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IMPORTANT: The original of this form is to be kept by the seafarer. A copy
kept by the clinic.
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NOTE: The passing or failure of the medical examinations for the following is based upon the 20L9 American Club Pre-Employment Medicol
Examinotion Guidelines. AII relevant examinations must be completed and recorded below.
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Examination
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1. Medical History Questionnaire
(attached) V n

13. Ultrasound examination
(presence of gall and/or kidney
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2. Physical Examination V. tr 14. Hep B Antigen Y T
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8. Chest X-ray V L_l 20. Fasting Blood Sugar V- u
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10. Urinalysis t r] 22. Liver Function Test Y T
11. Fecalysis (food service/handlers

only)
{ L,l 23. Alcohol/Drug Test {
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Has medication been prescribed because of this PEME? YES n NO
"YES", the Americon Club PEME Declorotion
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