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$-FT I: AME RIcAN CLU B pRE-EM pLOYM ENT M EDICAL EXAM I NATIO N

IMPORTANT: The original of this form is to be kept by the seafa;-er. A
kept by the clinic.

Date of Examination: lt (dd/mrt/yyyv)EC 2A2fr

Last Name First Name Middle Name

Seafarer's Signati:re

ITJOTE: Thepassingorfailureofthemedical examinationsforthefollowingisbaseduponthe2O!gAmericonClubpre-Enpioyment!.,/i?c;col
lxlminotion Guidelines. All relevant examinations must be completed and recorded below-

t

Name: r-u

H7a
ctA t

fLacfaF/lailing

Address: tq.
Date of Birth

(dd/mm/vvvy\
Blood

Type/Group
Place of Birth (City/Country) Name of Ship/Vee sel

b-v € cP r4V' r<cvry tt4/Lq
Medical Certificate No.: Seafarer's Certif icate No. : -// ?973 r' -

Examination
Results of Examination

Examination
Results of Examinati*n

Pass Fail Pass rc!:

1. Medical History Questionnaire
(attached) w-

13, Ultrasound exarnination
(presence of gall ond/or kidney
stones)

tZ- .
2. Physical Examination Y. n 14. Hep B Antigen g' *I
3. Dental Examination fr tr 15. Hep C Antibodies a' tr
L+sfh€+eei€at+est lq' E 16. VDRL { a:
5. Visual Test J- T 17. HIV Test g- I
6. Color Vision fl T 18. Stress Test g'
7. Audiometry Y l 19. Diabetes { fl

L-l

8. €hest X-ray { tr 20. Fasting Blood Sugar a' ;:
L

1. E.lectroCardiogram

{ECG or EKG)
Y. 21. Glycosylated Haemoglobin

(HbA1c)
e-

I0. Urinalysis E' tr 22. Liver Function Test %'
J.1. Fecalysis (food service/handlers

only) { 23. Alcohol/Drug Tesr Z t-

3.2.Complete Blood Count V T 24. Spirometry E/' L]

lf failed in any of the above mentioned examinations, please provide an explanation for the failure wilh the associated examination
number:
Exam # I

Exam #
Exam #

:iiag medication been prescribed because of this PEME? YES NO w the Americqn Club PEME f)eclorctrsrr
etedFony MUST BE

Name of Medical CIinic:
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Address of Medical Clinic:

Contact Phone No. n"-33 331 3678
Contact Fax No,:'

_Ngqqand Degree of Physician: DR.MM
Name of Licensi Bod
Date of lssue of Ph n's License:
Date of PEME Exa

Expiry Date for PEME:

nnot be less than one calendar ar
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/9 luName

Home Address:
5

lo
T4 /c> Q

Date of Birth
(dd/mm/yyyv) Phone No. Seaman's Certificate No. Employer

h tlt t-/
Relationship:
Phone No.:

: YHf;re.,ii*rnsrylr AMERICAN CLU B MEDlCAL HISTORY QUESTION NAI RE.-2019 of

IMPORTANT: This medical history form must be completed in the presen
physicia n,

e clin
!

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

Last Name First Name Middle Name

4 od"

s:

\\'
.+

af lhe

l=ffi*"-

:,";.iaSe of eme notifyl
Address:

i-:arsonal Physician or Clinic:

Seafarer's Signsture

Physician's lrhone No.: 0?333313678
Address

Fa Hi Have treatment for the
YES NO YES No--l YES NO YES ll0

Diabetes n V Cancer n -ffi
I

Diabetes I .12- Jaundice or Hepatitis n :Y
High Blood Pressure tr .!. Mental lllness n F[ LHeartTroqble tr ry Dizzi ness fl w'
l.ieart Disease r e- ,-Epilepsy/Seizu re ! -f," 

I High Blood Pressure n w Back Problems rr q
Shortness of Breath tl Y Slipped Disk fl
Chest Pain n W. Wrist Problems ti cf
Chronic Cough n g" Fractured Vertebrae D 3-
Asthma ! l\J/ Arthritis/Gout {
Tuberculosis tl 8,, Kidney Problems ft E
Rheumatic Fever L] 9"" Cancer/Tumor n {
Frequent Headaches i[] v' Rash or Skin Problems fl w-
Vision Problems il { Hernia/Hydrocele fl E."
20/20 Vision D a' Varicose Veins tr H
Epilepsy/Seizu re n D Drug Problems U el-'
Hearing Problems L] fr' Mental Breakdown L] rtE-

lm a on or Mental lllness n t\l
Sexuall Transmitted Disease D

if "YES" to any of the above, please expla

; r; gther major medical or phys ical conditions?

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

't "l'it", for what roblem ?

Allergies YES Nd-/
Do you have any allergies? U

Ifyou have allergies, please describe

sician' na and address different from the one noted a bove)

| l,ive had su ries or have been talized ?

F tt I 0 r Du ty 0 ll B 0i'trd S
l.ll I p

' ' MALE oNLy YES NO FEMALE ONLY

Pregna

Breast Lum

I lssues

YES NO
Prostate Problems n tr
'1-esticular 

Lumps n u n
Penile Discharge n n tr

YES NO
.','In lor rglgr!]y y.{"rp doctor's care? tr V

D V
de the date and details below:I ,,YES"

Date of last Tetanus vaccination (dd/mm/yyyy)
List other vacclnation dates:

(ddlmm/vvw)

Qgtg ollqrt dental cleaning: (ddlmm/yyyy)
Date of a recent dental work: (dd/mm/yyyy)

Do smoke? If "YES,, how
If "YES" how ma cks

Do you drink
a lcohol?

"YES", how much and how often:

Do you use or take
any drugs?

L I If "YES,
'-. ] used:

me the drugs and how ofter:

Are you presently on any rnedication(s)? YES tr t{L) E-
If ,,YES",

regula rly
please list prescriotion and over the counter medications yor.r t:i lOverall, would you say that your (please check only one)
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AMERICAN CLUB DECLARATION FORM _20L9

IMPORTANT: lf medication f-r., O".n prescribed by the clinic, lhe seafarers BMI has been found to be

between 30 and 32.9, or any other relevant medical condltion requiring ifesty e changes has been founcr, ns

a condition of issuingthisAmerican Club PEME certificate, thisform MUST BE comp eted bythe clinic.

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

Doctor's lnitials:

n fr{/i,^4 Seomon's Nu*brr*7-/@ 3)- ', Hereby Declore thci

understond that I hove been issued on Americon Club pre-employment medicol exomination form occording tc

the stondords of American P&t club so that t may be emptoyed on the understanding thot I will be responsible

for toking the following prescribed medicotion(s) (nome(s) of prescribed medicotion(s)):

ln oddition, the fotlowing medicol recommendation hove 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 physicion is required to sign this form ot the bottom)

t,

I

has exploined to me whot my condition is, whot medicotion is required ond how this should be administered.

I hereby ogree to ensure thot t fottow toking prescribed medicotion and follcwing medicol recommendation

given to me by the doctor ond thot t witl toke responsibitity for moking orrongements ta secure the medicotion

during the course of my employment os prescribed. Any odditionol medicol evoluotions and testing I may need

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

My signature below ocknowledges my receipt ond understonding of this Declorotion and I thot I had on

opportunity to discuss ony questions or concerns obout this notice with o member of the PEME team and thot

my noncomplionce with this undertoking hove been t'ully exptoined to me ond I confirm thot I understand the

same.

I have given the originol of this Declorotion to the medicalfocility where the Americon Club pre-employment

medical e\ominotion 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
Signoture:

,@%,".
Date 1 I oEC 2025

Witnessbd by:
( Physi ci a n's s ig noture ) :

UT mDR. MD. AYU
M,EI.B.S. P.G T (Madlcin
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