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AMERICAN CLUB PRE.EMPLOYMENT MEDICAL EXAMINATION FORM

IMPORTANT: The origlnal of this form is to be kept by the seafa rer. A ccp,/
kept by the clinic.

Date of Examination' 
- 

0 ilE! 3L- (ddlmm/yyyy)

Last Name

947 4 A
First Name Middlep* A , L17421-24A4N ,

t

Seafarer's Signature

NOTE: Thepassingorfailureofthemedical examinationsforthefollowingisbaseduponthe2OtgAmericanClubpre-EmploymentMedtcot
Examinotion Guidelines. All relevant examinations must be completed and recorded below.

4'bbc,UA|t'@+-AName:

Mailing
Address:

Date of Birth
(dd/mm/yyyy)

Blood
Type/Group

Place of Birth (City/Country) Name of Ship/Vessel

tYv RoYnt lu+qE-
Medical Certificate No.: ' Seafarer's Certificate No. 773L s32

"/ \\lr'l
INIF/'

Examination
Results of Examination

Examination
Results of Examination

Pass Fail Pass Fail

1. Medical History Questionnaire
(attached) {

13. Ultrasound examination
(presence of gall and/or kidney

sto nes)
V.

2. Physical Examination g n 1q. iep B Antigen ET tr
3. Dental Examination w n l!-[qp C Antibodies V n
4-+sy€h€l€giel+e€t g g 15. VDRL w tl
5. Visual Test tr/ n 17. HIV Test Y n
6. Color Vision w l 18. Stress Test fr- T
7. Audiometry V x 19. Diabetes ts' I
8. Chest X-ray w n 20. Fasting Blood Sugar ts' f
9. Electro Cardiogram

(ECG or EKG)
{ I 21. Glycosylated Haemoglobin

(HbA1c)
W' T

10. Urinalysis V fl 22. Liver Function Test tr n
11. Fecalysis (food service/handlers

only)
V 23. Alcohol/Drug Test V

t2.Complete Blood Count tJ' n ?4. Spirometry Y tf

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

Exam #

Has medication been prescribed because of this pEME? YES tr NO V
tll 'YES", the American Ctub pEME Declorotion
Forn MUST BE completed (third page).

Name of Medical Clinic Signature of Physician

Address of Medical Clinic:

Contact Phone No.: 02-33331 36
Contact Fax No.: DR. MD

t\/1.B.Li.sName and of n:
Name of P n's M.B.B s P.G. T 1CJ

t3 lwl
Date of lssue of P cian's License: 10. A Ctritt

Date of PEME Examination Af!o ROVET)

Explry Date for PEME: Govl. of Ban€lad€sh

r)

of
here

nnot be less than one calendar
0 FEB 2r/2I

n hrD

Flafirrrarl
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I
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l

Exam #



AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE_201 e.

>.t-
IMPORTANT: This medical history form must be completed in the p

physicia n.

American Club Hologram Sticker No' (from prevlous page)

Doctor's lnitials:

th%6liSqo

u ft/ tL*p&-/LT, P A. ry"f7 7vp* &l
EmployerSeaman's Certificate No.Phone NoDate of Birth

dd ut9
Relationsh

ln case of e
Phone No.

Address:
-ggsgr goz

cian's Phone No.:
ician or Clinic:Personal

Address:

,ei Last Name

a M r-L4D +{b,t
Home Address:

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

Middle Name

Have u received treatment for the fol

lf you have allergies, please describe

First Name

4

Seafarer's SiSnature

Any other major medical or physical co nditions?

NO

lg'
w'

w
lf "YtS" to any of the above, please explain

Are u currentl under a doctor's care?

lf "YES", for what

H ave u had su or have been hos italized?

rovide the date and details below:1f 
,,YES,,, rf "YES" how lo ?

rf "YES" how ma ks da

lf "YES", how much and how often:

Date of la st Tetanus vaccination

lf "YES", name the drugs an d how often

used

H^r *Oouu*/t .,#s#-#!-lCzz fr.kv 6r"lrr.that I have made futl disclosure of all of my medical history to the

Doctors and staff of this Clinic. I am aware that the information supplied by forms the basis upon which I will be offered emP loyme nt as a Seafarer. I understand that in the

event of any misrepresentation either by statement or omission I will lose the right to benefit from sick PaY and / or comPensation whlch would otherwise be due under the

Contract of EmPloyme nt or under anY Collective Barga ining Agreement. I Also Hereby consent to my medical records being mad e available upon demand to my employers

HFam
YES NOYES NO YTv Ca nce r

Di a betcs (nMental lllnessn VHigh Blood Pressure
fl n/iw E pilepsy,/Seizu reflHeart Disease

YESNOYES
flitisJaundice ortr t4Diabetes
Td Dizzi nessIHeart Trouble
tr 17.'V Back ProblemsDBlood Pressure v'trDiskslitr VShortness of Breath VT{ Wrist Problemstr
nFractured Vertebrael!.fuChronic Co
EArtf VAsthma
TProblemsKidnfl g'

Tu berculosis
trV Cancer/TumorLRheumatic Fever
nRash or Skin ProblemsN,4THeadachesF Iu g'

Vision Problems
L]{ Varicose VeinsD20120 Vision nProblemsDru{trzu reE il u
tlHeari

irment, De ression or Mental lllness

Mental BreakdownProblems

cal lm {n
Transmitted DiseaseSexu

NOYESAlle es
Tes?Do have

MALE ONLY YES NO FEMALE ONLY

P regna ncy

Breast LumPs

w Menstrual lssues

YES NO

Prostate Problems n fl T

Testicular Lum s tr u T
T T u

NOYES

VT

P
eon above)notedfromnt ethdif ifferema ande addressnSICIA ns

D

(dd/mm/yyyy)

List other vaccination ates:
d m

Date of st dental clean

Date of anY recent dental work (dd/mm/yyyy)

NOYES

u g'
Do you smoke?

Do you drink
alcohol?

E-Do you use or take

any drugs?

NO -T4--YES TonreAre medication s

lf "YES", please list PrescriPtion a

larl

nter medications You takend over the cou

Ove ral l, wo u td yo u say that your health is ( p I ease check n ly

u Excellent ff-cood Fai t

Fi t For Dutv oll Board Ship
and/or the owners and/or lnsurance of the Vessel or thei r authorized rePrese ntatives

E w

Chest Pain g

_VHernia/Hyd rocele

w'

V,Penile Discharge

{

(dd/mm/yyyy)

a'tr

one):

tr
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aconditionofissuingthisAmerrcanClubPEMEcertificate,thisformuusrarcompletedbythe.clinic.

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

Doctor's lnitials:

,{{9 auLLell nL kt,gllu&r ffsr s 9)
Seomon's Number t '

HerebY Declore that
n4 0q

^r1S4M Am e rican Ctub P re-em PloY m e nt m edica I exa mi notion form according to

t understond th at t hove been issued on

the standords ofAmericon P&t club so thot t may be emPloYed on the understonding thot I will be resPonsible

for taking the followin g prescribed medicotion(s) (name(s) of Prescribed medication(s))

l,

ln addition, the fottowing medicol recommendotion hove been given

,,ni,r,,on of (nime(s) ol prescribed medication(s))

to me bY the doctor for the medicol

(nomeofdoctor(s),nameo|clinic,thisphysicionisrequiredtosignthisformatthebottom)

has explained to me whot my condition is' whot medication is required and how this should be administered'

r hereby qgree to ensure that r forow taking prescribed medi-cation and forowing medicar recommendotion

given to me by the dotctor and'that t witt tale responsibirity for making orrrrgr^rnts to secure the medicotion

during the course of my employment as prescrib'ed. Any odditionor medicot evqruations ond testing t moy need

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

My signature below acknowledges my receipt and understondin.g of this Declaration 
'ond 

t thot I hod an

opportunity to discuss any questions or con'cerns about this notiie with q member of the PEME team qnd that

my noncompliance *ni ini undertoking n,rru a"rn ',utty exptoined t:o me ond I confirm thot I understond the

t hove given the originor of this Decraration.to the medicor focirity where the American ctub pre-employment

medicor exominotion form hos been issued.', ,oif,r* to keep the cotpy of this Decroration through the term of

,otiairy of pre-employment medical examinotion form'

same,

Seafarer's
Signoture,

/ aUlW-^11,A,,,*^

0 5 FEB m25 mm/dd/yyyy)
Ddte

Witnessed bY:

(Phy sicio n's sig natu re)
o^Fa)33=.tIJ.?','^,8?i:1X31
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