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AMERICAN CLUB PRE.EMPLOYMENT MEDICAL EXAI\{INATION FORM

IMPORTANT: 1-he original ol this form is to be kept by the seafi, er. A co
kept by the clinic.

Date of Examination (dd/m r,',/yyyy

Last Name Middle

fa N,.: lU6/A,RoaJ-17, DI'raUo - 1219

Name of Ship/Vessel

5 JAN 2026

rlame

Mailing
/t d d ress

Date of Birth
(dd/mm/yyyy)

Medical Certificate No

"r[: The passing or failure ol the medical examinations for the following is based upon l e 2Olg American Club Pre-Enttr;!cyme] ''. ,,,, , r

ination Guidelines. All relevant examinations must be completed and recorded belov',,.

Examinl;:-ion

13. Ultrasound examination
(presence of gaii and/or kldney

ston es)

Bt4
15 C Antibodies

Seararer's Si gl+n., re-

l;-:: 
-

Results r:l Exanri:,..::' r

7

Exam ination

i. Medical History Questionnaire
(attached)

I Examination
3. Dental Examination

5, Visual Test

6. Color Vision
''. Audiomet
: 'lhcst X-ray
l:. i:-lectro Cardiogram

ECG or EKG
1.lj. Urinalysis

w

12.Complete Blood Count 24. S

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

Exam #

[xam #

; ;:'-. i .:
raE nredication been prescribed because of this PEME?

: arnc of MedicalClinic:

lddrcss of lt/ledical Clinic

Corrtact Phone No

Contact Fax No.

l"i;rnr ;rnd Degree of Physician
I.lanri: of Ph ician's Licensin

Date of lssue of Physician's License
Diitcl PEME Examination
: rrry Date for PEME:

lf "1'ES', the American Club PEtvlE Oer/{rrcti:. ,

Fol:rr MUST BE ccm ird

Signature of Physician

DR . MD,
Et.B,SM Fi

11
M
AND

_l

i1i"ri be les:; tlran one calendar

&
o
4
Z 5'

I

d$6

Blood
TypelGroup

Place of Birth (City/Country)

t2e3 O+ve Dhak4
L/Seafarer's Certificate No.
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Pass Fail Pass
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18. Stress Test
19. Diabetes

16, VDRL

17. HIV Test

V L] 20. Fasting Blood Sr.r;1ar r
,t 21. Glycosylated Haemoglobin

(HbA1c)
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fl 23. Alcohol/Drug Test {

22. Liver Function T,
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AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRF.*201

IMPORTANT: This meCical history form must be completed in ther nifb
plrysician.

American Club Hologram Sticker No. (from previous page)

Doctor's lnitials:
dlr'+?,

Last Name First Name Middle Name

'1.'+.

ld.ime

i-'lonre Address:

Date of Birth
(dd/m

tr
r r ,ritse of eme

lll ,J-oTil kl"{4 a., n,Pry, Va. - l2l )

Sgaitargr's :.:ri1 :i i\:r '

,r ..iC r,] ss

t2003
Phone No Seaman's Certificate No Employer

Relationsh

P

Phone No

1'l r"son a I

'tli d re ss:

or Clinic:

Have received treatment for the following?H

YESYES NO

Dia betes

l1rgh Itlood [)TCSsure

i leart Disease

Ca ncer

tpilepsy/Seizure
u
u a"

ua
_'{_

{
lf "YI 5" to any oi the above, please expla

r malor rnedical or physical conditions?._ .

Fractured Verteb' r '

Arth out

ivlAL[ ONLY
;:!',isi.ate Problems

i, .:,r.;aLriar I umps

ii: [)isr:harge:

t-l

tl
il "'',i S" to any of tht: above, please explaln

Are

i ,YFS.

l)a tc of a

Li currcnt undcr a doctor's care?

li "Yl S", for what problem(s)?

:.lr:ian's namc,' and addrcss different from the one noted above)

, lu hard surgeries or have been hospitalized?

idc the da and details below:
If ,,YES,, how lo
if "YES", how m ack5

lf "YtS", how much and how

lf "Yl S", name the dr ugs and

useci:' ' '

List other vaccinatlo a tes

l)atc o1 la:;t dental cleaning:
rr:cr:nt dontal worl<:

Cverail, would you say that your health is (please check only one)

fl Lxcellent fl Good fl Fair

lf "YES", please list prescription and over the counter medicaticins

l .1RAI|ON ^ t. r -' 'MUDpetHTUAF 
M7vl1;qseaman's y1un 5u, L-lOf 12r46 Hereby Decrare that r hd.,o made fur drsciosure of a11of my meiiic:;i tris..r: ',.: ,,'

be ofr'r,it:d enrpl0ymurt as a
nd /.c' :ompensation which
recori,s bcing made availab

lar

' .-, ' :rr{l !1rfl ol this Cllnlc. I iin.l .iwarc that tlrc lntorrnatlon supplied by forrns the basis upon which I will
beneflt trom sick pay a

consent to my medical

Seafarer. I understand thar .., ,.

' ,il ir!ryr.-rsrep.cscntatloncilhcrbystatcmontoronrissionlwlll losetherighttol
,r':rr:L 0l I irDioynrcnt or undi:r any Collcctivc tlargaining A[jrcr]rncnt. I Also Hereby
/i)r llr.r Owncrs and/r;r lnsur.rrrcc of thc Vessci or their authorlzed representatives.

lc u demand to mv erytr it-:r;'. "i

YES NO

tr LY
-.N4ental lllness L] {

u {

YES NOYES

fl
NO FEMALE ONLY

Pregna ncy tr u
T tl-Breast L.umps

n trIVlcnstrual lssues

NO

UDi abetes

YES

il q
uHeart Trouble il 4

.'rLrndrce or Hepatrtis

Di:.r iness

High 13lood Pressure ! z Back Problems

Shortness of Breath n _l

w
Slipped Disk

\l/rist ProblemsChest Pain

Chronic Cough

.
I il

Asth ma lJ d
Tube rculosis tf GY Kidney Problems

Rheumatic Fever .[] "(iil YFrequent lleadaches

{ He rni a/Hyd roce le

Ca nce r/Tu mo r

Rash or Skin Problerns

Vision Problems

20120 Vision

.il
-.:l ,a4 Varicose Veins

E pi I e psy/Sei zu re f, Drug Problems

Hearing Problems E/ Mental Breakdown

Psychologica I I m pai rmerit, De pression t:,." fr.4enta I I | | ness

Sexually lransmitted Disease

YES NO

ri l\y/

n lv/

(dd/mm/vvvy)

(ddlmm/yyyy)
(dd/mm/yyyy)
(dd/mm/yyyy)

NOYEIi

Do you drink
a lcohol?

Do
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smoke?

Do you use or take

any drugs?
ry

YES trAre ona naedicationre5

t/\t|Aholvtse 3e705
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Physician's,:'hone No.:-

ilaie of last Tetanus vaccination:

i\.ljl

lf you have allergies, please describe: 
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AMERICAN CLUB DECLARATION FORM -2019
IMPORTANT: lf medlcation has been prescribed by the clinic, ,.he seafarers BMI has been found to br
between30and32.g,oranyotherrelevantmedicalconditic;, requiringlifestylechangesha:bc.enfr,,;,,r-t .r,
a condition of issuing this American Club PEME certificate, th,, form MUST BE completed by the ciini.:

i_MUq,Seamon,sNumaer4,f,-1|*L-,HerebyDeci::7g1l76;
! understand that lhove been issued an American Club pre-employment m: lical examination form accc',:ciirtc l.
the standards of American P&l club so that I may be employed on the uncieistanding that lwitt be respansible
for taking the t'ollowing prescribed medication(s) (nome(s) of prescribed mt-:,iicotion(s)):

ln addition, the following medical recommendation have been given to me by the doctor for the medical
condition of (name(s) of prescribed medication(s))

(norne af doctar(s), name of clinia, this physicion is required to sign this loim at the bottom)

Ltas explained to me what my condition is, what medication is required and how thrs should be administered.

I hereby agree to ensure thot I t'otlow toking prescribed medication ond foli,:;wing medical recommendation
given to me by the dactor snd that lwill take respctnsibitity for making arrc, gements tc secure the meaicution.
during the course of my empioyment as prescribed. Any odditional medical evaluations and testing I may need
because ol the pre-existing condition are to my responsibitity.

tVly signature below acknowledges my receipt and understonding of this Dedaration anrl 'hat lhacl an
opportunity to discuss any questions or concerns about this notice with a mernber of the pEIVIE team ar.i lhat
my noncompliance wilh this undertoking have been t'ully explained to me atd I cont'irm thqt I undersfor;ri ijie
sa me.

I have qiven the original of this Declaration to the medical facility where th.Americtn ('!ub pre-employ, teni
rnedical examination form has been issued. t confirm to keep the copy of this Declorotion through the terrn sf
volidity of pre-employment medical examination form.

Seaforer's
Signature:

Date 0 5 JAN 2020

//l,l)l^lk',--
", l.!i

Witnessed by:
( Physicia rt's s ig na tu re )

(mm/dd/yyyy)

DR. MD. Avubur Rahman
M.B.B.S. P:G..r (Medlcln6)

Flntay House
11, A.grabad C/A. Chattogram

BM-()C r<eg No: A-1142o
ANO APPROVED BY

DG ShiPPing
(iovt- of Elangladestr

-r.i

American Club Hologram Sticker No. (from first page):__*_

Doctor's lnitials:
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