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/\t"'-ittffi AMERICAN CLUB PRE-EMPLOYMENT MEDICAL EXAMINATION FORM_

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

kept by the clinic l{
Date of Examination: (dd/mm/yyyy

A^tqf4 h, 3P'r'l4 fu>,</A - ,t'1'Z sTtf fu' Q,
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il-L
Seafarer's Signature

NOTE: The passing or failure of the medical examinations for the following is based upon the 20L9 American Club Pre-Employment Medicol

Examinotion 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 examinatien
number:
Exam #

Exam #

Exam #

f

tr
-{

,ytfrfH lc$€b<----"{HD.
Name

Last Name First Name Middle

Mailing
Add ress:

Place of Birth (City/Country) Name of Ship/VesselDate of Birth
(ddlmm/vvvv)

Blood
Type/Group

4RnYe ltoYrcO t a

Seafarer's Certificate No.
*q3s9zo

Medical Certificate No.:

Examination
Results of Examination

Examination
Results of Examination

Pass Fail Pass Fail

1. Medical History Questionnaire
(attach ed )

,{
13. Ultrasound examination

(presence of gall and/or kidney
ston es)

w'
2. Physical Examination g_ f 14. Hep B Antigen T
3. Dental Examination f,. LI 15. Hep C Antibodies t)/
+-*+veletesi€€l+€.st d E 16. VDRL an" I
5. VisualTest l) - tr 17, HIV Test D-'
6. Color Vision g f L8. Stress Test V
7, Audiometry i{ tr 19. Diabetes {
8, Chest X-ray 4 tr 20. Fasting Blood Sugar

9. Electro Cardiogram
(ECG or EKG)

{ 21. Glycosyiated Haemoglobin
(H bALc)

10. U rinalysis { tr 22. Liver Function Test

11. Fecalysis {food service/handlers
only)

d 23. Alcohol/Drug Test

12.Complete Blood Count V L] 24. Spirometry / tr

lhe Americon Club PEME Declarotion
Form MUST BE rdHas medication been prescribed because of this PEME? YES T NO W

Name of Medical Clinic SABADIAGNOSTIC CENTER Signature of Physician

DR. tt10 )
}\/'t. tl . B
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/\NIL) BY

g

Address of Medical Clinic

Contact Phone No.:

Contact Fax No.: OZ'3$JJ I Jry a

Name and Degree of Physician

Name of Physician's Licensing Body: ?R;_ Y D^ f v_trbur Rahrnan
Date of lssue of Physician's License: .l :{PUZ.IUO'} t .v.l rlv'.-:i. (.:lrlc,

Tstttr Ctrirr!taer,

Date of Completed PEME Examination t I AUtj ZUIb ".j;i53';r'J,Y',i,.-i]';','",;;,o
Expiry Date for PEME:

(cannot be less than one calendar year)
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Name:

Home Address:

EmployerPhone No Seaman's Certificate NoDate of Birth
(dd/mm/yyyy)

a4V
Relationshipln case of emergency, notify:
Phone No.:Add ress:

'?idry AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE-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

lu/ TA a

cl
First Name Middle Name

r4 a a1-o t<tt i-7 r 94,/2 2,/

Seafarer's Signature

Personal Physician or Clinic Physician's Phone No.: o2_33331 3678
Add ress

Family History
YES NO YES NO

Diabetes u V Ca nce r il f,
High Blood Pressure tr LA . IVental lllness tr tr
Heart Disease [] d Epilepsy/Seizure tr lv

lf "YES" to any of the above, please expl

An,, c:^e. ^'a -.r.-ec cai or phys ca conditions?

Overall, would you say that your health is (please check only one)

[I Excellent D-g6od I Fair

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

Di a bete s tl tr Jaundice or Hepatitis tr aL/
Heart Trouble u Y tr -Pr'
High Blood Pressure u { Back,Problems n -L-'
Shortness of Breath tl { Slipped Disk tr v'

Chest Pa i n tr J Wrist Problems u ';,--

Chronic Cough l.l iI Fractured Vertebrae tr !-'

Asth ma n a Arthritis/G o ut -Yr'

Tuberculosis n iV Kidney Problems T \/
Rheumatic Fever n w- Cancer/Tumor v
Frequent Headaches tr 3,/' ias^:'Sr - r':: :^-!
V sron ?i-clJerrs -\//
20l20 Vision -{
Epilepsy/Seizure

+.
Hearing Problems il er' v

Psvchological lmpairment, Depression or Mental lllness

Sexually Transmitted Disease

-e/

Allergies YES NO

Do you have any allergies? I
lf you have allergies, please describe

Are Vou presently on any medication(s)? YES tr NO !{
lf "YES", please list prescription and over the counter medications you take

regu la rly

DECLARATION
Lt /) haL t

N umbcr Declare that I have made full disclosurc of all of my mcdical history to tht:

Doctors and staff ofthis Clinic. I am aware that thc lnformalion supplicd forms the basis upon which I will bc offered employment as a Seafarer. L understand thal in the

cvcnt of any ntisrcprcscntation either by slatement or omission I will lose the right to bcncfit from sick pay and / or compensation which would otherwisP bo due urrder thrl

Contract of Emp{oymcnt or under any Collcctive ilargaining Agrccmcnt. I Also Hereby consent to my medical records bcing made available upon demand to my empioyer-(

and/or thc Owncrs and/or lnsurance of the Vessel or their authorizcd represcntatives.

Fi t For Duty 0n Board S h Ip

r qL: U \Ll YES No II FEMALE oNLY YES NO

C'ea)i

il

lvierstrua ssues n

YES NO

Are you currently under a doctor's care? tl 4-
lf "YES", for what problem(s)?

Physician's name and address (if different from the one noted above)

Have you had surgeries or have been hospitalized? tr 't/
lf "YES", provide the date(s) and give details below:

Date of last Tetanus vaccination (dd/mm/yyyy)

L ist other vaccinations/dates
(ddlmm/yyyy)

Date of last dental cleaning: (dd/mm/yyyy)

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

YES NO

Do you smoke? D ;fi t "vts", how tong?

tf "YES", how m a cks r ?

Do you drink
alcohol?

n lf "YES" , how much and how often

Do you use or take

any drugs?
tr -{r"ttt" 

name the drugs and how otten

7

Dizzi ness

\-/-



rH;- AMERICAN CLUB DECLARATION FORM -20L9***'tif;7 
tMpoRTANT: tf medication has been prescribed by the clinic, the seafarers BMt has been found to be

-aF between 30 and 32.9, or any other relevant medical condition requiring lifestyle changes has been found, :rs

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

t, kD.Sk.+qeOo c /s/.1*t Seaman's Number 7-/9sszQ"riov Declore that
I understand thot I have been issued an Americon Club pre-employment medical exomination form according to

the stondards of Americon P&t club so that t may be employed on the understanding that I will be responsible

for toking the fotlowing prescribed medicotion(s) (name(s) of prescribed medicotion(s)):

tn oddition, the following medicol recommendation have been given to me by the doctor for the medical

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

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

hos exploined to me what my condition is, what medication is required and how this should be administered.

I hereby ogree to ensure thot I follow taking prescribed medicotion and following medicol recommendotion
given to me by the doctor ond thot t will take responsibility for making orrongements to secure the medication

during the course of my employment as prescribed. Any additional medical evaluotions ond testing I moy need

fucause of the pre-existing condition ore ta my responsibility.

My signature below acknowledges my receipt and understonding of this Decluration and t thot I had on

opportunity to discuss any questions or concerns obout this notice with o member of the PEME team ond thot
my noncon plionce with this undertoking hove been fully exploined to me and I confirm that I understond the

same.

I have given the originol of this Decloration to the medicol facility where the Americon Club pre-employment

medical examination form hos been issued. I confirm to keep the copy of this Declaration through the term of
validity of pre-employment medicol examination form.

Seofarer's
Signature:

Date

d*w
I { AU6 2025

Witnessed by:
( P hysicio n's s ig natu r e )

(mm/dd/yyyy)

DR. MD. Aytrltur Rahrnan
N4.81. t3,Si, F!. C;.T (A/(:d'cirre )

Talrer Ctrattrt'er'
1 O. A(rr.rltiri, C/A CtrittBf,Jan(l
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American Club Hologram Sticker No. (from first page):-

Doctor's lnitials:

fuv


