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1. Medical History Questionnaire
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2 Physical Examination
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8. Chest X-ray
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20. Fasting Blood Sugar
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Has medication been prescribed because of this PEME?
lf 'YE5", the Americon Club PEME Declorotion
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AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE-2019
-.'erp,ff:

IMPORTANT
physician.

Thi medical history form must be completed in the presen ce of the clini

American Club Hologram Sticker No' (from previous page):--
Doctor's lnitials:

Phone No. Seaman's Certificate No
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Relationshi
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Home Address:

Date of Birth
(dd/mm/yyyy)
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Mcnta I lllne ss ff
Vn

Fligh Blood Pressurc

l-lcart Discase

Personal Physician or Clinic Physician's Phone No.:
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Fam H istory Have u received treatment for the fol
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lf "YES" to any of the above, please explain

Any other major medical or physical conditions?
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Prostate Problems

Testicular Lumps

Penile Discharge Menstrual lssues
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lf "YES" to any of the above, please explain:-
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u currentl undcr a doctor's care?

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

Ph cian's name and addrcss (if different from thc one noted abovc)

Havc Vou had surgcrics or havc been hospitalized?

and vc details bclow

Date of last Tctanus vaccination
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Date of last dental cleani
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lf "YES", how much and how oftcn

lf "YtS" , name thc drugs and how oftcn
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DECLARATION

Doctors a

event of any misrepresentation either by
Contract of Imploymcnt or under any Collective L]argaining Agreemcnt. I Also Hereby

and/or thc owners and/or lnsurance of thc Vesscl or their authorilcd represcntatives.

nd staff of this Clinic. I am awarc that the information supplied by forms the basis upon whic

statement or omission I will losc the right 1o bencfit from sick
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-ry AMERICAN CLUB DECLARATION FORM _2OL9

IMPORTANT! lf medication has been prescribed by the clinic, the seafarers BlVll has been found to be

between 30 and 32.9, or any other relevant medical condition requiring lifestyle changes has been foun;1, as

a condition of issuing this Americarr club PEIVE certificate, this form IVlusT BE completed by the clinic'

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

Doctor's lnitials:

MA, Qt)elL t>L4*4
understand that I hove been issued an American Cl

Seaman's Number firf -rq st ' Hereby Declare that
on form occording to

will be responsible

t,
ub pre-employment medical examinoti'

the standords of American P&t club so that I may be employed on the understanding that I

for taking the fotlowing prescribed medication(s) (name (s) of prescribed medicotion(s))

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

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

how this should be administered.

I hereby agree to ensure thot t fotlow taking prescribed medication ond fottowing medical recommendation

given to me by the doctor ond that t witl take responsibility for moking arrangements to secure the medication

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

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

IVly signature below acknowledges my receipt and understanding of this Declarotion and I that I had an

opportunity to discuss any questions or concerns about this notice with a member of the PEME team ond that

my noncompliance with this undertaking have been futly exptained to me ond t confirm that I understand the

same.

I have given the original of this Declaration to the medicol facitity where the Americon club pre-employment

medical examination form has been issued. t confirm to keep the copy of this Declarotion through the term of

vatidity of pre-emptoyment medical examination form'
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Signature:
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