
Department of Homeland Security
U.S Citizenship and Immigration Services

OMB No I6l5-0033; Expires 08/31/09

l-693, Report of Medical
Examination and Vaccination Record

START HER-E - Please type or print in CAPITAL letters (Use hlack ink)

Part1.  Informat ionaboutyou (Thepersottrequest i t tgontedicalexaninat iotrorvucci t r t t t iont t t tLsl<ontpLetethispart)

Cender:

!  vate lFemale

City State Zip Code Phone # ( Include Area Cotle) rto tloshes oro

Date of Birth (mm/ddl,;,5'1,) Place olBirth (Cit),/Tou,tt/VillcgeT Country of Brrth U S Social Security # ( i l  utt .v)

Applicant's Certification

I certify underpenalty ofpe{ury under United Stateslaw that I am the person who rs identified in Part I ofthis Form l-693, Report ofMedical
Examinat ionandVaccinat ionRecord,andthattheinformat ioninPart lof th isfomristruetothebestofnryknowledge Iunderstandthepurposeof
this medical exam, and I authorize the required tests and procedures to be completed If it is detennined that I willfully rntsrepresented a nraterial fact
orprovided false/altered infornration ordocuments with regard to nry nredical exaur, I  understand thatany inrnrigrat ion benefi t  I  derived lronr this
nredical exam may be revokcd, that I  nray be rcmoved fronr thc United States, and that I  rnay be subject to civi l  or cr inrinal penalt ies

Given Name (First Name)Family Name (Last Name) Ful l  Middle Nanre

Home Address: Street Number and Name Apt Number

Signature - Do not sign or date this lbrm unti l  instructed to do so by the civi l  surgeon Date t ttutt/Llt l/t ' t ' t ' t  )

Part2. Medical examination (The civil surgeon cotttpletes this purt)

Date of  Exarn

l .  Examination
Date of First
Examination

Date(s) of  Fol low-up Examinat ion(s) i f  Required:

Summary of  Overal l  Findings:

l-l No Class A or Class B Condition I  Clurt A Condit ions (see 2 through 5 below) f__l Class B Condrt ions (see 2 thtough 6 lrclow)

2. Communicable Diseases of Public Health Signif icance

A. Tuberculosis (TB)

!  Tubercul inSkinTest(TST)(Requiredforappl icants2yearsofageandolder: forchi ldrenunder2yearsofage,seepp l l - l2of
Technical Instructions at http://www.cdc.gov/ncidod/dq/civil.htm.)

E Chest X-Ray - Required ONLY fbr TS'f reactions of > 5mnr or if specific TST exception criteria met, or lbr an applicant rvith TB
symptons or rnrmunosuppressron (e g , HIV) Attach copy of X-Ray Report

Date Chest X-Ray
Taken

Findings:

! No Ctu.r A or Class B TB

! Clu.. A Pulmonary TB Disease

Date Chest X-Ray
Read

Class Bl Pulmonary TB

Class B1 Extra Pulmonary TB

Results

l_-l No,.nrrl

f] Abnorn.ral (Desclibe results in rernarks )

n
T

I Ctu.. 82 Pulnronary TB

! Ctarr B. Latent TB Infection

I Ctass B, Other Chest
Condit ion (non-TB)

Date ofExanr Date ofExam

Date TST Applied Date TST Read Size of Reaction frzrl

Remarks: (lnclude of TB. addifional tests. and
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Part2. MedicalExamination (Continued)

B. Syphilis

tr--l ^l_J Serologic Test for Syphils (Required for applicants
Date Screening Run

| 5 years and older)

f Screening Nonreactive

! Screening Reactive, Titer I

|-l Confi r-mation Nonreactive

[-l Confi rmation Reactive

! Syphil is, Class B (with residual
deficit, treated in the past year)

Findings:

! No Class A or Class B
Syphilis

! Syphil is. Class A
(untreated)

If Reactive, Date Confinration Run

Remarks: ( lnclude an ven with doses and dates.

C. HIV/AIDS

! Serologic Test for HIV Antibody

Date Screening Run

(Required for appl icants l5 years

! Screening Negative

!screening PosiIve

I S.r. .nrng Indeterminate
Findings:

I No Class A HIV ! Htv, Class A

Remarks: (lnclude any signs or symptoms of HIV infection, tlrerapy given, and any counseling, or referrals.)

and older)

I l '  Posrtrve or Indeterminate,
Date Confirmation Run

f l  Conf i  nrratrorr  Negat ive

L l  Lonlrnlratron Posrt lvc

D. Other Class A./Class B Condit ions for  Communicable Diseases of  Publ ic Heal th Sieni f icance

Findings:

! Chancroid, Class A fl Gononhea, Class A !Hansen's Disease (Leprosy, lnfect ious), Class A

!Hansen's Disease (Leprosy, Noninf'ectious) Class Bf-l Granuloma Inguinale, Class A ! Lymphogranuloma Venereunr, Class A

Remarks: (lnclude any therapy given and any counseling, or referrals )

3, Physical or Mental Disorders With Associated Harmlul Behavior

! Physical/Mental Disorder, With Associated Harrnful Behavior, Class A

! Physical/Mental Disorder, Without Associated Hannful Behavior, Class B

Remarks: (Include diagnosis, with likelihood ofharmful behavior to recur, therapy given, and any counseling, or refenals.)

4. Drug Abuse/Drug Addiction

! Substance (Drug) Use, Listecl in Section 202 of Control led Substance Act, Class A

f- l  Substance (Drug) Use, Not Listed in Section 202 of Control led Substance Act. But With Associated Harnrful Belravior. Class A

I Prio. Substance (Drug) Use in Remission, Class B

Remarks: (lnclude any therapy given, rehabilitation, counseling, or refenals )
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Part2. Medicalexamination (Continued)

5. Vaccinations (See Technical Instructions at http://www.cdc.gov/ncidod/dq/civil.htm for list of reqr-rired vaccines.)

Vaccine History Transferred From a Written Record
Vaccine Given Waiver(s) to Be Requested From USCIS

Mark an X if
completed; write
date of lab test if
immune
if varicella history

Not Medical ly Appropriate

indicat ion lTimelnterval  I  Season

Specify DT n
Vaccine:

DrP !

DraP!

Specifr I d L--i
Vaccine:

rdap l l

umps-Rubella) or if

Name (Type or print your name)

T
I
T
l

Give Copy to Applicant

Applicant may be eligible for blanket waiver(s) as indicated above.
Applicant will request an individual waiver based on religious or moral convictions.
Vaccine history complete foreach vaccine, all requirements met

Applicant does not meet immunization requirements.

A-number (if any)
Results:



Part2. Medical examination (Continued)

6. List other medical conditions, Class B other (e g hypertension, diabetes)

Part 3. Referral to health department or other doctor/facility (To be completed by Civil Surgeon, iJ referral wus ntade)

Type or Print Name of Doctor or Health Department Date of Referral (mm/dd/yyyy)

Adrlress: (Street Number and Name, City, State and Zip Code) Daytime Phone # (hrclude Area Code) no dashes or ( )

Remarks: (lnclude name of medical condition and reasons for refen'al )

Part 4. To Be Completed by Physician or Health Department Performing Referral Evaluation

The applicant identi f ied on this form was referred to me bythe civi l  surgeon named in Part 5 of this form I have provided appropriate

eval uation/treatment.

Davtime Phone # (lttclude Area Code) no dashes or( )

Remarks: (Attach a rate sheet ofpaper, i fneeded.)

Type or Pr int  Ful l  Name of Evaluat ing Physic ian or Heal th Department Signature

Address: (Street Number and Name, City, State and Zip Code) Date (mn/dd/yyyy)

Name of l \ ledical  Pract ice or Heal th Department
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Part 5. Civil Surgeon's Certification (Do not sigtt form or have the applicant sign in Part I until all health follow-rtp
requirements have been met,)

I certify underpenalty ofperjury under United States law that: I am a civil surgeon in current status designated to examine applicants
seeking certain immigration benefits in the United States; I have a currently valid and unrestricted license to practice medicine in the
state where I am performing medical examinations; I performed this examination of the person identified in Part I of this Form
I-693, after having made every reasonable effort to verify that person whom I examined is the person identified in Part 1; that I
performed the examination in accordance with the Centers for Disease Control and Prevention's Technical Instructions, and all

supplemental information or updates provided to me; and that all information provided by me on this form is true and correct to the
best of mv information, knowledse. and bel ief.

Type or Print Full Name (First, Middle, Last) Signature

Address (Street Number and Name, City, State and Zip Code) Date (ntnt/dd/y1'yy)

Name of Medical  Pract ice or Heal th Departmenl

Daytime Phone # (lnclude Area Code) no dashes or ( ) E-Mai l  Address

Part 6. Health department identifying information . (If completed by State or local health departmerrt on behalf of a
refugee, place a stamp or seal where indicated.)

(Place State 0r local health
dep artm e nt stamp/seal be lo w,)

Type or Print Name

Signature

Date pnm/dd/yyyy) Daytime Phone # (lnclutle Areu Code) no dashes or ( )
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