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AMERICAN CLUB DECLARATION FORM -20T9

TMPORTANT: lf nredication 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 founci, 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)

lfoctor's lnitials:

9[op mD ornftfL 5t]+p-PF seaman's Number C lo,Ilo+39 Hereby Declare that
i Ltnoerstand that I hove been issued an Americon Club pre-employment medical examination form according to
hi siititriords,:f Ainerican P&l club so that lmaV be employed on the understonding that lwill be responsible

Jr.tr toking ttte t'oliowing pre scribed medication(s) (nome(s) of prescribed meciication(s)):

lrt aritiition, the following medical recommendation have been given to me by the doctor for the medical
conCition of (narne(s) ol prescribed nedication(s))

(ttiti lt, t:j itcrtrsrisi, rtome of clit.tic, this physician is required ta sign this form atthe bottom)

itt;:; t,xplained to nte what my condition is, whal. medication is required and how this should be administered.

i iteratty oqrce Io (:nsure that l follow taking prescribed medication and following medical recommendation
clivt:it to me by tltt: doctor and that lwill take responsibility for making arrangements to secure the ntedication
tlttrintl lhe cc;urse of my employment as prescribed. Any additional medical evaluations and testing I may need

i;ecoust: o,j the pre-existing condition are to my responsibility.

N'iy siqnctture below acknowledges my receipt ond understanding of this Declaration ond lthat I hod sn

ot)portt.ttlity to discuss any questions or concerns about this notice with a member of the PL|VIE teqm ond lhat
,i,nr,r,,l!nro*Oliance with this undertaking have been t'ully explained to me and lconfirm that I understond the

I iit;vt: r;ivt:n the ctriginal of this Declaration to the medical facility where the American Club pre-employment

tr:r:dict.ti t:xrlrninatiorr t'orm has been issued. I confirm to keep the copy of this Dt:claration through the term of
vittir;'ily oj prt: tzmployment medical examination form.
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