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THg. AMERICJ\N AMERICAN CLUB PRE-EMPLOYMENT MEDICAL EXAMINATION FORM-
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IMPORTANT: The original of this form is to be kept by the seafarer' A

kept by the clinic.

Date of Examination:
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NorE: The passing or failure of the medical examinations for the following is based upon the 2oL9 American club Pre-Employment Medical

Exominotion Guidelines. All relevant examinations must be completed and recorded below.
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Name:

Mailing
Address:

Name of Ship/VesselBlood
Type/Group

Place of Birth (City/CountrY)Date of Birth
(ddlmm/YYYY) W0X.o8'l-tet - e7a77-Zte z'

Seafarer's Certif icate No. :sY-l!24 -//67Medical Certificate No.:

Examination
Results of Examination Examination

Pass Fail Pass Fail

1. Medical History Questionnaire
(attached)

d T
13. Ultrasound examination

(presence of gall and/or kidneY

sto nes)

IV u

2. f, tr 14, B T
3. Dental Examination g T 15. Hep C Antibodies tr I
4, Psyehelegieal Test w(E E 15, VDRL tr n
5. Visual Test f, tr 17. HIV Test g' I
5. Color Vision tr n 18. Stress Test n/ u
7. Audiometry w f 19. Diabetes w n
8. Chest X-ray V tr 20. Fasting Blood Sugar g' tr
9. Electro Cardiogram

(ECG or EKG)
tr 21. Glycosylated Haemoglobin

(HbA1c)

v
10. Urinalysis d tr 22. Liver Function Test g' u
11. Fecalysis (food service/handlers

only)
V n 23. Alcohol/Drug Test V

l2.Complete Blood Count t T 24. Spirometry ty tr

lf failed in any of the a

number:

provide an explanation for the failure with the associated examexaminations, ination
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Exam

:
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Seafare/s Signature
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leted rdForm MUST BE
YES NOHas medication been prescribed because of this PEME?
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Contact Fax No.:
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33iician's Phone No.
or Clinic:Personal P

Address:

Name:

9/+A '? /&o e/ /4Home Address:

EmployerSeaman's Certificate No.Phone No.
md

Date of Birth

U/L-o
Relationshi

ln case of n
Phone No.:

Address:

'--*ffiM AMERICAN CLUB M EDICAL H ISTORY QU ESTION NAI RE-201

IMPoRTANT:Thismedicalhistoryformmustbecompletedinthe
physicia n.

American Club Hologram Sticker No' (from previous page)

Doctor's lnitialsl
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Seafarer/s Signature

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

Any other major medical or physical conditions?

If "YES" to any of the above, Please exPlain:

lf you have allergies, please describe

Fami H

YES NONOYES

n a.-Y CancertrDiabetes
tr A.'V Mental lllnesstr
n A--l\-' -Epi lepsy/Seizu retrHeart Disease

Have Ifo lowitheforfieatmentreceived
NOYESNOYES

DJaundice ort1./trDiabetes trDizzinesslil/nHeart Trouble n &rw Back ProblemsI E/-tr
Slipped DisktlShortness of Breath g-'4... Wrist ProblemsnChest Pain Vnn VChronic Co &,'nouttr w-'Asthma n wV ProblemsKidnTuberculosis ar'Dw Cancer/Tumortr

E--nRash or Skin Problemsu w'Headaches rDceleHernn VVision Problems fr/nVaricose Veinsu wVision ts-nProblemstr L !-'reE A-n
n {Heari Nlental Breakdown

or Mental lllnessirment, De

Problems

lm {tr
Transmitted Disease

NOYES
Alle il-*n

u have ies?alDo

MALE ONLY YES NO FEMALE ONLY

Pregnancy

w Breast

YES NO

Prostate Problems tr n tr

Testicular LumPs D E D

Penile Discharge n Menstrual lssues n !

NOYES

nunder a doctor's care?Are CUTTE

roblemlf 'aES", for what ?

n's name and address ad bove)one notentiffere thefromd

flor have been hHave had
details belowande the dateIf "YES"

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

List other vaccinations/dates:
(dd/mm/YYYY)

Date of last dental cleani (dd/mm/yyyy)

Date of any recent dental work: (ddlmm/yyyy)

YES NO

If "YES" how

tf "YES" how m t ?

lf "YES", how much and how often

"YES", name the drugs a nd how often

used

Do you smoke? __ n S-

Do you drink
alcohol?

n

Do you use or take

any drugs?
n V

NOYES nona medicatioAre

lf "YES", please list prescription an nter medications You taked over the cou

rall, would you is (please check onlY one)

n Fair
Ove

n Excell ent
say that your he9[h

WGood
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High Blood Pressure
Hieh Blood Pressure n

tr
Fractured Vertebrae

Rheumatic Fever

Fi t For on Board SDury



^",*wr AMERICAN CLUB DECLARATTON FORM _20L9

IMPORTANT: lf medication has been prescribed by the clinic, the seafarers BMI has been found to be

between 30 and 32.9,oranyother 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:

ot
to

ln oddition, the fottowing medicol recommendation have been given to me by the doctor for the medicol

condition of (nome(s) of prescribed medicotion(s))

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

has explained to me whot my condition is, whot medication is required and how this should be odmin istered.

I hereby ogree to ensure that t foltow toking prescribed medicotion ond foltowing medicol recommendotion

given to me by the doctor and that t witl toke responsibility for moking orrongements to secure the medication

during the course of my emptoyment os prescribed. Any odditionol medicat evoluations and testing I moy need

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

My signature below ocknowledges my receipt ond understonding of this Decloration ond I thot I hod on

opportunity to discuss ony questions or concerns obout this notice with a member of the PEME teom ond that

my noncomplionce with this undertaking hove been futty exploined to me and t confirm thot I understond the

same.

I hove given the originol of this Declaration to the medicat focility where the Americon club pre-employment

medico! exominotion form hos been issued. I confirm to keep the copy of this Declorotion through the term of

validity of pre-employment medicol exominotion form'

Seafarer's
Signature: 61,*Lrcu 
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Witnessed by:
( P hy si ci o n's s i g n atu re )

(mm/dd/yyyy)
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