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AMERICAN CLUB PRE.EMPLOYMENT MEDICAL EXAMI

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

of Examination: I I

Last Name
MOsT

First Name Middle NameRAOf, R K ALA MAgTEE bfrP 1, L^l 6T 5YFDF

Seafarer's SignatureNOTEI The passing or failure of the medical exam inations for the following is based upon the 2019 Ame rica n Cl u b p re-E m p loy me nt M ed i ca IExominotion Guidelines. All relevant examination s must be completed and recorded below
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AKunl A, \i A T TD (,,4 PNP4
Date of Birth

Place of Birth (City/Country) Name of Ship/Vessel
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Address:

lq / 09 r eoo3 Af CTIATTO P OVAMedical Certificate No.: Seafarer's Certificate No.: (/o/ aLto 55

Examination Results of Examination
Examination Results of Examination

Pass Fa il
Pass Fail

1. Medical History euestionnaire
(attached)

2. Examination
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13. Ultrasound examination
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3 Dental Examination g- l
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15. C Antibodies
16. VDRL

17. HIV Test
18. Stress Test
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5. Visual Test
6. Color Vision
7. Audiometrv
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9. Electro Cardiogram
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19. Diabetes
20. Blood
2L, Glycosylated Haemoglobin
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tr T 22. Liver Function Test11. Fecalysis (food service/h a ndlers
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la-" T
{ T 23. Alcohol/Drug Test H fJV I 24. V. T

Name of Medical Clinic;

Address of Medical Clinic:

Contact Phone No.:
Contact Fax No.:
Name and of n:
Name of Li, M Et, B.
Date of lssue of License: 11
Date of PEME Examination: AND Bl/

darcannot be less than on'e cal

Expiry Date for pEME:

t4AY 2020
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lf failed in any of
number:

the abovementioned examinations, arovide npplease theforexplanation lufai re with the associated examination
Exam #

Exa #

Has medication been prescribed because of this pEME? YES D NO American Club pEME Declarationlf "YES", the
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AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE_20

IMPORTANT: This medical history form must be completed in the
physician.

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

Mu^9.T F
Last Name First Name Middle Name

eAJSAK ALf lr\AeTE? &AP1, vEgT saED vP

Seafarer's Signature

Name:
5H0 F 5H F P.

Home Address: gITAET-,tNDA c\-\ATTDLnenr'n
Date of Birth
(ddlmm/yyyy) Phone No. Seaman's Certificate No. Employer

llAloq )Loo+, or 9l 2 - gB r{oz elol tqo 55 \,TfiI6UAAD M A?I fiI4T
ln case of emergency, notify: f,sFA NyL I\.4 otTRtrn Relationship: bPDTII € P
Address: wE ,'t 5Y F D PwF , 3I TAkvvD A Phone No.: Otals-abzzo?
Personal Physician or CIinic: Physician's Phone No.:
Address

Family History
YES NO YES NO

D ia betes u IY Ca ncer T ,5
High Blood Pressure n tr Mental lllness I tr
Heart Disease tr v Epilepsy/Seizu re n at'

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

Any other major medical or physical conditions?

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

MALE ONLY YES NO FEMALE ONLY

a ncy

Breast Lum

YES NO
Prostate Problems n n fl
Testicular Lumps D T n
Penile Discharge tr B{l venstrral lssues I u

received treatment for the followiHave ?

YES NO YES NO

Dia betes l Jaundice or He at itis n
Heart Trouble T Dizziness I ,e..

Blood Pressu reH Back Problems T V

Shortness of Breath T E" d Disk n V'
Chest Pain u P" Wrist Problems n E-
Chronic Co t-l Fractured Vertebrae tr g-'
Asthma u E-t' Arth ritis/Gout tr v
Tu be rcu losis ft Kid Problems n V
Rheu matic Fever tf Ca nce r, mor U l3/-

uent HeadachesE T Rash or Skin Problems r_r N/
Vision Problems T tr-- roceleHernia/ T a.

Vision n Varicose Veins n E/'
'/Se izu reE ile T Problems tr tr-

Heari Problems T Mental Breakdown n
ol lr ion or Mentallllnessi tr

Sexua I Transmitted Disease n

Alle YES NO

u have a a lleDo ? n ttL--YES NO

Are you currently under a doctor's care? T H
?If "YES,, for what

if different from the one noted aboven's name and addressP

Have you had surgeries or have been hospitalized? u tr
lf "YES", provide the date(s) and give details below: YES NO

u smoke?Do tl
rd

?

cks ?

If ,,YES,, how lo

If "YES,, how ma

Do you drink
a lcoho l?

lf "YES", how much and how often

an ?

Do you use or take u
used

"YES", name the drugs and how often

lf you have allergies, please describe:

Overall, would you say that your heqltJfis
I Excellent Eldood

(please check only one)

n Fair

DECLARATION
<IrAREAfz M\DsTNFA *I&JF seaman's Number 4Ol1qg 5t Hereby Declare that I have madefull disclosure of all of my medical history to the

Doctors and staff of this Clinic. I am aware that the information supplied by forms the basis upon which I will be offered employment as a Seafarer. I understand that in thc
event of any misrepresentation either by statement 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 Bargaining Agreement. lAlso Hereby consentto my medical records being made available upon demand to my employers
and/or the Owners and/or-lnsurance of the Vessel or their authorized representatives.

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 1Od/mm/vvvv)
Are onu rese medication s YES NO

lf "YES", please Iist prescription and over the counter medications you take
la
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AMERICAN CLUB DECLARATION FORM _2OT9
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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 condition requiring lifestyle changes has been found, as

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

AmericanClubHologramStickerNo'(fromfirstpage):-

Doctor's lnitials:

,H R P.EA B rvl 09t AsA 5V+ o? L F Seomon's Number cloll'l1o 5 5 Hereby Declare thot
I understond thot I have been issued on Americon Club pre-employment medical exominotion form occording to
the stondards of American P&l club so that I moy be employed an the understonding thot I will be responsible

for toking the following prescribed medication(s) (nome(s) of prescribed medication(s)):

ln addition, the following medical recommendotion hove been given to me by the doctor for the medical
condition of (nome(s) of prescribed medication(s))

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

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

I hereby ogree to ensure that I follow toking prescribed medication ond following medicol recommendotion
given to me by the doctor and thot I willtoke responsibility for moking orrangements to secure the medicotion
during the course of my employment os prescribed. Any odditionol medicql evaluations ond testing I moy need
because of the pre-existing condition ore to my responsibility.

I hove giv,en the original of this Declorotion to the medicol focility where the Americqn Club pre-employment
medicol exominotion form hos been issued. I confirm to keep the copy of this Declorotion through the term of
volidity of pre-employment medical examination form.

Seaforer's
Signature:

Dote , I MAy 2026 (mm/dd/yyyy)

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

DR. MD. Avubur Rahman
M Fl.El.s. P:G--r (Niedtcine)

Finlay Hou:i€,
't-i. A(]rabad C/4, Chattodrram

EIM-t)C f<eg No: A-1142O
AND APPFIOVEO B\/

DG ShiPPing
Govl" of Barlglade,6tl

(

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

opportunity to discuss any questions or concerns about this notice with a member of the PEME teom and that
my noncompliancerwith this undertoking have been fully exploined to me and I confirm that I understond the
some.
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