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AM E RI CAN CLU B PRE-EMPLOYMENT MEDICAL EXAN/I I NATION

IMPORTANT: The original of this form is to be kept by the seafarer. A

DEC

Last Name First Name

D rf fiLl fi"/+tf(( A . ?{rl /)4.

kept by the clinic.

Date of Examination: 1 (dd/m rnlyyyy)

Middle Name
ptr)-a' /9d41/+

t/

Seafarer's Signature

NOTE: Thepassingorfailureofthemedical examinationsforthefollowingisbaseduponthe2Ol9AmericonClubPre-Employmentite;icn!
Exomination Guidelines. AII relevant examinations must be completed and recorded below.

tI lailed in any of the abovementioned examinations, please provide an explanation for the failure with the associated examinatit:n
number:

Sxam #
;xam f; .1 I

L;

Name:

Mailing
Address:

Name of Ship/Vessel
Date of Birth

( d d/m m/yyyy)
Blood

Type/Group
Place of Birth (City/Country)

h4 $'t* ' ,U\ RtYlt ( | ftr4 {.t t-D l.
Seafarer's Certif icate No. :

Examination
Results of Examination

Examination
Results of Examin:tir:n

Pass Fail Pass Faii

1.. Medical History Questionnaire
(atta ch ed )

d tr
13. Ultrasound examination

(presence of gali and/or kidney
stones)

\Zl t.i

2. Physical Examination g n 14. Hep B Antigen { T--]L

lf, tr 15. Hep C Antibodies { [_r

4" PEyehelegieal Test +V g 15. VDRL w' L]
5. Visual Test w l 17. HIV Test w i__]

6. Color Vision V T 18. Stress Test w
7. Audiometry W f 19. Diabetes !4
8. Chest X-ray w u 20. Fasting Blood Sugar g' rlU
9. Electro Cardiogram

(ECG or EKG)
{ 21. Glycosylated Haemoglobin

(HbA1c)
z''

10. Urinalysis E' tr 22. Liver Function Test w
11. Fecalysis (food service/handlers

on ly)
{ 23. Alcohol/Drug Te$t fl'

12.Complete Blood Count { tr 24. Spirometry t1 1.,.1

Has medication been prescribed because of this PEME? YES n 16NO
lf "YES", the Ameri::an Club PEME Decloration
Forin MUST BE completed (third page).

Name of Medical Clinic CARANIAGNOSTIC CENTRE Signature of Physician

here

AND BY

Address of Medical Clinic:

{..*ntact Phone No.; 02-33331 3678
Cofitact Fax No. -- oahfitArl
i'Jame and Degree of Physician:

FI

BY
DG Srr

Name of cian's Licen

of lssue of License:

Oate of Com PEME Examination l.

Expiry Date for PEME: I
(cannot be less than one calendar year)

2 DEC 2027

6E 'La4zS' / 7? t

t4&h ilvpl{l 447LlD" ,9r) '

P/'ledical Certificate No. :

L Dental Examination

tr.,
T

f



.---%ffffi AM E RrCAN CLU B MEDTCAL HTSTORY QUESTTONNAT RE-2019

IMPORTANTT This medical history form must be completed in the prese

3i,,,s c an,

American Club Hologram Sticker No. (from previous page):

Doctor's lnitials:

First Name

t e9F
R?YC.
\$"
p

+

Middle Name

{z/} . eA Y,+nr @4-/2. /'A'

n/r.. :

Name

Home Address:

Date of Birth

Last Name

*tro llI

o
!n case of emer

^ Cdress:

not Seafarer's Stanature

L'DU

Phone No. Seaman's Certificate No Employer

" &1, 7tr tlw4 L3se+ 2- V/tadulP.0 l4fiwT/ tfi(

Phone No.

Relatio

Personal Ph ician or Clinic

Ad d ress

Fami

i High Blood Pressu

Heart Disease

re

rl '''i E5" to any of the above, please explain:

I rv other major medical or physical conditions?

lf "YES" to any of the above, please explain

cu rre under a doctor's care?
:l "YES", for what blem (s)?

sician's name and address different from the one noted a

iiave u had su ries or have been hos lized ?

if "YES,, rovide the and ive details below

Allergies YES l\!*
Do you have any allergies? n ac--

lf you have allergies, please describe:

"YES", name the drugs and how ,:fir:r
used

NC

lf "YES", please list prescrrption and overthe counter medications yo,.i ia'

331

u

tl

[]

: l'i.tati, would you say that
[] Excellent

your health is (please check only one)

€'Good E FairI

DECLARATION:)tiuibel ea:tLfr- u0le9, Seaman's Number Declare that I havr rnade full disclosure of allof my meCical hrstoi)/:o tr,r,

'r''ctJrs and staff of this Clinic. I am aware that the information supplied by forms the basis upon which I will be off:red employment as a Seafarer. I understand that iir lil.:
:'ri:nt of any misrepresentation either by statement or omission I will lose the right to benefit from sick pay and / or compensation which would otherwise be due under :.i:i:
Contract of Employment or under any Collective Bargalning Agreement. lAlso Hereby consent to my medical records berng made avarlable upon demand to my emplo'./er5
and/or the Owners and/or lnsurance of the Vessel or their authorized representatives.

YES NO YES NO

Dlabetes n g Ca ncer tr w
n i9' Mental Illness n g'
u A.- Epilepsy/Seizu re n E/

Have received treatrnent for the
YES NO YES i.r r)

Diabetes n laundice or Hepatitis L]

Heart Trouble t Di zzi ness

Blood PressureH Ll Back Probldms

Shortness of Breath ! ed Disk

Chest Pain I Wrist Problems

Chronic Co h il Fractured Vertebrae n
Asthma L] out tr
Tuberculosis l: Ki Problems tr .V
Rheumatic Fever n Ca ncer mor fj

nt Headaches Rash or Skin Problems

Vision Problems U Herni

20120 Vision tr Var jrcse Veins u
izureI [] ProblemsDru t-l

ProblemsHe u Mental Breakdow,n t_l

lr ssion or Mental lllness

Sexua Transmitted Disdase

ri

MALE ONLY YES

Prostate Problems
NO FEMALE ONLY

Pregna ncy

Breast Lumps

Menstrual lssues

YES NO

u il
Testic u la r !TE_
Penile Discharge

tr tr
fj n

NO

E--

n

Date of last Tetanus vaccination (dd/mm/yyyy)
List other vaccinations/dates:

(ddlmm/yvvy)
Date of last dental cleaning
Date of any recent dental work

(dd/mm/yyyy)
(ddlmm/yyyy)

YES NO

Do you smoke? n g lf "YES", how long?

lf "YLJ", how many packs per day?

Do you drink
alcohol?

6,/ lf "YES", rrow much and how often

Do you use or take
any drugs? €/

medicationAre on ? YES n

Fit For DutY on Board ShiP

,r'l' .-i

tu+
Physician's Fhone No.:
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"---*tryilut
AMERICAN CLUB DECLARATION FORM _2OL9

IMPORTANT: lf medication has been prescribed by the clinic, the seafarers BMI has been found to be

between 30 and 32.9, or any other relevant medical condition requiring lifestyle changes has been faunri, as

a condition of issuing this American Club PEME certificate, this form MUST BE completed by the clinic.

American Club Hologram Sticker No. (from first page):--

Doctor's lnitials:

A-[f {"L>O*L qW]/<, seqman,s Number
q f-/s?? L ,

Hereby Declare thot
t understond that I hove been issued on Americon Club pre-employment medical exominotion form according ta
the stondords of Americon P&l club so thot I may be employed on the understonding thot I will be responsible

for toking the following prescribed medication(s) (nome(s) of prescribed medicotion(s)):

l,

ln addition, the following medicol recommendotion hove been given to me lsy the doctor for the medicai
condition of (nome(s) of prescribed medicotion(s))

(name of doctor(s), nome of clinic, this physician is required to sign this form at the bottom)

hos explained to me whot my condition is, whot medicotion is required ond how this should be odministered.

I hereby ogree to ensure thot I follow toking prescribed medicotion ond follawing medicol recommendotion
given to me by the doctor ond thot I will toke responsibility for moking arrdngements to secure the medlcation
during the course of my emptoyment os prescribed. Any odditional medico! evoluotions ond testing I mov need

because of the pre-existing condition ore to my responsibility.

tvly signoture below ocknowledges my receipt ond understonding of this Declorotion ond I thot I hod on

opportunity to discuss ony questions or concerns obout this notice with o member of the PEME teom ond that
my noncomplionce with this undertoking hove been fully exploined to me and I confirm thot I understond the

s0me.

I have given the original of this Declaration to the medicol focility where the American Club pre-employment

medicol dxominotion form has been issued. I confirm to keep the copy of this Declorotion through the term of
validity of pre-employment medicol exominotion form.

Sedfarer's ,r,z

Signature

Dqte I 3 DEC 2025 mm/dd/yyyy)

witnessed by: fu.
(Physicion's signature): l/DSffil
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