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AMERICAN CLUB PRE-EMPLOYMENT MEDICAL EXAMIN R

IMPORTANT: The origi
kept by the clinic.

Date of Examination:

nal of this form is to be kept by the seafarer

1 l'{AY
(dd/m

Last Name First Name Middle Name

YN \
ft

Seafarer's Signature

ttiOTE: 'l-he passing or failure of the medical examinations for the following is based upon the 2019 American Club Pre-Employnent 
^/iecii.,;Examinction Guidelines. All relevant examinations must be completed and recorded below.

Iqos
b,,s-(r.:

Name

Mailing
Add ress .Tfr

EI o
Date of Birth
(dd/mm/yyyy)

Blood
Type/Group

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

799o + qPEr] T ROHNL
Medical Certificate No. Seafarer's Certificate No.: T{36VE3

L-/'

Examination
Results of Examination

Examination
Results of Examination

Pass Fail Pass Fa il

1. Medical History Q.uestionnaire
( atta ched )

g" tr
13. Ultrasound examination

(presence of gall and/or kidney
stones)

V
2. Physical Examination Y n 14. Hep B Antigen tr f
3. Dental Examination r n 15. Hep C Antibodies L:" tr
4r-.PsY€h€+6qi€el+€€e Edi+ E 15. VDRL w'
5. Visual Test g n 17. HIV Test iY
6. Color Vision E/ n 18. Stress Test w- I
7. Audiometry L{ n 19. Diabetes Y
8. Chest X-ray w' L] 20. Fasting Blood Sugar V
9. Electro Cardiogram

{ECG or EKG)
{ 2L. Glycosylated Haemoglobin

(HbA1c)
tr

10. Urinalysis "tr t_l 22. Liver Function Test tr i-t
11. Fecalysis (food service/lrandlers

onlv)
23. Alcohol/Drug Test N=+-- L]

l2.Complete Blood Count ,".
q u 24. Spirometry V tr

lf failed in any of the abovementioned examinations, please provide an explanation for the failure with the associated examination
number:
Exam #

Exarn #

Exam #

Has medication been prescribed because of this PEME? YES NO GP
"YE5", the Americqn Club PEME Declurotion

BEForm

Name of Medical Clinic: Qrlo,t nr^^..^-- Signature of Physician

DR.
M.B Rahman

F clne)

here

11

AND BY
o

rTt

Address of Medical Clinic:

Contact Phone No.:

r)2-33331 3678
Name and Degree of Physician
Name of Physician's Licensing Body; DR. MD. AYubur Rahman
Date of !ssue of Physician's License: Flnlay House

Date of Completed PEME Examination i MAY 20?fi "bft"D-c-}9etje.,l;ttg3"
Expiry Date for PEIVIE: I
(cann,:^t ire less rhAn onS calendar year] 5 }llAY 2020 0."??'=#B""i'l?..^

;n, 'n

[ ), )c<upt

u

Contact Fax No.:
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SlFl*&[S&N AM ERICAN CLU B PRE-EM PLOYM ENT M EDICAL EXAM I I\ATION

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

}'{AY
Date of Examination

Last Name First Name Middle Name

'eOYr1

o U

this

1

L-/'

Seafarer's Signature

[{OTE: lirr: passing or failure of the mcdical exarninations for the following is based upon the 20L9 American Club pre-Employntent [\/teL1ic.
Examinqticn Guidelines. All relevant examinations must be completed and recorded below.
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Name:

iVlailing
Address:

Date of Birth
(dd/mm/yyyy)

Blood
Type/Group

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

o I + kPEN T ROHfrL
Medical Certificate No,: Seafarer's Certificate No. T/267.

Examination
Results of Examination

Examination
Results of Examination

Pass Fail Pass Fa il

1. Medical History Questionnaire
(attached) { n

13. Ultrasound examination
(presence of gall and/or kidney
stones)

g.'

,! -!!ysical Examination tr n 14. Hep B Antigen Y- n
3. Dental Examination ( T 15. Hep C Antibodies rY-
4r-Psy€h€l€gi€ef+€€E er'.E g I.6. VDRL g.
5. Visual Test g I 17. HIV Test 5,.
6. Color Vision w il 18. Stress Test {_ T
7. Audiometry V n 19. Diabetes Y x
8, Chest X-ray w' t_l 20. Fasting Blood Sugar w, n
9. Electro Cardiogram

(ECG or EKG)
{ 21, Glycosylated Haemoglobin

(HbA1c)
V

10. Urinalysis "tr Lf 22. Liver Function Test t{ I
11. Fecalysis (food service/handlers

only) u./ 23. Alcohol/Drug Test g/
l2.Complete Blood Count q u 24. Spirometry V i-

lf failed in any of the abovementi oned examinations, please provide an explanation for the failure with the associated examination
number:
Exam #

Exam #

[xam #

Has medication been prescribed because of this pEME? YES n NO ts "YES", the American Club PEME Declqration
Form M BE com

Name of Medical Clinic: Qao 
^

tll-rrrra^-.^ Signature of Physician

DR. M RaM B,
F

1AA-

here

11

AND tlY
m

Address of Medical Clinic:

Contact Phone No.:
eontact Fax No.: o-2-33331 367
Narne and Degree of Physician:
lUgryg of Physician's Licensing Body: DR.
Dale of lssue of Physician's License: Finl H

- 
la]q of Completed PEME Examination: C Fl6g No 1',r

Expiry Date for PElVlEr

cann.rt be less tha Iendar
5 MAY 2020 h
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'r!.$f.:re**V, AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE_2019

IMPORTANT: This medical history form must be completed in the prese
physician

i" : American Club Hologram Sticker No. (from previous page)
'r':'Doctor's Initials:

Last Name First Name

h

Name

+

Middle Name

Seafarer's Signature

U cpfr t),DOHome Address:

Seaman's Certificate No

?36
Employer

VANAWffM-EWritl
in case cf em

o l
not

9
Phone No.

Date of Birth
(dd/mm/

Relationship
Address Phone No.

Personal cian or CIinic

lf "Y?-5" to any of the above, please explain

,rrny other tnajcr nredicalor physical conditions?

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

Overall, would you say that your health is (please check only one)
I Excellent E Fair

YES NO

n \z-
\--/

i

nl€--

V

NO

U-
lf you have allergies, please describe

lf "YES", how lo

If "YES" how m cks da

lf "YES", how much and how often:

Are you presently on any medication(s)? YES U NO
'U-

lf "YES", please list prescription and over the counte r medications you take
regu la rly

I

L)octors and staff of this Clinic. I am aware that the
crrent of arry ntisrepresentation either by sta tement or omission I will lose the riBht to benefit from sick pay and / or cornpensation which would otherw;se be due undr:r thoContract of [mployment or under any Collective Bargaining Agreement. lAlso Here by

,.Seaman's Nr^O"rlf?-6'7-p-p, Hereby Declare that I have made full disclosure of all of my medical history to rho
information supplied by forms the basis upon which I will be offered employment as a seafarer" I understand that in thl

Fit For Duty on Board Ship

n's Phone No.:

Family!!story
YES

tl ia betes
NO YES NO
tg Ca ncer T tr

l'ligh Blood Pressure

i lea rt Disease tl
tr

-ffi
IVental lllness u {
E pilepsy/Se izu re u t&..

YES NO

Dia betes tJ tr iaundice or Hepatitis
Heart Trouble rl v' D izz in ess

High Blood Pressure l w' Baci< Problems
Shcrtness of Breath L- { Slipped Disk

Chest Pain T v Wrist Problems
Chronic Cough T 9.,' Fractured Vertebrae
Asthma T ru/' Arthritis/Gout
Tu bercu losrs iV Kidney Problems
Rheumatic Fever tr A/" Ca nce r/Tu rnor
Frequent Headaches T V Rash or Skin Problems
Vision Problems f { H e rnia/llyd rocele
20/20 Vision n V Varicose Veins
Epi lepsy/Seizu re I v -Drug Problems

tr
al

Hearing Problems n 9." Mental Breakdown n V
_p_ry:!fggl!u l-l m pa i rme nt, De p ress ioll g r M e nta I I I I n ess n V

T w'

MALE ONLY YES

Prostate Problems
NO FEMALE ONLY

Pregna ncy

Breast Lumps

Menstrual lssues

YES NO

n ft
Tcsticular L.um s tl
Peniie Discharge n

n n
n n

VES NO

f1e you currentiy under a doctor's care? n i_0/
lf "YES", for what prob

L]llave

from the one noted above)n's name and address d iffere nt

or have been hos italized?u had su it
ifllYES". provide the date(s) anrd give details below

Allergies YES

Do you have any allergies? i:l

Date of last Tetanus vaccination (dd/mm/yyyy)
L.ist other vaccinations/dates:

Qale of last dentalcleaning:
(dd/mm/yyyy)
(dd/mm/yyyy)

[]ate of any recent dental work: (dd/mm/vvvv)

Do you drink
a Icoho l?

NO

Do smoke?

u

YE5

Do you use or take
any drugs? F" used:

"YES", name the drugs and how often

and/or the Owners and/or. lmuranc€ of the Vessel or their authorized represen tatives
consent to my medical records being made available upon deniand to rny cmpioyers

\
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Address:

L]

n

Have you received treatment for the following?

il f-'
ti
tr
T

I

n
-r-

L

n v
tr V

Sexua lly Transmitted Disease

u

t

tJ

E'



THE.AT{HffiICAN
it!lo\-LUS

AMERICAN CLUB DECLARATION FORM _20L9

IMPORTANT: lf medlcation 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 condrtion of rssuing this American Club PEME certificate, this form MUST BE completed by the clinic.

AmericanClubHologramStickerNo.(fromfirstpage):-

Doctor's lnitials:

IYDIgMfrT L I-/OS9fiTN Seaman's Numae, T/36V?3 , Hereby Dectore that
I understond thot I hove been issued an American Club pre-employment medical exomination form occording to
the stondards of American P&l club so thot I may be employed on the understanding thot I will be responsible

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

ln arldition, the following medical recommendotion hove been given to me by the doctor for the medical
condition of (name(s) of prescribed medication(s))

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

has explained to me what my condition is, what medication is required ond how this should be odministered.

I hereby ogree to ensure that I follow taking prescribed medication and following medicol recommendotion
given to me by the doctor ond thot I will take responsibility for making arrangements to secure the medication
during the course of my employment as prescribed. Any additionol medical evaluations and testing I moy need
because of the pre-existing condition are to my responsibility.

My signature below acknowledges my receipt and understanding of this Declaration and I thot I hod on

opportunity to discuss any questions or concerns about this notice with o member of the PEME team and that
my noncomplionce yith this undertaking hove been f ully explained to me and I confirm that I understand the
same.

I have given the original of this Decloration to the medical facility where the Americon Club pre-employment
medicolhxaminotion form hos been issued. t confirm to keep the copy of this Declarotion through the term of
validity of pre-employment medicol exominotion form.

Seoforer's V
Signature:

Dqte l, 6 trAY 2020 (mm/dd/yyyy)

Witnessed by:

{ P hysi cia n's si g n otu re )
DR.

,vt. B
MD.
,B.S G Mocticine)

n

Firllay House
'11 ,/\(rrrl)ic, C/A. Chattograrn' 

br.,l'oc Rog No: A-1142O
AT{t) APPF'OVED E}Y

D(i ShiPPing
Clovt- ot Bangiadsoh

M


