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U S COAST GUARD APPROVED COURSES
P O Box 100429 Cape Coral, FL 33910% (239) 549-0271* toll-free (877) 435-3187

Requirements for OUPYV to 100 ton Master
(NO PAPERWORIK HAS TO BE COMPLETLE PRIOR TO STARTING COURSE)

You must be at least 18 years old for OUPV — You must be at least 19
years old for Masters and US Citizen

Application package (page 3-4-5) Page 4 Must be notarized (our office or bank)

Signed statement of explanation for all convictions to any applicable
“yes” answers on Section III of the CG 719B Page 2 of 2

Physical and eye exam form 1-10(Must be recent to within last 12 months)

Drug Screen Panel 5-DOT form (Must have been tested within last 6 months) or a Letter
of Compliance from consortium program. Contact our office te purchase DOT Testing form $80

Transportation Workers Identification Credentials (TWIC Card) $125.25

Please visit www.tsa.gov for an appointment for the location nearest to you
814 SW Pine Island Rd, Ste 306 Cape Coral, F1. 33991

Sea Service forms-1 vessel per form-OUPV-Inland 360 days underway
OUPV-Near Coastal 360 days underway w/90 days offshore
MASTERS-Inland 360 days underway
MASTERS-Near Coastal 720 days underway w/360 days offshore
(Of your total amount of days at least 90 days underway in the last 3 years)
(Copy of proof of ownership of vessel if applicant is the owner)

Copy of First Aid / CPR within 1 year-Must be USCG Approved Course
Copy of Diploma(s) from The Captain School (good for 1 year)
$145.00 At the time of review we will process your credit card through

www.pay.gov and print receipt to send-Angela will run card when
reviewing application

1f you would like us to review your application and submit to USCG Angela is in office M-F
9am-noon for reviews or scan application an email to Angela@captainschool.com  $75
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DEPARTMENT OF HOMELAND SECURITY OMB No. 1625-0040
U.S. Coast Guard Exp. Date: 04/30/2026

APPLICATION FOR MERCHANT MARINER CREDENTIAL (FORM CG-719B)

== [nstructions ==ww=-
- Who must submit this form? -

1. Applicants seeking a Merchant Mariner Credential {MMC), whether original, renewal, duplicate, raise of grade, or a new endorsement on a previously issued
MMG and applicants requesting a Medical Certificate.

2. Application Assistance: Please call the Nationa Maritime Center (NMC) at 1-888-IASKNMC (1-888-427-5662), or visit their website for more Information.
www uscg. milfnme,

“Section I Applicant Information

1.1 Legal Name - Enter complete legal name. Include any aliases you have used and your maiden or prior name(s).
l.2a  Social Security Number - If you are applying for an original credential, enter your SSN,

12b  Reference Number - If you have been credentialed by the Coast Guard in the past, enter your reference number.
l.2¢  Alien Registration Number - If you are a legal alien, also enter your alien registration number (ARN).

1.3 Date of Birth - If the applicant is under 18 years of age, a notarized stalement from legal guardian is required. Attach a notarlzed statement, signed by
a parent or legal guardian, authorizing the Coast Guard to issue a credential.
14 Citizen - If not a 1.8. citizen, piease indicate country of nationality.

l.Ba-¢ Place of Birth - City, State, Country. If born outside the United States, leave State blank.

f_-.Sectlon I: ‘Applicant Address and Contact-'lnformatlon (ff NMC IS unable*to contact you, It could cause delays m
fj.processmgyourapplicat:on) SRR - R SR L

|.6a Home Address - Principle place of residence. PO Box is NOT acceptable.

.6b  Delivery/Mailing Address - The address to which you want all correspondence and issued credentials sent. If blank, correspondence and
credentials will be sent to the Home Address.

.6c  Primary Phone Number - Provide a primary phone number.
1.6d Alternate Phone Number - Provide an alternale phone number if available,

.6e  E-mail Address - The NMC may attempt to contact you via e-mail. If an e-mail address is provided, you will receive automated e-mail updates
regarding the status of your application.

1.6f Other - Please provide additional means of communicating with you (satellite phone, work phone, ete.) if available,

Section | (continued): Next of Kin/Emergency Contact: (Check the box for preferred contact method)

|.7a Next of KinfEmergency Contact - Name & Mailing Address, City, Stale, Zip Code.

L7b Relationship - Provide relationship status to next of kin listed on application. {i.e. Mother, Father, Spouse)
L.7¢  Primary Phone Number - Phone number to contact the person listed in the event of an emergency.

L.7d  Alternate Phone Number - Provide a celltiar phone number, if avaitable.

.7e  E-mail Address - Provide an e-mail address for Next of Kin listed.

Sestion ll: Requested Merchant Mariner Credential (MMC) and endorsements (Including Certificate of Registry)

General Application Requirements:

An applicant must establish that he or she satisfies all the requirements for the MMC and endorsement(s) sought before the MMC is issued. The Coast
Guard may refuse to process an Incomplete MMC application.

+ A quick reference table for the requirements of an MMC and any endorsement is available ontine at: 48 CFR 10.239
+ More information is available on the National Maritime Center (NMC) webslle:  www.uscg.millnme
MMC and Endorsement Application Descriptions:

All Mariners will receive a single Merchant Mariner Credential. Describe all desived capacities and limitations both national and STCW including tonnage,
waters, propulsion mode, horsepower, ratings (Ordinary Searman, Able Seaman, QMED-Olfer, efe.), purser, doctor, radio operator, continuity, etc.

1. Original MMC - An applicant must apply for an criginal MMC if they have never held any Coast Guard issued credential or if the first credential issued to
applicant after their previous credential was revoked pursuant to 46 CFR Part 10. Complete the application and ensure all mandatory documents are
contained with application.

2. Renswal MIMC - A credential may be renewed at any time during its validity and for one year after expiration; you must be qualified to renew all Domestic/
STCW Officer and Rating endorsements to receive an MMC with a new five year expiration date. An MMC renewal-only transaction will automatically be
Issued with a dale that coincides with the expiration date of your previous credential or a date that is 8-months from the time the Coast Guard accepted your
application, whichever is sooner. Page 3, Section 1l of this form provides you the opportunity to dectine this post-dating feature and your MMC will be valid
immediately.
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3. Dupticate MMC - In the event of a lost credential, a statement desciibing the circumstances of the loss must be submitted with the application. The
duplicate will have the same authority, wording and expiration date as the lost credential. If a person ioses a credential by shipwreck or other casually that
causes damage to a ship, a duplicate will be issued iree of charge as per 46 CFR 10.229, if a person loses a credential by other means and applies for a
duplicate, the appropriate fee set out in 46 CFR 10.219 must be pald. No application from an afien for a duplicate credential will be accepted unless the
alien complies with the requirements of 46 CFR 10.228,

4, MMC Endorsement(s} - This is a slatement on a marlner's MMC that indicates that he or she is qualified to serve in that capacity. All endorsements
inciuding National officer and National rating endorsements as well as all STCW endorsements (Internationat) are listed in 46 CFR 10.109.

NOTE: Requests for an endorsement(s) wilf not change the expiration date of a mariner's MMC uniess the applicant also requests a renewal MMC and
meels the renewal requirements of all endorsements on the MMC in accordance with 46 CFR 10.227.

{a) Raise of Grade (ROG) Endorsement - The requirements for a ROG are found in 46 CFR 10.231. This Is an increase in the level of authority and
responsibility associated with an existing officer or rating endorsement.

{b) Increase in Scope - The requirements for an Increase in Scope are found in 46 CFR 10.223. This is a modification or a removal of limitations or scope
to existing MMC endorsement(s}.

5, Document of Continuity - This is a record of qualifications previously held and does not authorize the holder to sail in any capacity listed thereon.
Documents of continuity do not expire, do not require medical or security evaluations, and do not require fees. STCW endorsements may not be placed in
continuity. No credential expired beyond the 12-month administrative grace period described in 46 CFR 10.227(h) can be converted into a Document of
Continuity.

6. Entry Level Ratings - There are no professional requirements needed when applying for entry level credential. Ratings may include Ordinary Seaman,

Wiper, and/or Stewards Depanment / Stewards Department (Food Handler - F.H.). Per 46 CFR Part 10, applicants requesting Stewards Department (F.H.)
will be required to submit a statement from a physician attesting that the applicant is free from communicable disease.

Section llI: Safety and Suitability:

. 14 Transportation Worker ldentification Credential (TWIC):

+ A TWIC is required for applicants who need access to secure areas designated in a vessel's security plan and a facility's security plan by the
Maritime Transportation Security Act,

+ Unless specifically exempted, the Coast Guard must have evidence that you hold a valid TWIC or, for original applicants, that you have applied for
a TWIC and are awaiting the resuits.

1. 2a-f Criminal Record Review {Convictions and Druy Use):

in accordance with 46 CFR 10.211, the Coast Guard may review the criminal record of an applicant to determine meet safety and suitability of all
applicants before any MMC and any endorsement is issued. At the time of application you must provide a written disclosure of all prior convictions
NOT previously disclosed.

« Original Applicants are required to list ALL convictions.
» Written Disclosures - Applicants may use the optional form {CG-718C) to provide written disclosure of all conviciions.

= Conviction means that the applicant for a merchant mariner credential has been found guilty, by judgment or plea by a court of record of the
United Stales, the District of Columbia, any State, territory, or possession of the United States, a foreign country, or a military court, of a criminal
felony or misdemeanor or of an offense described in section 205 of the National Driver Register Act of 1982, as amended (48 U.S.C. 30304). If an
applicant pleads guilty or no contest, is granted deferred adjudication, or Is required by the court to attend classes, make contributions of time or
money, receive {reatment, submit to any manner of probation or supervision, or forgo appeal of a trial court's conviction, then the Coast Guard will
consider the applicant to have received a conviction. A later expungement of the conviction will not negate a conviclion unless the Coast Guard is
satisfied that the expungement is based upon a showing that the court's earlier conviction was in ersor.

.3 National Driver Registry (NDR}):

+ No MMC will be issued as an original or reissued with a new expiration date, and no new officer endorsement will be issued if the applicant fails the
criminal record review in accordance with 46 CFR 10.213,

Section IV; Applicant Gonsent and Certification = =

V.4 Mariner Qutreach System: This is an optional program used by the Maritime Administration in the event of a national emergency. Applicant will need
1o select whether Yes, they would like to participate, or No, they do not wish to participate in the Mariner Outreach System, by selecling either of the
check boxes.

V.2 Continuity: Credentials issued for continuily purposes are not valid for use.
V.3 Consent: Applicants under the age of 18 must aftach a notarized statement of parental/guardian consent.
V.4 Certification: Applicant cerlifies that the information provided is true and correct. Every person who applies for an original MMC must first take an

oath, The applicant must sign and dale the application stating they have taken the oath. Failure to sign will result in the application being returned.
Per 46 CFR 10.225(c), an cath may by administered by any Coast Guard designated individual or any person legally permitted to administer oaths in
the jurisdiction where the person taking the oath resides.

V.5 Signature and Date: Failure to sign and date the application will result in the application being returned.

V.6 Third Parly Authorization (optional): If you want the NMC to be able to discuss, release, or receive information/documents regarding your credential
application with a third party {spouse, employer, school, union, efc,) you must provide specific guidance 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 you iimit the release of certaln information you
must be specific by making a selection on the application or by attaching additional decumentation. 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 muliiple
Third Party Releases, attach additional pages as needed. A sample may be found on the NMC website: http:/fnww. Uscg.milinme/.
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DEPARTMENT OF HOMELAND SECURITY OMB No, 1625-0040
U.S. Coast Guard Exp. Date: 04/30/2026
APPLICATION FOR MERCHANT MARINER CREDENTIAL (FORM CG-719B)

Section I:‘Applicant Information’

1. Legal Name: Last First Name Middle Name Suffix (Jr., Sr., i) Alias(es) or Maiden Name(s) if applicable

| | | /1 I I

2a. S8N (for Original only) 2b. Reference Number (if applicable;  2c. Alien Registration Number (ARN) (if applicable) 3. Date of Birth (MM/DDIYYYY)

l | I | |

4, Citizenship 6a. Place of Birth {City) 5b. State  Sc.Country 5d. Color of Eyes 5@, Color of Hair
Applicant Address and Contact Information {Please Indicate best method(s] of contact by checking the appropriate box(es)). TR EES
6a. Home Address (PO Box NOT acceptable) ]

6c. Piimary Phone Number [ ]

City Stale Zip Coda 6d, E-mait Address ]

1 I | | |

6b. DeliveryMailing Address, if different (PO Box acceptable) B
Streot Address ‘

Strest Address

6e. Alternate Phone Number [ ]

I |

Clty State Zip Code 6f. Other ]

| | | 1| _ |

Next of KIn/Emergency Contact (Please indicate best method(s) of contact by checking the appropriate box(es).) (Optional} .-

78. Mailing Address, City, State, Zip Code ati : ional
L] Same address as above 7b. Relationship (Opfiona) [

Name ] |
! I 7c. Primary Phone Number (Opfional} |:]

Street Address i I
1 } 7d. Aliernate Phone Number {Opfional) [:]

| |

City State Zip Code 7e. E-mail Address (Optlona) ||

| | | —

Section II: Requested Coast Guard Credentialis)
Credential or Endorsement Type(s) Requesfed;

Endorserfiant Transaction Type (Check all that apply: Sea instructions for definitions and additional requirements for the transaction below)
Category Original Renewal Duplicats | 2is® Ogr?;if:ésie:: gzgg;semenl Certificale of Registry [Document of Continuity
Officer 1 ] ] ] L] L]
Qualified Rating il ] [ ] Cl
STCW | ] O ]
Entry Level D {:] E]

Description of Endorsement(s) Desired: Include all appropriate information - Officer (i.e. Deck - Master/Male/Propulsion/Tonnage/Route OR Engineer Grade
- 3rd AE; DDE/Propulsion/Horsepower) Ratings (i.e.. Able Seaman, Tankerman, QMED, Lifeboatman) (Please Print}

i:l FOR RENEWAL TRANSACTIONS ONLY: | request to waive the post-dating feature and to kave my merchant mariner credantial (MMC} issued
immediately. | decline having its issuance coincide with the expiration date of my current credential.
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DEPARTMENT OF HOMELAND SECURITY OMB No. 1625-0040
U.S. Coast Guard Exp. Date: 04/30/2026
APPLICATION FOR MERCHANT MARENER CREDENTIAL (FORM CG-719B)

Section lil; ‘Safety and Suitability ..

1. TWIC (Transportation Worker's Identlfication Credential) EXEMPTION STATEMENT - | have previously appiied for a TWIC with TSA and | am
[:] exempt from holding a valid TWIC under Coast Guard Policy Letter 11-15. | understand that a name based safety and suitability check could significantly
delay the processing of my Merchant Mariner Credential Application.

2. Criminal Record (Convictions and Drug Use): If you answer Yes to ANY of the questions beiow you must disclose the information regarding the conviction.
You may complate the optional form CG-719C for each question marked "Yes”,

a) Have you ever been a user offor addicted to a dangerous drug, including marijuana, within ihe tast 10 years? [:] Yes E:] No

b) Have you ever been convicted of victating a dangerous drug law of the United States, District of Columbia, or any state, or I:] Yes |___| No
territory of the Uniled States?

¢} Have you ever been convicted by any court-including military court - for an offense other than a minor fraffic viclation? D Yes |:| No

d) Have you ever bean convicted of a traffic Infraction arising in & connection with a fatal traffic accldent, reckless driving or racing D Yes D No
on a highway or operating a molor vehicle while under the influence of, or impaired by, alcohe! or a controlled substance?

&) Have you ever had your driver's license revoked or suspended for refusing to submit to an afcohel or drug test? I:l Yes D No

f} Have you had a drug test with a result other than negative within the last 10-years? |:| Yas [:] No

3. National Driver Registry (NDR) Consent (Mandatory for Original, Renewsl, or new Officer Endorsement). | authorize the National Driver Regisiry to
furnish the U.S. Coast Guard (USCG) information pertaining to my driving record. This consent constitutes authorization for & single access to the
[:] information contained in the NDR to verify Information provided in this application. NOTE: Not required for Document of Continuity applicants,

| understand the USCG will make the information received from the NDR avalilable to me for review and written comment prior to disapproving my
application or taking any action against my Merchant Mariner's Credential. Authority: 46 U.S.C. 710(g), 46 U.S.C, 7302(c), and 46 U.8.C. 7505.

SectionIV: Mariner's Consent/Certification .. .

1. Mariner Qutreach System (Optlonal). | consent to volurdary participation in the Mariner Outreach System to be used by the Maritims Adminisiration
{MARAD) In the evant of a national emergency or sealift ¢risis, in such an emergency, MARAD would disseminate my contact information 1o an appropriate
maritime employment office to determine my availability for possiole employment on a sealift vessel. Once consent is given, it remains effective until revoked
sither by subsequent application or by sending a signed notice of revocation to the U.5. Coast Guard National Maritime Center, 100 Forbes Dr., Martinsburg,
WV 25404. For more information, please visit htips://imos.marad.dot.gov/.

D Yes, [ would like to participate |:| No thanks, { do not wish to parficipate at this time

2, FOR CONTINUITY RENEWAL ONLY
| understand that a Document of Continuity is not valid for use in accordance with 46 CFR 10.227 and aware of the requirements fo obtain an MMC. STCW
aendorsementis may not be placed in continuity per 46 CFR 10.227.

D 3. CONSENT: | am under 18 years of age and a notarized statement of parentalfguardian consent is attached.

4, Certification

My signature below attests that:
+ All information on this application is true and correct to the best of my knowiedge.

+ | understand an application determined to be fraudulent may result in the denial of my application for one year from the date of submission, even if the
fraudulent information was not by itself cause for denial or prosecution.

« 1 do solamnly swear or affirm that | will faithfully and honestly, according fo my best skill and judgment, and without concealment and reservation, perform
all the duties required of me by the laws of the United States. | wilt faithfully and honestly carry out the lawful orders of my supertor officers aboard a
vessel,

5. Applicant's Signature

Signature of Applicant Date (MM/CD/YYYY)

X ——el |
Signature of individual authorized to administer the Qath. This s required only once for a mariner. Date (MM/DD/YYYY)
X | |

Name of individuat authorized
to administer the Oath:
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DEPARTMENT OF HOMELAND SECURITY OMB No. 1625-0040
U.S. Coast Guard Exp. Date: 04/30/2026
APPLFCATION FOR MERCHANT MARINER CREDENTIAL (FORM CG-71 QB)

6. Third Party Authorization (O,otrona!)
+ [understand that by chacking boxes 8a - 6d in Section IV, | authorize release of informatien, MMC, or authority to act on my behalf {o the third party
indicated until issuance of a MMC or until Agency final aclion Is made,

Name of Organization or Thisd Party
[7] ea. Safety and Suitability i l

Crganization Point of Contact (if applicable)

I:} 6b. Professional qualifications, cerification records, {raining records, or ! |

Sea Service
ea sen Sirest Address

| — S

D 6c. Merchani Mariner Credential Delivery City ' State Zip Code
{:] Bd. Act on my behaif in all matlers pertaining to the processing of my Phone Number Email Address
current USCG credential application (Al of the above) l I | I
Signalure of Applicant ‘ Date (MMIDD/YYYY)

X . [ ——— 1| |

PRIVACY ACT STATEMENT

Pursuant to 5 U.8.C. §5562a(e)(3), this Privacy Act Statement serves to inform you of why DHS is requesting the information on
this form.

AUTHORITY: 14 U.5.C. § 505; 46 U.S.C. § 2103, 7101, 7302, 7502, 46 C.F.R. 10.200.

PURPOSE: To determine whether an applicant meets the regulatory standards for issuance of a U.S. Merchant Mariner
Credential (MMC). The 1.S. 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 certificate.
ROUTINE USES: The information is used by autherized USCG personnel who have a need far the record io 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 te 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 (Including your SSN) is voluntary,
However, failure to furnish the requested information may result in the non-issuance of the MMC, and any endorsement within
the MMC.

An agency may not conduct or spensor, and a person is not required to respond to a collection of information unless it displays a valid OMB control number,
The Uniled Slates Ceast Guard estimates thal the average burden for this report is 9 minutes. You may submit any commenls 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

7508, Washington, D.C., 20593-750¢ or Office Of Management and Budget, Paperwoerk Reduction Project (1625-004¢), Washington, DC 20603,
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DEPARTMENT OF HOMELAND SECURITY OMB No. 1625-0040
U.S. Coast Guard Exp. Date: 04/30/2026
PISCLOSURE STATENMENT FOR NARCOTICS, DWI/DUI, AND/OR OTHER CONVICTIONS (OPTIONAL FORM CG-719C)

Instructions -

Original Merchant Mariner Credential (MMC} applicants are required to list all convictions including military court martial, driving related convictions other than
minor traffic violations, and foreign court convictions. For renewals and endorsements, list all of those convictions not previously reported to the Coast Guard
on a MMC application. If you are unsure what you previcusly reporied, you are encouraged to provide a complete list of all convictions. Failure to report
convictions will delay your credential and may result in denial, You may use this form for the disclosure required by 46 CFR 10.211 {0 report your convictions,
or you may use this form as a guide to provide your written explanation.

If an applicant applies before the minimum assessment periad for his or her conviction, he or she must submit evidence of suitability for service. This may
include: proof of completion of alcohol or drug abuse rehab; membership In a rehab or counseling group; character references; steady employment; and
successfi completion of parole or probation, 46 CFR 10.214{))

CONVICTION DEFINED (46 CFR 10.107)
A. An applicant will be considered to have received a conviction of a ciminal Felony, Misdemeanor or a National Driver Register (NDR) offense if he or
she:
1. Was Found Gulity, or Pleaded Gulilty,
2. Pleaded No Contest,
3. Was granted Deferred Adjudication,
4. Was Required to:
(a) Attend Classes,
(b) Make contributions of Time or Money,
{c) Recelve Treatment,
{d) Submit to any manner of Probation or Supervision, or,
(e) Forego Appeal of a friat court's conviction.

B. A conviction of more than one offense at a single trial will be considered to be multiple convictions,
C. Expunged convictions must be reported uniess the expungement was based upon a showing that the court's earlier conviction was in error.

Section |: Applicant Information’

* Legal Name - Enter complete legal name and include allases used and/or maiden name(s).

* Reference Number - if you have been credentialed by the Coast Guard in the past, enter your reference number.
* Social Security Number - if you are applying for an original credential, enter your SSN.

* Date of Birth - If applicant is under 18 years of age, notarized statement from legal guardian is required.

Sectlon ll ; Convnctlon and/or. Drug Use Dlsclosure

* Convicted of - Enter the exact charge(s) for which you were convicted.

* City - Enter the citytown/parish where you were convicled.

* State/Country - Enter the state/country where you were convicted,

* Date - Enfer the date of conviction.

* Court findings - Enter the court's final determination of charges to include amended or added charges.

* Court sentencelrequirements - Enter length of an incarceration ordered by court, probation {probation ofiicer name and phone number), fines, classes,
driving privilege suspended/revaked and reinstatement date, etc.)
* What happened - Provide brief description of events leading to arrest to include the Afrestmg Agency.

Section lll; Acknowledgment and Certification

* Signature of Applicant - Acknowledge that you have read and understand the definition of conviction and certify that the information on this Disclosure
Statement for Narcotics, DWIDUI, and/or other Convictions form is true and correct.
¢ Date - Enter current date.

PRIVACY ACT STATEMENT

Pursuant to 5 U.8.C. §552a{e)(3), this Privacy Act Statement serves to inform you of why DHS is requesting the information on this form.
AUTHORITY: 14 U.5.C. § 505; 46 U.S.C. § 2103, 7101, 7302, 7502; 46 C.F.R. 10.211
PURPOSE: To determine whether an applicant mests the regulatory standards for Issuance of a U.S. Merchant Mariner Credential (MMC). The U.S. 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 certificate.
ROUTINE USES: The information is used by autherized USCG parsonnel who have a need for the record o determine whether an applicant |s 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 to 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 (including your SSN) is voluntary. However, failure to furnish the
requested information may resuit in the non-issuance of the MMC and any endorsement within the MMC,
An agency may not conduct or sponsor, and a perscn is not required to respond to a collection of information unless It displays a valld OMB control number,
The United States Coast Guard estimates that the average burden for completing this form is 10 minutes. You may submit any comment concerning the
accuracy of this burden estimate or any suggestions for reducing the burden to the Chief, Office of Merchant Mariner Credentaling, 2703 Martin Luther King, Jr.
Ave, 8.E,, STOP 7508, Washington, D.C., 20593-7509.
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DEPARTMENT OF HOMELAND SECURITY OMB No. 1625-0040
U.S. Coast Guard Exp. Date: 04/30/2026
DISCLOSURE STATEMENT FOR NARCOTICS, DWI/DUI, AND/OR OTHER CONVICTIONS (OPTIONAL FORM CG- 7190)

Section I: Applicant Information {(Please Print) . LEE R
1. Legal Name Last First Middie Alias{es) or Maiden Name(s} (if applicabie)

2. Reference Number 3. Social Security Number (000-00-0000) 4. Date of Birth (MM/DD/YYYY)

Section Il: Conviction and/or Drug Use Disclosure (Please Print} = L e T
Failure to disclose the delails requested below for every question marked YES in Section IIi of the CG-719B will delay the application process.
Please attach additional sheets as necessary.

DANGEROUS DRUG 5. Type of Drug 6. MonthfYear of Lasi Use (MM/YYYY)

USE DETAILS (if any) || || |

CONVICTION DETAILS CONVICTION 1
b. City ¢. State/Country d. Date (MM/DD/YY YY)

I | I | |

f. Court senlencalrequirements: (fength of any incarceration ordered by
court, probation [probation officer name and phone number], fines,
classes, driving privilege suspendedirevoked, and reinstalement dale, elc.)

a. Convicled of

e. Court findings: (deferred adjudication, guilly plea/no
contest, elc.) -

¢. What happened and did you comply with/are you in compliance with court order {Provide brief descriplion of events and Arresting Agency)

CONVICTION 2

a. Convicted of b. City ¢. State/Gountry d. Date (MM/DD/YYYY)

| | |

f. Court sentencefrequirements: {length of any incarceration ordered by
court, probation [probation officer name and phone number], fines,
classes, driving privilege suspended/frevoked, and reinstatement date, efc.)

e. Court findings: {deferred adjudication, guilly pleasno
conlest, elc.)

g. What happened and did you comply with/are you in compliance with court order (Provide brief description of events and Arresting Agency)

I acknowledge that | have read and understand the def nition of "conviction" in the instructions, and I cerllfy that the mformat;un on this
Disclosure Statement for Narcotics, DWI/DUI, and or Other Convictions form Is true and correct.

e

Signature of Applicant Date (MM/DD/YYYY)
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DEPARTMENT OF HOMELAND SECURITY OMB No. 1625.0040
U.S. Coast Guard Exp. Dale: 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 fo 5 U.S.C, §552a(e)(3), this Privacy Act Staternent serves to 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; and 46 CFR Part 10.

PURPOSE: To determine whether an applicant meets the regulatory standards for Issuance of a U.S. Merchant Mariner Credential (MMC).

ROUTINE USES: Autherized U.S. Coast Guard {USCQG) 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 ceriificate, Additionally, 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 DHSUSCG-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 (SSN)). However,
faflure to provide this Information may result in the non-issuance of the MMC.

Section I: ' Appiicant Information (Note:.Complete One Form Per Vessel) - S R
Name Last First . Middle .Reference Number (if applfcable) Social Security Number

| ] || | I |

Vessel Name Official number{s) listed on the registration, certificate, or document

l | |
Langth Width (if known) Depth (if known)

Vessel Gross Tons Feet Inches Feet Inches Fest Inches

l | | | I || /| |

Propulsion {(Molor/Steam/Gas Turbine/Sail/Aux Sail) Served As (Master/Male/Operator/Deckhand/Engine elc.)

Name of Body or Bodies of Water Upon Which Vessel was Underway (Geographic Locations}

Section ll:'Record of Underway Service - : i : - : e
In the block under the appropriate month, write in the number of c!ays you served for that year (you can show mere !han ohe year)

January February March April
Year Days Year Days Year Days Year Days
May June 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 sarved 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-719S (06/24) Page 1 of 2




SMALL VESSEL SEA SERVICE FORM (OPTIONAL CG-719S)

Section I Signturs an Vartfsto - Aplcnt Resd Bfor Signngl

* Owners of vessels may attest to thelr 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 personnel or the owners of the vessels listed per 46 CFR 10.232.

I certify that | have served on the above vessel as stated. | am making this statement in order that |, ihe applicant, may obtain a credential to operate a vessel
under the provisions of Title 48 CFR, as applicable. | understand that if | make any false or fraudulent statement in this certification of service, | may be subject

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

Signature of Applicant Date (MM/DD/YYYY)

X

Owner, Operator or Master Read Before Signing! | 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 to operate a vessel under the provisions of Title 46 CFR, as applicable. | understand that if | make any false or
fraudulent statement in this certification of servics, | may be subject to a fine or imprisonment of up to five (5) years or both {18 U.5.C. 1001).

Signature and Title of Person Attesting to Experisnce 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 Middle Strest Address ' '

Email Address (Optional} City State Zip Code Phone

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 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., 20583-7509 or Office of Management and Budget, Paperwork Reduction Project (1625-0040), Washington, DC 20503,
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Proof of Ownership

For service on your own vessel, the Coast Guard requires that you provide proof of vessel ownership.

They will accept:

(A) Any ONE of the following

SRS

-OR-

Copy of current or past yessel documentation showing ownership

Copy of current or past state registration for the vessel

Copy of bill of sale showing applicant as buyer or seller of vessel

Copy of appropriate portions of insurance policy showing name of applicant and referring
to the vessel

Letter from the USCG District Director of Auxiliary stating that the records of the USCG
Auxiliary contain information corroborating the ownership claimed.

(B) Any TWO of the following

1.

2.

3.

OR-

Copy of Customs clearance documents from U.S. or foreign nations showing connection
between vessel and applicant during relevant time period of claimed ownership
Copy of fuel and/or repair bill showing name of applicant and name and/or number of

vessel for which ownership is claimed
Copy of berthing and/or mooring rental/lease agreements showing name of applicant and

name and/or number of vessel for which ownership is claimed.

An original, notarized letter from a holder of current USCG license certifying that to the
author’s personal knowledge the applicant owned or fully controlled and operated the
vessel in question.

An original, notarized letter from one of the following:

i. A dock master or harbor master
il. A vessel repair facility, Boatwright, instrument installer, officer of a yacht ciub or

similar marine related organization. The organization or business must be

established and in business for at least one year.
An officer of the USCG Auxiliary (Division Commandet or higher), or a Command or

operations officer of the U.S. Power Squadron.

(C) Any THREE of the following:
1. A notarized statement attesting and sworn to before and appropriate civil or Military

authority in which the applicant asserts the truth or his or her ownership claim subject to
the penalties of perjury.

A bill for fuel, supplies or services charged to a national credit card issued to the applicant,
showing the number of that credit card, and bearing a date relevant to the period of
ownership claimed by the applicant. Also evidence acceptable to the OCMI or his/her
representative at the applicant’s REC that the credit card shown on the above bill was one

which was issued fo the applicant.

C: Proof of Ownership.doo




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 requirements for "Pericdic Testing Requiremants” In accordance with Title 46 CFR 16.220. If you
participate in a USCG “random or pre-employment drug test pregram,” this form may not be necessary. (See page 2 for details.)
NOTE: The cost of the drug test is the sole responsiblilty of the appllcant not the Coast Guard

Section I: Appllcant Consent v R ' '

| certify that | am the described ap;)llcant and !hat [ have prowded the specxmen(s) descnbed below in accordance with Department of Transportaiaon procedures
given in 49 CFR 40. | also 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.5.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 Applicani (Required)

City State Zip Code

-

Date Specimen Collected (IM/DDIYYYY) The laboratory report has been reviewed in accordance with proc.edures given in 49 CFR Part

' 40, Subpart G, and the verified test resulis are: (CHECK ONE}
. - [ ] NEGATIVE
Specimen Analyzed For (Drugs identified by 49 CFR 40.85),
including: D CANCELLED or
* Marijuana metabolite
+ Cocaine metabolites Positive, and/or refusal to test because of adulteration or
Amphetamines substitution.

s+ Opiate metabolites {Please complete the next block for all non-negative results)
+ Phencyclidine {(PCP)

FOR POSITIVE/ADULTERATED/CANCELLED DRUG TESTS ONLY: (To be reported to the nearest LUSCG Sector or Unit). (Please print)
This specimen is verified POSITIVE for

This specimen was identified as belng SUBSTITUTED or containing an ADULTERANT

The test was CANCELLED because (insert reason)

1 certify that | meet qualifications for a Medical Review Officer as outlined in Title 49 CFR 40.121. | have reviewed the results and determined that the applicant's
verified test result is in accordance with Title 49 CFR 40 Subpari G.

MEDICAL REVIEW OFFICER CONTACT INFORMATION MEDICAL REVIEW OFFICER AUTHORITY
Name Last First Middle Name Last First Middle
| | I Il | |
Street Address Signature (MRO signature stamp is authorized for negative resufls only}
| | |
Clly State Zlp Code Name of MRO Qualifying Organization
| i I I |
v | gt oo e |
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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 6 U.S,C. §552a(e)(3], this Privacy Act Statement serves to inform you of why DHS is requesting the information en this form.
AUTHORITY: 14 U.8.C. § 505; 46 U.S.C. §§ 2103, 7101, 7302, 7502; 46 C.F.R. 10,301
PURPOSE: To delenmine whether an applicant meets the regulatory standards for issuance of a U,S, Merchant Mariner Credential (MMC). The U.S, Coast
Guard {USCG} evaluates an applicant’s qualifications to determine compliance with the nationat and international requirements for issuance of the MMC, any
endorsernent within the MMC, and medical certificate.
ROUTINE USES: The information s used by authorized USCG personnel who have a naed for the record to determine whather an applicant is a safe and
suitable persen and qualifies for the MMC, any endorsement within the MMG, and medical certificate. In addition, the USCG uses the information to maintain and
update records of merchant mariner document fransactions. 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 Reglster 30308 {June 25, 2009).
CONSEQUENCES OF FAILURE TO PROVIDE INFORMATION: Furnishing this information (including your SSN) is veluntary. However, faiture 1o furnish the
requested informalion may result in the non-issurance of the medical cerificate.

- |istructions -----

1. Applicants seeking a Medical Ceriificate are required to complete this form and submi all 10 pages, including instructions, 1o the U.S. Coést Guard, Guidance
for completion of this form can be found at hitps:/finedia.defense.gov/2019/Sep/ 1/2002481050/-1/-1/0/CIM_16721_48.PDE.

2. Mariners applying for or holding a merchant mariner eredential with only an entry-level endorsement who serve on a vessel not subject to the International
Convention on Standards of Training, Certification and Watchkeeping {(STCW) bul who request a medicai certificate that satisfles the Maritime Labor
Convention (MLC), AND want to he qualified for lookout dutles should submit this form. Sectiens I (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-leval only.

3. The Coast Guard will not accept an application for a medical certificate without a reference number or a Merchant Mariner Credential (MMC).

1. All exams, tests and demonstrations must be performed, witnessed or reviewed by a physician, physiclan assistant, or nurse practitioner licensed by a state
in the U.8., a U.S. possession, or a L.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 egal 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 to issue a
Medical Certificate.

* Mariner Reference Number or Social Security Number - If you have held a Coasl Guard cradential In the past, enter your reference number.

* Gender - Enter your gender.

* Home Address - Principle place of residence. PO Box Is not acceptable.

* Delivery/Mailing Address - The address to which you want all correspondence and issued ceriificates senl. f blank, correspondence and certificates will be
sent to the Home Address.

* Primary Phone Number - Provide & primary phone number.

* Alternate Phone Number - Provide an allernate phone number (optional}.

* E-mail Address - (Optional) If provided, the Nationa! Maritime Center (NMC) may altempt to contact you via e-mail. You will receive automated updates
regarding the status of your appilication.
* Other - Please provide addilional means of communicaling with you (safefiite phone, work phone, elc.) {optional).

* Endorsement held or sought - Applicants should select all options that apply. If nothing is selected, the Coast Guard will not accept the applicalion.
Section Il: ‘Food Handler Certification - To be completed by the Medical Practitioner .~ "7 1 7 o0
Refer to instructions provided in this sectlon. The Medical Practitioner should inifial’and date at the battom of each page of the application, where indicated.
Section Ili: Medical Conditions - To be completed by the Applicant and the Medical Practitioner - - L '
li{a) Applicants must report their relevant medical condltions to the best of their knowledge. Applicants should check YES if; 1) they have had a pravious

diagnosis, or ireatment for the condition by & health care provider; 2) they are curently under treatment or observation for the condition; or 3) the condition
is present, regardiess of ireaiment status.

-

Hl{b} The Medlcal Practitioner must review and discuss all conditions reported by the applicant in Section Hi{a). The Medicai Practitioner's discussion should
Include, at a minirum, the name of the condition, approximate date of diagnosis, freatment, current status of the condition, limitations of the condition, and
any additional Informaticn as appropriate. Recommended supporting documentaiion and testing for conditions that are subject to further review are
contalned in the Merchant Mariner Medical Manual which can be found at hitps:/media.defense.qov/2019/Sep/11/2002181050/-1/-1/0/CIM_16721_48.
PDE. Medical practitioners should be familiar with the guidalines contained within this document. If the Medical Practitioner discovers a condition not
reported by lhe applicant, they must check YES in the appropriate biock in Ill{a) and provide information on the condition, as reguested, in Section H¢{b).
For conditions that were Previously Reported, the Medical Practifioner need anly discuss the interval history and current status of the condition.
Additional sheets may be added by the applicant andfor the medical practitioner if needed to complete this section of the form, Include applicant's name
and DCB on each additional sheet. The Maedical Practitioner should initial and date at the bottom of each page of the application, where indicaled.

[ 1 MEDICAL PRACTITIONER INITIALS: ] pate:

Print Applicant Name:(Last, First, ML) | Dale of Birth: (MM/DD/YYYY) |
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Section IV: Medications - To be completed by the Applicant and reviewed by the Medical Practitioner = -~

Applicants - Refer to instructions provided in this section,

Medlcal Practitioner - Verification of medications includes questioning the applicant about any medications or other substances reported, reviewing relevant
medical condlitions to determine if the appiicant has omitted any medications or other substances, and affirmatively reporting any omilied current medications or
other substances where required. The Medical Practitioner should Initial and date at the bottom of each page of the application, whers Indicated,

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

The Medical Praciitioner must docurment the results of the physical examination in this section. The Medical Practitioner should initial and date at the hottom
of each page of the apglication, where Indicated.

“Section VI: (Vision) and VII: (Hearing) - To b

Sec _ itioner or other staff to the satisfaction of -
the Medical Practitioner = =~ R : TR R L T

completed by the Medical P

The Medical Practitioner is not required to perform or witness the vision and hearing examinations. These may be performed by qualified office slaff or
referred lo other qualified practitioners such as audiclogists or optometrists; howaver, the results must be raviewed by the Medical Practitioner.

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

Additional guldance can be found at: https:ifmedia.d se.govi2019/Sepi1 184060/-4/-1/0/C1 721_48.PDF.

Section Vill;‘Demonstration of Physical Ability - To be completed by the Medical Practitioner

Refer to the table and instructions pravided in this sectlon. The Medical Practitioner should initial and date at the bottom of each page of the application, where
Indicated,

Section IX:. Summary - To be completed by the Medical Practitioner -

a. Applicant Proof of Identity Provided - Applicants shall present acceptable proof of identily to the Medical Practitioner conducting examinations. Proof of
identity shall consist of one current form of valid government-issued photo identificatlon. 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. military ID card, Merchant Mariner Credential, or Transportation Worker Identification Credential.

b. Gertification recommendation - The Medical Practitioner must ensure a complete history and physical are conducted. The practitioner should address
the listed questions and make a certification recommendation. The Goast Guard retains final authorily for the issuance of the medical cerfificate.

¢. Assessment - The Medlcal Practitioner should provide answer to statement 1 or 2, as appropriate for the credential sought. Opticn 2 is for mariner
applicants who are only seeking an MLC-compliant, entry-tevet medical cerfificate.

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

e. Medical Practitioner (Atlestation and Information) - Atests that the general medical examination, vision and hearing tests, and demonstration of physical
ability, as appropriate, have been performed fo the satisfaction of the Medical Practitioner. The Medical Praclitioner musi sign and date the attestation
where indicated. This signature altests. subject to criminal prosecution under 18 USC § 1001, that all information reporied by the Medica! Practitioner is
true and correct {o 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 certifies that the informalion provided Is true and correct.

Section XI: Applicant Consent (optional) - To be completed by the Applicant: .~ =

Third Party Authorization - If you want the NMC fo be able ta discuss, releass, or receive information/documents regarding your medical cerlificate application
with a third parly (spouse, employer, school, union, stc.) you must provide specific guidance 1o the NMC regarding what Issues we may discuss and with whom.
You may atlow release of all information to cerain individuals or entities. If you limit the release of certain information you must be specific by making a selection
on the application or by ataching additional documentation. 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 Parly Authorizations, attach additional pages as needed.
Please sign and date for each type of consent that you wish to authorize.

a. Consend for Medical Practitioner to Release Information to the Coast Guard
b, Consent for Coast Guard to Release Information to a Third Party

¢, Consent for Third Parly to Act on your Behalf

[] MEDICAL PRACTITIONER INITIALS: ] parte;

Print Applicant Name:(Last, First, MI.)f 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)

Section I: Applicant Information - To be completed by the Applicant and reviewed by the Medical Practitioner.

Last Name First Name Middie Name Suffix (Jr., Sr., 1)

| | I | |

Mariner Reference Number or Social Securily Number Gender: Date of Birth (MM/DD/YYYY)

l l DMaIe DFemaie I:] I I

Please indicate best method(s) of contact by checking the appropriate box(es).

Home Address (PO Box NOT acceptable) | |

Street Address Primary Phone Number [:I
ICity I State I Zip Code l 1 Alternate Phene Number m l
I | | i
lé‘e:;\;e‘rxﬂ\g?;!islg Address, if diffarent (PO Box acceptatlﬂe) |:| E-rail Addrass D
City State Zip Cade l l Other ] ,

| | i | |

Endorsement Held or Sought (Check all that apply or the Coast Guard wili not accept the application):

[Deck [ |Engine [ ]FoodHandler [ ]STCW [ ] Entry-levet with lookout duties

{:I U.S, Registered Pitot (Great Lakes Pilotage) E] First-Class Pilot or those Serving as Pifot (Federat Pilotage/46 CFR 15.812)

D Other (Please explain):

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

1. Food Handiers must obtain a statement from the Medlcal Practitioner that attests that they are free of communicable diseases that pose a direct threat fo
the health or safety of other individuals In the workplace. For applicanis who have requested Food Handler Cerfification (Food Handler box is checked in
Section |, above), the Medical Practitioner may provide the atieslation by answering Yes or No fo the qugsiion in bold halow.

2. Communicable disease is defined in 46 CFR 10,107 as any disease capable of being fransmitted from one person to another directly, by contact with
excreta or other discharges from the body; or indirectly, via substances or inanimate objecis contaminated with excreta or other discharges from an
infecled parson.

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

& Whether the applicant reporis they have been diagnosed with, or exposed 10 an illness due to organisms including, but not limited to, Salmonella Typhi,
Shigella Spp., Shiga-toxin-producing Escherichia coli, or Hepatitis A virus within the past month.

b. Whether the applicant reports they have at least one symptom caused by lliness, infection, or other source that is associated with an acute
gastrointestinat iliness such as diarrhea, fever, vomiting, jaundice, or sore throal 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 wrisis or
on exposed portions of the arms.

Is the applicant free from communicable disease? [ | Yes [ | No [ ] NA

[ ] MEDICAL PRACTITIONER INITIALS: [] pATE:
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Print Applicant Name:{Lasf, First, M.} Date of Birth: (MM/DD/YYYY)

| 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, reguired 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.

ITEIVI|YES NG| PR {MW|CONDITICNS

1.

Biurry vision, poor night vision, eye disease or injury, eye surgery, abnormal color vision, cataracts or glaucoma

. Hearing loss, hearing aid, ear surgery, faclal deformities, open tracheostomy or frequent severe nose bleeds

. High or low blood pressure

. Heart or vascular disease of any kind, o include angina, chest pain, irregular heart beal, heart valve problem/

replacement, heart attack/myocardial infarction, or congestive heart failure

. Heart surgery andfor implanted devices (for example, angioplasty, stent, pacemaker, or defibrillator)

. Lung disease of any type (for example, asthma, emphysema, or chronic cbstructive pulmonary disease {COPD))

. Any bloed disorder (for example, anemia, hemophilia, blood clots, or polycythemia)

. Diabetes, glucose intolerance, or sugar in urine

. Thyrold problem requiring treatment or hospitalization

. Stomach, liver or intestinal disorder requiring ongoing medical care/medication, or causing significant bleeding

or debilitating pain; history of hepatitis or jaundice

. Kidney problems/stones or blood in urine

. Any other urinary or bladder problems not listed above requiring treatment or hospitalization

. Skin disorders requiring medical {reatment, such as cancer, tumors, scleroderma or lupus

. Severe allergles or allerglc reactions to any substance, medication, food, or insect stings

. Communicable disease or chronic infectious diseases such as tuberculosis, HIV/AIDS, or hepalitis

. Any sleep problems (for example, cbstructive sleep apnea, Testiess 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,

Dizzinessffainting spelis/balance 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 numbnass and/or paralysis, not listed above

24,

Attention deficit disorder with or without hyperactivity

25.

Anxiety, depressicn, bipolar disorder, adjustment disorder, PTSD, or schizophrenia

26.

Sulcide attempt or thought(s) of sulcide (Suicidal Ideation)

27.

Evaluation, treatment, or hospitalization for alcohol or substance use, abuse, addiction, or dependence
(including illegal drugs, prescription medications, or other substances)

28.

Any other psychiafric disorder, menlal health evaluation/reatment/hospitalization

290

Back, nack 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, fractures or recuirent dislocations causing impalrment or limitation of motion 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, llinesses, 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:

CG-719K {03/24)
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Print Applicant Name:(Las{, First, Mi.)

Date of Birth: (MM/DD/Y YYY)

Section lll{b): ‘Medical Conditions - To be completed by the Medical Practitioner .

Instructions: For each item marked YES In Section ill(a)}, the Medical Practitioner must prowde Ihe mformal!on requested iN THE BLOCKS
below. Foreach condition marked Previously Reported (PR), the provider need only discuss the interval history and current status of the

condition.

For conditions with a2 Medical Waiver (MW) review the applicant's waiver letter and atlach all waiver reporting requirements.
Please attach appropriate evaluation data for conditions that are subject 1o further review, Information on conditions that are subject to
further review and the recommended evaluation data can be found in the Merchant Mariner Medical Manual, located at

https:/imedia.defense.gov/2019/Sep/1 1/12002181050/-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 additionat sheef),

Item#: Date of onset or diagnosis (mm/| | AttachedD
-1 Condition Treatment

Status Limitations

Item#:l Date of onset or diagnosis (mm/ Attached I:l

Condition Treatment

Status Limitations

Itesn # i:‘ Date of onset or diagnosis (mm/ Attached D

Condition Treatment

Status Limitations

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

Condition Treatment

Status {Imitations

ltem # ’::l Date of onset or diagnosis (mn/ Attached D

Condition Treatment

Status Limitations
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Print Applicant Name:{Last, Firsf, Mi,) Date of Birth: (MM/DD/YYYY)

Section IV: ‘Medications - To be completed by the Applacant and reviewed by the Medical Practitioner SR
Do you currently use any medication (prescription or nenprescription)? [:l Yes D No If YES, provide the information requested in the blocks below.

Applicants Must Report Medical Practitioner
1. Alt medications (Prescription or Nonprescription), dietary supplements, and 1. Medical Practiticner must verify applicanits medications and information
vitamins; that were filled, or refifed, andfor 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 length
2. All medications {Prescription or Nonprescription), dietary supplements, and of time the applicant has taken the medication and address the
vitarnins that were used for a period of 30 or more days within the last 90 days presence or absence of any side effects.
prier {o the date the applicant signs the CG-719K.

Additional guidance on medications, including those that may be considered disqualifying, can be found at
hitps:fimedia.defense.gov/2019/Sep/11/2002181050/1/-1/0/CIM_16721_48.PDF.

Additional sheets may be atlached by the Applicant and/or Medical Practitioner if needad to complete this section.
(include applicant name and dale of birth on each addifional sheet and check the box Indicated on the right) ATTACHED [}

MEDICATION DOSE | FREQUENCY CONDITION MEDICAL PRACTITIONER COMMENTS {Duration of Use/Side Effects)

REPORT OF MEDICAL EXAMINATION
Section V:: Physical Examination - ltems 1-17. must be performed and completed by the Medical Practitioner. .- "

Height Woeight Puise Blood Body Mass index (BMI):
(inchas only): (tbs): ‘Resting: Pressure: {For BMI > 40 refer to Section Vill)

Please make comments In the space provided on any ftem Indicated as an "abnormal® system/organ.

13. SKin 1
14, Neurologic il
L]

15. Mental Stalus

. Head, Face, Neck, Scalp
. Eyes/Pupils/EOM

7. Upper/Lower Extremities

8. Spine/Musculoskeletal

. Mouth and Throat

9. Vascular System

10. Abdomen

. Lungs and Chest 11. General/Systemic

o ]
oOogoooniE
] ) ]
OloooomE

2
3
4. Ears/Drums
5
6

. Heaart 12, Extremities/Digit

Additional Medical Cormments (Please Print)

[7] MEDICAL PRACTITIONER INITIALS; [T patTE:
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Print Applicant Name:(Last, Firsf, M!.) Date of Birth: (MM/DD/YYYY)

Section VI; Vision - Must be. performed by the Medical Practitioner; their medical staff.or other qualified. praclitloner Results
‘must be reviewed by the Medical Practi Addmonal guzdance can be found at
‘Sepi11/2002181050/-1/-1/0/CIM_ 16721.48.PDF."

a. Visual Acuity

Distance Vislon, Uncorrected: if correction required, Distance Vision Correctable To: Field of Vislon

Right: 2OII:| Right: 20f: Normal (the applicant's horizontal field of vision is
2 ] 2o ] -

greater than or equal to 100 degrees),
Left Left. {"] Abnermal

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

|:[ AOC {1965} - (6 or fewer arrors on plates 1-15) [:] Ishihara pseudoisochromatic plates tesl, 14 plate (5 or less errors)

D ACQC-HRR (2nd Edition) - (Mo errors in test plates 7-11} D Ishihara pseudoisochromatic plates test, 24 plate (6 or less errors)

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

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

D Titmus Vislors Tester/OPTEC 2000 - {No ersors on 6 plates) [:} Dvarine (2nd Edition) pseudoisochromatic 15 plate test (6 or less errors)

D QPTEC 900 (colored lights) Test per instruction booklet

Alternative Testing (alfach evalualionfes! results): |:| Farnsworth D-16 Hue Test (Engineer/radio officertankerman/MODU only)

D Formal ophthaimology/optometry color vision evaluation
[:i Other alternative test acceptable to the Coast Guard
Color Vision Testing Resuits:

[|Passed [ ]Failed Number of Errors: !—_:I
Section Vil: ‘Hearing -~ Must be performed by the Medical Practiti ner the:r medncal staff or: olher qualif ed p
‘Results must be reviewed by the Medical Practitione :

An applicant with normal hearing by forced whisparad voice > & feef with or without hearmg afds does not need fo comp.'ete er.fher the audiometer {es! or Ihe
functional speech discrimination test.

[ JNomal Hearing [ Jabnormal Hearing [ |Hearing Aid Required

(a) Ifhearing Is abnormel, then perform sither a functional speech discrimination test al 6538 or an audiogram documenting thresholds and averages as
indicated below, Both aided and unaided values should be recorded for applicants requiring hearing aids.

(b All applicants with an upaided threshold > 30dB in the belter ear should have functional speech discrimination tesfing performed af 65dB.

{c) Refer to the Merchant Mariner Medical Manual which can be found &t https:/media.defen v/2019/Sep/11/2002181050/-1/-1/0/CIM_16721_48.PDF for)
further guidance. Report any additional information or comments in Seciion X,

Audiometer Functional Speech
Threshold Value Discrimination Test @ 65dB, if required by
instruction (b) ahove
500Hz | 1,000Hz | 2,000Hz | 3,000Hz | Average
Right Ear (Unaided) Right Ear (Unaided): | | %
Left Ear (Unaided) Left Ear (Unaidedy: | | %
Right Ear (Alded) Right Ear (Aided): [ | %
Left Ear (Alded) Leit Ear (Alded): l:, %
] MEDICAL PRACTITIONER INITIALS: [ ] DATE:
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Print Applicant Name:{Las{, First M/}

Date of Birth: (MM/DLYYYYY)

Section Vil _Démor_istration of Physwal Abllity - To be completed by the Medical Practltloner i

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

Shiphoard Tasks, Funetlon, Event, or
Condition

Related Physical Ability

The Examiner Should Be Satisfied That The Applicant:

Routine movement on slippery, unaven,
and unstable surfaces

Maintain balance (equilibrium)

Has no disturbance in sense of balance

Routine access between levels

Climb up and down vertical tadders and stairways

Is able, without assistance, 1o climb up and down verlical ladders
and stairways

Routine movement batween spaces and
compariments

Step over high doorsills and coamings, and move
lhrough restricted accesses

Is able, without assistance, to slep over a doorsill or coaming of 24
Inches {800 millimeters) in helght. Able to move through a
restelcted opening of 24 x 24 inches

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

Manipulate mechanical devices using manual and digital
dexterity, and strenglh

Is able, without assistance, to open and close waterlight doors that
may welgh up to 55 pounds (25 kilograms); should be able to
move hands/arms to open and close valve wheels in vertical and
horizontal directions; rotate wrists to turn handles; able to reach
above shoulder helght

Handle ship's sicres

Lift, pull, push, canmy a toad

Is abfe, without assistance, to lift at least a 40 pound (18,1
kilegrams} load off the ground, and to carry, push, or pull the same
load

General vesse! mainienance

Crouch flowering helght by bending knees}; kneel
{placing knees on ground); stoop (fowering helght by
bending al the walst); use hand tools such as span-ners,
valve wrenches, hammers, screwdrivers, pliers

Is able, without assistance, to grasp, lift, and manipulate varlous
commeon shipboard tools

Emergoency respense procedures
including escape from smoke-filled
spaces

Crawl {ahility to move body using hands and knees); feel
(ability to handle or louch fo examine or determine
differonces In fexture and terperalure)

Is able, witheut assistance, to crouch, kneel, and crawl, and to
distinguish differences In texture and temperature by feel

Stand a routine walch

Stand a routine watch

Is able, without assistance, to intermitlenlly stand on feet for up to
four hours with minimal rest periods

React to visual alarms and Insiructions,
emargency response proceduras

Distinguish an object or shape at a cerfain distance

Fulfills the eyesigh! standards for the merchant mariner credential

Reaot to audible alarms and
instructions, emergency response
procedures

Hear a specified declbsl (¢B) sound at a specified
frequency

Fulfills the hearing standards for the merchant masiner credential

Make verbal reperis or calt attention to
susplcious or emergency conditions

Describe iImmediate surroundings and activities, and
pronounce words clearly

Is capable of normat conversation

Parlicipate In five fighting activities

Be able to carry and handle fire hoses and fire
extinguishers

15 able, without assistance, to pull an uncharged 1.5 inch diameter,
50" fire hose with nozze o fuil extension, and to lift a charged 1.5
Inch diameter fire hose to fire fighling position

Abandon ship

Use survival aquipment

Has the agility, strength, and range of motion to put on a personal
flolation device and exposure suit without assistance from another
individual

1. The Medical Practitioner should indicate whether the appiicant can meet tha guidelines listed in the table above. If the Modical Practitioner doubts the applicant's
ability fo 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
applicant demonslrate the ability to meet the guidelines contained within this table. This does not mean, for example, that the appllcant must actually don an exXposure
suit, pull an unchanged 1.5 inch diameter 50' fire hose with nozzle to full extension, or lift a charged 1.5 inch diameter fire hose to firefighting position. Rather, the
Medical Practitioner may utilize alternative measures to satisfy themselves thal the applicant possesses the abllity fo meet the guldefines in the third column. A
description of the methods uiilized by the Medical Practitioner shouid be reperied in the Comments section provided below.

2. All practical demonstrations should be performed by the applicant without assistance, Any prosthesis normally wom by the appiicant, and any other ald devices, may
be used by the applicant In all practical demonstrations except 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 demonstralion, the appilcant should be seferred to a competent evaluator of physlcal ability, The Coast
Guard recognizes that not all medical practiioners will have the equipmant necessary to test all of the tasks as listed. Equivalent aiternate testing methadologies may
be used. For further Information, check the Merchant Mariner Medical Manual which can be found at hitps:#imedia.defense.qov/2019/Sepf1/2002181060/-1/-110f

CIM_16721_48.PDF

4. If the applicant Is unabie to perform afl of the funciions listed in the table above, the Medlcal Practitioner should provide information on the degree or the severity of
the applican{'s inability to meet the standards. The results of any practical demonstration or altendant physical evaluation should be racorded In the Comments section

provided balow,

Physical Ability
Results:

[

Appiicant has the physical strength, agility, and flexibility to
perform alf of the Hems listed in the physical ability table.

[

Applicant does NOT have the physicat slrength, agility, and flexibillly
to perform all of the items listed in the physical ability tabe.

COMMENTS:
(Please Print)

[l MEDICAL PRACTITIONER INITIALS:
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Print Applicant Name:(Lasf, First, M) Date of Birth: (MM/DD/YYYY)

Sactlon X Summary - To be complted by the Modical Practtonsr

a. Applicant proof of identity provided: D Yes DNo b. Cerlification recommendation:[j Recommended D Not Recommended ["__i Needs Furher Review

¢. Assessment: 1. Preliminary screening indicates that the applicant i not a high risk of having a condition(s) that poses a significant risk of sudden incapacita-
tion or debilitating compiication, to inciude, uncontrolled obstructive sleep apnea, diabetes mellitus or coronary [:] Yas D 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 No E:] Needs Further Review

d. Discussion: Piease discuss any conditlons subject to further feview Identiiled in Section (D) or any other concerns. Please print or type.

e. Medical Practitioner: My signature atlests, subject to eriminal prosecution under 18 USC § 1001, that all information reported by me s true and
correct to the best of my knowledge and thal | have not knowingly omitted or falsified any malerial Information relevant 1o this form. My signature also atlests
that | have fully evaluated all examination tests and resuits submitted in support of this application.

Last Name First Name M.L License Number State

I L || |

Signature Date (MM/DDYYYYY) Phene Number

‘ H l MD[] po[] Pa[] wnP[]

Office Street Address

City State Zip Code

’ | F | l i {Place office address slamp here)

Section X: Application Certification - To be completed by the Applicant = T TTT
My slgnature bslow attests, subject to prosecution undar 18 USC § 1001, that all information provided by me on this form is complele and true to the best of

my knowledge, and | agree thal it is to be considered part of the basis for Issuance of any medicat certificate to me. | have not knowingty omitted any
ralerial infarmafion relevant to this form. | have also read and understand the Privacy Notice that accompanies this form.

Signature of Applicant >< Dale (MM/DDAYYYY)

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 conlre} number.
The United States Coast Guard estimates thal the average burden for this form is 18 minutes. You may submit any comments concerning the accuracy of this
burden or any suggestions for reducing the burden 1o the Chief, Office of Merchant Mariner Credentialing, 2703 Mariin Luther King, Jr. Ave, S.E., STOP 7509,
Washington, D.C., 20593-7508,
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Print Applicant Name:(Las!, First, M1.) Date of Birth: (MM/DD/YYYY)

Section XI: (Optional) Applicant Consent - To be completed by the Applicant _

- Deglined [3

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 8 of this form, to release to, or discuss with authorized
Coast Guard personnel, any pertinent information in histher possession regarding any physical or medical condition that may require revisw by the Coast
Guard prior to determining whether the Coast Guard should issue a merchant mariner medical certificate.

| understand that this autherization Is voluntary. | also understand that faifurs to provide autherization could affect the Coast Guard's ability to make a timely
determination as fo whether the Coast Suard should issue me a merchant mariner medical cerificate. This autharization will remain in effect until the Coast
Guard determines whether to issus me the requested merchant mariner medical certificate for maritime service, but no Jonger than one year.

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

1 may revoke this authorization at any time prior to its expiration date by notifying the verifying medical practitiener Ir wrifing, but the revocation wil
nol have any effect on any actions taken before they received the notification.

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

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 revoks this
authorization at any fima prior to its explration date by notifying the Coast Guard in weiting.

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

Name of Organization or Third Parly

Crganization Point of Contact (if applicable) Phone Number

| I

Street Address

|

City State Zip Code

| | I

Signature of Applicant Date (MM/DD/YYYY)

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

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

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

Please provide the Name of the Organizatien of Third Party, Address, and Phone Number. Additional Third Party Authorization information may be attached
separalely.

Name of Crganization or Third Party

]

Organization Point of Contac! (if applicabla) Phone Number

| I

Street Address

|

City State Zip Code

l I 1

Signature of Applicant Data (MM/DD/YYYY)

|
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