
"=.**V AMERICAN CLUB PRE-EMPLOYMENT MEDICAL EXAMINATION

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

kept by the clinic.

Date of Examination: (dd/mm/yyyy)0 JUL

Last Name First Name Middle Name

StlrTn
IrtALpn hlA C,AR B0(\uKrq sRDf) Bo (qtrRn

Seafarer's Signature

NoTE: The passing or failure of the medical examinations for the following is based upon the 2019 American club Pre-Employment Medicol

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

TYT
Name:

Mailing
Address:

Name of Ship/VesselPlace of Birth (City/CountrY)Blood
Type/Group

Date of Birth
(dd/mm/yyyy) -f"rv BnnVE-F-lEl-i0(xuRllA+ E0B- l2- leeY <lbl+6ttSeafarer's Certificate NoMedical Certificate No.:

iul*

Examination
Results of Examination Examination

Results of Examination

Pass Fail Pass Fa il

1. Medical History Questionnaire
(attached)

V.
13. Ultrasound examination

(presence of gall and/or kidneY

stones)

{
o,/

2. Physical Examination Y- fl 14. Hep B Antigen tr u
3. Dental Examination tr_ n 15. Hep C Antibodies d u

n+-Psyenebgi€e{{€st d lj 15. VDRL V
5. Visual Test d tf 17. HIV Test w' tr
6. Color Vision d n 18. Stress Test V u
7. Audiometry t{ tl 19. Diabetes { rl
8. Chest X-ray V u 20. Fasting Blood Sugar l) / u
9. Electro Cardiogram

or
{ 21. Glycosylated Haemoglobin w

10. V t._l 22. Liver Function Test v n
11. Fecalysis (food service/handlers { LI 23. Alcohol/Drug Test d
l2.Complete Blood Count Y tl {y tr

lf failed in any of the abovementioned examinations, please provide an exp lanation for the failure with the associated examination

number:
Exam #

Exam #

Exam #

"YES", the Americon Club PEME Declarotion

Form MUST BE com irdNO wYESHas medication been prescribed because of this PEME?

^ r rr ar e^\tACTla ntr[tTEPName of Medical Clinic:

Address of Medical Clinic:

Contact Phone No.:
33331 3678Contact Fax No.:

Name and Degree of PhYsician:

's Licensing BodyName of Physician

1()

.s€..6t\4 P.G
<tl t\ofP

PEME Examination

cian's LicenseDate of
Date of

Signature of Physician

placed

here

L) a\'

DFT. MC'

.11

€rM
10.

.t(
(:()vt'?02t i -3frappirrt,

o( Elangladoen
(cannot be less than one

06
calendar year)

Expiry Date for PEME:

o7
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i:l

n

only)
24. Spirometry
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AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE_2019

IMPORTANT: This medical history form must be completed in the p

p h ysicia n.

American Club Hologram Sticker No. (from previous page)

Doctor's lnitials:

Last Name First Name Middle Name

NFh Cav 9AD

Seafarer's Signature

V^
tyv:)

Name:

rl f-lLu
Home Address:

EmployerPhone No. Seaman's Certificate NoDate of Birth
(dd/mm/yyyy) gLlc /7tos-i2- l9rv 0

trAT-HFRRelationship:lnD, &oln case of eme
olgrQ* 9vSt'21Phone No.:uNIAddress:

DECLARATION
I,

Doclors a

cvent of any misrepresentati
Contract of tmployment or u

andlor the Owners and/or Insurance of the Vessel or their authorized reprcsentatives'
ical records being made available upon demand to my employers

Family History
NO YES NOYES

n trrl v CancerDia betes

E i-vn M Mental lllnessHigh Blood Pre ssure

V Epilepsy/Seizu re u tvHeart Disease T

Personal Physician or Clinic Physician's Phone No.: {)2-33331 3678
Add ress:

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

Any other major medical or physical conditions?

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

lf you have allergies, please describe:

an's Numbcr t./ Declare that I have made full disclosure of all of my medical history to the

lam the information supplied by forms the basis upon which I will be offered employment as a Seafarer. I understand that in the
ni c"

on either by statement or omission I will lose thc right to benefit from sick pay and / or compensation which would otherwise be due under the

nder any Collective Bargaining Agreement. I Also Hereby consent to my med

Fit For Duty nn Board Ship

MALE ONLY YES NO FEMALE ONLY YES NO

Prostate Problems tr E Pregna ncy u n
Testicular Lumps fl M Breast Lumps T fl
Penile Discharge n V Menstrual lssues u T

NOYES

U '+)..Are you currently under a doctor's care?

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

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

LTL]Have you had surgeries or have been hospitalized?

lf "YES", provide the date(s) and give details below:

Allergies YES NO

Do you have any allergies? tr &---

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

List other vaccinations/dates
(dd/mm/yyyy)

Datc of last dcntal clcaning: (dd/mm/yyyy)

Datc of any rcccnt dental work: (dd/mm/yyyy)

YES NO

Do you smoke? n r
-

lf "YES", how long?

lf "YES", how many packs Per daY?

Do you drink
a lcohol?

T { lf "YES", how much and how often

Do you use or take
any drugs?

tr V tff "Yes", name the drugs and how often
used:

Have you received treatment for the following?
YES NOYES NO

tr Vu V Jaundice or HepatitisDiabetes
VDizziness ntr tv'Heart Trouble

tr {T tr Back ProblemsHigh Blood Pressure
tr e/-l { Slipped DiskShortness of Breath trWrist Problems trn VChest Pain

u tr/I V Fractured VertebraeChronic Cough
T gT *T Arthritis/GoutAsthma

lvKidney Problems flT t_(-Tuberculosis
t}/V Cancer/TumorRheumatic Fever T

T ,1/"tr d Rash or Skin ProblemsFrequent Headaches
n VI { H ern ia/HydroceleVision Problems
tr Vfl Varicose Veins20l20 Vision tr
tl tE/tl tl Drug ProblemsE pi lepsy/Seizu re
T VV t\,4ental BreakdowntrHearing Problems
tr {/Psychological lmpairment, Depression or Mental lll ness

VTSexually Transmitted Disease

u NO ,L*YESAre you presently on any medication(s)?

lf "YES", please list prescription and over the counter medications you ta ke

regu la rly:Overall, would you say that your laalth
E Excellent rd cood

is (please check only onc)
I I Fatr

T
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AMERICAN CLUB DECLARATION FORM _2OL9

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

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

a condition of issuing this American Club PEIVE certificate, this form TVUST BE completed by the clinic.

AmericanClubHologramStickerNo.(fromfirstpage):-

Doctor's lnitials:

I'Yl'r'SuLTDI'{ Hrnu r) seamon's Nrmoer C I o l7 il9 , Hereby Declare thot
! understond that t hove been issued an Americon Club pre-employment medicol examination 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 following prescribed medication(s) (nome(s) of prescribed medicotion(s)):

ln addition, the following medical recommendation hove been given to me by the doctor for the medical

condition of (nome(s) of prescribed medication(s))

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

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

I hereby agree to ensure thot I follow taking prescribed medication and following medical recommendation
given to me by the doctor ond thot I will take responsibility for moking orrongements to secure the medication
during the course of my employment as prescribed. Any odditional medicol evaluations ond testing I may need

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

My signoture below acknowledges my receipt and understanding of this Declaration ond I thot I had an

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

my noncomplionce with this undertoking have been fully explained to me ond I confirm that I understond the

same.

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

medicqlexamination form has been issued. I confirm to keep the copy of this Declarotion through the term of
validity of pre-employment medical examination form-

l,

Seofarer's
Signoture: #/ e"l/^

0 7 JUt_ 2025
Date

Witnessed by:
( P hysici a n's si g n atu re )

mm/dd/yyyy)

w
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