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CAN CLUB PRE-EMPLOYMENT MEDICAL EXAMINATION FORIV

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

*r.rIi AMERI

kept by the clinic.

Date or Examination: ---9rlgEqruf-- (ddlm

Last Name First Name
4a 4 r-, 7@tzt4

Middle Name

4 4

ffi
Seafarer's Signature

NOTE: The passing or failure of the medical examinations for the following is based upon the 2Ot9 Americon Club pre-Employment Medicat
Examination Guidelines. All relevant examinations must be completed and recorded below.

U
- 

.\3,1i:>
Name:

Mailing
Address:

Date of Birth
(dd/mm/yyyy)

Blood
Type/Group

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

YY KaYil //vt,?48
Medical Certificate No. Seafarer's Certificate No.: 77 SboL / .

Examination
Results of Examination

Examination Results of Exarnination
Pass Fail Pass Fail

1. Medical History Questionnaire
( attach ed)

J
trl

13. Ultrasound examination
(presence of gall and/or kidney d T

2. Physical Examination E l 14. Hep B Antigen M T
3. Dental Examination ii tr 15. Hep CAntibodies d n

E E 16. VDRL d tr
5. Visual Test lcl T 17. HIV Test t x
6. Color Vision E D 18. Stress Test il n

,7. Audiometry M tr 19. Diabetes M T
8, Chest X-ray E tr 20. Fasting Blood Sugar M T
9. Electro Cardiogram

(ECG or EKG)
E1 tr 21. Glycosylated Haemoglobin

(HbA1c)
tYl

10. Urinalysis M fl 22. Liver Function Test E
1.1. Fecalysis (food service/handlers

gllv) d 23. Alcohol/Drug Test
I

E
12.Complete Blood Count M tr 24. Spirometry M L]

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

#

Exam #

Exa #

Has medication been prescribed because of this pEME? YES NO w 4t "YES", the American Club pEME Declarotlon
Form MUST BE completed (third page).

Name of Medical Clinic: Signature of Physician

DR,
M.EI

11No

bdfido
here

,1

bur

c)BY

Address of Medical Clinic:

^+^^^^. ^c7QContact Phone No. trZ-JJ.f .) I rv t v
laD. AYubu!: Fel1q1?InFl

Contact Fax No.'
l\iame and Degree of Physician 11;am
Name of Physician's Licensing Body: AND
Date of lssue of Physician's License: I Govt. of Br.ng
Date of Completed PEME Examination: I

Expiry Date for PEME

cannot be less than one calendar year) 0 s DEC 2027
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AMERICAN CLU B MEDICAL H ISTORY QUESTIONNAI RE_2019

IMPORTANT: This medical history form must be completed in the presence

physician.

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

Last Name First Name

S#azto r ' 7-B

Seafarer's Signattlre

lta

Name:

/4L /'
EmployerSeaman's Certificate NoPhone No.

Home Address:

Date of Birth
dd/m Tw@/V<b M*41 r 'nr$t

Relationshiln case of emergencY, notifY:
Phone No.

Address:

Parsonal an or Clinic:

Anv other nrajor medical or physical conditions?

Testrcular LumPs

Penile Discharge

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

lf you have allergies, please describe

If 
,,YES,, rovide the and details below:

nr-aa331 3678Physician's Phone No.:

Address:

Fami
YES NONO
n ,il

Ca ncerilDiabete s

YES

! d'Mental lllnessd
n tr;l Epilepsy/Seizu re

Hi Blood Pressure

Heart Disease

Have received treatment for the followi
YESYE5 NO
trd Jaundice or He 5nDiabetes
tr

d-e-c Dizzi nesstrHeart Trouble iltrBack ProblemsD dHigh Blood Pressure
t4trSlipped Disktr dShortness of Breath

tr LdWrist Problemstr dChest Pain
trFractured Vertebraeu dChronic Cough
tr Jd' Arthritis/GoutnAsthma
! dd Kidney ProblemstrTuberculosis

1'trCancer/Tumorn MRheumatic Fever
u dn d Rash or Skin ProblemsFrequent Headaches
tr ,ad Hernia/HydroceLe_uVision Problems
tr g.t Varicose Veinstr20120 vision
tr gt Drug Problems'n

Epilepsy/Seizu re
rdrrn
t{tr

Heari

rmP o

Problems Mental Breakdown

or Mental lllness
tr

De \tnTransmitted DiseaseSexual

MALE ONLY YES FEMALE ONLY

Pre a ncy

Breast Lumps

Menstrual lssues

YES NO

Frrostate Problems n r-l L]

tr u tr
n tr

YES NO

nUN a doctor's care?Are cu rre
(s) ?lf "YES", for what

different from the one noted as name and address

uries or have beenuhads italized ?H ave

YES NO

Do you have anY a llergies? tr Cl

Date of last Tetanus vaccination (dd/mm/yyyY)

i ist other vaccinations/dates
(ddlmm/yyyy)
(dd/mm/yyyy)
(dd/mm/yyyy)

NO.

Do you smoke? d rf "YES", how
If "YES" how ma ?

lf "YES", how much and how oftenDo you drlnk
alcohol?

.4
Do you use or take

any drugs? 'J
lf "YES", name the drugs and how ofte n

used

tr NOYESmedi ?onAre u se

lf "YES", please list prescription and over the counter medications You take

laOverall, would You say that Your h

E Excellent fl'
realth is (please check onlY one)

Good E Fair

AA Ara/' Seaman's Number V6@2 Hereby Declare that I have macle full disclosure of all of my medical history to tfiill

Doctors an ci staff of this Cltnic. I am aware that the information s u pplied by forms the basls uPon which I will be offered emPloYme nt as a Seafarer. I understand that in '.1rj(

e,vent of any misrePresentation either by statement or omission I will lose the right to beneflt from sick pay and / or comPensation which would otherwise be due under lll:

Ccntracl of tmployment or under any Collective Bargaining Agreement. I Also Hereby consent to mY medical

Fit For Duty on Board ShiP
anC/or thc Ownr:rs and/or.!nsuraqce of the Vessel or thelr authorized representatives

records being made avail able upon demand to mY emPloYer':

Middle Name

tr
u
n

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

n

Date of last dental

Date of any recent dental work:

YES

n



i rlc-z n nrEDr^^**=u,,oi*ry- AMERICAN CLUB DECLARATTON FOpn, -f^1o& lT,,_"":H:i:,Ti::i::ffif;?ffiTi:::lil,:.:l*{1i{}"ffi,"1",,,:,,#:iil:;:il::ti::1",n0,.,
a condition of issuing this American crro oi,ri."rtificate, this form ,,irr ff compreted by the crinic.

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

Doctor,s lnitials:

t tl *h c-s AOr Al-
Seomon's Number Hereby Declqre thotI understand thot I hove been issued on American Club pre-employment meclicql exominotion form occording to

the standords ofAmericon p&l ctub so thqt I may be employed on the unders tonding that lwilt be responsiblefor toking the following prescribed medication(s) (nome(s) of prescribed medico tion(s))

l,

Seaforer's
Signature: "--dh>tra

0 I DEC 2025Dote,

Witnessed by:
( P hys ic io n's s ig n atu re ) @/

ANT) APPROVED E}Y
_ D(3 Shipping(jovt. ot Elangladestr

./

!.#iiiti:;|ljill;:1,;jyi:,ii*ii::;:, i,r" 0"",;;";;;;;; i,,ini a",,,;;;;;h; *:*;d,;;i

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

I hereby agree to ensure thot lfollow toking prescribed medication ond foilcwing medicot recommendationgiven to me by the doctor ondihot t *itt'tlrl" responsibirity for moking orrrug"runts to secure the medicotioni{iff,!!i,'i,y;i:*:;;!::;;::*, i;l::,,il;;';;;;J: ,iai,.,r-,,,,,,,,,",i,,,0,es,ins 
, may need

My signature below ocknowledges my receipt and understonding of this Declarotion and rthat r hod qnopportunity to discuss any questions or concerns obout this notie 
,with 

a member of the pEME teom ond thotmy no.ncomplionce with this undertoking hove been futly 
"rpnirra tu me ond t conjirm that r understond the

I have given the original of this Declorotion to the-medicor focitity where the Americon Crub ore-emproyment::f;;: :;ir:i:;;l;'il:;'":::; :*x,:;:y;;;i"'"",','i! loov or this Dectorotion throush the term or


