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IMPORTANT:
kept by the cl

of Examination:

Last Name AZrgZ

--j_9IAY !92-!- @d/mm/yvvy)

The original of this form is to be kept by the seafarer. A co
inic.

First Name .4s,zny-suZ Middle Name
b,e2-Yost lParr - 5'57, qfr

W*
Seafarer's Signature

NorE: The passing or failure of the medical examinations for the following is based upon the 2019 Americon Ctub pre-Employment Medicql
Exomination Guidelines. All relevant examinations must be completed and recorded below.

Name:

Mailing
Address;

I ,'4224 , /a/,s4*4.rrz
Date of Birth

(dd/mm/yyyy)
Blood

Type/Group Place of Birth (City/Country) Name of Ship/Vessel

)/- tt- /99? flv' BAzrE Rtypz
Medical Certificate No.:

Examination Results of Examination
Examination Results of Examination

Pass Fail Pass Fail
1. Medical History euestionnaire

(attached) { u
13. Ultrasound examination

(presence of gall and/or kidney
ston

{
2. I Examination w u 14. Hep B Antigen fr T3. Dental Examination r l 15. Hep C Antibodies w' L]t*tJ g 15. VDRL vf T
5 Visual Test g" l 17. HIV Test Y) Ia' T fr^ n

u 19. Diabetes w' T8. Chest L] 20. Blood ,Z'^ tr9. Electro Cardiogram
or { 21. Glycosylated Haemoglobin V

10. tr u 22. Liver Function Test E^ u
11. Fecalysis (food service/handlers

o ,fr' 23. Alcohol/Drug Test w'
12.Com lete Blood Count _d n 24. Spirometry V' T

If failed in any of the a

number:
bovementioned examinations, please provide an explanation for the failure with the associated examination

Exam #
Exam #

Exam #

Has medication been prescribed because of this pEME? YES NO w ES", the American Club pEME Declqrotion
UY

leted irdForm MUST BE

Name of Medical Clinic:

Address of Medical Clinic:

M,EI-B T

Contact Phone No.r
Contact Fax No.:
Name and of
Name of 's Licens

Physician's License:Date of lssue of I BY
Date of Completed PEME E,,*"i""tion;-Z
Expiry Date for pEME:

(cannot be less than one calendar year) 9 l'{AY 2r,28
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6. Color Vision 18. Stress Test
7. Audiometry V
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AM E RICAN CLUB MEDICAL HISTORY QUESTION NAIRE-2019

This medical history form must be completed in the presence

ClubHoIogramStickerNo.(frompreviouspage):-
Doctor's lnitials::.:

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

Any other major medical or physica I conditions?

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

lf you have allergies, please describe:

Overall, would you say that your hJ,alth
D Excellent Ycooa

is (please check only one):
n Fair

Seaman's Num 5{/
Declare that I have made full disclosure of all of my medical h istory to the

Doclors and staft of thls Clinic. I am aware that the information s upplied byforms the basis upon which lwill be offered em ployment as a Seafarer. I understand that in Lhc
ovcnt of any misrepresentation either by statement or omission I will lose the right to benefit from sick pay and f or compensation which would otherwise be due under the
Contract of Employment or under any Collective Bargaining Agreement. I Also Hereby consent to my medical records being made available upon demand to my employors

Family History
YES NO YES NO

Dia betes n M/ Ca ncer l N--
High Biood Pressure n v' Mental lllness x V
Heart Disease L] g,' E pi Ie psy/Seizu re n ld--

MALE ONLY YES NO FEMALE ONLY YES NO
Prostate Problems I v, Pregna ncy u n
Testicular Lumps u g' Breast Lumps n tr
Penile Discharge n [}' Menstrual lssues L] n

YES NO
Are you currently under a doctor's care? tr v
lf "YES", for what problem(s)?
Physrcian's name qld qd{rel{!!I!grent from the one noted above)

llave you hadswgeries or have been hospitalized? n N--
lf "YES" , provide the date{s) and give details below:

Date of Iast letanus vaccination (dd/mm/yyvv)
List other vaccinations/dates

(dd/mm/yyyy)
Date of last dental cleaning: (dd/mm/yyyy)
Date of any recent dental work: (dd/mm/yyyv)

w,

Name
Last Name First Name Middle Na

Seaman's Certificate No.

Seafarer's Signature
.2

or Clinic:

Employer

a

7

gz

-/2- /9go

Persona I

Home Address

Date of Birth
Phone No.

2f
LtRelati,

Phone No.:

cian's Phone No.:

ln case of
Ad d ress:

Add ress:

received treatment for the folHave

YES NO YES NO
Dia T V iaundice or Hepatitis f V
Hea rt n W.' D izz in ess L] E-

Blood PressureH I 8," Back Problems n g'
Shortness of Breath tl V Slipped Disk n Y

Pain T ts"- Wrist Problems tl 9,"
Chronic fl Ll,' Fractured Vertebrae fl t3'
Asthma g" Arth ritis/G o ut n V
Tu bercu losis tl [d Kidney Problems n E/
Rheu matic Fever fl L:f Ca ncer/Tu mor tl V

HeadacF T d Rash or Skin Problems T Y
Vision Problems fl Y" He rnia/Hyd roce le n g/-

Vision T V Varicose Veins T F'
izu reE u 3' Drug Problems ft Y^

ProblemsHea u V Mental Breakdown n v
n or Mental lllnesslm I Y

Sexua Transmitted Disease

YES NO

ies?Do a a n fr

YES NO

Do you smoke? l \tr- lf "YES", how long?

lf "YES", how many packs per day?
Do you drink
a lcoho l?

t.l E"" lf "YES", how much and how often

, name the drugs and how often

ona

T

YES NOAre

a dru ?

medication ?

Do you use or take

used:

, please list prescription and over the counter medlcations you takeIf .,YES"

regu la rly:

and/or the Owners and/orlnsuranee of the Vessel or their authorized representatives.

Fit For Duty on Board Ship

IMPORTANT:
pnysrc an.
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*t*
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Trouble

n

L] B.

have
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a condition of issuingthisAmerican Club PEME certificate, thisform MUSTBE completed bythe clinic.

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

Doctor's lnitials:

4ryrrrru, ,D/aly fu7e;zz-Seomon's Number Hereby Declare thot
I understond thot I have been issued an American Club pre-employment medicatexominotion form occording to
the stondards of American P&l club so that I moy be employed on the understonding that I will be responsible
for taking the following prescribed medication(s) (name(s) of prescribed medication(s)):

ln addition, the following medical recommendation hove been give.n to me by the doctor for the medical
condition of (name(s) of prescribed medication(s))

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

hos explained to me whot my condition is, whot medication is required ond how this shoutd be administered.

I hereby agree to ensure that I follow toking prescribed medicotion and following medicol recommendotion
given to me by the doctor and thot I will toke responsibility for moking orrongements to secure the medication
during the course of my employment os prescribed. Any additional medical evaluotions and testing t may need
because of the pre-existing condition ore to my responsibility.

tVly signature below ocknowledges my receipt and understanding of this Decloration ond I that t had an
opportunity to discuss any questions or concerns about this notice with o member of the PEME teom and that
my noncompliance with this undertaking have been f ully explained to me and I confirm that I understond the
same.

I have give,n the original of this Declaration to the medicol facility where the American Ctub pre-employment
medicol e*ominotion form has been issued. I confirm to keep the copy of this Declaration through the term of
validity of pre-employment medicol exomination form.

Seafarer's
Signature:

Date 2o - af 'Zct z6;
(mm/dd/yyyy)

Witnessed by:
( P hysi cia n's si g n atu re )

OR. M
I\/l B. B

D. Ayubu.s. P:G.'r (Medlc
a

ln(,
n(

Flnla\, HoLlse
11. Aorabad -/A' Cnattograrn"b't\ioc R;s N6: A-1142o-ar.to aPFROWee gv

DG ShiPpirrgt
Govt- of BCngtade.sfl



iijrr*""rt.V 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 found, as
a condition of issuing this American Club PEME certificate, this form MUST BE completed by the clinic.

AmericanClubHologramStickerNo'(fromfirstpage):-

Doctor's lnitials:

t, 4rrrrrru, ,D/a/y fu7szt'Seamon's Number Hereby Declore that
I understond thot I hove been issued an Americon Club pre-employment medical exominotion form occording to
the standards of American P&l club so that I moy be employed on the understanding thot t witl be responsible
for taking the following prescribed medication(s) (name(s) of prescribed medicotion(s)):

ln addition, the following medicol recommendation hove been give.n to me by the doctor for the medical
condition of (name(s) of prescribed medicotion(s))

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

has explained to me what my condition is, what medication is required and how this shoutd be administered.

I hereby agree to ensure that I follow toking prescribed medicotion ond following medicol recommendotion
given to me by the doctor and thot I will toke responsibility for moking orrongements to secure the medication
during the course of my employment os prescribed. Any additionol medicol evaluotions and testing I moy need
because of the pre-existing condition ore to my responsibility.

My signature below acknowledges my receipt and understanding of this Declaration ond I that t hod an
opportunity to discuss any questions or concerns about this notice with a member of the PEME team and that
my noncompliance w.ith this undertaking have been fully explained to me ond t confirm that t understond the
some.

I have give,n the original of this Decloration to the medicol facility where the Americon Club pre-employment
medical eiomination form has been issued. t confirm to keep the copy of this Declqration through the term of
vatidity of pre-emptoyment medicol examination form.

Seoforer's
Signature:

Date 2,:' of 'Zct z6;
(mm/dd/yyyy)

Witnessed by:
( P hysi cio n's si g n atu re )

OR. MD. Avubu
.S. P:G,'T (Medlcine

n( a
M, ET. B
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