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AMERICAN CLUB DECLARATION FORM _:z}tg--#v,
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 rnedical condition requiring lifestyle changes has been found' as

a condition of issuing this American club PEMt certificate, this forr-n M-I'1S-LB-E completed by the clinic'
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I understsnd thot I hove been issued on ,qrriitlub pru-u,nploymertt medical exctminatior'\ form according to
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for taking the t'otlowing prescribed medication(s) (*ume(s) tsf prescribed medication(s))
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t hereby ogree to ensure thot I fottow taking prescribed medicotion and following medical recommendation
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c)uring the course oJ my employment as prescribed. Any odc)itiortal medical evaluations and testinq I may need

beccuse of the pre-existing condition are to my rcsponsibility'
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