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"rtt,idg AMERICAN CLUB PRE-EM PLOYM ENT MEDICAL EXAM I NATIO

IMPORTANT: The original of this form is to be kept by the seafarer

kept by the clinic.

Date of Examination:
24 MAR 2026I @dlmm/
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"

tu(lJr'l A/ d 4/1"-7 ,
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Seafarer's Signature

NorE: Thepassingorfailureofthemedical examinationsforthefollowingisbaseduponthe20LgAmericonClubPre-EmploymentMedicc'!

Examination Guidelines. All relevant examinations must be completed and recorded below.
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Name:

Mailing
Address

Name of Ship/VesselPlace of Birth (CitY/CountrY)Blood
Type/Group

Date of Birth
(ddlmm/yyyy) yE QUvz7- dz?.

-ruo?+
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Medical Certificate No. 7-Ap Seafarer's Certificate No.:

Examination

1. Medical HistorY Questionnaire
(attach ed )

L2.Co lete Blood Count

Results of Examination Examination
Pass FailPass Fail

{

--a7-t4

u
13. Ultrasound examination

(presence of gall and/or kidneY

ston es

V

2. Physical Examination T 14. Hep B Antigen E D

3. Dental Examination n 15. Hep C Antibodies LU-/ I
+-Psvenebsi€IJ€st
5. Visual Test

6 g 16. VDRL E-
tr n 17. HIV Test E-' I

6. Color Vision W tr 18. Stress Test E- I
7. Audiomet
8. Chest X-r

{ T 19. Diabetes tr' T
.{ n 20. Fasting Blood Sugar E_- f

9. Electro Cardiogram

10. Urina 5

aL-
21. Glycosylated Haemoglobin

(HbA1c)

ts--

iv'' tr 22. Liuer Function Test T

11. Fecalysis (food service/handlers
o

[9' n 23. AlcohoUDrug Test a--

n 24. Spirometry fr- I

lf failed in any of the abovementioned examinations, please provide an explanation for the failure w ith the associated examination

Exam

Exam #

Exam #

number

Has medication been prescribed because of this PEME? YES D NO v lf 'YES", the Americon Club PEME Declaration

Form MUST BE comPleted (third page).
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Address of Medical Clinic:

Contact Phone No.: 1 367
Contact Fax No

Name and D ofP clan DR. Mt) bur Rahrnan
-T;rt1er (]harirrt)€r

Date of lssue of 's License: e r.A bC- r<drJ . wc,. n'-'1 1

Date of ComPlete d PEME Examination DC] rr
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Expiry Date for PEME: 3 2P,2t
rcannot be less than one calendar
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Results of Examination
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(ECG or EKG)

Name of Medical Clinic:

Name of Physician's Licensing Bodyl ..o



*ry AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE_

IMPORTANT: This medical history form must be completed in the p

physicia n.

American Club Hologram Sticker No. (from previous page)

Doctor's lnitials:

Last Name First Name

/ u_4_ Z34HoAl,/A . A-0 /4 P/q//Q/1 nq '

NC,+ k-4/)L/"
Phone No
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Middle Nam

Seafarer's Signature
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Name:

Home Address

Date of Birth
(dd/mm/yyyy)

not
L0 - 02 -L6"
ln case of eme

Address:

EmployerSeaman's Certificate No

V/+Nl i ut lD Mtt&tT'ttut Ii7 39<, L\L
Relationsh
Phone No.:

Personal P n or Clinic: Physician's Phone No

Address:

02-

Family History

YES NO YES NO

Dia bctcs

High Blood Pressure

Heart Disease

lv Ca ncer l M
il
n

q Mental lllncss

Epi lcpsy/Seizu re

n G,'
)-44 tr Y

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

Any other malor medical or physical conditions?

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

Are you currentl under a doctor's care?

for what roblem

Ph cian's name and address (if diffcrcnt from thc one noted abov

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

I Excellent U-6ood fl Fair

Have you received treatment for the following?
YES NO YES No

Dia betes T v Jaundice or Hepatitis T LI-
Heart Trouble u w' Dizziness l V
High Blood Pressure n w Back Problems T w-
Shortness of Breath u g' Slipped Disk tr ts-
Chest Pain a Wrist Problems

Fractured Vertebrae

u n-
Chronic Cough tr 9-' n IV
Asthma T IY Arthritis/Gout I E+-

Tuberculosis T { Kidney Problems T &--
Rheumatic Fever T tr Cancer/Tumor I E-
Frequent Headaches f w' Rash or Skin Problems T w-
Vision Problems

20l20 Vision

Epi I epsy/Seizu re

n l-/
H ern ia/Hyd rocele T B-

E 13' Varicose Veins I lrtL-'*

i=-
- tv"

LJ

u tl - Drug Problems tr
Hearing Problems T g' Mental Breakdown u
Psychological lmpairment, Depression or Mental lllness T tr
Sexually Transmitted Disease tr

NO

E--
lf you have allergies, please describe

If ,,YES,,
?

are that I have made full disclosure of all of my medical history to the

Doctors and of this Clinic. I am awarc that the informatio I will be offered employment as a Seafarer. I understand that in the

event of any misrep resentation either by statemcnt or omission I will lose the right to benefit from sick pay and / or compensation which would otherwise be due under the

Contract of Employment or under any Collective llargaining Agreement. I

and/or the Owners and/or lnsurance of the Vessel or their authorized rep
Also Hereby consent to my medica I records being made available upon demand to my employers

, Scaman's ^"*J [334ggHereby Decr

n supplied'by f ormi the oasrs upon which

MALE ONLY YES NO FEMALE ONLY YES

V- Pregna ncy

Breast Lumps

Menstrual lssues

NO

Prostate Problems u u
rel!cutq1!ulq1
Penile Discharge

u n
tl n

YESAllergies
TDo you have any allergies?

YES NO

Il t!--

f "YES", provide the date(s) and give dctails bclow
Have you had su ries or have been hos ta lized ?

YES NO

Do you smoke? tr LY. lf "YES" , how long?

lf "YES", how many packs per day?

Do you drink
alcohol?

tr N-'
lf "YES", how much and how often

Do you use or take
any drugs?

T F-
lf "YES", name the drugs and how often
used:

Date of last Tetanus vaccination (dd/mm/yyyy)

List other vaccinations/dates:

Date of last dental cleaning:

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

Date of any recent dental work (dd/mm/yyyy)
YES n NO EAre you presently on any medication(s)?

lf 'YES", please list prescription and over the counter medications you take

regu larly:

it For Dury on Board Ship
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AMERICAN CLUB DECLARATION FORM _2019

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 found, as

a condition of issuing this American Club PEME certificate, this form tVIUST BE completed by the clinic.

t,

American Club Hologram Sticker No. (from first page

Doctor's lnitials:

ko ttr Seamon's ruu*A"r 7 E s4g* Hereby Declare thot

I understond thot I hove been issued an American Club pre-employment medicol exominotion form occording to

the standards of American p&t club so thot t may be employed on the understanding thot I will be responsible

for taking the following prescribed medication(s) (nome(s) of prescribed medicotion(s)):

tn oddition, the foltowing medical recommendotion have been given to me by the doctor for the medicol

condition of (name(s) of prescribed medicotion(s))

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

has exploined to me what my condition is, whot medication is required ond how this should be odministered'

t hereby ogree to ensure that t foltow taking prescribed medicotion ond following medicol recommendotion

given to me by the doctor ond that t will toke responsibility for moking orrongements to secure the medicotion

during the course of my employment os prescribed. Any odditionol medicol evoluations ond testing I moy need

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

My signoture below acknowledges my receipt and understanding of this Declarotion 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 noncompliance with this undertoking hove been fulty exploined to me ond I confirm thot I understond the

some.

t have given the originol of this Decloration to the medicol focility where the Americon Club pre-employment

medical exominotion form has been issued, t confirm to keep the copy of this Declarotion through the term of

volidity of pre-employment medical exominotion form.

Signature
Seafarer's

Date
2 4 ltAR 2025

Witnessed by:
( Physici on's sig natu re ) :

Pfu7gba4-

mm/dd/yyyy)

DR. MD. AYubur Rahrnan*J.t 
.lt.s. P.'G.1- (tl(:('icino)

farlrer Ctr'rrrrber'
r ^ n.!ral)zrcl C//a. Ctritla(,orrg'"*JOC Re<1. No r\- 1182O- 

rr'.lO neeRC:wt-'O nV
t)C; Sl'!if)f irlg

Govt. of Elanglad€ltt

w


