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AMERICAN CLUB PRE-EMPLOYMENT MEDICAL EXAMINATION FORM—2019

IMPORTANT:Ihe original of this form is to be kept by the seafarer. A copy must be ‘

kept by the clinic. ‘gm .
< Date of Examination: 1’ 9 JUL/ZUZS (dd/mm/yyyy) fg f a 1 !
- ‘ :
Name: /SLAM' ‘ MD | §'AUC \\ '
S Last Name First Name Middle Na 4] :
Mailing ADARSHO MAAAA + k70 ZPOR - 'ﬂU’fULM"V”‘ZﬁV . |
Address:
(:Z;;cr::/?/t;:;) Typil;J((i):joup Place of Birth (City/Country) I\‘Ihame of Ship/Vessel 3 v /% |
to-OR-1F83 Fenr, 8D - MV RoyplIiMARE |
_Medical Certificate No.: l ‘ Seafarer’s Certificate No.: ele7s4502 Seafarer’s Signature

NOTE: The passing or failure of the medical examinations for the following is based upon the 2019 American Club Pre-Employment Medical
Examination Guidelines. All relevant examinations must be completed and recorded below.

__— Results of Examination L Results of Examination
Examination - Examination ;
Pass Fail Pass Fail
; - ; ; 13. Ultrasound examination
1. Medical History Questionnaire N 0 (preséhice of gall and/or kidney ‘\»‘Z/ O
(attached)
stones)
| 2. Physical Examination v [] 14. Hep B Antigen A 1
3. Dental Examination v ] 15. Hep C Antibodies g L]
4—Psychologicat Test v [l 16. VDRL =g o
5. Visual Test v 0 17. HIV Test = l
6. Color Vision Ve O 18. Stress Test v O
7. Audiometry v O 19. Diabetes o [
| 8. Chest X-ray Cd L] 20. Fasting Blood Sugar =g (]
9. Electro Cardiogram L (] 21. Glycosylated Haemoglobin v ]
‘,,M,,(,ECG or EKG) - ) (HbAlc)
10. Urinalysis g L] 22. Liver Function Test = Ll
11. (F)e:l:;)lysns (food service/handlers B/ [] 23. Alcohol/Drug Test = W
12.Complete Blood Count vd ] 24. Spirometry [ ]

If failed in any of the abovementioned examinations, please provide an explanation for the failure with the associated examination
number:
Exam #
Exam #
Exam #

If “YES”, the American Club PEME Declaration
Form MUST BE completed (third page).

Has medication been prescribed because of this PEME? | YES [1 | NO {a/

Name of Medical Clinic: | "SABADIAGNOSTIC CENfER Signature of Physician
Address of Medical Clinic: - Toher Camber, 10, Agrabad GA, Chetogram @Z/

Contact Phone No.:

Contact Fax No.: — DR. MD. Ayubur Rahm:)n
Name and Degree of Physician: M.é.a[?;' e g Mg e M.B.E;;?;'S'-%}‘;'méﬁgr‘
Name of Physician’s Licensing Body: e e T R B - e qg";’;:ifs‘{egzogg
Date of Issue of Physician’s License: 23-02-1984 B"A‘S‘g ;\*Sghhffi}.?.}‘ "';‘520 AND{;:;’@%@%’V&%)) il
_Date of Completed PEME Examination: 1 q JuL 2025 S DS Bhinping Govt. jof Baplugeidesh
Expiry Date for PEME: 1 8 JUL 202 = here
(cannot be less than one calendar year) 7 e
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“{AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE—2019

IMPORTANT: T
physician.

% American Club Hologram Sticker No. (from previous page):
~ Doctor’s Initials:

his medical history form must be completed in the presence of the clinic

[SCAM

|

MD

| S/duC \2

Name:

Last Name

First Name

Middle Nam&*n

Home Address:

Opvt ¢
ABAR SHO K AGOQ . ) UTU BPOR . f5TollA, Y A=

Date of Birth

e

Phone No. Seaman’s Certificate No. Employer
. (dd/mm/yyyy) , .
18O 1988 CJO‘7§4§‘L : NANGUAAD MAp R/ 77 WM
In case of emergency, notify: i Relationship:
Address: \ Phone No.:

Seafarer’s Signature

_Personal Physician or Clinic: i

Physician’s Phone No.: l

02-333313678

Address:
Family History Have you received treatment for the following? ‘
YES | NO YES | NO YES | NO YES | NO
" Diabetes O LY | Cancer ] & Diabetes L N~ | Jaundice or Hepatitis ] M
High Blood Pressure ] & | Mental lliness l v Heart Trouble ] b+ | Dizziness 1 E}/ ;
Heart Disease 0 ["]/ Epilepsy/Seizure ] o High Blood Pressure O & | Back Problems O gl |
If “YES” to any of the above, please explain: Shortness of Breath O A+~ | Slipped Disk O g )
Chest Pain O M | Wrist Problems O [Q/
Chronic Cough O M | Fractured Vertebrae O B/v’
Any other major medical or physical conditions? Asthma [ 7 | Arthritis/Gout [ >
Tuberculosis O " | Kidney Problems ] AN
Rheumatic Fever &= (4~ | Cancer/Tumor | B/\
VIALE ONLY Yes | NO ENMALE ORIV Yes | NO Frequent Headaches Ll J?/ Rash or Skin Problems L% M
Prostate Prablems 0 Dﬂ/ Prébnancs T 0 Vision Problems D & | Hernia/Hydrocele [g‘ fq/
Testicular Lumps [ B Breast Lumps | (] /a0 disey L] Q/ Varicasg Veins L E/‘
Penile Discharge O 11 Menstrual Issues [ U Epilepsy/Seizure l;} = | Drug Problems [J [9/‘
- Hearing Problems | =~ | Mental Breakdown | =gl
If “YES” to any of the above, please explain: - - - —
Psychological Impairment, Depression or Mental lliness L] >4
Sexually Transmitted Disease a | g :
YES | NO | Allergies : YES I\O *
jA?e you currently under a doctor’s care? ] S3g Beryoy tigve any aliergies? - £l e |

If “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? } [l ‘ %1
_If“YES”, provide the date(s) and give details below: )
" Date of last Tetanus vaccination: (dd/mm/yyyy)
| List other vaccinations/dates:

(dd/mm/yyyy)

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

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

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

] Excellent ood 1 Fair
DECLARATION
L MALSIDUL AN

and/or the Owners and/or Insurance of the Vessel or their authorized representatives.

If you have allergies, please describe:

B YES | NO i
Do you smoke? O[] 1f “YES”, how long? 5
If “YES”, how many packs per day?
Do you drink 0 T"J/ If “YES”, how much and how often: |
| alcohol? o
Do you use or take ] = If “YES”, name the drugs and how often |
any drugs? used:

Are you presently on any medication(s)?

[ves [0 [ no ’1[4‘"/\

regularly:

If “YES”, please list prescription and over the counter medications you take

Doctors and staff of this Clinic. | am aware that the information supplied by forms the basis upon which | will be offered employment as a Seafarer. | understand that in the
event of any misrepresentation either by statement or omission [ will lose the right to benefit from sick pay and / or compensation which would otherwise be due under the
Contract of Employment or under any Collective Bargaining Agreement. | Also Hereby consent to my medical records being made available upon demand to my employers

Eit For Duty on Board Ship

P or g
, Seaman’s Number___ga [‘$4 %_,?mzreby Declare that | have made full disclosure of all of my medical history to the




, HE sssmms AV ERICAN CLUB DECLARATION FORM —2019

ACHAN
CLUB y
. » IMPORTANT If medication has been prescribed by the clinic, the seafarers BMI has been found to be
hetween 30 and 32.9, or any 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 Initials:
r]S9st 4
I, MD . S/ 5}1 1A , Seaman’s Number C’/ 7 , Hereby Declare that

| understand that | have been issued an American Club pre-employment medical examination form according to
the standards of American P&I club so that | may be employed on the understanding that | will be responsible
for taking the following prescribed medication(s) (name(s) of prescribed medication(s)):

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

| hereby agree to ensure that | follow taking prescribed medication and following medical recommendation
given to me by the doctor and that | will take responsibility for making arrangements to secure the medication
during the course of my employment as prescribed. Any additional medical evaluations and testing | may need
because of the pre-existing condition are to my responsibility.

My signature below acknowledges my receipt and understanding of this Declaration and I that | had an
opportunity to discuss any questions or concerns about this notice with a member of the PEME team and that
my noncompliance with this undertaking have been fully explained to me and | confirm that | understand the
same.

I have given the original of this Declaration to the medical facility where the American Club pre-employment
medical examination form has been issued. | confirm to keep the copy of this Declaration through the term of
validity of pre-employment medical examination form.

St.?afarer’s v %
Signature:
NS

Date: 19 JUL 2023 (mm/dd/yyyy)

Witnessed by: %f\/
(Physician’s signature):
DR. MD. Ayubur Ranhman
M.EB.B8.S, P.G.T (Mod'cina)
Tatier Chamber,
10, agrabad C/A, Chittagong
BMDC Reg. No. A-11820
AND APPROVED BY

DG Shipping
Govi. of Bangladesah




