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d\MffRICAhI

-l.

IMPORTANT: The original of this form is to be kept by the seafa

kept by the clinic.

Date of Examination: ___9 0 !E 2025 _ (ddlm
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Seafarer's Signarr-r re

NOTE: Thepassingorfailureof themedical examinationsforthefollowingisbaseduponthe2OlgAmericonClubPre-EmploymentNieii,:o,
Examination Guidelines. All relevant examinations must be completed and recorded below,
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Name

First NameLast Name Middle

t\v A/+H t Qlt"t{)

Mailing
Address:

Name of Ship/VesselBlood
Type/Group

Place of Birth (City/Country)Date of Birth
(dd/mm/yyyy)

t4v 9,<qr{/t0Y/) -'-t.l O'f vt -{ ' Ur/
c-/0/616369.2o2-5,f3bqL+ Seafarer's Certificate No.:Medical Certificate No.:

Examination
Results of Examination

Examination
Results of Examinaticir

Pass Fail Pass Fa il

1. Medical History Questionnaire
(attached)

d
13. Ultrasound examination

(presence of gall and/or kidney
ston es)

d n

?. Physical Examination fl tr 14. Hep B Antigen g
3. Dental Examination tr n 15. Hep C Antibodies g n
4, Psyehelegieal Test g E 15. VDRL d tr
5. Visual Test V T 17. HIV Test J I
6. Color Vision d fl 18. Stress Test g
7. Audiometry d n 19. Diabetes I -J

8. Chest X-ray g' D 20. Fasting Blood Sugar T tr
9. Electro Cardiogram

(ECG or EKG)
d 21. Glycosylated Haemoglobin

(HbA1c)
d tr

10. Urinalysis g' tr 22. Liver Function Test .-y
11. Fecalysis (food service/handlers

only)
d U 23. Alcohol/Drug Test l,

12.Complete Blood Count g T 24. Spirometry s{ l_l

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

number
Exam #_
Exam #

Exam #

Has medication been prescribed because of this PEME? YES NO - ktt 'YES", the American Club PEME Declarator'
V I form MUST BE completed (third page).

Name of Medical Clinic:

c]nlav House,11, Agmbad CIA Uflamgnn

Address of Medical Clinic:

u:c-5JJJ I J.,/ ., rtEr- tutD- Avubur RahmanContact Phone No.:
M.E).8.S. P-(i

Flnlav
. I (Mtsre'r 's,HouseContact Fax No.: '

1lName and Degree of Physician:
AND APName of Physician's Licensing Body:

Date of lssue of Physician's License: I Govt. qf

1n IFC ZUZbDate of Completed PEME Examination:

Signature of Physician

here

DR. MI
M.E}.8

11
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1
BY

2 I t)EC 202?
Expiry Date for PEME:

(cannot be less than one calendar year)
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AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE_ 01 S

IMPORTANT: This medical history form must be completed in the ofth,
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p hysicia n.

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

Doctor's lnitials:

h
a

Fui
Name:

Home Address

Last Name First Name
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Seafarer's Signali;13
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EmployerSeaman's Certificate No.Phone No
Date of Birth
(dd/mm/yyyy)

,'/ A-il dL U HLJ /w'\"/M/r,? / ('lL- 1r
Relationshipln case of emergency, notifY:
Phone No.Address:

ferqrql
Address:

Physic
l
L

ian or Clinic: Ph ician's Phone No.

Family History
YES NO

t,t

YES NO

tr g
tr
tr

Mental lllness n d'
E pilepsy/Seizu re tr E/

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

Have received treatment for the followi

Di abetes

liigh t3lood Pressure

ileart Disease

if "YES" to any of the above, please expla

Any other major medical or physicalconditions?

MALE ONLY

Prostate Problems

Penile Discharge

tf "YES", how lo
If ,,YES,, how m a cks

lf "YES", how much and how often

lf "YES", name the drugs and how oiten

used:
ic of last dental cleani

NO YESYES

tr dtr tr Jaundice or HepatitisDiabetes
trn d Di zzi ne ssHeart Trouble
tr dn il Back ProblemsHigh Blood Pressure
!d Slipped DiskShortness of Breath n
nd Wrist ProblemsChest Pain tr

Fractured Vertebrae Tn vChronic Cough
fl ./n tr Arthritis/GoutAsthma
trD M Kldney ProblemsTuberculosis
nd Cance r/ l-u morRheumatic Fever n

Rash or Skin Problems ntl dFrequent Headaches

Hernia/Hyd rocele nu gVision Problems
Varicose Veins nn d20l20 Vision

trDrug ProblemsLf flEpilepsy/Seizu re

lt/lental Breakdownu flHearing Problems

Psychological lmpairment, DePre ssion or Mental lllness

tr
n
trSexually Transmitted Disease

NOYES YES

utrn
nu

! n

NO FEMALE ONLY

Menstrual lssues

Pregnancy

n
tr

YESAllergies
nDo you have any allergies?

YES NO

trcu rre ntl under a doctor's care?Are

if different from the one noted above
l{ "YES", for what lem(s

P ician's name and address

nllave ta lized ?had su ries or have been h

and ,ive details below_Ll "YE S' e the

Date of last Tetanus vaccination

i rsr other vaccinations/dates

(dd/mm/yyyy)

(dd/mm/yyyy)
(dd/mm/yyyy)
(dd/mm/yvyy)

NO

u dDo you smoke?

n dDo you drink
a lcohol?

{Do you use or take

any drugs?

YES trona medicatio ?Are
teofa recent dental work:

NO

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

larOverall, would you say that your h.ealth

fl Excellent deood
DTCLARATION

t, y1A.45{l An{u( lq 0/-4
Seaman's Number

is (please check only one):

n rair

@./ history to theHereby Declare that I have made full disclosure of allof my

Doctors and staff ofthis clinlc. I am aware that the informalion supplied by forms the basis upon which I will be offered employment as a Seafarer, I understand that in il'e
benefit from sick pay and / or compensation whlch would otherwise be due urldcr tlri:

itvont of any n.llsfepresentation cither by statement or omission I will lose the right to
Conlrict oI irmployment or under any Collective Bargaining Agreement i Also HerebY

;ld/or the Owners and/or lnsurancc of the Vessel or their authorized representatives.
consent to my medical records being made available upon demand to my emrrloyrlrs

n2-??1Ii13678
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Cancer
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J.
lf you have allergies, please describe:

Testicular Lumps M, llereast l-umps

g'

M
YES
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-tH.i==I AMERICAN CLUB DECLARATION FORM -2OL9

;$ IMpoRTANT: rt medication has been prescabed by the crrnrc, tne sealarers 6rvrr nas peen Touno ro oe,ffiz- 
between 30 and 32.9, or any other relevant medical condition req.uiring lifestyle changes has been found, ;rs

\. aconditionofissuingthisAmericanClubPEMEcertificate,thisformMUsTBEcompletedby.theclinic.

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

Doctor's lnitials:

t4 t) , /+4t4 /1t0 du t ( 

'c 
API ' , Seomon's Number e/c /6/ 6 e

t, Hereby Declare that

I understond thqt t hove been issued on Americon Club pre-employment medical exominotion form occorciing to

the stondards of American P&l ctub so that I may be employed on the understonding thot I will be responsible

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

ln oddition, the lottowing medicat recommendotion hove been given to me iy the doctor for the medica!

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

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

hos explained to me whot my condition is, whot medicotion is required ond how this shoultl be odministered'

I hereby agree to ensure that I foltow taking prescribed medication ond following medical recommendoticn

given to me by the doctor ond thot I witt toke responsibility for moking arrangements to secure the medicatian

during the course of my emptoyment as prescribed. Any odditionol medicol evaluotions ond testing I mo'/ need

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

tVly signoture below ocknowledges my receipt and understonding of this Declorotion ond I thot I hod on

opportunity to discuss ony questions or concerns obout this notice with o member of the PE\VIE teom and thot

my noncomptiance with this undertaking hove been fully exploined to me orC I confirm thot I understond the

same.

I have given the originat of this Declarotion to the medical focility where the Americon Club pre-employment

medicol examination form hos been issued. I confirm to keep the copy of this Declarotion lhrough the term of

volidity of pre-employment medicol exominotion form.

Seaforer's
Signature:

/^ J &v# qsL--

Witnessed by:
( Physicia n's sig n oture )

m.
DR. MD. Avubur RahmaP-M a:H.s. elG.r (M.dlclne)

Flnla!/ Hotrgct
11. Aorabad c/A. Chsttogre?It

brvt"oc Res No: A-1142o
AND APPROVED BY

DG ShiPPing
<iovt- of Eianglad€sh

aot", .,3w@m/dd/yyyy)


