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.."ii$K[rl AMERICAN CLU B MEDICAL HISTORY QUESTIONNAI RE_2019

IMPORTANT: This medical history form must be completed in the presence of

p hysi cia n.

American Club Hologram Sticker No. (from previous page)
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YES NO
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Arc you currently under a doctor's care ? tr u--
lf "YIS", for what problem(s)?
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AMERICAN CLUB DECLARATION FORM _2OL9

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

between 30 and 32.9, or any other relevant medical condition requiring lifestyle changes has been fouhd,. 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 lnitials:

1, uastt,r a#'t, s ,qtp,fc r'.47rr4 a-ko T*d*if{rr*o* dd.rzF Hereby Declqre that
t understond that I have been issued an Americon Club pre-employment medical exomination form according to
the standards of American P&l club so that I may be employed on the understanding that I will be responsible

for toking the following prescribed medication(s) (name(s) of prescribed medication(s)):

ln addition, the following medical recommendotion have been given to me by the doctor for the medical
condition of (nome(s) of prescribed medicotion(s))

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

has exploined to me what my condition is, whot medicotion is required and how this should be qdministered

I hereby agree to ensure that I follow taking prescribed medication ond following medical recommendotion
given to me by the doctor and that lwill take responsibility for making arrangements to secure the medicstion
during the course of my employment as prescribed. Any additional medical evaluotions and testing I moy need

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

tVly signature below acknowledges my receipt and understanding of this Declaration and I that I had an

opportunity to discuss any questions or concerns obout this notice with a member of the PE|VIE team and that
my noncompliance with this undertaking have been fully exploined to me and I confirm that I understand the

same.

I have given the original of this Declarotion to the medicol facility where the Americon Club pre-employment

medical examination form has been issued. lconfirm to keepthe copy of this Declaration through the term of
validity of pre-employment medical exomination form.
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