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AMERICAN CLUB PRE-EMPLOYMENT MEDICAL EXAMINATI

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

kept by the clinic.
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Date of Birth
Place of Birth (City/CountrY) Name of Ship/Vessel
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Seafarer's Signature

NOTE: Thepassingorfailureofthemedical examinationsforthefollowingisbaseduponthe20LgAmericanClubPre'EmploymentMedicol
Examination Guidelines. Ali relevant examinations must be completed and recorded below.
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8. Chest X-ra
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1. Medical History Questionnaire
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13. Ultrasound examination
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21. Glycosylated Haemoglobin

22. Liver Function Test

23. Alcohol/Drug Test
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lf failed in any of the abovementioned examinations, please provide an explanation for the failure with the associated examination

Exam #
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NO VYES EHas medication been prescribed because of this PEME?

Name of Medical Clinic:

Addi'ess of Medical Clinic

Contact Phone No

Contact Fax No.:
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Phone No.Date of Birth
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RelationshiP:
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IMPoRTANT: This medical history form must be completed in the presence

physician.

American Club Hologram Sticker No' (from previous page):-

Doctor's lnitials:

First Name Middle Name
Last Name

5 at],.l, fYlen9t5/ O

Seaman's Certificate No
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Name:

Home Address:

ln case of

Seafarer's Signature

Personal PhYs ician or Clinic:
Phys ician's Phone No.:

Address:

Address:
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Have received treatme nt for the followin

H igh Blood Pressure
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Heart Disease

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

Any other major medical or physical conditions?
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Sexual Transmitted Disease

lf you have allergies, please describe:
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Are you currentlY under a doctor's care?
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Do you drink
alcohol?
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Date of last dental cleani

Date of an reccnt dental work:
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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,orany other relevant medical condition requiring lifestyle changes has been found, as

a condition of issuing this American Club PEME certificate, this form M-usT--ts-E completed by the clinic'

American club Hologram sticker No' (from first page):-..-_--

Doctor's lnitials:
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understond that t hove been issued an American Club pre-employmen
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Hereby Declare thot

t,
t medicol exomination form according to

the standords ofAmericon P&l club so that I moy be employed on the understonding thot I will be responsible

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

condition of (nome(s) of prescribed medication(s))

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

edicotion is required ond how this 3hould be administered'

t hereby agree to ensure thot t fotlow taking prescribed medication and fotlowing medicol recommendation

given to me by the doctor and that t wilt take responsibility for making arrangements to secure the medication

during the course of my emptoyment as prescribed. Any additional medical evqluotions and testing I may need

becquse of the pre-existing condition are to my responsibility'

My signature below ocknowledges my receipt and understanding of this Decloration ond I thqt I hod an

opportunity to discuss ony questions or concerns about this notice with o member of the PEME teom and thot

my noncomplionce with this undertaking have been t'utly exploined to me ond I confirm that I understand the

same.

I have given the originol of this Declqration to the medicat t'acility where the Americon Club pre-employment

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

vatidity of pre-employment medical examination form"
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Witnessed by:
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ln addition, the following medicol recommendation have been given to me by the doctor for the medicol
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