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AMERICAN CLU B PRE-EMPLOYM ENT M EDICAL EXAMI NATION FORM _2019

Middle Name

t9 
^t'TU 124

NU
First Name

kcsvu 4 fU<,
Last Name
I

Name

Mailing
Address:

Name of Ship/VesselBlood
Type/Group

Place of Birth (City/CountrY)Date of Birth
(dd/mm/yyyy)

N4 I l,tDH4ke,BZ..1-/t- o
Seafarer's Certificate No.:Medical Certificate No.:

IMPORTANT:;The
kept by the clinic.

original of this form is to be kept by the seafarer' A copy must

____IX_JU LW_ ( d d /m m/yyyy)Date of Examination:

fI,++"

Seafarer's Signature

NSTE: Thepassingorfailureofthemedical examinationsforthefollowingisbaseduponthe20LgAmericanClubPre'EmploymentMedicc
Examination Guidelines. All relevant examinations must be completed and recorded below.

Examination
Results of Examination Examination

Results of Examination

Pass Fail Pa ss Fa il

1. Medical History Questionnaire
(attached)

d 13. Ultrasound examination
(presence of gall and/or kidneY

stones)

.Y
2. Physical Examination Y fl 14. Hep B Antigen il- tr
3. Dental Examination V u 15. Hep C Antibodies { T
4" Psyehelegieal Test d g 16, VDRL t"{ :-l

5. Visual Test d tr 17. HIV Test f, ,t
6. Color Vision IY f 18. Stress Test IY
7. Audiometry FT L] 19. Diabetes { tr
8. Chest X-ray V f 20. Fasti Blood r d n
9. Electro Cardiogram

ECG or EKG

d/tl
21. Glycosylated Haemoglobin

(HbA1c)

V
10. Urina 5 n I] 22. Liver Function Test g-
11. Fecalysis (food service/handlers

o
{ T 23. Alcohol/Drug Test {

l2.Complete Blood Count 4 n 24. Spirometry V T

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

number:
Exam

Exam

Exam

NO W lf 'YES", the Americon Club PEME Declarotion

Form MUST BE com leted irdYES trHas medication been prescribed because of this PEME?

Name of Medical Clinic:
tflErfi 1rrmarvtzg-wvEarr-!-
?-L- rir.aars tn lmtred Lll Chrtnvam

Signature of Physician

DR. MD.
h/1.tf.t1'rl

N/rDc
/\ND

ofB

trct
1iO.

tt

(1., v I

tr2-o

Address of Medical Clinic:

-f fi $1dldtBlElils,TEffi vrr--t*'

,1?-a:13313678
Contact Phone No.:

Contact Fax No. ^e Arr) Avubtr r Ftahrn6tl
Name and Degree of Physician: ,B.E} P.<;t\,1

Name of cian's Licensin Bo

Date of lssue of cian's License:

1r) r t-l

n Nff
1ru2('

Date of Completed PEME Examination Govt. o{ I

Expiry Date for PEME

(ca nnot be less than one calendar year)
I I JUL 2027

dl'M

U4,6gv9



AM ERICAN CLU B M E DICAL HISTORY QUESTION NAI RE_2019

IMPORTANT:
physician.

Tl1.is rnedical history form must be completed in the presence of the clinic

d

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

Name:

Home Address:

Seafarer's Signature

/tJ a <-$Ld'V'
Last Name First Name

4 D,g RSH A ry a4 D rL . ka Vu &>4 c'{(. ,/,< rU LL4 .
,veAA A.A rll -

EmployerSeaman's Certificate No

v$NquARbN&R/7/,I

Date of Birth
dd/mm/

Phone No

o
notln case of em

Address:

*hr$

Personal Physician or Clinicl Physician's Phone No

Address

02-333

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

Any other major medical or physical conditions?

YES

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

YES NO

Arc you currcntly under a doctor's care?

lf "YES", for what roblem
Physician's name and address if diffcrent from thc one noted abovc

H avc u had sur ries or have been lize d ?

date(s) and details below

Datc of last Tetanus vaccination
L-ist othcr vaccinations/dates:

Date of last dental cleaning:

Date of a rcccnt dental work:

Have u received treatment for the followi

Allergies

-V

NO

E,'.

g'

u

NO

Do u have a a lle

lf you have allergies, please describe

If "YES,, how lo

If "YES" how ma a cks rd
lf "YES" , how much and how often

"YES", name the drugs and how oftcn
used

NO

lf "YES", please list prescrlption and over the counter medications you takc

? qrfl
7

If ,,YES",

?

Overall, would you say that your heglth

I Excellent r66ooa
is (please check only one)

! rair

DECLARATION
Nil/z 4 ecfltl .

offered employment as a Seafarer. I understand that in the
event of any misrcprcsentation either by statement or omission I will lose the right to benefit f rom sick pay and / or compensation which would otherwisc be due undcr the

Contract of Lmployment or under any Collectivc uargaining Agreement. I Also Hereby consent to my medical records being made available upon demand to my employers

Fit For Dury on Board ship

Seaman's *r^o", -t!.44 4?2*.orDeclare that I have made full disclosure of all of my rnedical history to thc
Doctors and sta{{ of this Clinic. I am aware that the rnforrnation supplied by forms the basis upon which I will be

YES YE5 NO

Canccr {fl
tf lVcntal lllness .q'

Y--g
E g Epi lepsy/Seiz u re tr tv

History

i) ia bctc s

NO

High Blood Prcssurc

l-leart Disease

YES NO YES

Di a bctes u w Jaundice or Hepatitis

tr V Dizzinesslleart Trouble

High tslood Pressure tr V Back Problems

n
t_l

V Slipped Disk nShortness of Breath

Chest Pain tr d Wrist Problems tr
Fractured Vertebrae TChronic Cough T w

Asthma L] V Arthritis/Gout u
Tu bercu losis T V Kidney Problems r

Cancer/Tumor nL] *fRheumatic Fever

Freq uent Headaches tr g Rash or Skin Problems

Vision Problems u V H ern ia/Hyd rocele

Varicose Veins20l20Vision T fl
E pi I epsy/Seizu re n w Drug Problems

Hearing Problems T w' [Vental Breakdown

Psychological lmpairment, Depression or [Venta I I llness

Sexually Transmitted Disease

MALE ONLY YES

Prostate Problems

NO FEMALE ONLY

Pregna ncy

Breast Lumps

NO

n tr

E tl
Testicular Lum ps

7lf u..it?;fl';;;a

YES

n

{dd/mm/'

(ddlmm/'
ddlmml'
ddlmml'

YES NO

Do you smoke? u V

Do you drink
a lco hol?

T g"

D-Do you use or take
any drugs?

YES trAre you resently on any medication S ?

and/or thc Owners and/or Insurance of thc Vessel or their authorized reprcscntatives

Middle Name

Relationship:
Phone No.:

n
T

I,

U w
tr

V
w
w'
ru/

Ll B--
n Vi
r v
tr g

vt
fl V

tr
ft n tr

Penile Discharge L]

lv-

L] V



ffiry AMERICAN CLUB DECLARATION FORM _20T9

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

between 3d'and 32.9, or any other relevant medical condition requiring lifestyle changes has been found, as

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

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

Doctor's lnitials:

l, NaAn 4lr4c^'1 ' ,Seaman'sNumber udaerP Hereby Declare that
I understand that t hove been issued an Americon Club pre-employment medicol examinotion form according to

the standards of American P&l club so that t may be employed on the understanding that I will be responsible

for taking the following prescribed medication(s) (name(s) of prescribed medicotion(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))

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

has explained to me whot my condition is, what medication is required and how this should be odministered

I hereby agree to ensure thot I follow taking prescribed medication ond following medical recommendation
given to me by the doctor and thot I will take responsibility for moking arrangements to secure the medication
during the course of my employment as prescribed. Any additional medical evaluations and testing I moy need

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

My signature below acknowledges my receipt and understonding of this Declarotion and I thot I had an

opportunity to discuss any questions or concerns about this notice with o member of the PEME team and that
my noncompliance with this undertaking have been fully explained to me ond I confirm thot I understand the

same.

I have given the original of this Decloration to the medicol facility where the American Club pre-employment

medical examination form has been issued. I confirm to keep the copy of this Declaration through the term of
validity of pre-employment medical examination form.

Seafarer's
Signature:

Dote 2A2s (mm/dd/yyyy)

DFt. MO. AYLrbur Flahrnan
-l"l -U.e,S. F.G.T ( Modtcirro)

-fatrer Cha'rtber'
1n AdrnDar(t ClA,, ()lriltagonq

HvrtC Facu. N.:). n- lla2O
/\NC) n PP',itc)\/r i) 

':/

I9JUL

Ll(;i Strippi
Govt. of Ban€|l

ricl
rdssft

Witnessed by:
( P hysi ci a n's si g n atu re ) :


