
Consent for Services and Payment Immigration Services 

Patient Name: 
DOB:  

Patient Signature Date 

g p

ptional Release f Information
By completing this section and providing the information below, I authorize the staff of Oregon Occupational Medicine to disclose medical
information regarding my immigration services. This information may include, but is not limited to my medical history or needed medical
services directly related to the completion of my I693 form. I authorize my completed packet (and copy) to be given to this person(s) upon
my verbal request.

Name: Relationship: Spouse Sponsor Other:

Phone (if different than applicant):
Notes:

 I authorize Oregon Occupational Medicine Physicians to conduct such physical examination and perform such tests as the examining
physician, in his or her discretion, deems appropriate and as described to me. I understand this examination is not intended to take the place

of comprehensive physical examination conducted by my personal physician. I understand this examination does not establish a patient,
physician relationship and is only for the purpose of immigration services.

I have read the above Oregon Occupational Medicine policies regarding payment for immigration exams and consent for treatment
and release of information and I agree to the terms outlined above.

I understand that all immigration services are in accordance with the regulations set forth by USCIS.


