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AMERICAN CLUB PRE-EMPLOYMENT MEDICAL EXAMINATION FORM_2019

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

Date of Examination: I3
PHOTOGRAPI.I

Name
l'4_9 8<1*0 /

Last Name First Name Middle Name
Mailing
Address:

SIJ elz- t<-. c C-:ay fr€-r.{t $^Ytneh S1^AZ,
t

Date of Eirth
(dd/mm/yyyy)

Blood
Type/Group

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

vtv /<L"Y/f-{ / /444e
Medical Certificate No.: Seafarer's Certificate No.: e/d-7496 g,

Seafarer's Signature

NOTE: Thepassingorfailureof themedical examinationsforthefollowingisbasedupontire20l"gAmericonClubPre-Emplovntentlv4ediru]
Exominotion Guidelines. All relevant examinations must be completed and recorded below.

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

Examination
Results of Examination

Examination
Results of Examination

Pass Fail Pass Fail

1. Medical History Questionnaire
(atta ch ed )

6 13. Ultrasound exan:ination
(presence of gall lnd/or kidney
stones)

E.' al

2. Physical Examination n tr 14. Hep B Antigen E- u
3. Dental Examination tr 15. Hep C Antibodies V n
+-+stt€h€le€.i€eH€st V E 15. VDRL g-- T
5, Visual Test d tr 17. HIV Test *'
6. Color Vision d I 18. Stress Test , t,_l-.

7. Audiometry V tr 19. Diabetes tr i__i

8. Chest X-ray w T 20. Fasting Blood Sugar E' r:l
9. Electro Cardiogram

(ECG or EKG)
{ tr 21. Glycosylated Haemoglobin

(HbAlc)
V

!"0. Urinalysis w tr 22. Liver Function Test T
i.l. Fecalysis (food service/handlers

on ly)
{ 23. Alcohol/Drug Test {

12.Complete Blood Count ,-r T 24. Spirometry v/ ri

!-ias medication been prescribed because of this PEME? YES NO V rf ', the Americon Club PEME Decloraiicrr
irdFor,t? MUST BE com

ltame of Medical Clinic: Signature of Physician

Address of Medical Clinic:
House,ll,

Contact Phone No.:

Contact Fax No.

Name and of M.B,B
Name of Licen 1

Date of lssue of License AND Rov
Date of Com PEME Examination Govt- of
Expiry Date for PEME:

cannot be less than one calendar

11

^Y^e/g ^zF-l?9)- 
.
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AM ER]CAN CLU B MEDICAL H ISTORY QUESTIONNAIRE_2019

IMPORTANT: This medical history form must be completed in the oresence of the clinic
physician,

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

lii:f.{l

PHOTOGRAPIi

i\iamei
Last Name First Name Middle Name

1_- tro-
Home Address:

Date of Birth
Phone No. Seaman's Certificate No. Employer €ubfld

ln case of emergency, notify: Relationship:
Address: Phone No.:

Seafarer's Signatr:re

nersonal Physician or Clinic: Physician's I-hone No.: brZ-Sgagf 36 /U
f,.,ld ress: .l :r:

It "YES" to any of the above, please explai

Have you received treatment for the following?
.YES NO YES

Diabetes ll V Jaundice or Hepatitis I
Heart Trouble n D, Dizzi ness fl
High Blood Pressure rl V Back Problems u Y
Shortness of Breath u tq !licped Disk I Y
Chest Pain L] E4 Wrist Problems -J .4--
Chronic Cough n { Fractured Vertebrae V
Asthma n a,/ Arthritis/Gout .,ad-/
Tuberculosis tf w' Kidney Problems u il,/
Rheumatic Fever u Y Ca ncer/Tumor u W--
Frequent Headaches .il g" Rash or Skin Problems V
Vision Problems tr V Hernia/Hydrocele IY
20/20Vision il tr- Varicose Veins ti
Epilepsv/Seizu re il r{ Drug Problems n
Hearing Problems il $- Mental Breakdown n
Psychological lmpairmeni, Depression or Mental lllness n E:
Sexually Transmitted Disease tr E/

Any other major medical or physical conditions?

Proble ms

Allereies YES

Do you have any allergies? n

i,.,'i:e of Iast Tetanus vaccination:

YES NO YES NO
l-,la bete s tr tr Ca nce r tr ts-
!-ligh BIood Pressure tr V Mental Illness n G,/
l'leart Disease u V Epilepsy/Seizu re tr a1-,

' '' trltALE oNLY YES No Jl FEMALE oNLY YES NO

u Pregna ncy ! tr
-i'esticular Lumps n s'lfar-.rt Lrr'lpt n tr
Peiriie Discharge tr E-fl Menstrual lssues tr

YES NO

tr L7--Are you currentiy under a doctor's care?

different from the one notedad d ress

If "YES,, for what
cian's name

Have you had surgeries or have been hospitalized? n ET
\f "YES" , provide the date(s) and eive details below:

(ddlmm/vyyv
.-ist other vaccinations/dates:

(dd/mm/vvyv)

i)ate of last dental cleaning: (dd/mm/yyyy)

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

YES. NO

Do vou smoke? u' w lf "YES", how long?

lf "YES", how many packs per day? ;

Do you drink
a lcohol?

d lf "YES", how much and hcw often:

Do you use or take

any drugs?
D,i {

/lf "yts', name the drugs and how siten
used:

Are you presently on any nredication(s)? YES n No :V
It "\E5", please list prescription and over the counter medications you tal<t
regu la rly:Overall, would you say that your heaEh

E Excellent \4-ooA
is (please check only one):

D Fair

Seaman's Number
Do.tors and staff of this Clinic. I am aware that the information supplied by forms the basis upon which
evcnt of any misrepresentation either by statement or omission I will lose the right to benefit from sick

Declare that I harre made full disclosure of ali of my medica! history to the
I will be offer'ed employment as a Seafarer. i understand thai ii the
pay and / or compensation which would otherwise be due unde i'lhc
edical recor'ls being made available upon demand to my emi:loy''.rs

,TION ft /fr/ c4/4 (.( g
t,

{lnnlract of Employment or under any Collective Bargaining Agreement. I Also Hereby
r ;nil/or" the Oui ners and/or lnsurance ofthe Vessel or their authorized representatives.

Fit For Duty on Board ShiP

consent to my m

{

NO

U"
E/

I

u
LJ

V
i9-
Y-

lf "/ES" to any of the above, please explain:__

N$

Gjr
lf you have allergies, please describe:

Familv Historv

tr

E'



ry
.AMERICAN CLUB DECLARATION FORM .2OL9
;:i_ a :.,.

l.tUpOnfemf: 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 fourid, as

a condition of issuing this American Club PEME certificate, this form MUST BE completed by the clinic.

AmiricanClubHologramStickerNo.(fromfirstpage):-

Doctor's lnitials:

l.tn , /]A / 8Uc 19/ 4M'
Seomon's Number

alq?S 63'
Hereby Declare that

I understond thot t have been issued on Americon Club pre-employment medicol exomination form occording to

the stondords of American P&t club so thot I moy be employed on the under-stonding thot I will be responsible

for taking the foltowing prescribed medicotion(s) (name(s) of prescribed medicotion(s)):

t,

ln addition, the following medicol recommendotion hove been given to me by the doctor for the medical

condition of (name(s) of prescribed medicotion(s))

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

hos exploined to me whot my condition is, whot medicotion is required ond how this should be odministereri.

I hereby ogree to ensure that I follow toking prescribed medication and following medicol recommendotion
given to me by the doctor ond thot I will toke responsibility for moking orrongements to secure the medication
during the course of my emptoyment as prescribed. Any odditionol medicai tvoluations and testing I moy need

because of the pre-existing condition ore to my responsibility.

My signoture below ocknowledges my receipt ond understonding of this Declarotion and I thot I hod on

opportunity to discuss ony questions or concerns obout this notice with o member of the PEIVIE teom and thot
my noncompliance with this undertoking hove been f ully exploined to me ond I confirm thqt I understond the

same.

I hove given the originol of this Declorotion to the medicol focility where the Americon Club pre-employntent

medicd,l exominotion form has been issued. I confirm to keep the copy of this Decloration through the term of
volidity of pre-employment medical examinotion form,

Seaforer's
Signature:

Date: I 3 DEC 2025

Witnessed by:
( Physi cia n's sig notu re ) :

kCIt/*
DR. MD. Avubur Rahman
M.€r-8.s. P:e.T (Medlcine)

Flnlay Houso
11. Aorabad C/A. Chattograrn

Br.t'bc Ra<; No: A-11o2o
A,ND APPROVED BY

DG ShiPPing
Govt. of Banglade:9tr

GLIsf


