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AMERICAN CLUB PRE.EMPLOYMENT MEDICAL EXAMINATION FO

IMPORTANT: "l'he ori5linal of thls form is to be kept by

kept by the clinic.
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l',JOtE: tnepassrngor-failurcofthemedical examinationsforthcfollowingisbasedupontlre2Ol9AmericanClubPreEmployn'tar: .'..r':
Exctntinctlion Gttidt:lint:s. A i-c evant examinations must be completed and recorded bclow.
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Results of Examination
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1. Medical History Questionnaire
( atra cr r:d )
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(presence of gaii and/or kidney
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2. Physical Examination t4 D 14. Hep B Antigen fl n
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17. HIV Testd tl
6. color t/ision il t_,1 L8. Stress Test w il
7. Audiometry if I 19. Diabetes w 'I
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8. Chcst X-ray i{ u 20. Fasting Blood Sugar w il
9. Electr0 Cardiogram

(ECG or EKG)
3{ 21. Glycosylated Haemoglobin

(HbA1c)
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10. Urinaiysis c LJ 22. Liver Function Test .1', :_l

11. Fecalysis {food service/handlers
on v)

{ fl 23. Alcohol/Drug Test l,{ il
12.Cornplete Blood Count t4 T 24. Spirometry li

Has medication been prescribed because of this PEME? YES NO tr lf 'YES", the Americon Club PEME Derleisfion
Form MUST BE completed (third page).
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AMERICAN CLUB MEDICAL HISTORY 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 Middle Name
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Add ress

Seafarer's Signatri'e

t,

6
Phone No. Seaman's Certif icate No Employer

at63 G6o e)o lgtal V0^qucrYcA l{aflhmo L+,

ln case bf ernergency, notify: tS Lar"lu^,14 LRelationsh
Phone No

Personal

Add ress:

: ' ti:5" to any of thc above, please explain:__

Ph ician's Phone No.

Have received treatment for the followi

cal lm irme

Ph ician or Clinic

YES NO

678

YES

Ca ncer

ilcart Discasc tl d
Mental lllness

l',pilepsy/Seizure t-l
-l
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7
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i "'/i:S" tc arry of the above, please explain

lirry othr:r nrajor med'cal or physical conditions? _
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MALE ONLY

Prostatc I)r oblenrs

T-est cular L unrps

Penile Drscharge

u
n d Menstrual lssues tl

ion or Mental lllness

Sexual Transmitted Disease

lf you have allergies, please describe:
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{ Yqsll, f9r wl19t p1o!lqgls)? _ __- _
P1':ysrcran's nanre and address

rentl under a doctor's care?

I lavc had su

if different from the one noted ab

or have been hos lized ?

and details below

you

lf "Yt S", provrde the da

l)ate of ast I etanus vaccination
L rst other vacc nations/dates:

:i119 qjlqf! dlltal c1e{llg
:J.r1..r of any rr:c<:nt dental

If "YES,,, how

If "YES" how ma

?
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l{ "YES", name the drugs anC hou; ofii:rr

li,ttrall, would you say that your hqalth is (please check only one)
D txcellent UCooa fl Fair
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DECLARATION
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NO

If "YES", please list prescription and over the counter medicatrons you taki
ula rl

/o/ Hereby Declare that L have rnade f ull discics,rre of all of my mcdica hlstory ro ttre
st,rff ol th sClnlc. lam awarcthatthe informatiorr supplied byformsthe basisupon which lwill beoffered employmentasaSeafarer. lundcrstaf{l lhai I tirrl

arrl/or lhc Orvf,:rs and/or lnsurtncc otthc Vessel or thcir authoriled represor.rlatives.

Family H

YES NO
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NOYIS

D.iabetes u 4 Jaundice or Hep.rtit s

Heart Trouble I t4 Di zzi ness

ti 6 Back ProblemsHigh Blood Pressuro

Shortness of Breath 4 Slipped Dlsk

Chest Pa i n

Il
il' Wrist Problems

Chronic Cough L] -d Fractured Vertebrae

Asthma u d Arthritis/Gout

Tuberculosis n )r1

Rheumatic Fever t..l :1
Kidney Problems

Ca ncer/Tu mor

Frequent ileadachcs \/
Visiorr Problems *a

Rash or Skin Problerns

Hernia/Hydroce le

tJ Varicose Veins20120 Vision

Epi lepsy/Seizu re t_l d Drug Problems

Hearing Problems il g
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Allergies YES

Do you have any allergies? u
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"-..w AMERICAN CLUB DECLARATION FORM _2OL9

IMpORTANT: lf medication has been prescribed by the clinic, the seafarers BMI has been foiic to r'r

between 30 and 32.9, or any other relevant medical condition requiring lifestyle changes a;:,': 
'1cL:.r 

1ir:r:d, ;,'s

a condition of issuing: this American Club PEME certificate, this form MUST BE completec r''' i':: I rr ;

American Club Hologram Sticker No. (from first page

Doctor's lnitials:

1'btl-, Hereby Dectsre ttlot
t, l'4 UN Seaman's Number

t understand that I have been an Americon Club pre-employment

the standards of American P&t ctub so that I may be employed on the un

t'or taking the fottowing prescribed medication(s) (name(s) of prescribed

medical examination t'orm according to
tderstanding that I will be responsible

medication(s)):

ln addition, the foltowing medicol recommendation have been given to me by the doctor for the medical

condition of (nome(s) of prescribed medication(s))

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

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

I hereby agree to ensure that t fottow taking prescribed medication and following medical recommendation

given to me by the doctor and thai I will toke responsibility for making arrangements to secure the medicatian

during the course of my emptoyment as prescribed. Any additional medical evaluations and testing I may neerl

l'tecause of the pre-existing condition are to my responsibility'

iVly siqnature below ocknowledges my receipt and understanding of this Declaration and I that I had an

opportunity\to discuss ony questions or concerns about this notice with o member of the PE\VE team and that

my noncomplionce with this undertaking have been futly explained to me and I confirm that I understand the

sa n1 e.

I have given the oriqinal of this Declaration to the medical facility where the American Club pre'employment

rneclical examinotion t'orm has been issued. tconfirm to keep the copy of this Declaration through the ternt ol

vatlrlity of pre-employment medical examination form.

Seoforer's
sisnature:'

Date: I A >')-
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( P hy sic i a n's sig nature )
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