by Qualifying Organization: | l

CG-719P (05/24) Page 1 of 2




DEPARTMENT OF HOMELAND SECURITY OMB No. 1625-0040
U.S. Coast Guard Exp. Date: 04/30/2026

APPLICATION FOR MEDICAL CERTIFICATE (FORM CG-719K)

Privacy Act Statement
Pursuant to 5 U.S.C. §552a(e)(3), this Privacy Act Statement serves {o inform you of why DHS is requesting the information on this form.
AUTHORITY: 14 U.S.C. § 505, 46 U.S.C. §§ 2103, 7101, 7302, 7502; 46 C.F.R. 10.301
PURPOSE: To determine whether an applicant meels the regulaiory standards for issuance of a U.S. Merchant Mariner Credential (MMC). The U.8, Coast
Guard (USCG) evaluates an applicant’s qualifications to determine compliance with the national and international requirements for issuance of the MMC, any
endorsement within the MMC, and medical ceriificate.
ROUTINE USES: The information Is used by authorized USCG persennel who have a need for the record to determine whether an applicant is a safe and
suitable person and qualifies for the MMC, any endorsement within the MMC, and medical certificate. In addition, the USCG uses the information fo maintain and
update records of merchant mariner document transactions. This information will not be shared outside of DHS except in accordance with the provisions of DHS/
USCG-030, Merchant Seamen's Records, 74 Federal Register 30308 (June 25, 2009).
CONSEQUENCES OF FAILURE TO PROVIDE INFORMATION: Furnishing this information {inciuding your SSN) is voluniary. However, failure to furnish the
requested infarmation may result in the non-issuance of the medical certificate.

mmmnn Instructmns o

1. Applicanis seeking a Medical Certificate are required to complete thls form and submlt afl 10 pages, including instructions, to the U.S. Coast Guard. Guidance
for completion of this form can be found at htips:/imedia.defense.gov/2019/Sep/11/2002181060/-1/-1/0/CIM_16721_48.PDF.

2. Mariners applying for or holding a merchant mariner credential with only an entry-level endorsement who serve on a vessel not subject {o the Internaticnat
Convention on Standards of Training, Certification and Watchkeeping (STCW) but who request a medical certificate that satisfies the Maritime Labor
Convention {MLC), AND want to be qualified for lockout duties should submit this form. Sections lll (Medical Conditions), IV {Medications} and V
(Physical Examination} of the CG 719K DO NOT have to be completed. The medical certificate will be restricted to entry-level only.

3. The Coast Guard will not accept an application for a medlcal certtr cate withoul a reference numbsar or a Merchant Mariner Credential (MMC)

1. A!E ekams. tests and demenstrations must be performed, witnessed or rev:ewed by a physician, physician assistant, or nurse practitioner licensed by' a state
in the U.S., a U.S. possesslon, or a U.S. terrifory.
2. Medical examinations for U.S. Registered Pilots must be conducted by a licensed medical doctor,

Section I: Applicant Information - To be completed by the Applicant and reviewed by the Medical Practitioner (MP) -

¢ Legal Name - Enter complete legal name.

* Date of Birth - If applicant is under 18 years of age, altach a notarized statement, signed by a parent or guardian, authorizing the Coast Guard o issue a
Medical Ceriificate.

* Mariner Reference Number or Social Security Number - If you have held a Coast Guard credential in the past, enter your reference number,
* Gender - Enter your gender.
* Home Address - Principle place of residence. PO Box is not accepiable,

* Delivery/Mailing Address - The address to which you want all correspendence and issued certificaies senf. If blank, correspondence and certificales will be
sent to the Home Address.

* Primary Phone Number - Provide a primary phone number.

¢ Alternate Phone Number - Provide an alternate phone number (optional).

* E-mail Address - (Optional) if provided, the National Maritime Center (NMC) may atlempt to contact you via e-mail. You will receive automated updates
regarding the status of your application.
* Other - Please provide additionai means of communicating with you {sateliite phone, work phone, ale.} (optional),

* Endorsement held or sought - Applicants should select all options that apply. If nothing is selected, the Coast Guard will not accept the apphcatlon
Section 1I: ‘Food Handler Certification - To be completed by the Medical Practitioner ' S .

Refer to Instructions providad in this section. The Medical Practitioner should initial and date at the bottom of each page of the apphcauon where indicated.
Section lli: Medical Conditions - To be completed by the Applicant and the Medical Practitioner

lI{a) Applicants must report thelr relevant medical conditions to the best of their knowledge. Applicants should check YES if: 1) they have had a previous
diagnosis, or reatment for the condition by a health care provider, 2) they are currently under treatment or observation for the condition; or 3) the condition
is present, regardless of treatment status.

1li{b) The Medical Practitioner must review and discuss all conditions reported by the applicant in Section lil{a). The Medlcal Practitioner's discussion should
include, at a minimum, the name of the condition, approximaie date of diagnosis, treatment, current status of the condition, limitations of the condition, and
any additionai information as appropriate. Recommended supporting documentation and testing for conditions that are subject to further review are
contained In the Merchant Mariner Medical Manual which can be found at hitps://media.defense.qov/2019/Sepi11/2002181050/1/-1/0/CIM_16721 48,
PDF. Medical practitioners should be famifiar with the guidelines contained within this document. If the Medical Practitioner discovers a condition not
reported by the applicant, they must check YES in the appropriate block in li{a) and provide information on the condition, as requested, in Section lli(b).
For conditions that were Previously Reported, the Medical Practitioner need only discuss the interval history and current status of the condition.
Additional sheets may be added by the applicant and/or the medical practitioner if needed to complete this section of the form. Include applicant's name
and DOB on each additional sheet. The Medical Practitioner should initial and date at the bottom of each page of the application, where indicated.

[ | MEDICAL PRACTITIONER INITIALS: [} paTE:

Print Applicant Name:(Last, First, MI.)! Date of Birth: (MM/DD/YYYY) !

CG-719K (03/24) Previous Edliions Obsolete Page 1 of 10




Section IV: Medications - To be completed by the Applicant and reviewed by the Medical Practitioner .~

Applicants - Refer to instructions provided in this section.

Medicatl Practitioner - Verification of medications includes questioning the applicant about any medications or other substances reported, reviewing relevant
medical conditions to determine if the applicant has omitted any medications or other substances, and affirmatively reporting any omitted current medications or
other substances where required. The Medical Practitioner should initial and date at the bottom of each page of the application, where indicated.

Section V: Physical Examination - items 1-17; To be performed and completed by the Medical Practitioner

The Medical Practitioner must decument the results of the physical examination in this section. The Medical Practitioner should initial and date at the bottom
of each page of the application, where indicated.

Section VI: (Vlsmn) and Vil (Hearmg) ~To be completed by the Medlcal Practltloner or. other staff to the satlsfactlon of
the Medical Practitioner R

The Medical Practitioner is not required to perform or witness the vision and hearing examinations. These may be performed by qualified office staff or
referred to other qualified practitioners such as audiologists or optometrists; however, the results must be reviewed by the Medical Practitioner.

The Medicatl Practitioner should initial and date at the bottom of each page of the application, where indicated.

Additional guidance can be found at: https:/fmedia.defense.qov/2019/Sep/11/2002181050/-1/-1/0/CIM_16721_48.PDF,

Section VIIi: Demonstration of Physical Ability - To be completed by the Medical Practitioner.

Refer to the table and instructions provided in this section. The Medical Practitioner should initial and date at the bottom of each page of the application, where
indicated.

a. Applicant Proof of Identity Provided - Applicants shall present acceplable proof of identity 1o the Medical Practitionar conducting examinations. Proof of
identity shall consist of one current form of valid government-issued photo identification. Examples of acceptable proof of identity include unexpired official
identification issued by a Federal, State, or local government or by a territory or possession of the United States, such as a passport, U.S, driver's license,
U.S. mifitary ID card, Merchant Mariner Credential, or Transportation Worker Identification Credential.

b. Certificatlon recommendation - The Medical Practitioner must ensure a complete history and physical are conducted. The praclitioner should address
the listed guestions and make a certification recommendation. The Coast Guard retains final authority for the Issuance of the medical certificate.

c. Assessment - The Medical Practitioner should provide answer to statement 1 or 2, as appropriate for the credential sought. Option 2 Is for mariner
applicants who are only seeking an MLC-compliant, entry-level medical certificate.

d. Discussion - The Medical Practitioner should discuss any conditions or issues of concern.

e. Medicai Practitioner (Attestation and Information) - Attests that the general medical examination, vision and hearing tests, and demonstration of physical
abllity, as appropriate, have been performed to the satisfaction of the Medical Practitioner. The Medical Practitioner must sign and date the attestation
where indicated. This signature attests, subject to criminal prosecution under 18 USC § 1001, that all information reported by the Medical Practitioner is
frue and correct to the best of their knowledge and that the Medical Practitioner has not knowingly omitted or falsified any material information relevant to
this form.

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

Applicant cerlifies that the information provided is true and correct.

“'o_ be completed by the Applicant

Section Xi: Applicant Consent (optional).

Third Party Authorization - If you want the NMC fo be able to discuss, release, or receive information/documents regarding your medical certificate application
with a third party (spouse, employer, school, union, efc.) you must provids specific guldance to the NMC regarding what issues we may discuss and with whom.
You may allow release of all information to certain individuals or entities. If yeu limit the release of certain information you must be specific by making a selection
on the application or by attaching additional doctmentation. For each selection made, ensure the Name of the Organization or Third Party, Organization Point of
Contact (if applicable}, Address and Phone Number Is completed. If you wish to provide multiple Third Party Authorizations, attach additional pages as needed,
Please sign and date for each type of consent that you wish to authorize.

a. Consent for Medica! Practitioner to Release information to the Coast Guard
b. Consent for Coast Guard to Release Information to a Third Party

¢. Consent for Third Party to Act on your Behalf

[] MEDICAL PRACTITIONER INITIALS: [] DATE:

Print Applicant Name:{Lasf{, First, ML) l Date of Birth: (MM/DD/YYYY) |
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DEPARTMENT OF HOMELAND SECURITY OMB No. 1625-0040
U.S. Coast Guard Exp. Date: 04/30/2026

APPLICATION FOR MEDICAL CERTIFCATE (FORM CG-719K)

Last Name First Name Middle Name Suffix (Jr., Sr., it

| | | | |

Mariner Reference Number or Soclal Security Number Gender: Date of Birth (MM/DD/YYYY)
] | DMafe DFemale D | ]
Please indicate best method(s) of contact by checking the appropriate box{es).

Home Address (PO Box NOT acceptable) [ |

Slrest Address Primary Phone Number [ |

]City State Zip Code | | Alternate Phone Number [j I
!Delivery/Mailéng Address, if different (Il{l Box accept’a-[l)!e) D | I E-mail Address [:] |
Street Address

City State Zip Code | I Other [] I

| || | 1 |

Endorsement Held or Sought (Check all that apply or the Coast Guard will nof accept the application).

[ IDeck [ |Engine [ ]FoodHandler [ _]STCW [ _]Entry-level with lookout duties

{:] U.S. Registered Pilot {(Great Lakes Pilotage) D First-Class Pilet of those Serving as Pilot {(Federal Pilotage/46 CFR 15.812}

[:| Other (Please explain):

Section Il Food Handler Certification - To be completed by the Medical Practitioner =~ .

1. Food Hanrdlers must obtain a staterment from the Medical Practitioner that attests that they are free of communicable diseases that pose a direct threat to
the health or safety of other indlviduals In the werkplace. For applicants who have requested Food Handler Certification (Food Handler box is checked in
Section I, above), the Medical Practitioner may provide the altestation by answering Yes or No to the question in bold below.

2. Communicable disease is defined in 46 CFR 10.107 as any disease capable of being transmitted from one person to another directly, by contact with
excreta or other discharges from the body; or indirectly, via substances or inanimate objects contaminated with excreta or other discharges from an
infected person,

3, The Medical Practitioner need not perform any additional testing unless it is deemed clinically necessary. Applicants and currently employed food
workers should report information about their health as it relates to diseases that are transmissible through food. Circumstances that the Medical
Practitioner should consider when centifying an applicant include, but are not limited to, the following:

a. Whether the applicant reports they have been diagnosed with, or exposed to an iflness due to organisms including, but not {imited to, Salmonella Typhli,
Shigella Spp., Shiga-toxin-producing Escherichia coli, or Hepalitis A virus within the past month.

b. Whether the applicant reports they have at least one symptom caused by iltness, infection, or other source that is associated with an acute
gastrointestinal illness such as diarrhea, fever, vomiting, Jaundice, or sore throat with fever.

¢. Whether the applicant reports they have a lesion containing pus, such as a boil or infected wound, which is open or draining and is on hands or wrists or
on exposed portions of the arms.

Is the applicant free from communicable disease? [ | Yes | | No [ ] N/A

[] MEDICAL PRACTITIONER INITIALS: ] DATE:
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Print Applicant Name:({Last, First, Mi.) | Date of Birth: (MM/DD/YYYY)
Section lil(a): Medical Conditions - To be completed by the Applicant and reviewed by the Medical Practitioner =
| have a medical waiver (MW):[ | Yes [ | No If YES, provide a copy to the Medical Practitioner, and mark the MW box below.
To the best of your knowledge, have you ever had, required treatment for, or do you presently have any of the following conditions? If no,
please mark the NO box below. If yes, please mark the YES box below, and if previously reported (PR), mark the PR box below.
ITEM|{YES|NO| PR | MW |CONDITIONS
' 1. Blurry vision, poor night vision, eye disease or injury, eye surgery, abnormat color vision, cataracts or glaucoma
2. Hearing loss, hearing aid, ear surgery, facial deformities, open tracheostomy or frequent severe nose bleeds
3. High or low blood pressure
4. Heart or vascular disease of any kind, to include angina, chest pain, irregular heart beat, heart valve problem/
replacement, heart attack/myocardial infarction, or congestive heart failure
5. Heart surgery and/or implanted devices (for example, angioplasly, stent, pacemaker, or defibrillator)
6. Lung disease of any type (for example, asthma, emphysema, or chronic obsfructive puimonary disease (COPD))
7. Any blood disorder {for example, anemia, hemophilia, bioed clots, or polycythemia)
8. Diabetes, glucose infolerance, or sugar in urine
9. Thyroid problem requiring treatment or hospitalization
10. Stomach, liver or intestinal disorder requiring ongoing medical care/medication, or causing significant bleeding
or debilitating pain, history of hepatitis or jaundice
11. Kidney problems/stones or blood in urine
12. Any other urinary or bladder problems not listed above requiring treatment or hospitalization
13. Skin disorders requiring medical treatment, such as cancer, tumors, scleroderma or lupus
14, Severe allergies or ailergic reactions to any substance, medication, food, or insect stings
15. Communicable disease or chronic infectious diseases such as tuberculosis, HIV/AIDS, or hepatitis
18. Any sleep problems (for example, obstructive sleep apnea, restless leg syndrome, narcolepsy, shift work
sleep disorder, or insomnia)
17. Epilepsy, fits, or seizures
18. History of serious head injury, loss of consciousness or memory loss
19. Frequent or severe headaches
20. Dizziness/fainting spellsfbalance problems
21. Frequent motion sickness requiring medication
22. Stroke or Transient Ischemic Attack (TIA), brain tumor or other brain disorder
23. Any neurologic disorder or nerve problems including numbness and/or paralysis, not listed above
24. Atlention deficit disorder with or withoud hyperactivity
25. Anxiety, depression, bipolar disorder, adjustment disorder, PTSD, or schizophrenia
26. Suicide attempt or thought(s} of suicide (Suicidal ideation)
27. Evaluation, treatment, or hospitalization for alcohol or substance use, abuse, addiction, or dependence
{(including illega! drugs, prescription medications, or other substances)
28. Any other psychiatric disorder, mental health evaluation/treaiment/hospitalization
29. Back, neck or joint problems that impair movement or cause debilitating pain
30. Amputation, prosthesis, or use of ambulatory devices (for example, cane, walker, or braces)
31. Injuries, fraciures or recurrent dislocations causing impairment or limitation of motien of any joint
32. Have you ever been signed off a vessel as sick or repatriated for medical reasons within the last six years?
33. Any diseases, surgeries, cancers, illnesses, or disabilities not listed on this form?
34, Any hospital admissions within the last six years not listed elsewhere in this Section?
[ ] MEDICAL PRACTITIONER INITIALS: | ] DATE:
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Print Applicant Name:(Las!, First, Ml.) Date of Birth: (MM/DD/YYYY)

Section lli{b): “Medical Conditions - To be completed by the Medical Practitioner.

Instructions: For each item marked YES in Section lli(a), the Medical Practitioner must provide the mformatlon requested IN THE BLOCKS
below. For each condition marked Previously Reported {PR), the provider need only discuss the interval history and current status of the
condition.

For conditions with a Medical Waiver (MW) review the applicant's waiver letter and attach all waiver reporting requirements.

Please attach appropriate evaluation data for conditions that are subject to further review. Information on conditions that are subjsct to
further review and the recommended evaluation data can be found In the Merchant Mariner Medical Manual, located at

hitps:/imedia.defense.qovi2019/Sep/11/2002181050/-1/-1/0/CIM_16721_48.PDF.
Indicate whether additional information has been attached by marking the ATTACHED box. Additional sheets may be added, if needed to

complete this section (include applicant name and date of birth on each additional sheet}.

!tem#l____—___J Date of onset or diagnosis (mm/| l AttachedD

Condition Treatment

Status Limitations

[tem#_ Date of onset or diagnosis (mm/ Attached D

Condition Treatment

Status Limitations

ltem # [: Date of onset or diagnosis (mm/ Attached D

Condition Treatment

Status Limitations

ltem# [:I Date of onset or diagnosis (mm/ Attached D

Condition Treatment

Status Limitations

em # }:I Date of onset or diagnosis (mm/ Attached D

Condition Treatment
Status Limitations
[] MEDICAL PRACTITIONER INITIALS: [ ] DATE:
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Print Applicant Name:(Las{, First, Ml.) Date of Birth: (MM/DD/YYYY)

Section IV: Medications - To be completed by the Applicant and reviewed by the Medical Practitioner.

Do you currently use any medication (prescription or nonprescription)? [ | Yes[ |No If YES, provide the information requested in the blocks below.

Applicants Must Report Medical Practitioner
1. Ali medications {Prescription or Nonprescription), dietary supplements, and 1. Medical Practitioner must verify applicants medications and information
vitamins,; that were filled, or refilled, and/or taken within 30 days prior to the date listed in the table below.
the applicant signs the CG-719K;and _ 2, Medical Practitioner comments should include the approximate Jength
2. All medications (Prescription or Nonprescription), dielary supplements, and of fime the applicant has laken the medication and address the
vitamins that were used for a period of 30 or more days-within the last 90 days presence or absance of any side effects.
prior fo the date the applicant signs the CG-719K.

Additional guidance on medications, including those that may be considered disqualifying, can be found at

https:#imedia.defense.gov/2019/Sep/11/2002181050/-1/-1/0/CIM_16721_48.PDF,
Additional sheets may be altached by the Applicant and/or Medical Practitioner if needed 1o complete this seclion.
{Include applicant name and date of birth on each addifional sheet and check the box indicated on the right) ATTACHED D
MEDICATION DOSE |FREQUENCY CONDITION MEDICAL PRACTITIONER COMMENTS (Duration of Use/Side Fffects)

REPORT OF MEDICAL EXAMINATION

Section V: Physical Examination - ltems 1-17 must be performed and completed by the Medical Practitioner. = -

Height Weight Puise Blood Body Mass Index (BMI):
{inches only): {ths): Resting: Pressure: {For BMI = 40 refer to Section Vi)

Normal| Abnorm ltem Normal [Abn
1. Head, Face, Neck, Scalp | [} ] 7. Upper/Lower Extremities | [ ] ] 13. Skin ]
2. Eyes/Pupils/EOM (] L] 8, Spine/Musculoskeletal ] ] 14. Neurologic ]
3. Mouth and Throat i ] 9. Vascular System ] ] 15, Mental Status | [ ]
4. Ears/Drums 1 [} 10. Abdomen 1 ]
5. Lungs and Chest ] 3 11. General/Systemic ] ] 16. Hernla D
8. Heart ] N 12, Extremities/Digit L] ]
Additional Medical Commenis (Please Print)
D MEDICAL PRACTITIONER INITIALS: [] pATE:
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Print Applicant Name:(Las{, First, Mi.) Date of Birth: (MM/DD/YYYY)

Section VI: Vision - Must be performed by the Medical Practitioner, the:r medical staff or other qualified practitioner, Resufts
must be reviewed by the Medical Practitioner. Addltlonai guadance can be found at httns Hmedla defense QOVIZO'IQI S
Sep/11/2002181050/-1/-1/0/CIN. 16721 48.PDF." e D T R "

a. Visual Acuity

Distance Vision, Uncorrected: If correction required, Distance Vision Correctable To: Fleld of Vision

Right. 20/ I:l Right: 20/ [:I ] Normal (the applicant's horizontal field of vision is
greater than or equal to 100 degrees).

Left: 20/ I:i Left: 20/ i:l [} Abnormal

b. Color Vision: The Medical Practitioner should assess the applicant's color vision sense using one of the following testing methodologies.
The Medical Practitioner must indicate which test was utilized, and the number of errors obtained. In order to meet the
standard, the applicant must demonstrate satisfactory color sense without the use of color enhancing lenses.

L__| AOQC (1965) - (6 or fewer errors on plates 1-15) |:| Ishihara pseudoisochromatic plates test, 14 plate (& or less errors)

D AOC-HRR (2nd Edition) - {(No errors in test plates 7-11) |:| Ishihara pseudoisochromatic plates fest, 24 plate {6 or-less errors)

D HRR PIP {(4th Edition) - (No errors in test plates 5-10) |:| Ishihara pseudoisochromatic plates test, 38 plate {8 or less errors)

[:I Richmond (2nd and 4th Edition) - (6 or fewer errors) [:] Farnsworth Lantern (colored lights) Test per instruction booklet

|:| Titmus Vision Tester/OPTEC 2000 - (No etrors on 86 plates) |:] Dvorine (2nd Edition) pseudoisachromatic 15 plate test (6 or less errors)

D OPTEGC 900 (colored lights} Test per instruction booklet

Alternative Testing {aftach evaluation/test results): D Farnsworth 3-15 Hue Test (Engineerfradio officer/tankerman/MODU only)

D Formal ophthaimology/optometry color vision evaluation
[] Other akternative test acceptable to the Coast Guard
Color Vision Testing Results:

[ JPassed [ | Failed Number of Ervors: I:I

Section VII: ‘Hearing - Must be performed by the Medical Practitioner, their | medaca! staff or other qualmed practltloner
Results must be reviewed by the Medical Practitioner :

An appiicant with normal hearing by forced whispered voice > 5 feet with or without hearmg aids does not need to comp!e!e en‘her the audiome!er test or the
functional speech discrimination test.

[ INormal Hearing [ ]JAbnormat Hearing [ ]Hearing Aid Required

(a) If hearing Is abnormal, then perform either a functional speech discriminalion lest at 66dB or an audiogram documenting thresholds and averages as
indicated below. Both aided and unaided values should be recorded for applicants requiring hearing aids.

(b) Al appifcants with an unaided threshoid > 30d8 in the better ear should have functional speech discrimination testing performed at 65dB.

(¢} Refer o the Merchant Mariner Medical Manual which can be found at https:/media.defense.gov/2019/Sep/11/2002181050/-1/-1/0/CIM_16721_48.PDF for
further guidance. Report any additional informalion or comments in Section X,

Audiometer Funetional Speech
Threshold Value Discrimination Test @ 85dB, if required by
instruction (b} above
500Hz 1,000Hz | 2,000Hz | 3,000Hz | Average

Right Ear (Unaided) Right Ear (Unaided): | | %
Left Ear (Unaided) Left Ear (Unaided): | | %
Right Ear (Aided) Right Ear (Aided): | | %
Left Ear (Aided) Left Ear (Aided): | | %

[ ] MEDICAL PRACTITIONER INITIALS: L | DATE:
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Print Applicant Name:(Lasf, First, MI.)

Date of Birth: (MM/DD/YYYY)

Section VIll: Demonstration of Physical Ability - To be completed by the Medical Practitioner -

LISTS OF TASKS CONSIDERED NECESSARY FOR PERFORMING QRDINARY AND EMERGENCY RESPONSE SHIPBOARD FUNCTIONS

Shiphoard Tasks, Function, Event, or
Condition

Related Physical Ability

The Examiner Should Be Satisfied That The Applicant:

-Routine movement on slippery, uneven,
and unstable surfaces

Mainiain balance (equilibrium}

Has no disturbance in sense of batance

Routine access between levels

Climb up and down vertical ladders and stairways

Is able, without assistance, fo climb up and down veilical ladders
and slairways

Routine movement befwesn spaces and
compartments

Siep over high doorsiils and coamings, and move
through restricted accesses

Is able, without asslstance, fo step over a doorsiil or coaming of 24
inches (600 millimeters) in height. Able to move through a
restricled opening of 24 x 24 inches

Open and close watertight doors, hand
cranking systems, open/close valve

Maniputate mechanlcal devices using manual and dlgital
dexterity, and strength

{s able, without assistance, to open and close watertight doors that
may weigh up to 55 pounds (25 kilograms); should be able to
move hands/arms fo open and close valve wheets in vertical and
horizontal directions; rotate wrists fo turn handles; able (o reach
above shoulder helght

Handle ship's stores

Lift, pull, push, canry a load

Is able, without assistance, to lift at least a 40 pound (18.1
kilograms) load off the ground, and to carry, push, or pull the same
load

General vessel maintenance

Crouch (lowering height by bending knees); kneel
{placing knees on ground); stoop (lowering height by
bending at the waist); use hand lools such as span-nars,
valve wrenches, hammers, screwdrivers, pliers

is able, without assistance, to grasp, lift, and manipulate various
comrmon shipboard tools

Emergency response procedures
including escape from smoke-filled
spaces

Crawl (ability to move body using hands and knees); feel
(ability to handle or touch to examine or determine
differences in texiure and temperalure)

Is able, without asslstance, to crouch, kneel, and crawl, and to
distinguish differences in texture and temperature by feel

Stand a routine watch

Stand a routine watch

Is able, without asslstance, to Intermiltently stand on feet for up fo
four hotrs with minimal rest periods

React to visual alarms and instructions,
amergency response procedures

Bistinguish an object or shape at a certain distance

Fulfills Ihe eyesight standards for the merchanl mariner credential

Reac! to audible alarms and
instruclions, emergency response
procedures

Hear a specified decibel (dB) scund at a specified
frequency

Futfills the hearing standards for the merchant mariner credential

Make verbal reports or call attention to
suspicious or emergency conditions

Describe immediate surroundings and activities, and
pronounce words clearly

Is capable of normal conversation

Participate In fire fighting activities

Be able {0 carry and handle fire hoses and fire
extinguishers

Is able, withoul assistance, to pull an uncharged 1.5 inch dlameter,
50" fire hose with nozzle to full extension, and fo lift 2 charged 1.5
inch diameter fire hose fo fire fighting position

Abandon ship

Use survival equipment

Has the aglfity, strength, and range of motion to put on a personal
flotation device and exposure suit without assistance from another
Individual

1. The Medical Practitioner should indicate whether the applicant can meet the guidelines listed in the table above, If the Medical Practitioner doubts the applicant’s
ability to meet the guidelines contained within this table, and for all applicants with a Body Mass Index {BMI) of 40 or higher, the practitioner should require that the
applicani demeonstrate the abilily to meet the guidelines contained within this fable. This does nof mean, fer example, that the applicant must actually don an exposure
suit, puli an unchanged 1.5 inch diameter 50’ fire hose with nozzle to full extension, or iift a charged 1.5 inch diameter fire hose to firefighting position. Rather, the
Medicat Practitioner may utllize alternative measures io satisfy themselves that the applicant possesses the ability to meet the guidelines in the third column. A
description of the methods utilized by the Medical Practitioner should be reported in the Comments seclion provided below.

2. All practical demonstrations should be performed by the applicant without assistance. Any prosthesis normally worn by the applicant, and any other aid devices, may
be used by the applicant in all praciical demonstrations axcept when the use of such items would prevent the proper wearing of mandated personal protection

equipment (PPE).

3. If the Medical Practitioner is unable to conduct the practical demonstration, the applicant should be referred to a competent evaluator of physical abllity. The Coast
Guard recognizes hat not alf medical practitioners wilt have the equipment necessary fo test all of the tasks as listed. Equivalent alternate testing methodologies may
be used. For further information, check the Merchant Mariner Medical Manual which can be found at hitps:iimedia.defense.gov/2019/Sepi/11/2602181050/-1/-1/0/

CiM_16721_48.PDE.

4. Ifthe appHcant Is unable to perform all of the functions listed in the table above, the Medical Practitioner should provide informaticn on the degree or the severily of
the applicant's inability to meet the standards. The resulis of any practical demonstration or attendant physical evaluation should be recorded In the Commaents section

provided below.

Physica!l Ability
Results:

[l

Applicant has the physical strength, agility, and flexibility to
perform all of the items listed in the physical ability table.

U

Applicant does NOT have the physical strength, agllity, and flexibility
to perform all of the items listed in the physical ability table.

COMMENTS!
{Please Print)

[] MEDICAL PRAGTITIONER INITIALS:

[ ] DATE:
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Print Applicant Name:(Last, First, Mi.) Date of Birth; (MM/DD/YYYY)

a. Applicant proof of identity provided: D Yes I:lNO b. Certification recommendation:D Recommencled [:] Not Recommended [:] Needs Further Review

¢, Assessment. 1. Pieliminary screening indicates that the applicant is not at high risk of having a condition(s} that poses a significant risk of sudden incapacita-

tion: or d.ebthating complication, to include, uncontrolled obstructive sleep apnea, diabetes mellitus or coronary I:] Yes I:] No D Needs Further Review
artery disease:

OR,

2. (Entry-level, only) - To the best of my knowledge, mariner applicant is free from any medical condition likely to be aggravaled by service at sea or to render the
seafarer unfit for such service or to endanger the health of other persons on board. D Yes D No D Neads Furlher Review

d. Discusston: Please discuss any conditions subject to further review identified in Section Ifi{b} or any other concerns. Fiease print or type.

e. Medical Practitioner: My signature attests, subject to criminal prosecution under 18 USC § 1001, that all informaticn reported by me Is true and
correct to the best of my knowledge and that | have not knowingly omitted or falsified any material information relevant to this form. My signature also allests
that | have fuily evaluated all examination tests and results submitted in support of this application,

Last Name First Name M1 License Number State

I L || |
Signature Date (MM/DD/YYYY) Phane Number

| ! | MD[ ] po[ ] pa[ ] nNP[]

Office Street Address
| |
City State Zip Code
I I | I {Place offlce address stamp hera)

Section X: Application Certification completed by the Applicant

My signature below attests, subject to prosecution under 18 USC § 1001, that all information provided by me on this form is complete and true to the best of
my knowledge, and | agree that it is to be considered part of the basis for issuance of any medical ceriificate o me. | have not knewingly omitted any
material information relevant to this form. 1 have also read and understand the Privacy Notice that accompanies this form.

Signature of Applicant Date (MM/DD/YYYY)

An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a valid OMB control number.
The United States Coast Guard estimates that the average burden for this form is 18 minutes. You may submit any comments concerning the aceuracy of this
burden or any suggestions for reducing the burden to the Chief, Office of Merchant Mariner Credentialing, 2703 Martin Luther King, Jr. Ave, S.E., STOP 7509,
Washington, D.C., 20593-75009.
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Print Applicant Name:(Last, First, Ml.) Date of Birth: (MM/DD/YYYY)

Section Xt

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 reguire review by the Coast
Guard prior to delermining 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 nc longer than one year.

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

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

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

(Optional) Applicant Consent - To be completed by the Applicant - . Declined []

Signature of Applicant Date (MM/DDIYYYY)

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

My signature authorizes the Ceast 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 Parly

Organization Point of Contact (if applicable) Phone Number

| | |
Street Address

| |
City State Zip Code

| | | Il |
Signature of Applicant Date (MM/DDAYYYY)

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

My signature authorizes the following third parly to act on my behalf in all matiers perialning to the processing of my current appiication for a medicaf
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 behaif, and receive my medical certificate,

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

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

l |

Qrganization Point of Contact (if applicable) Phone Number
Street Address
City State Zip Code

| | I |
Signature of Applicant >< Date (MM/DD/YYYY)
l |
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