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kept by the clinic;

Date of Examination
PHOTOGRAPH

PRE.EMPLOYMENT MEDICAL EXAMINATION FORM

ginal of this form is to be kept by the seafarer. A copy must be

I JAtl 20Zt
(dd/rnm/yyyy)

-2019

Name:
Last Name First Name Middle Name

Mailing
Address:

Gex 4oA e2c Rn9|4'
TbLtt26n 3,v ata

Date of Birth

1ad/mm/vvvv) ^

Blood
Type/Group

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

7e- /a'' )7b * M
Medical Certificate No' Seafarer's Certif icate No CJ rlY t f? Seafarer's Signature

NorE: The passing or failure of the medical examinations for the following is based upon the 20L9 American Club Pre-Employment Medicol

Examination Guidelines. All relevant examinations must be completed and recorded below.

Examination
Results of Examination Examination

Results of Examination

Pass Fail Pass Fail

1. Medical HistorY Questionnaire
( attached )

w'
13. Ultrasound examination

(presence of gall and/or l<idneY

ston es)

u,-

2. Ph ical Examination V n 74, B Ant n w' u
3. Dental Examination ri f 15. Hep C Antibodies E' fl
q"-+sW*e+egi€aH€st g E 16. VDRL V ft
5, Visual Test 4 u 17. HIV Test g" T
6, Color Vision w r-:l 18, Stress Test { n
7. Audiometry g' n 19. Diabetes ET n
8. Chest w fl 20. Fasting Blood Sugar { []
9, Electro Cardiogram

ECG or EKG
g' 21. Glycosylated Haemoglobin

HbAl-

tr
10, Urinalysis V L_1 22. Liver Function Test V n
11. Fecalysis (food service/handlers

only)
Y n 23. Alcohol/Drug Test V

l2.Complete Blood Count w L] 24. Spirometry ty' n

lf failed in any of the abovementioned examinations, planation for the failure with the associated examination

nu mber

please provide an ex

m#

Exam #

"YES", the Anterican Club PEME Declarotion

Forrn MUST BE com irdtr NOYE5Has medication been prescribed because of this PEME?

Address of Medical Clinic:

Contact No.

Contact Fax No.
DR. M D. AYU t>ur

Name and
a t er,c:rr-f:. tr eician's LicenName of

Ftec, 1't 20aFJO.n's LicenseDate of lssue of
t) G -= tli t)PEME Examination:Date of

Signature of PhYsician

o.

here

of

lr

o

DFt
M.ET

Gt,vt

1(.).
B MT)C

/\Nr)

Expiry Date for PEME:

cannot be less than one calendar

n

W

Name of Medical Clinic:

------UZ-5333'l 30 r' tt

8 JAN 2O2I



,*ffM AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE-2019

IMpORTANT: This medical history form must be compietecl in tlrr: presence of the clinic

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

PHOTOGRAPH

Name
- u0

Last Name First Name Middle e

4 k /-?orL t bp-t3/ Mfib
Home Address: OLD.

Date of Birth
Phone No Seaman's Certificate No Employer

dd m

ln case of emergencY, notifY: Relationship:

Address: Phone No.:

Seafarer's Signature

ian's Phone No.:ian or Clinic:Personal

Add ress:

Faqly !!_s1or1 ,
YES NO YES NO

Dia betes n Ca ncer tr w^
High Blood Pressure u tr Mental lllness ll V
Heart Disease n It' Epilepsy/Seizu re n E-'

tlave you received treatment for the follo!rying?---
YES NO YES NO

Dia betes L] t{ Jaundice or Hepatitis tr g^
Heart Trouble u tf,,' Dizziness L] a'
High Blood Pressure n n/ Back Problems u D-.
Shortness of Breath u t!( Slipped Disk n t\-
Chest Pain L] LY Wrist Problems n V
Chronic Cough n l9' Fractured Vertebrae tr tr
Asthnra tr g' Arth ritis/Go ut n i9-
Tu bercu losis tr V Kidnr:y Problems n t{
Rheurnatic Fever tr V Cancer/Tumor n ty
Frequent Headaches T g Rash or Skin Problems u ty
Vision Problems n r H ernra/Hydrocele n w'
20l20 Vision L] t2'

L] Varicose Veins n YT

E pilepsy/Seizu re n FT Drug Problems il {
Hearing Problems n tg IVIental Breal<down tr g'
Psvchological lmpairment, Depression or Mental I llness tl g"
Sexually Transmitted Disease n tg--

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

Any other nralor medical or phYsi cal conditions?

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

/4 lRSH an's Nunrber Ur/6

Allergies YES NO

Do you lrave arry allcrgicsT u Z.
lf you have allergies, pleasc describe

Dec history to thc
ployment as a Seafarer. I understand that in the

nsation which r,vouid otherwise be due undr:r the

t,

Doctors and staf{ ofthis clinic. I am aware that the information supp lied by forms the basts rrpon which I will bc o{lerr:d em

event of any misrepresentation either by statement or omission I wil Lose the right to bene{it from sick pay and ,/ or compe

Contract of Employme nt or under any Collective Bargaining Agrecment I Also llereby consenl to rrty medical records being

MALE ONLY YES NO FEMALE ONLY YES NO

Prostate Problems n ty Pregnancy n tl
Testicular Lumps u W Breast Lumps fl L]

Penile Discharge n V lVenstrual lssues D tr

NO

D Lj--Are you currently under a doctor's care?

lf "YES", lor what problem(s)?

if different from the one noted above)Physician's name and address (

tr 3"ilavc yoLr had surgeries or have been hospitalized?

lf "YES", provide the date(s) and give details below:

Date of last Tetanus vaccination: (dd/mm/yyyy)

List other vaccinations/dates:
(dd/mm/yyyy)

Date of last dental cleaning: (dd/mm/yyyy)

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

YES NO

Do you smoke? n \Dt lf "YES", how long?

lf "YES", how rnanV pacl<s r day?

Do you drink

alcohol?
tl { lf , how much and how often

Do you use or take

any drugs?
w "YES", name the drugs and how often

YES fl NO tQ-Are you presently on any medication(s)?

lf "YES", please Iist prr-'scription and over the counter medications you take

regu la rlyis (please check only one)

E Fair
say that yourOverall, would you

E Excellent

and/or the owners and/or lnsurance ofthe Vessel or their authorized representatives,

macle available upon demand lo my cmployers

()2-333313tr' tr

D/

YES



TIIE_-,--*v AMERICAN CLUB DECLARATION FORM *20T9

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

between30'and 32.g,oranyotherrelevantmedical conditionrequiringlifestylechangeshasbeenfound,as
a condition of issuing this American CIub PEME certificate, this form MUST BE completed by the clinic.

American CIub Hologram Sticker No. (from first page)

Doctor's Initials:

Hb *l<re R\ Mlksu Eo
,A

Llofb / 92Seomon's Number Hereby Declore that
I understond thot I hove been issued an Americon Club pre-employment medical exominotion form according to
the standords of American P&l club so thot I may be employed on the understonding that I will be responsible

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

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

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

has exploined 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 recommendotion
given to me by the doctor and that I will toke responsibility for making arrangements to secure the medication
during the course of my employment as prescribed. Any additional medical evaluations and testing I may need

becouse of the pre-existing condition ore to my responsibility,

My signature below acknowledges my receipt and understanding of this Declarotion ond I thqt I had qn

opportunity to discuss ony questions or concerns about this notice with a member of the PEME team qnd thqt
my noncomplionce with this undertaking have been fully explained to me and I confirm thot I understand the

some.

I hove given the originol of this Declaration to the medicol facility where the American Club pre-employment

medicol exomination form hos been issued. I confirm to keep the copy of this Declaration through the term of
validity of pre-employment medical examination form,

Seofarer's
Signature: 2K* '' o*n

Date: 2 s JAN 2025 (mm/dd/yyyy)

Witnessed by:
( Physicia n's sig n atu re )

tatrl- tu!D- AYut>ur Rahrnan
-jlb.ii. s. elG.T (Medicino)
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