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1. Medical History Questionnaire
( atta ch ed )

2, Physical Examination

13. Ultrasound examination
(presence of gall and/or kidneY

sto n es)

w-

tr 14. Hep B Antigen { u
n 15. Hep C Antibodies V u

d g 15. VDRI V T
d l 17. HIV Test V

5. Color Vision d n 18. Stress Test tr
TI 19. Diabetes tr

! 20. Fasting Blood Sugar r I
21. Glycosylated Haemoglobin

(HbA1c)

tr
tr 22. Liver Function Test

23. Alcohol/Drug Test

V
g'

12.Complete Blood Count E' l 24. Spirometry -)- tr

3. Dental Examination

5. Visual Test

7. Audiometry
8. Chest X-ray

9. Electro Cardiogram
(ECG or EKG

10. Urina

11. Fecalysis (food service/handlers
o

7

a'
ts'

I

I

lf failed in any of the abovementioned examinations, please provide an explanation for the failure with the associated examination
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Has medication been prescribed because of this PEME? V "YES", the Americon Club PEME Declardtion
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'*wI AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE_2019

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

physicia n.

American Club Hologram Sticker No' (from previous page):-
Doctor's lnitials
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Phys ician's Phone No.
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Any other major medical or physical conditions? ...
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?
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Breast LumPs

r-

N-r

V

V

lf "YES" to any of the above, please explain:
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Are you currentl under a doctor's care?

If ,,YES" for what roblem(s)?

Date of last Tetanus vaccination

List other vaccinations/dates:

Date of last dental cleanin )

Datc of an recent dental work:

Overall, would You saY that You r health is (plcasc check onlY one):

lf you have allergies, please describe:

lf "YE"S", how much and how often:

YES NO
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llg' Cancer/TumorTRheumatic Fever li,'v Rash or Skin Problemstruent HeadachesF
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rf "YES" how Iot: VDo you smoke?
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Do you drink
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S", name the drugs and how often
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.Yw AMERICAN CLUB DECLARATION FORM _2OL9

IMPORTANT: lf medication has been prescribed by the clinic, the seafarers Bl\41 has been found to be

between 30 and 32.9, orany other relevant medical condition requiring lifestyle changes has been found' as

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

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

Doctor's lnitials:

lRu t- LANN Seomon's Number C/9l6Uq , Herebv Dectore that

t understond thot I hove been issued on American Club pre-employmen t medical exomination form according to

the standords of A mericon P&t ctub so thot I moy be employed on the understan ding thot t will be resPonsible

for toking the follo wing prescribed medication(s) (nome(s) of prescribed medication(s)):

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

has exploined to me whot my condition is, whot medication is required and how this shoutd be odministered'

I hereby ogree to ensure that I fotlow toking prescribed medication ond fottowing medicol recommendotion

given to me by the doctor ond that t will toke responsibility for moking orrongements to secure the medicotion

during the course of my employment os prescribed. Any odditionol medicol evoluotions ond testing I moy need

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

My signoture below ocknowledges my receipt ond understonding of this Declaration ond I thot I had on

opportunity to discuss any questions or concerns about this notice with o member of the PEME team and thot

my noncompliance with this undertoking have been fulty exptoined to me ond I confirm thot I understand the

same.

I hove given the original of this Declarotion to the medicol focility where the Americon club pre-employment

medical examinotion form hos been issued. t confirm to keep the copy of this Declorotion through the term of

validity of pre-employment medical examinotion form'
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ln addition, the fotlowing medicol recommendotion have been given to me by the doctor for the medicol

condition of (name(s) of prescribed medication(s))


