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AMERICAN CLUB PRE-EMPLOYMENT MEDICAI- EXAMINATION FORM_2019@

::^...,';'" :f;ffiffiffi IMPORTANT: [he original of this ior-rn is to be kept by the seafarer. A copy must be

kept by the clirric.

Date or Examination: 
---0-0/ 

gCl-?925 
- 

(dd/mrn/yyyy)

*a*ttul--
Seafarer's Signatur,r

I"JOTE: I.r,r.r:i:iirgor-fai ureofthemedical examinationsforthefollowingisbaseduponthe20l,9AmericanClubPre-Employn'tentivir:ciir:'!
[.xotn rtot:at,Gtiidt:lint:s. At] relevant examinations must be completed and recorded below.

lf failcti irr any of the abovementioned examinations, please provide an explanation for the failure with the associated exa'tin;.rt;r;rt

nurnbt:r:
lxam #

l

Exam #

[xam #

et:
L
.I \Namei

Last Name First Name Middle Name \

Mailing
Add ress

Place of Birth (City/Country) Name of Ship/VesselDate of Birth
(dci/mm/yyyy)

Blood
Type/Group

ttf
t/ledical Certificate No.: Seafarer's Certificate No.:

Examination
Results of Examination

Examination
Results of Lxarrrin;tro n

Pass Fa il Pa ss Fa il

1 ivlcdical History Questionnaire
(tr'alal C: !i'C )

{
13. Ultrasound examination

(presence of gall and/or kidney
sto n es)

; ,y' LI

2. trhysical Exanrination I'r tl 14. Hep B Antigen { I
3. Dental Ixamination
+-*syet+regieat+es+
5. Visual Test

f, tr 15. Hep C Antibodies
16, VDRL

W----{ il
L]
t-t

d
trri' E
IY T 17, HIV Test

6. Color Vision tr. tf 18. Stress Test q- ll
7. Audrometry
i3, Chest X-ray

H tr 19. Diabetes !,r il
fl tr 20. Fasting Blood Sugar g iI

9. Iiectro Cardiogram
(ECG or EKG)

d f 21. Glycosylated Haemoglobin
(HbA1c)

Y- l_l

10. Urinalysis Y ri 22. Liver Function Test fl t.l
1L. iecalysis (lood scrvice/handlers

{_t r.t ,/ )

{ 23. Alcohol/Drug Test ,rt f il
12.Ccnrplete Blood Count fr t_l 24. Spirometry LY ll

Has medication been prescribed because of this PEME? YES u NO W lf 'YES', lhe Americon Club PEME Dedldrtltiotl
Forn MUST BE completed (third page)"

Name of lVledical Clinic: Signature of Physician

Address of Medical Clinic:

Cllntficl Phone No"

ContJct l-ax [rlo MD m6n
aine and of ian Er.Lr.S P.G,T (Mo<i\ci B

e of Physician's Licens
-Ta t

a O. A{rr.rr
BMDC

Date of lssue of License: n Nt)
of Conr d PEMt Examination:
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i4iBE&7 AMERICAN CLUB MEDICAL HISTORY QUESTIONNAIRE-_2019_w
-4'\ory**-

E#€*e-
IMPORTANT: This medical history form must be completed in the presence of the cirn c

physician.

American Club Hologram Sticker No. (from previous page)

Doctor's lnitials:

Last Name First Name Middle NameNlame:

Home Address

Date of Birth

?

I

dlmm/
a Z
ln case of eme , noti
f' 4dress

\

Seaman's Certificate No. EmployerPhone No

tzM t-" / grgL gzq^ r/ e(/*2-
U Relationship Mlfi-,ryDR-

Phone No. €/ q, I bqTEVON

I
Pcrsonal Physician or Clinic: l

Adci ress:
] physician's Phole r!g,. i oz-911s31367 I

Fami H Have received treatrnent for the following?

NO
<^

YES N(l

iE!''

Diabetes

Hlelr sL.;J p;ii,'.
lleart l) sease

lf "YES" to arry o1 the above, please expl

Any othcr nrajor medical or physical conditions?

IVIALE ONLY

Prcstate [)rob]erls
ir:sricu ar I umps

Peirile Discharge: N/lenstrual lssues
.l

l-learing Problems t_J Mental Breakdown
"Yt.S" to any of the above, please explain:

cal lmpairme uu pt".s,rn QI_l!S$g I llness
Sexua I Transmitted Disease

lfyou have allergies, please describe

P ol

l\0

Are you currentl under a doctor's care?

li "YLS", f or rryhat problt-'nr(\)?

Physiciar's narne and address

u had sr:r

if different from the one noted above)

res or have been hos italized ?

provide the date and details below:

' r;vcr all wuulil yru rry ihu, your hgth it ipi"rt. .f',r".f, ""GL 
_|

Ll r xie llr:nt \P/Cooa E Fair 
I

DL CLN RA TION

| -rANF//BUL /gq'*f ' ,siama,r's Nunberq3ltBLHerebyDectarethalhavcmadcfull dtsciosureof allormymcdicai hstoi'i i{rri .

il rd/(rr trc Ownlrs ard/or "tlt_:".. 
ofthc Vesscl or tholr authorizcd reproscntativcs.

Fit For DutY on Boarri Sh ip

Diabetes

NO

v' laundice or Hepat tis

n D i:zi ness

Hi Blood Pressure

Heart Trouble

{] w' Back ProblemsEpilepsy/Seizure

YES

Ca nce r

L] g' Slipped Disk {Shortness of Breath

ll,' Wrist Problems

I
fi
UChest Pain u

V Fractured vertebrailChronic Cough L]

!a-

-i7' ,:;;7
Asthma tr t{ Arthritis/Gout

n W-" Kidney ProblemsTuberculosis

L] vr' Cancer/Tumor

ti
Rheumatic Fever

Frequent Headaches L] at/^ Rash or Skin Problems

Vision Problems rl IY Hernia/Hydroce le

L] 'Y Varicose Veins L]20120 Vlslon

u |y Drug ProblemsE pilepsy/Seizu re

V

YES NONO-wYES I

-'---Iitl
FEMALE ONLY

Pregna ncy L] U
Breast Lumps tr DL!

lv
LI
n

YES NO

n D--

tr

a lle rg ies ?Do

YE5

L]
;ies

have a

:),rt,: of l;ist Ietanus vaccination (ddlmm/yyyy)

I i:jt otl-rcr vaccinations/dates

Date of last denta cleaning:

[)atc o{ ani, rr:cent dental work:

(dd/mm/yyyv)

ldd/Tm/vyvv)
(ddlmm/yyyy)

NO

Do smoke? If "YES" how lo ?

If "YES" how man acks r da ?

Do you drink
a lcohol?

If "YES", how much and horv ofterr

lf "YES", name the drugs .rnd irow oftitrrDo you use or take
LJ

dru ? used

YES t-l NO l+"Are you presently on any nredication(s)?

/
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lf "YES", please list prescription and over the counter medications ycru takr
regu larlv:
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AMERICAN CLUB DECLARATION FORM -2019

ili""1'J$';.::::J::xti:iff:[tff;ii:1ff::flil:'J:.',T:,H1::il:,in[:;;::':;:tu",.,r u,

a condition of issuing this American Club PEME certificate, this form M-USI-LE completed bv iie cr

American Club Hologram Sticker No. (from first page):-

Doctor's lnitials:

7-Ord #,DczL / 4 tn4 , seoman,s Null,ar, 
"T14t/frL 

, Hereby Dectare that

unclerstand thot t have been issued an American Club pre-employment medical examination form accordingtr to

:tte siondords of American p&l ctub so that I may be employed on the understanding that I will be responsible

.,cr toking the t'ollowing prescribed medication(s) (name(s) of prescribed medication(s)):

tn addition, the following medical recommendation have been given to me by the doctor for the medical

condition of (name(s) of prescribed medication(s))

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

has e:<plained to me what my condition is, whot medication is required and how this should be odministered'

I hereby agree to ensure that t follow taking prescribed medication and following medical recommendation

qiven to me by the doctor and that lwitl take responsibility for making arrangements to secure the medication

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

because of the pre'existing condition are to my responsibility'

1,,4y signature below acknowledges my receipt and understanding of this Declaration and lthat I had an

opportunitytto discuss any questions or concerns obout this notice with a member of the PEIVIE team and thot

my noncomplionce with this undertaking have been fully explained to me and t conf irm that I underst.and the

same.

I have qiven the original of this Declaration to the medical facility where the American Club pre employment

medical examinotion form has been issued. t confirm to keep the copy of this Declaration through the term cJ

vatidity of pre-employment medicol exomination form'

Seoforer's
Signatu re: .l

(o/ a E/ 7-c29- (mm/dd/yyyy)Dote

Witnessed by:
( P hy sicia n's sig noture ) :

kP/
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