U.S. Department of State OMB No 1405-0113

e ] 1] . [ EXPIRATION DATE: 09/30/2010
Fe W 1K 45 Bt FERATENE 2010 409 4] 30 1]
MEDICAL EXAMINATION FOR ESTIMATED BURDUN 10 minutcs
IMMIGRANT OR REFUGEE APPLICANT TR (e o0

(See Page 2 - Back of Form)

B BBk BB S0 A (R 50)
Namec (Last, First, M])

ataa (.44 ) )

Birth Datc (mm-dd-yyyy) SEX: [0OM OF

WL A-11-1) PRI 7 &
Birthplace (City/County)

Photo L /

Present Country of Residence Prior Country

WS AL AV R

U.S. Consul (City/Country)

KBUTHLEM ¢ 581117 [R5 /

Passport Number Alien (Case) Number

E Al FESE

Date (mm-dd-yyyy) of Medical Exam Date (mm-dd-yyyy) of Prior Exam, if any
B R AR AW ¢ H-11-7) W R A R V) O A LA -7
Date Exam Expires (6months from examination date, if Class A or TB condition exists, otherwise 12 months) (mm-dd-yyyy)

PREEE RATBAR AL VY] (HIERDL LI 12 DA WG FA MG A B Z5 5 2 6 1) (H-L-4)

Exam Placc (City/Country) Panel Physician
Uk B s (b il PR 59 / B
Radiology Services Screening Site (name)
AR R AL R BEBR (H A

Lab (name for HIV/syphilis/TB)

255 58 44 BN A K AL B0 A A 2440 - A /

(I Classification (check all boxes that apply).
YIRS S Y AT 4)
0 No apparent defect, disease, or disability (see Worksheets DS-3024, DS-3025 and DS-3026)

L1 Class A Conditions (From Past Medical History and Physical Examination Worksheets)
NBTHE (AR, L LRI L1191 2 1D)

O TB, active, infectious (Class A, from Chest X-Ray Worksheet) O Human immunodeficiency virus (HIV)
W) VR M VAR VL (AOHIRATX HADBENFIE K A ) A 2K Gz b
] Syphilis, untreated ] Hansen’s disease, lepromatous or multibacillary
Mg, KT WERWG, HBIE L A
(] Chancroid, untreated (] Addiction or abuse of speeific* substance without harmful behavior
L/ i N'inyrd Af B R ) USRI, (BT A
] Gonorrhea, untreated O Any physical or mental disorder (including other substance-related
W, AR disorder) with harmful behavior or history of such behavior
[0 Granuloma inguinale, untreated likely to recur o o
W SR AT AT T R 500 ¢ LA L KB BY B KA 230 0 DA T30 2
[] Lymphogranuloma venereum, untreated B BT AT R, BT LR

W LR, AT *amphetamines, cannabis, cocaine, hallucinogens, inhalants, opioids,
phencyclidines, sedative-hypnotics, and anxiolyties
» AR, Aok, AR, BN, AR, 451K,

MR AT, BT —fRiRA R Pk e

[0 Class B Conditions (From Past Medical History and Physical Examination Worksheets)
B BNE (OB L 2o RIIEFD 19 1A 274

[l TB, active, noninfectious (Class B, from Chest X-Ray Worksheet) (1 Hansen’s disease, prior treatment

ESKG WREIE AR ARG X LAY RS IE X BT ) BRIV . LA T
Treatment: | None ] Par!iﬂl DConlplelgd ] Hansen’s disease, tuberculoid, borderline, or paucibacillary
T AT MOrvEm SRR AT VE B, SRR, ] SRS, el D Y
L1 TB, inactive (Class B2, from Chest X-Ray Worksheet) (] Sustained, full remission of addiction or abuse of specific* substances
B ¥, ol (AU A X BT FSE 2 B2 ) B R P M R T, TN LV
Treatment: [INo ne [ Partial DCompleled O Any physical or mental disorder (excluding addiction or abuse of
T ATHEY I RTAn SEIE T sp ecific* substance but including other substance-related disorder}
See Scction #4 on page 2 for TB treatment details without harmful behavior or history of such behavior unlikely
WLHT 2 GUEN 4 MG A BT TR to recur ‘ ) ; )
L1 Syphitis (with residual deficit), treated within the last year {T:{uI’l-'.Fﬂidi*]'i"ff‘lu'ﬁ‘—’.‘ﬁ' . (4f{{{ffxf?€}:%*ﬂj’%ﬂ?ﬂ}'{m",&%’éﬂj’ m/’i{?l“qz
HE 85 ( 778 RN, RN T B BRERICHIFR ST ), KA EAT Akl 8 FH 05 dHAT A, BASS Pkl
L] oOther sexually transmitted infections, treated within last year * . . : . . .
R i g g amphetamines, cannabis, cocaine, hallucinogens, inhalants, opioids,
AL PE R 3, TR T phencyclidines, sedative-hypnotics, and anxiolytics
(] cCurrent pregnancy, number of weeks pregnant * gzl KB, O REEL BURL WGRL K,
RRTNTER AT 33 ok IRER A, v — HENRZ R Ak R
L]

Other (specify or give details on checked conditions from worksheets)

W& CHEa i ) 3T 1A 4226 41 4RI T AR i 1))
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(2) Laboratory Findings (check all boxes that apply):
el s Ky AL AR (AR A KA 4747 )

Syphilis: (1 Not done
Hg i ety
Test name Date(s) run (mm-dd-yyyy) Negative | Positive Titer 1 Notes #&7E
Ky s I 4 By s LW AL/ B B W
Sereening JifT O O
Confirmatory ffiiA 0J U
"l~re?1_t‘ed If trealgq,‘ th(‘:‘ra[;_y‘: o Dates(s) treatment given (3 doses for penicillin)
TEEIgd) WRSE LY, BTk T LI (3 A A A
(] Yes (I Benzathine penicillin, 2.4 MU IM
e YR A 240 Ji g, DL
d No L1 Other (therapy, does): E
i HAb Ak LD E
HIV: [1 No tdone
A K A R B B 7 - ZN
Test name Date(s) run (mm-dd-yyyy) Negative | Positive | Indeterminate | Notes % ¥E
For g 001 ] 495 K CH-H-7) Bk BHE | AN 5E
Screening Ji fx J | [ |
Secondary ¥ | | | O
Confirmatory TfiiA L g ] U

(3) Immunizations (See Vaccination Form, check all boxes that apply) Not required for refugee applicants.

YRRy (B MR R A TR AT 27D, SERANERITG IR H .

[ Vaccine history complete 1 vaccine history incomplete, requesting waiver (indicate type below)
RE 3 e AR R BEZAGERER, TG R ER (Bl AN

[ Incomplete vaccine history, no waiver requested [ Blanket waiver (] ndividual waiver
D FARSTIEER . ATEO K F Tk e m R A A UK S50 A

I certify that 1 understand the purpose of the medical examination and I authorize the required tests to be completed.

FRUEIIER 1 AP ETER B T FLBERDE e i SR A

Applicant Signature Panel Physician Signature Date (mmn-dd-yyyy)

PN % TR H 7 -H-11)

(4) Tuberculosis Treatment Regimen
BRKIRTY O A
(Fill out if applicant has taken in the past, or is now taking TB medication. If drug doses or dates not known or not available, mark “unknown” )
Chn By N £l I AT 45 B 258, TG LU R IR . R AN sl A e gt 2y ) i it 47 W), Bsd “ AN sniis ™
1 Check if therapy currently prescribed (if current, don't mark “End Date”)
USRI A BRSEIGTT W T ) (1777, AN 45 H )
Medication Dose/Interval (i.e. mg/day) Start Date (mm-dd-yyyy) End Date (mm-dd-yyyy)
#“ LIRS (. AEBE/LD TR LI ¢ AL iy AL
L] Isonaizid (INII)
SR
L Rifampin
FA Y
] Pyrazinamide
R i
[l Ethambutol
LNET R
[l Streptomycin
R S
] Other, specify
e, PrAns )

Applicant’s weight (kg)
W AT (2D

Remarks 7
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PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICES
SCTAREGIIE AN N EATLZ AR K

Public reporting burden for this collection of information is estimated to average 10 minutes per response, including time
required for searching existing data sources, gathering the necessary data, providing the information required, and reviewing
the final collection. Persons are not required to provide this information in the absence of a valid OMB approval number, Send
comments on the accuracy of this estimate of the burden and recommendations for reducing it to: U.S. Department of State
(A/RPS/DIR) Washington, DC 20520,

Bl otk 2 A ARG PR BLBET TR AR T AR BT PERL S Bt 3, (8 TR0 T 30505 2 10 20 Bl AT RER ARSI LA
KW BT RN GT B RDEE T 1A B, ISP A e SR R R AR OGS S R 1 e RO AR T b I ) (YA AN e A
NIRRT AT SIS, I AR IS, SR 55 e i HLAY CA/RPS/DIRD, HB%: 20520,

We ask for information on this form, in the case of applicants for immigrant visas, to determine medical eligibility under INA
Sections 212(a) and 221(d), and, in the case of rcfugees, as required under INA Section 412(b)(4) and (5). If an immigrant visa
is issued or refugee status granted, you will convey this form to U.S. Department of [HHomeland Security (DHS) for disclosure
to the Centers for Disease Control and Prevention and to the U.S. Public Health Service. Failure to provide this information
may delay or prevent the processing of your case. If an immigrant visa is not issued or refugee status is not granted, this form
will be treated as confidential under INA Section 222(f).

TRAT SR B AR T A ol BRAR (S SRR T R M43 BN LU AT A W 0 A B & B EVE S 212(a) 80 221(d)
uf 412(0) (NS F B sk . U RS BRAE Ukl AE RS S A AR At e, X O A e 38A0 3] 56 [ B - e 4 R DA A AR )
Fit B e T TR P 0 o 0 S IR T AR PR o o AN LR PR A NTERE, ORI W34 R Bl IS 2 B 5B R
UF sl Al [ S R AL, R IR A R A IR VL3 222(0) 4 IR ER AR Al - Ak #L
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U.S. Department of State

£ [ 5 OMB APPROVEDS No.l405-0113
MR IR EXPIRATION DATE: 097302010
CHEST X-RAY AND CLASSIFICATION WORKSHEET AHHATENIE: 20104129 )4 301 |

b ‘. SR . ESTMATED BURDEN: 10 s
A5 XD B R 7 R R SRR, 10 90

(See Page 2-Back of Form)

For Use with DS-2053 Complete Sections I through 5, As Applicable A 00
5 DS-2053 &K bl 4] AR SEIER | AL 5 g
Name (Last, First, M) Age
W et #D TS
Birth Date (mm-dd-yyyy) Passport Number Alien (Casc) Number
WA H - H-7) BRI AR g o

1Ch est X-Ray (Mark All that Apply)
WORE X BRYE (A8 A A

] mi story of Tuberculosis (TB) Disease L] B Signs or Symptoms
HRA R ESEEAIR R TRTENEIN

L] Contact with Person with TB L] Adu it (With or Without Any of the Other)
R EAT A0 PN A WIEN (B8 ICE AR )

(If child does not have any of the above, stop here )
LTI TEHGTA A I TIGLL R4 750

2. Chest X-Ray Findings Date Chest X-Ray ‘Taken (mm-dd-yyvy)
i P XGRS A IR X O W S
] Norm al Findings
Lol B
] Abnormal Finding (indicate findings and interpretation, by checking all that apply, and any other in the table below)
2 RLH (75 FHSE A B ARSI 2 k8 P T 4T F AR D
] ¢ an Suggest ACTIVE TB (] C an Suggest INACTIVE TB (] O THER X-Ray Findings
(Need Smears) (Need Smears if Symptomatic) IEe X BT
K EG MHG BT E 4 AV AT £
Cly iR //'i}/?') (7 ///l.-f‘/\‘/uﬁ??ﬁfﬁ//
(] infiltrate or Consolidation L] Discrete Fibrotic Scar or Linear Opacity [ Fol low-Up Needed
R RS eIk 2 A SRR Jr - INTERL § A i B2 B U
il Any Cavitary Lesion L] Discrete Nodulc(s) without Calcification (] Musculoskeletal
AT 22 1 F 9 4 iy E(HIDP R AR JUNZLE LI
[ Nod ule with Poorly Defined Margins [ Di screte Fibrotic Scar with Volume Loss or Retraction ] Cardiac
LR AR EEAY AT (K T A A T I 2 TR K WY (IR
(Such as Tuberculoma) L] Discrete Nodule(s) with Volume Loss or Retraction l Pulmonary
CHIESHHER) AT PRl SRR O I A il ok b P
(] Pleural Effusion ] Ot her (Such as Bronchiectasis) l Ot her
1 RS e (T 1
(] HilarMediastinal Adenopathy L] wo Follow-Up Needed for
Jili £ | RGBT 45 A A By
[ Lincar, Interstitial Markings Pleural thickening, diaphragmatic tenting,
e, I IO T blunting costophrenic angle, solitary calcified
5 ) nodule or granuloma or minor musculoskeletal
l Other (Such as Miliary Findings) or cardiac tinding
VoAt 4 SEREAIET %) LR, W% EARK L, TR, m
i () E5 4L E5 T DA o4 W s K JUL AL
Remarks 5 AR A | llTTE A
ik
3.Sputum Smears
Bk Iy
] No, Applicant has no Signs or Symptoms of TB and: O x- -Ray Suggests INACTIVE TB, this is a Class B2/TB
BRI . U N RATE B AR DT, T 1L X R A AR ik, BT B2 i

O] orHER X-Ray Findings Suggest Follow-Up Needed after Arrival, this is B Other
Pl X ORHTIH, AR SR, W TR B %

(] oTHER X-Ray Findings Suggest No Follow-Up Needed, this is No Class
PEILE X HET W, AU E NGV, L

] X-Ray Nomal, this is No Class
X Mﬁfrﬁm'ﬁ?“, K4

[] v es, Applicant has (Mark Al that Apply).
W R, WS AT (TR R ).

and Smear Results are;

TRIR TR AT AR
L Sign s or Symptoms of TB Present, See Section | Positive N egative Dates Obtained (mm/dd/yyyy)
oy R AR TR, WA TR Bt BYE YRk ial (LY 1)
[ x -Ray Suggests ACTIVE TB, Sce Section 2 (] L -
X OEHT WA ROBIREIM A 4, I 2 L L]
Ll Ll
D5-3024 Page 1 0of2
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Sputum Smear Results and X-Ray Findings: Three Smear Results NEGATIVE and
B )T ER L X AR e SRR ) E R B )T

At least One Smear Result POSITIVE and .

T R R I L1 X -Ray Normal vt

XA, 1L
] Any Chest X-Ray Finding, this is Class 0 i o
A/TB Signs of Symptoms Resolved, this is No Class
TEATIBGT X AN, I A Zhshts PRI R, K
E\I[?',L'"i,z?,’?ﬂgﬁ{rgalﬁ"d’v"@) L] Signs or Symptoms Suggest Follow-Up Needed after Arrival, this is B Other
1S 8Oy v AR

(PR SRR, IR I By, B B 9 6
(Ix -Ray Suggests ACTIVE or INACTIVE TB, this is Class B1/TB
X R W K e ah vt sk AT S S5, bt B 1 A

[JotHER X-Ray Findings Suggest Follow-Up Needed after Arrival, this is Class B Other
RIS X BT UL, R BUSRIV . i B RULE R

4. Onocrass Dlcmssars Llcass BUTB [l class BB L Class B Other, Follow-Up Needed

Ryl A YA Bl %4 ¥ B2 #h ik B e, Wbl
5. Follow-Up Needed After Arrival (i~ [ yes If Yes, for L] NotTB Condition L] TB Condition
)2 [ o B % e BT AL A ARSI AE SR

(If yes, specify condition below and on DS-2053, include additional tests, and therapy used with start and stop dates and any changes)

CUIARAE, BT PRI DS-2053 FZEERSI Y, CoATREWRISMIT R0y, Bt ia T TR i [TH R ER Y 4D

Remarks

ik

PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICES
ST A AN A BB FAE 2 A i 1

Public reporting burden for this collection of information is estimated to average 10 minutes per response, including time required for
searching existing data sources, gathering the necessary data, providing the information required, and reviewing the final collection.
Persons are not required to provide this information in the absence of a valid OMB approval number. Send comments on the accuracy of
this estimate of the burden and recommendations for reducing it to: the U.S. Department of State (A/ISS/DIR) Washington, DC 20520.
BT TR KO PR BE A TR T AR B BT 13 PR e, AN VA0 TR 10 rRd. S FRR APTIRA MR IS KIH fl
STRVE R ) (17 380 B, X 8 A 1] s A1 38 e (VAR ST R e A 1000F 17 10 3R A% P 05 B8F 100) (KA T FD % W 7 (AR T B A 1
A AJ ISR b, RN S EEREBLE (A/ISS/DIRD, WB%: DC 20520-1849,
AUTHORITIES The information is sought pursuant to Sections 212(a), 221(d), 101, and 412(b){(4) and (5) of the Immigration and
Nationality Act.
PURPOSE The primary purpose for soliciting medical information is to determine whether an applicant is eligible to obtain a visa and
alien registration. This form is designed to record the result of the medical examination required by INA 221(d), which detemmines
whether an appficant has a medical condition that renders the applicant ineligible under INA Section 212(a).
ROUTINE USES The information solicited on this form may be made available to the U.S. Department of Homeland Security for
disclosure to the Centers for Disease Control and Prevention and to the U.S. Public Health Service. The information provided also may
be released to federal agencies for law enforcement, counter-terrorism and homeland security purposes; to Congress and courts within
their sphere of jurisdiction; and to other federa! agencies for certain personnel and records management matters.
Although furnishing this information is voluntary, failure to provide this information may delay or prevent the processing of your
case.

PERL AT RN R B R R L IRV SR 212(). 221(d). 101, 412(b)()FH(5) 5k K,

FIR ARk i AR i B A T il s JUUR R Ay Mk 19 8 0E . b3 10 AR &5 T R0 A ) W AR S A T B IR R 1
22U H, RS A A AR I R R 212(a) S BT RS A A T ONBE R bt 1 (L 1

W LR R T AR IR L e B BN PSP R R R A ATt Uk, BRI b )k
AT AR s 36 N IR 22 R0V B A P N D LA DA RS R A 90 AR RIRS 44 SR B B LA o

HUBRSE BRI (T, LA LRI AN A5 B 2 IR 7 ik A I 32 41
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U.S. Dep artment of State

K55 Bt

MEDICAL HISTORY AND PHYSICAL EXAMINATION WORKSHEET

S LR B AR T R

For use wllh DS-2053 5 DS-2053 #

PR

OMDB No.1405-0113
EXPIRATION DATE: 09/30/2010
R AT 5 2000 5709 )] 30 1]
ESTIMATED BURDEN: 35minutes
SEMEH (L FERS 35 r i

(See Page 2-Back of form)

(R 00

Name (Last, First, M) Exam Date (mm-dd-yyyy)
wesat, B L WICA- L7
Birth Date (mm-dd-yyyy) Passport Number Alien (Case) Number
1 L IOA- L-49) PR FARATR

1.Past Medical History (indicate conditions requiring medication or treatment after resettlement and give details in Remarks)

RS

Note:
Vit

(L1 N 7 2

FEABY Al SC 76 I I TED B U 1 7 a5 7R P S0 1 EE A 52 1)

The toltowing history has been reported, has not been venfied by a physician, and should not be deemed medically definitive.

LATRHR S0ty p s N BRI, AR 2 B ITIE Sk, ANRi oA Be L it

No  Yes General No  Yes
O Y R
L] OJ  iness or injury requiring hospitalization (including psychiaric) | ][]~ Ever caused SERIOUS injury to others, caused MAJOR
& BRI TR AN (A R ) property damage or had trouble with the law because of
Cardmlogy ’ medical condition, mental disorder, or influence of alcoho! or
’L\JIH'7)\’P‘J drugs_
L L Angina pectoris VA7 50 9 R L ORI B, B A
LB AT, P T 45 ksl LA
U L Hypertension (high blood pressure) Obstetrics and Sexually Transmitted Diseases
L . 7 BRI A
U L C}“{dlﬂ? arrhy thmia [] [ Pregnancy Fundal height cm
;U-{'f/{\ﬁ G BT T
D D . B} . ./jl( [=] ’L(. IHIBZ
(fj\gsrlmi”b;?n discase Last menstrual period Date (mm-dd-yyyy}
;,ulm'o,;%,,o'g;* KK ALl (- 117
Wil 48 P ] []  Scxually transmitted discascs, specify
L L] History of tobacco use PEAGIR SR, TR
O A okt
Currentuse L1 ves [ No Endocrinology and Hematology
R0 At % WAL 4 A A R T TR SR
Asthma ] [] Diabetes mellitus
WIS Bl X 4
L L] Chronic obstructive pulmonary discase (emphysema) ] [] Thyroid discase
S PAL S 55 (467 Ay ARG
D D ”IblOf_y of tuberculosis (T8) disease D D History of malaria
i o HETRHG 2
Trcated L) oves [ No Other
bRy g n: i W
Curren_l TB :sy!nploms U Tes U _No B [] Malignancy, specify
\curology ﬂlld Ps;chmtry AT b L
Hhes FLRG b NS ] [] Chronic renal disease
L []  History of stroke, with current impairment AL BEZ
A BRAT S TEAE ] [] Chronic hepatitis or other chronic liver discase
L] L] Seizure disorder PHENT 2 Bl F ARG YE BT AF 53
it [1 [ Hansen's Discase
L] U Major impairement in learning, intelligence, sclf care, memory BE AR
or \q/ommur}licalior) b | TR L T uberculoid [] Borderline [ Leprom atous
{k',v""r‘J\ SV Hmﬂn,}}\ WA LA A 4 BRE R ) PR 2 K
0 L] Major mental disorder (including major depression, bipolar orR [ Paucibdcillary [ Multibacillary
disorder, schizo, ﬁhmma mental retardation) i FE B 42> 2 FUFT i
SRRl AT DALIE AT ARG, B, . Wi it Z FIFTEIR
A HH Treated L yes CINo
3 [  Useofdrugs other than those required for medical rcasons yret g i
Jepsr Al T 244 [1 [ Visible disabilities (including loss of arms or legs)
O []  Addiction or abuse of specific* substance (drug) VT RGRER (AT FAEE PR
ARG AR BRI T Specify
* amphetamines, cannabis, cocaine, hallucinogens, VEAN 5]
inhalants, opioids, phuncyclldmcs sedative-hypnotics, .
and anxiolytics
o gdpenf, KR, TR, B, RN, TR
TRER AR i, U7 — MR R Ak e 2 [] [] Otherrequiring treatment, specify
L U Othc’r) sut))slance-relalcd disorders (including alcohol addiction Hos BT RO, A ]
or abuse
LiSC e AT KT CLLATWvRT fi sy )
L] L] Cvertaken action to end your life
W RAT [ AT A
DS-3026 Page | of 3
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