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AMERICAN CLUB PRE-EMPLOYMENT MEDICAL EXAMINATION FO 019

IMPORTAIJT: The original of this fornr is to be kept hy the seafarer. A copy

kept by tlr,.: clinic.

Date of [:xemination (dd/m m/yyyy)

A
Last Name First Name Middle Name

VILL- Ar-,<APV P.a : EAst+t^46&&- I c++o UDDA*

6AAM, D r 5f. l"l lLL
Blood

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

/) M.II.LA E_

2 5SEP

Name

Date of Birth
(cld/m m/yyyy)

t&f tLl t? ro

1. Medical History Questionnaire
(attacircd)

ical Examination
3. Dentai Examination

YL.ltd
Medical Certificate No. Seafarer's Certificate No. Seafarer's Signatirri'

NOTE: Thr: passing or failure of the rncdical examinationsforthe {ollowing is based upon the 20!9 American Club Pre-Emplaynent i,tleair.;'i

:'xonincrtiort Guidelines. All relevant cxaminations must be completed and recorded below.

Results of I xar'rinatic :

Examination
Pass Fa il

w-'
-u-

11. Fecalysis (food service/handlers
o

1.2. iete Blood Count

6W^

Results of Examination
Pass Fail

{'
13. Ultrasound examinatiorr

(prcscnce of gall and/or kidney
stoncs)

Examination

w u 14. Hep B Antigen
T 15, Hep C Antibodiescg- E

V tr
Y u
Y
-,s''
gr''

T

21. Glycosylated Haemoglobin a/-
dlooF ra20.

16, VDRL

19. Diabetes
18, Stress Test

HbAl

fl--

17. HIV Test

lv T 22. Liver tunction Test a-'

8. Chest X-ray

9. Electro Cardiogram

10. Urinai
lEcp o r EKG)

5. Visual 'Iest

7,-.4u.{jg,!le!ry-
6. Color Vision

Vd L:I 23. Alcohol/Drug Test

LI 24. Spirometry Y
l l

ii failed in,any
number:.' ', .

he abovementiorrrd examinations, please provide an explanation forthe failure with the associated exanrinlrL;':r,

-rlg. 
j

Exam #

txam #

tlas nredication been prescribed be iause of this PEME?
, the Americun Club 9E{VlE Declsrr:lior;

Form MUST BE com third

Signature of PhysicirnftJarne of Medical Clinic

Address af Medical Clinic:

Contact Phone No.:

Contact Fax No.:

i'Jame and Degr,e-g of Physician:

irlame of Physician's Licensing Body

Date of lssue of Physician's Licensc:

Date of Cornpleted PEME Examinatioir:

fxpiry Date for PEME:

I r: il I ) i I ii 1. 1,, r : i:SS t h a'i'.r il il t'a i e n d a r

D,FL 
^d-[)-,

r I?a ]prR
B.LI.Si. r-.c; Nn.B Er.S-l.s

A(lra
Bh?rDC

AND

aQrofr g

. MD. Ayut)ur tTra
lrro )

---,,:f$ir e r
1O. Agrabt d C/'l Ctritt '182()

frrY

2$75

yea

YES NO v

ct

or 6??rF&8ad
h0rt:

./\Nr) /\PPFIOV Er)

c)

G.r- t

6

h

L]
i.l

ii

ii

l::, I
il

lr
.. I

l

Mailing
Ad d ress:

t, FEyshs+sgi€*l-Te€t

/
V
g

lE/'_

tr

L]

ll

CARANIAGNOSTIC CtN iEN

Tahc ttharlor 10 Affzbd [lA, $atlwim

o2-39:r:rr JU /. e

Govt. ot

2 2 SEP 2027

w
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AMERICAN CLUB PRE-EMPLOYMENT MEDICAL EXAMINATION FO 019

IMPORTAfJT: The original of this form is to be kept by the seafarer. A copy

kept by tirL,clinic.

Date of [:x:rmination (dd/m m/yyyy)

Last Name First Name Middle Name

VILL- Ar,<APU P. o : E*&srllAfr 4-6-. I c++o UDDA-

6AAM, DrSf t"l lLL
Blood

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

M.II.LA

2 5SEP

Name

Date of Birth Y-L./td
(d d/m m/yyyy)

l4l2-t 11 sa a g
Medical Certificate No. Seafarer's Certificate No.

Seaf arer's Sign atir r*'

NOTE: Thc passing or failure of the rncdical examinations for the {ollowing is based upon the 20!9 American Club Pre'Emplr:ynertt i'/lediLi,i

:'xoninotiort Guidelines. All rclevant cxaminations must be completed and recorded below.

Results of Ixarrrinatic r

Examination
Pass Fail

/.

1. Me dical History Qurstionnairc
lattacir:d)

ical Examination
3. Dentai Examination

5. Visual lest
6. Color Vision

Audiometry_ 
_

Chest X-ray

Electro Cardiogram
(!cc-o

10. Urina
11. Fecalysis (food service/handlers

l-"-'

-v

r EKG)

l

12. lete Blood Count

i'i failed in'any of\he abovementiorr:d examinations, please provide an explanation forthe failure with the associated exanriir.rl,',,,

nr.rmirer:-' ., .

llerlf
Exam #

Exam #

6W^

Results of Examination
Pass Fail

{ tf

V T

13. Ultrasound examinatiorr
(presr:nce of gall and/or kldney
stoncs)

14. Hep B Antigen

Examination

u 15. Hep C Antibodiesd
16. VDRL sag. E

V I]
Y L]tr
lg'
gr/'

tl

21. Glycosylated Haemoglobin
dlooF r20.

19. Diabetes
18. Stress Test

HbAl

17. HIV Test

ly,' T 22. Liver Eunction Test t;)-
V{' fl 23. Alcohol/Drug Test

24. Spirometry {fl

YES NO
I

vHas nredication been prescribed because of this PEME?

Name of Medical Clinic

Address of Medical Clinic:

Contact Phone No.:

C,lntact Fax No.:

r',lame' anC Degleg of Phy-sician:

i{ame of rhy1i9!an'1 Licensing Body

Date of lssue ofPhysician's Licensc:

Date of Cornpleted PtME Examinatioi-r:

[xpiry Date for PEME: 
_

ii:rririjr 1,,:;tss thatr,rue caleltdar yt.l

, the American Club PEtl'lt Dec/orr)ti.;rrr

Form MUST BE com third

Signature of Physici;n

D.[!r*Ad-r)--' a' r I?a ,PR , MD. AYULlur rna
|t/t. B EI, Si n6)

-----I3tr e r
B.L}.S, T,.C;

-t
aGr<)frg

-l-D
A(rra

Br\^OC
AND

1 0. A(rr abod C/,A' Ctritt '1820
FIY

ct

Ha
or $??8€As"

lrcrl
z{,?5

OVEE'

c)

Govt

6

fr

ifr E

ii

:-l

il

ii

ii

'I
l

A-LA M

Mailing
Ad d ress:

4,-$svshe+,6siesl Teet ir
{
lrtt-
q

T

If
i_l

CARA NIAGNOSTIC CtN iEN

Tahc tlhar{rs 10 Affebd CIA Uletl0ffiim

o2-3SU:rr Jt / e

Govt. ot

AND

2 2 SEP 2027
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Physician's Phone No,Personal Physician or Clinic:
Aidress:

ol

YXTJ:i$Tre^,--**w AM ERTCAN CLUB MEDTCAL HISTORy QUESTiONNATRE*2019

iMPORTAI{T: "lhis medical history forin nrust be con-ipir:ted in the presen
p hysicia n. +

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

V\ *€D
Last Name First Name Middle Name

vl>t-- re.f?*A u P '0 : K*s*l P.s -c#d
ar^{ tsf : MIL

Phone No Seaman's Certificate No. Employer

4f

3iflq?.'

l',lame

li<>me Adcircss:

Date ol Birth
ddl

*u".1
Seafarer's Sign:-rtu re

Fami H Have received treatment for the following?

Diabetes Jaundict: or lle

lf you lravi: aiirrgies, please describe:

I.-{
NOI

Di a b etes CancrT
lii;1h tllood Prcssure

i lleart Drscase

li 'Yi S" 1o ,rnr' of the above, plcasc explain

1|,,, ,rlircr nra jr,r rrrcdical or physical conrjiiii_r'rs?

Prostate Problems

i lcsticular Lumps

i Penile Discha
L

' :: S 1: .rny rfthe abovo, plcasc cxplain

r lle

:-l

NO

|-4
(s) ?

I Physician's.name and address (if different
I

{iom the one noted abovc

l_l

"YES", for what problem

Havc you hao surgeries or have becn hos L; ir :r iizcd ?

tc(s) and givc detir,l.: trelow:lf "YES", provide the da
Do ou snroliit?

li "YES'', lrow rnarr cks rd
Dirte of le.si 

'1(,t;rnus vaccination lf "YES", irow nrrich anrj ]row ofir:r

lf "YES", name the drugs and how oftr:n

I ist othcr vaccination

t)atc of lasl dontal cleani
Date of an

d a tcs:

ri:c0nt dentalwork:

usr:d

NO I
lf "YFS", plr:;r:;r: list prescription and ovcr thc countor modrcirtions yi)Lr 1.ri(:l

Ori,rall, would you say that your healtL is lricase check only one)
'. I Lxcelient El-G6ocl [] Fair

t-c la rl

Di:Ci/\R/\ IlOt\j

:',',,Ni,ffi H,,# F,,.p,,#I "0,3*##::,#$Fi

,\U ,t re that I havc made iull dlsclosurr: 0f al o1 ny rlr:dic;rl ir !1{,r, ii 1, .

r';i:11 cf any nr,sri--presentation either by statrrrnrNt or omissi.on I wlll iosc thc righr to
C.)rlrf .i (,1 l.nrploymentor under any Collccrivr: iJ:rrgaining Agrccmcnt. I Also Here by

basis upon which I will be offercd employment as a Scafarr:r. unticrsland th,ri ir iirr,
benolillrornsrrrpayand/orcompensationwhichwouldolherwlschr,clLrc.inrlr:riii:
consrnl lo iny rcdical recorcis being made available upon dcrland 1o rry illti:t oVi,f.l

ed by forrns the

cnl:rlivcsardlortirr:Owircrsand/orlnsuranceo{thcVt::,s.,ortheirauthorilcdropros

0 t{ l--
In case of ernergency, notify: ( Relationship
Address Phone No

YES NONO

tl
Yrs

tr N"-
Mcnral lllness n E+-rrlu

ti l-{ Epilt:r;sy/Seizure tr Lg-"

lviALt Or\iLY YES No II FEMALE oNLY YES NO

L] P rc ll ra ncy

Brcasi [-umps

Mlon,,lrual lssues

n tl
tf
u

u il
n

YES NO

n V
Heart l roublo t'l V Dizz in css :i
lligh BIood I)rcssurc tJ ts.- Back Problcnrs

rl {Shortncss of Srcath

Chcst Pain L] Y
Chronic Coulih rl V Fractured Vertebrae

Slipped Disk

Wri:it Probic rns

Asthma tl t4
f ube rc u los is

Rheumatic l::vcr tl
U a-"-{

Arth ritis/Gout
Kidncy Problcms

Ca ncer/Tumor
Frcquont lir:rdachcs n w' Rash or Skin Problom!

u Lg./- Hcrnia/llydrocclcVision Proh,0ms

20/20 Visrorr n -g- Varicosc Verrs
L-l sl-Epilepsy/Scizurq_- _

Hearin5l Prol;iems i_l V N,4 0nta I il r(, J l(dovJn
-Qrqsl

roblerns

Psychologic.ri lmpairment, Deprcssion or Mi:ntal lllncss

Sexually I r.r r'rsmittcd Disease

YES NO

Q--

n

u havc an allerDo es?

YES

L]

_(d d/mrt/yyy,,,)

(dd/m m/yyyy)
(dd/mm/yyyy)
(dd/mm/yyyy)

YES NO

t:]

Do you drrrl<

alcohol,)

an dr
Do you usc or take

Arc you prosi irtly on any mcdication(s)? YES -l

Fit For Duty on Board Ship

-j

l_ _l
4T ygy:gry"n_tly_g@g e lgjtS|r !!f;i

If ,,YES,,
hor,v

-\4
I

U

YES

i.l
.q,/

i:,
n-:
,-l

iH
.

n

_g
\,-
tr

{

l
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AMERICAN CLUB DECLARATION FORM -2019

ffi lMFfi*'i ;\NT: rf medication has bee n prescribed br,the clinic, the seafarers BlVil has trer'.:n foi.tnrj to i.rr',...lB 
betwclr, j0 and 32.g, or any other relevant rneclic,.ll condition requiring iifestyle changes iras beer 1.r , r'
a corrdiLi, n of issuing this Arnerican Club Pir,'lF- ctiiriicate, this form MUST BF- cornpleted by the ciirit.

American ,llub Hologram Sticker No. (from first paPic):-

Doctor's li:itia t-.

t, i,vtl*Mt\4€D <k?fzskq) '4.Wil, seamnn's w,,,nt,", 9o [45 lTsureby Dectore thrtL

I ttnderstqnd thot thave br:cn issued qn American Club prc cmployrnent medicol exqminotion form according to

the stqndards of American P&t club so thqt t may be employefl on the understanding that lwill be responsible

for taking the following prcscribed medication(s) (nome(s) rsf prc:,cribed medicotion(s)):

lp addition, the foltowinq r;tedical recommendation have been 91i',tt:n to me by the doctctr lor !l'tr: ntecliccti

c,:ndition of (name(s) a; r t.':;cribed medication(s))

(n r me of doctctr(s), na n i r: i.i clinic, this physician is re quirerf to -ti;:,l this f orm ot the bottam )

ht:s explained to me whoi- ,t'ty condition is, what meclication is re trtircd and how this shottld be adn'tinistert:tr'

I hereby ogree to ensure tt;ot I follow taking prescribed mcr'ticotii:n and following medical recommendation

given to me by the doctor tind that twill tqke responsibilitl, for ntcking orrangements to secure the medication

dtrring the course of my e:rrtployment as prescribed. Any aC:.litionrt! medicol evqluotions and testing I may need

because of the pre-existit:t: condition are to ny responsibi!i!y.

l,tiy signature below acknc,tledges my receipt and tinderstctndirti; of this Declarqtion and lthot lhoci rtn

ai)partunity to discuss o,i,t .tuestions or concerrls aboL.tt ttiis notir.:r' *tith a member of the Pt:lV4F l?orn ond !he1,

nt,/ noncompliance with titi:; undertqking have beel fully r:ynlaini',i to me and lconfirrn that lunderstctncl';ht:

sLtme.
I

t tiave given the original cl ittis Declarotion to lhe nieclicai i':cilit,",,he re the American Club pre -entployment

ntt:clical examinotion farlt itas been issued. I confirrn ta kt', :s th,' :.tl1ty of this Declarqtion through the: term of

validity of pre-employmr:nt ,ttedical examination form.

Seafarer's
Signoture:

t/lLfu,6A

, 23SEP20$ (mm/dd/yyyy)Dote

Witnessed by:
( P hysicia n's sig natu re )

?.T ;, Y -o= . ? :,' i : -,',fi 3 til:l'''" '-'l'.""'. f:',f "jfi[;-e-.e
'' I' t Jl;' j.j; ;;:l; l;' ;*l'r"

I t(; Snrt'ltrrrg
,,.,-i-ot Ean(Jledaert

7


