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IMPORTANT:
l<ept by the clinic.

Date of Examination:

CLUB PRE.EMPLOYMENT MEDICAL EXAMI NATION FO RM-1

The original of this form is to be kept by the seafarer. A copy

0 DEC (dd/mrr,/yyyy)
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Seafarer's S i gn al.u rr-'

NOTE: l.hc passing or failure of the medical examinations for the following is based upon the 2019 Americon Club Pre'Empio'lnten! l',1:cicctl

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

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

number:
Exam # !

Exam #

Exam #

u4u
c_

Name: Middle NaFirst Name
140

Last Name
A,

Mailing
Address:

Name of Ship/VesselPlace of Birth (City/Country)Date of Birth
(dd/mnr/yyyy)

Blood
Type/Group

14/ b/<o v(: &o/4 L€//DePUR " {41\bs-//-r/rtp /
Seafa rer's Certificate No. 7/ 3LV9e.Medical Certificate No.

Examination
Results of Examination

Examination
Results of Examination

Pass Fail Pass Fai i

1. Medical History Questionnaire
(attrchcd)

{
13. Ultrasound examination

(presence of gall and/or kidney
stones)

{ r1

2-. Physical Examination w f 14. Hep B Antigen n i-l

3. Dental Examination
+-. iist+,;x+lodiea{-Tes{

5. VisualTest

Y I 15. Hep C Antibodies {

{t
g g 16. VDRL fl
fl U 17. HIV Test rr

6. Color Vision ta n L8. Stress Test ,tr tl
7;,Audibmetry l!,( L] 19. Diabetes tr rl
8. ChestX-ray. ..' ' '' D{ LI 20. Fasting Blood Sugar w tr
9. EIeLtio' Ca'iUiogrartr

(ECG or EKG)
tr 21. Glycosylated Haemoglobin

(HbAlc)
V

1-*. Urinalysis LY LI 22. Liver Function Test w
i 1". Fecalysis (food service/handlers

on ly)
V T 23. Alcohol/Drug Test { i_l

12.Complete Blood Count Ld l 24. Spirometry t{ i1

Has medication been prescribed because of this PEME? YES u NO w. lf "\'ES', the American Club PEM{.}erisrslfr":ir
Fon"n MUST BE completed (third c,:ge).

lJarne of Medical Clinic: Signature of Physician

Address of Medical Clinic:

Contact Phone No.

Contact Fax Nb B
Name and of n
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AMERICAN CLU B M EDICAL HISTORY QUESTIO N NAI RE_ 2019

IMPORTANT: This medical history form must be completed in the presence ci i
PhYsicia n.

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

Last Name

G I

Seafarer's Signature

ilut tt/-
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i\lame

Home Address:

First Name Middle Name

AftU q/414++,tA / - 5 tqD/L-?uta-.f,*-otovz. gh9zteu ft
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Employer

Address:

Mfr

Seaman's Certificate No.

P {" //-d)CI / VI4L ,
ln case of emergency, notify: Relationship:

Phone No

Personal

Address:
ian or Clinic

Fami

o11be1e1

Iligh iilood Prossure

ileart [)isease

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

ian's Phone No,: 331 3678

Any other rna jor medical or phys ical conditions?

lesticular I rrmps

i)enilc Discharge

1{ "YliS" to any of the above, please explain

u
Menstrual lssues

E re

Heari Problems lVlental Breakdown n
l'r
l'L

NO

Are current under a doctor's care?

rf "YE5", how to
rf "YES", how m acks rda ?

lf "YES", how much and how oftcrr

f "YE.S", name the drugs and horv oftc,r
used

lf "YES", please list prescription and over the counter medications you taki:
Overall, would you say that your hgalth

E Excellent E/C,ooa
is (please check only one)
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DECLARATION
t, *gU-A &9- Ll<rA.

and/or thc Owncrs and/or lnsurance of the Vessel or their authorized represcntati

seaman's tt.r"r|J- jp'i!2'k"reb'y oeclare that I have made full disclosure of atl ot my medrcat htstory to ,.hc

YES NO

n ty
YES NO
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Ca nce r

Mental lllness

E pilepsy/Seizu re

FEMALE ONLY

Breast Lum ps

Pregnancy
YES NO

l)rostatc Problems
MALE ONLY YES

n
NO

{ U tl
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ry u n

YES NO YES

Di a bete s n V Jaundice or Ilepatitis L]

received treatment for the followiHave

NO

Heart Trouble { Di zzi ness fl V
Hieh Blood Pressure u { Back Problems fl
Shortness of Breath n tr Slipped Disk {__l v-
Chest Pain u tr Wrist Problems L]

Chronic Cough tr -. Fractured Vertebrae

Asth ma n lArthritis/cout LI f

w'--Y
Tubercu losi s n 4 Kidney Problems

Rheumatic Fever u N- Ca ncer/Tu mor

Frequent Headaches n { Rash or Skin Problems u
Vision Problems n V Hernia/Hyd rocelc

20l20 Vision n Lq Varicose Veins

rl
n

Nl,---v
tr tr Drug Problems tl
L]

YES NO

U tr
lf "YtS", for what proble5n(s)?

i)hysician's name and address (if different from the one noted above)

l-lavc had su ries or have been

If ,,YES,,
e the and details below:

Allergies YES

Do you have any allergies'l !

(dd/mm/vyvy)

(ddlmm/yyyy)

l)atr: of Iast I'etanus vaccination
I r1 othervaccination

llate of Iast dcntalcieaning:
I)ate oI an rccent dental work:

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

YES NO

Do you smoke? tl r+"

Do you drink
a lcohol?

V
Do you use or take
any drugs?

D iQ/

onaAre u nt m ? YES n NO

Fit For Duty on Board ShiP
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AMERICAN CLUB DECLARATION FORM *20L9
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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 conditiorr requiring lifestyle changes has been founcj. 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:

,qHdruoL 4t+ Seoman's Number
4Le2E *

Hereby Declore that
I understand that I hqve been issued on Americon Club pre-employment medical exqmination form occording to
the stondards of American P&l club so that I may be employed on the understanding thot I will be responsible
for taking the following prescribed medication(s) (name(s) of prescribed medication(s)):

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

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

has explained to me whot my condition is, whot medicotion is required ond how this shoutd be administered.

I hereby agree to ensure thot I follow toking prescribed medicotion and fottowing medicol recommendation
given to me by the doctor ond thot I will take responsibility for making orrongements to secure the medication
during the course of my employment os prescribed. Any additional medical evoluotions ond testing I may need
because of the pre-existing condition ore to my responsibility.

lVly signature below acknowledges my receipt and understonding of this Declqration ond t that I hsd an
opportunity to discuss any questions or concerns obout this notice with o member of the PEtvlE team and that
my noncompliance with this undertoking hove been fully exploined to me and I confirm thot I understand the
same.

I have given the originol of this Decloration to the medical facility where the American Ctub pre-employment
medicol examination form has been issued. I confirm to keep the copy of this Declarotion through the term of
validity of pre-employment medicol examinotion form.

Seofarer's
Signoture: il@lrra,L

Witnessed by:
( P hy si c io n's s ig nature ) :

0 2 DEC 2025 (mm/dd/yyyy)

DR. MD. Avubur Rahman
M. B. B. S. P:G.T (Mecilche)

Flnlay Housc
11. Agrabad C/A, Ch.ttograrr}
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