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AMERICAN CLUB PRE.EMPLOYMENT MEDICAL EXAMINATION FORM

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

Date of Examination: (ddlm m/yyyy)

Last Name First Name

XMI N, D NR N

Name of Ship/Vessel

0q o

Name

Mailing
/rdd ress

Date of Birth
(d mml

,6
Q-OO

NOTE: Tnepassingorfailureofthemedical examinationsforthefollowingisbaseduponthe20l.9AmericonClubPre'En-,cJ,.''::'
Exontnotion Guidelines. All relevant examinations must be completed and recorded below.

Seafai'er's S g,r;lu

Faii
Exam ination

l-. MeOical History Questionnaire
(aiiacirr:ri)

2. Pirysicai Examination
3. [)enral Ixamination

Results of Examination

Pass

,d

i 4.+&y€fi€isgi€e{{{'6+
5. VisualTest
6. Color Vision
7. Audiom etry

9. Electro Cardiogram
ECG or EKG

10. Urinal ts

if failed in any of the abovementioned examinations, please provide an explanation for the failure with the associated exan:in:-rticn
nuinber:
Exa rn ll

Exam H

Exam H

f,-fl

Blood
rou

Place of Birth (City/Country)

AI JI
Seafarer's Certificate No.: w

Results of Examination
Pass Fail

Examination

,l T

d u

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

L4. Hep B Antigen
lr{
I]-ffi-

u

L]

g
15. Hep C Antibodies
16. VDRL

17. HIV Test
t{/ L] 18. Stress Test
t4t^ I 19. Diabetes
t4 T 20. Fasting Blood Sugar

d 21. Glycosylated Haemoglobin
(HbA1c)

g' T 22. Liver Function Test d
1-1. Fecalysis (food service/handlers

oniy)
|{ 23. Alcohol/Drug Test

6 T12.Complete Blood Count 24. Spirometry

Has rnedication been prescribed because of this PEME?

lrJame and D eof ctan

Name of Ph ician's Licen Bo

Ilate of lssue of cian's License

lf "YfS", the Americon Club P{N\{ l}erl*rrf ;r:r
Forrn MUST BE c leted {third ).

YES t] NO t[

SABADIAGNOSTIC CENTER

Tahs $aflter 
,l0, 

Mabd CIA Chattoffiin

Name of Medical Clinic

Address of Medical Clinic

Contact Phone No.l 313

0 7 ocT 202I

cirto)G.T ( MCd,

C,irr<)/
l\/afl(: r<':t-)

ED BY
l](, SlFri

Signature of Physician

h orc
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.T (Me(t oine)

20

vuo

BY1 0, Aq]';!
E'M

DR. M
'L4.B.El

leted PEME ExaminationOate of Com
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z,
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Middle

Medical Certificate No.: ,
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il

il
il
il

a ; I i{,

d I

8. Chest X-ray V' i.l
dt i1

il

t,l

tl d i-t

t4 I]

aontact Fax No.:
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u 0 uLl LULJ
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Expiry Date for PEME:

lcai-r-rilf i:e less than one calendar year)
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AM ERICAN CLU B MEDICAL HISTORY QUESTIONNAI RE_2019

IMPORTANT: This medical hlstory form must n".o*pt"t.O ln the presence

physicia n.

American Club Hologram Sticker No. (from previous page):-_-
Doctor's lnitials:

Last Name First Name Middle Name

h

Home Address
,LA NI

EmployerDate of Birth
n-t

emergency, notify Seafarer's Signattr:e

qt

-_(o
6
1-
I

ci,

-AKI lst.)

Phone No Seaman's Certificate No.

'Qoat olL2L sEoto ?"

YbfWr-LP1*?t Relationship:

0[*I1 -LW+47-LPhone No.

Personal Physician or Clinic ---Egr cian's Phone No 591367u
Alidress

NO YES NO

tr

Hi Have received treatment for the

i) ,i. .i .r.r tr,, 'l,rl c eaning

!ate ol any recent dcntal work:

Overall, would you say that your h is (please check only one)

E Excellent Good n Fair

cvcnt of ary nrisrcprcsortation either by statement or omlssion I will lose thc right to
Contracl 01 i mpioynrCnt or undcr any Collectivc llargaining Agreement. l Also Hereby
,rnd/orlhi: Owrr:rs aird/or lnsurance oftheVcssel ortheir authorized represcntatives.

Jaundice or H

Dizz ine ss

Back Problems

sli Disk

'vV:ist Problems

He Problems Mental Breakdown

ent, Depression or Mental lllness ,/
Sexu Transmitted Disease

Allergies YES NG

Do you have any allergies? u r./
lf you have allergies, please describe

YES NO

Do you smoke? n il
lf "YES", how many packs per day'l

Do you drink
a lcohol?

n {
Do you use or take

any drugs?
tl ,{

lf "YES", how Ion

lf "YES", how much and hotry ofton

lf "YES", name the drugs and how citerr
used:

benefit from sick pay and / or compcnsation which would othcrwise bc dt'i: u 'dil' i rl:
consent to my medicaL rec made

Cancer

Mental lllness_..,:.
Eprlepsy/5erzure

ai t s

YESiN

tl

Di a bete s

iiigh Blood Pressure

rleart Disr:ase: -f tr
l{ "YF S" to arry of thc above, please explain

Any othcr major nredical or physlcal condltions?

MALE ONLY

lr(-rstale i)roblerrs

j:lestlcY]ar Lumrl

I Fenile 
_Dlscharge

t-l

!-_
I "\'LS" to any of thc above, please explain

-!.::

:,r..rr-ir oi ns1 lctanL.rs vacclnation

List Dlher vacclnatio ate s

i"i{bTBX / Rf!N' Je43,*."', tr-o@l'SD HerebyDecraretharhavemaderurdiscrosureorarof myrnedicar hisrofvtol l

ords demand io my Otrrirli)ya15

YES

Diabetes L] il^
Heart Trouble fl g

t,l dHigh Blood Pressure

n ZShortness of Breath

t_l IChest Pain

u d Fractured VertebracChronic Cough

tr d tAsthma Arthritis/Go ut

Kidney ProblemsTu bercul osls E d
Rheumatic Fever L] tl Ca ncer/Tu m or

t,l 'd'Frequent Headaches

,4
Rash or Skin Problerns

Hernia/Hyd roce leVision Problems i_l

20l20 Vision ll E{ Varicose Verns

E pi I ep sy/Sei z u re LT Drug Probienrs

d

FEMALE ONLY

Pregnancy

YES

n
NO

Breast Lumps n n
trl!4enstrual lssues n

YES NO

tr d.Are you currently under a doctor's care?

lf "YES", lor what problcr'il(s)?

if different from the one noted an's nilrne and address

trllavc you had surgeries or have been hos lized?

If .,YES,, details below, ovide the da and

(dd/mm/yyyy)

(dd/m m/yyyy)
(d{/qmlvvvv)
(dd/mm/yyyy)

YES L] NOAre you presentlv on any medication(s)?

lf "YES", please list prescription and over the counter medlcations yoir t,rl< e

regu la

Fit For Duty on Board ShiP

i\;l n-r e:

d-=IS

YI\I l5LLI o6
tO ft-
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I AMERICAN CLUB DECLARATION FORM *2019

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

Doctor'slnitials: :,..__

I

nd, as

***
iMPORTANT: lf medication has been prescribed by the clinic, the seafarers BMI has been fc)i.;i-li.l ',. irr.

between 30 and 32.9, ar any other relevant medical condition requiring lifestyle chan'ges ha:-: li.c-, ii-.i,

a condition of issuing this American Club PEME certificate, this form MUST BE completed b.v thlr cr ,,,..

Seaman's Number Hereby Declare thst
i

t, TIA K N
I understand thot I hove been issued an American Club pre-employment medical examination form according to
the standards of American P&l club so that I moy be employed on the understanding that I will be respansible

for taking the following prescribed medication(s) (nome(s) af prescribed medication(s)):

itiottli: cf doctor(s), name of clinic, this physician is required ta sign this form at the bottom)

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

I hereby agree to ensure that I follow taking prescribed medication and following medical recommendation
given to me by the doctor and that I will take responsibility for moking arrangements to secure the medication
during the course of my employment as prescribed. Any additional medical evoluations and testing I moy need
because of the pre-existing condition ore to my responsibility.

N|y signature below acknowledges my receipt and understanding of this Declaration and lthat lhad an

c;pportunity \o discuss any questions or concerns about this notice with a member of the PE|VIE teom ond thot
my noncomplionce with this undertaking have been fully explained to me and I confirm that I understand the
sc me.

i hcve given the original of this Declaration to the medical facility where the American Club pre-employntent
rnedical examinotion form has been issued. I confirm to keep the copy of this Declaration through the term ol
validity of pre-employment medicel examination form.

Seoforer,s
Signiature:

Date: 6

Witnessed by:
( P hysici a n's sig noture ) :

1
10.

B

S-irirlt)i
B\"

'i')
d*

ln addition, the following medical recommendation have been given to me by the doctor for the medical
condition of (name(s) of prescribed medication(s))

w
A,


