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AMERICAN CLUB PRE-EMPLOYMENT MEDICAL EXAMINATION FORN

IMPORTANT: The original of this form is to be kept by the seafarer
kept bv the clinic' 

'1 3 [)EC 2025
Date of Examination: 

- 
- I l-- (ddlm

Last Name First Name Middle

A btte'

"Q^r,LE

Seafarer's Signature

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

Am erica n Clu b P re-E m ploy m e n t Medico I

lf failed in any of the abovementioned examinations, please provide an explanation for the failure with the associated examination
number:
fxam # i
txam #

Exam #

:o

5
a.'

OU ++ IDU K
Name:

a6 alPvtrr ?n1Mailing
Address:

Blood
Type/Group

Place of Birth (City/Country) Name of Ship/Vessel
Date of Birth

(ddlmm/yyyy)

6lt Ol-Wqz qb^a' ' &A AY,6\oY4( lMflltE
drl .20zq.76tuMedical Certificate No.: o\ . 2-u).1.+6t8 Seafarer's Certificate No.:

Examination
Results of Examination

Examination
Results of Examination

Pass Fail Pass Fa il

1. Medical History Questionnaire
( atta ch ed )

d T
13. Ultrasound examination

(presence of gall and/or kidney
stones)

d
2. Physical Examination H n 14. Hep B Antigen B
3. Dental Examination d u 15. Hep C Antibodies d
4,- t'syehebgieal Test g E 16. VDRL d I
5, Visual Test M tr 17. HIV Test il tr
6. Color Vision V T 18. Stress Test d' l

7. Audiometry d tr 19. Diabetes tr f,
8. Chest X-ray fr n 20. Fasting Blood Sugar D T
9. Electro Cardiogram

(ECG or EKG)
c 21. Glycosylated Haemoglobin

(HbA1c)
Y

10. Urinalysis d n 22. Liver Function Test d T-l

11. Fecalysis (food service/handlers
onlv)

t 23. Alcohol/Drug Test d
12.Complete Blood Count d tr 24. Spirometrv d T

Has medication been prescribed because of this PEME? YES NO d ll 'YES", the Americon Club PEME Declaration
Form MUST BE completed (third page).

Name of Medical Signature of Physician

Address of Medical
H

1

Contact Phon'e No::
Fax r

Name and of rcran
h

of n's A-
Date of lssue of L L ON 6€u

IL
of PEME Examination: osnoH lu :J

Expiry Date for PEME deutqe11
cannot be less than one calendar r

here

M

11

aL.rltLj r/* 3L

F%!
rf-r ,. \or

tr



,,--_*ry$r AM ERICAN CLU B MEDICAL H ISTO RY QUESTION NAI RE-2019

IMPORTANT: This medical history form must be completed in the presence of

p hysicia n.

American Club Hologram Sticker No, (from previous page):_-
Doctor's lnitials: a 1..-J

'/.-,'\a

^r$-

M d
Name:

Last Name First Name Middle Name

T) A \ottz { 1o we r Pa l^-s.,
Home Address:

Date of Birth
(dd/mm/yyyy)

Phone No. Seaman's Certificate No Employer

ot.ol A l+12-Lt"L\vtv10 c-l o l?4 )) W( ^Relationship:

Address Phone No

Physician's Phone No.:rician or Clinic:Personal Ph

Address

Family History
YES NO YES NO

Diabetes n tr Ca ncer tr d
i'1igh Blood Pressure

l'1eart Disease

tr d Mental lllness n M
D M Epilepsy/Seizu re n d

Have you received treatment for the following?
YES YES NO

Di abetes tr tr .Jaundice or Hepatitis Dlg'
Heart Trouble I a Dizziness rrlFf

t!

High Blood Pressure tl n Back Problems u _q

Shortness of Breath tl e Slipped Disk n d'
Chest Pain n d Wrlst Problems n {
Chronic Cough n g Fractured Vertebrae -7

Asthma tl d Arth ritis/Gout /
Tu bercu losis u d Kidney Problems tl 1
Rheumatic Fever tr g Cancer/Tumor tr 1
Frequent Headaches tr il Rash or Skin Problems n a
Vision Problems tr d Hernia/Hyd rocele n a
20120 Vision n tr Varicose Veins il J
Epilepsy/Seizu re u ia Drug Problems tr
Hearing Problems n d Mental Breakdown n J

lm irment, De ression or Mental lllness tl d'
Sexually Transmitted Disease n {

i{ "Yi5" to any of the above, please explain

,a.py other major medical or physical conditions?

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

Allergies YES NO

Do Vou have any allergies? n g
lf you have allergies, please describe:

Date of last dental cleani
Date of a recent dental work:

Are you presently on any medication(s)? YES tr NO ,y
lf "YES", please list prescription and over the counter medications you taK€l

regula rly

NECLARATION
seaman's ruurnuer 4 6l?U 62-Her"ny Declare that I have made full disclosure of all of my medical history to then

Doctors and staff of this clinic. I a aware that the information supplied by forms the basis upon which I will be offered employment as a Seafarer. I understand that in the

Sverall, would you say that your health

n Excellent dcood
is (please check only one)

Ll Falr

event of any misrepresentation either by statement or omission I will iose the right to I

Contract of Employment or under any Collective Bargaining Agreement. I Also Hereby

and/or the Owners and/orlnsurance of the Vessel or their authorized representatives-

benefit from sick pay and / or compensation which would otherwise be due undei the

MALE ONLY YES NO FEMALE ONLY

Pregna n

Breast Lumps

Menstrual lssues

YES NO

Prostate Problems tr n
Testicular Lumps tr tr n
Penile Discharge n tr n

YES NO

Are you currently under a doctor's care? tr M
li "YES", for what probiem(s)?

lhysician's name and address (if different frory ]lqglg ng!g!-q!gy

Have you had surgeries or have Ugj! Lg1pIg!E$l- tr d
lf "YES", provide the date(s) and eive details below:

Date of last Tetanus vaccination (ddlmm/yyyy)

List other vaccinations/dates:
(dd/mm/yvvy)

(ddlmm/yyyy)
(ddlmm/yyyy)

YES NO

Do you smoke? tr d If "YES", how long?

lf "YES", how many pacls psi@Yl
Do you drink
a lcohol?

d lf "YES", how much and how often

Do you use or take

any drugs?
d lf "YES", name the drugs and h:rw oftan

used

consent to my medical records being made ava ilable upon demand to my emPloYers

Seafarer's Signatu re

(

ln case of emergency, notifY:

NO

n
D

!

tr

n



AMERTCAN CLUB DECLARATION FORM -2OL9

-

..-**tv
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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, es

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:

fa^lni},l,r B"$,,wran seomon's Number 4 Ol?-ta ec , Hereby Declare thot
I understond thot t hove been issued on Americon Club pre-employment meldicbl ,*ri,iifrtnn form occording to

the stondords ol Americon P&l club so thot I moy be employed on the understanding thot I will be responsible

for taking the following prescribed medicotion(s) (nome(s) of prescribed medicotion(s)):

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

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

has exploined to me whot my condition is, whot medicotion is required ond how this should be odministered.

I hereby ogree to ensure thot lfollow toking prescribed medication and following medicol recommendotion
given to me by the doctor and thot I willtoke responsibility for making orrongements to secure the medicotion
during the course of my employment os prescribed. Any odditional medical evoluotions and testing I moy need
becouse of the pre-existing condition ore to my responsibility.

My signoture below acknowledges my receipt ond understonding of this Declorotion and I thot I had on
opportunity to discuss any questions or concerns obout this notice with o member of the PEME teom and thot
my noncomplionce with this undertaking have been fully explained to me and I confirm thot I understand the
some.

I hove given the original of this Declorotion to the medicot focility where the American Ctub pre-employment
medicol examihotion form hos been issued. I confirm to keep the copy of this Declorotion through the term of
votidity of pre-employment medicol exominotion form.

1,e

I 3 oEC 2025Date

Witnessed by:'
( P hysicio n's sig noture ) :

As/
'frR. ME,. AYubur Rahman
-r\r'b : E--s. 

- e:G.r lrvroo tctnel
Flnl-v Ho{rca

1i Ad?abad 6/A,. Chattogtarn''iiM-oC R;o No: A-1162c,
A*oaeprrovEo BY

DG shippingl
Govt- ot Elahgladeett

7

Seafarer's
Signature:


