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VR 115 (Rev. 6/87) 9-922177-37 M

DEPARTMENT OF HEALTH R e
% BUREAU OF VITAL RECORDS R
CERTIFICATION OF BIRTH

"
I

( THE CITY. OFINEW- YORK

This is a certification of name and birth facts on file in the Bureau of Vital Recordl, Depariment of Health, City of New York.

oaTe oF FEBRUARY 15, 1974 CERTIFCATE 156~74-304636
MAME SABINA LUCAS EDWARDS xux
'. SEX FEMALE

MOTHER S MATDEN NAME  PARLA LUNA

FATHER'S NAME CARL EDWARDS

IRENE A SCANLON .

Do not accept this transcript unlesa I; boan the ralsbd geal of the Dopartment of
Health. The reproduction or alteration of this cqmﬂcauon Is prohibited by
Section 3.21 of the New York ClI Heaith Code.
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i Wertificate of Marriage

DOHDR-MI05-3K19-92

1
1
|
o 11
~ il
o~ t . .. .
-~ _}\; i Gliie & to- Gerdifyy
S
' Q{ ; tst  MOHAMAD YOUSSEF HAMOOUD residingst  New York, New York
’\/\L‘:l i who wasbom September 25th, 1973 al Lobnon.
A0S o
" ,L,;.h.[ and SABINA LUCAS EDWARDS residingat Now york,New york
{ “E': who was born _February 15th, 1974 al Ma;lhattan New York.
(. ) | weremuriedon December 7th, 1994 at Garden City, New York
— il ’
-l f i”! . As shown by the Quly registered license and certificate of mastiage of 1aid persons on file in this office.
A '
L .
‘i { . l,! ) Dated at Manhasset, N.Y.
/\I . 1[ !
! T U
i / Leat
LNl . DECEMDLL.TERLLI9 e ettt SR Somfhust A
b i i TO\\n Clcrk
\.,»i \l\ b Any Alleration Invalidates This Centificate, Issued Pursuant to Section 14-a, Domestic Relations Law.
('-} B ' ; Do not accept this copy unless the raised seal of the Town of North Hempstead is affixed thereon.
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3IRTH IN THE DISTRICT OF :_+€L 3L GAR AL
'ARISH: L oBArJon~ : No: o520

BIRTH REGISTRATION FORM

‘ace of birth :__TZl S| RABA _ Lo RdriorS

yate of Birth: ST 2sth. /973
ex: AL s ks : ,
Jame of Child: Mal“t'AWﬂD VO U.SSE'F H‘A"MOO UD ’,‘:".‘ ’ pleonwa.'wm Tie -;"!' it '- 'cfghfﬁllzfs :e
'hysician registered or mid wife in attendance: e e o et e e,
CJ‘LO @_ y q 4 Z > 'f{;_‘ Vo mulavredeff passepo /. :
Father S TR e

lame of Surname: A—NM—(V\Q HAnrep 0P

e PResloEN‘r DE LA REPUBLIQUE LIBANAISE

.ge at the time of birth:

18 Directour qonéval de la Surete genérale

/9 / AP Years :_3p  Occupation:

lace of Birth: feL S Gadd — Lo Ao/

R
A
l/,//; ,. ,‘ _l]\-\aj'ui(r'k/) r--oL

Lo BArvor

‘/" /’/,ff\:;l' cl_:“quﬁrL_/&’_/-u : 2

.esidence : VEZLE L G4l Lo drierd

Mother

own or village: LA P A

i0. of children born to mother( ve: ~
lame and Maiden Surname:_ \&—— /1, ; 4 Z4 Fl/

ge at the time of Birth

g a2l . Occupatiofl:  Maiew wyiZoer
lace of Birth: FEL @ Je Ml

R

Lo Btris AT . —_

|
k
!

Regrstraor's Certiﬁcé_tgs

intered by Warﬁculm on a Certift %ﬁom: !
ol S —

Nitness:
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BIRTH REGISTRATION FORM

e Dy R T
3d (L,.Lx{L!.J!M «J-)l‘ uﬁ-du S

et o

3IRTH IN THE DISTRICT OF : +€L &L GARAL

SARISH: Lo RANor~ : No: _ o RYO

.

-2‘1:—2‘:?.

XN

oo \‘i""‘

W

d{‘-;.
>ace of birth :__ TZ&L G| RaBAt _ LoRdrenS o
date of Birth:  SPT =2stlh. /973 {:’ o ;
Sex: AL €. .’:’E‘g oo N b a3
Name of Child: Mg #A—mﬂl) VO (/SSEFE HA Moo OD }}i ";?ou:g:"l"" s
>hysician registered or mid wife in attendance: (7 .":"A"JSSL;.L‘L’:’ 'T.bp:ﬂ.ﬁe el v;::sn:rs ovement i
S botol NMAK g Lo R -

Father

Name of Surname: A‘N AbdMe. MAnrepOoD
Age at the time of birth: [/¢ 9/ /AP Years : 3o Occupation: e,
ace of Birth: +er S [ &g —Lgo R Ao

Lo BAarvery

/. ple PRES!DENT DE LA REPUBLIQUE LIBANAISE
leDneclour goneral de iaSurete Qénevale

Mother
Residence : ~SE1.E L & 4L94 L offgrver
Town or village: /A A —.

NO. of children born to mother( ve:
Name and Maiden Surname: ,41,//4 'JZA*# '/
Age at the time of Birth: _,_2¢L 4

Place of Birth: Al SV Je Ll
Loktns

—
Regsstraor's Certificates |
|

Entered by Warﬁculars on a Certif /vecei from:
Cﬁ /’—_,Te’ ‘-

|
Witness® A { J |
/ t
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———U.S. Depatment of Justice— - - -- - — _. - T p—— T
Medical Examination of Aliens Seeking Adjustent of Status

—————

_OMB #1115.0134

Imenigration and Naturalization Service

« - M.

(Please type or pnnt clearly) 3 File number (A number)

I certity that on the date shown | examined: A
1 Name (Last in CAPS) 4 Sex

N :;'//4/‘/}(9&7 ¥ !) q}Male O Female

{Fiest) N ., . {(,Middle iniial) 5 Date of birth (Month/Day/Year)
Mo HAMAD Nl £ e 60 . 25 93
2. Address (Street number and name) .~ ' (Apt number) 6 Counlry of irth
31y 26 poX Aesd RN LaBMels
(City) (ZIP Code) 7 Date of examination {Month/Day/Year)

, {State)
™= 1A - i s A e C . 2
2w oMy AMEl yM/\'/\ ljbe T- 72l - 99
Generaf Physicai Examination: | examined specifically for evidence of the conditions listed below. My examination revealed:
O The conditions isted below were found (check all boxes that apply).

Y No apparent defecl, disease. or disability.
Ciass A Conditions
O chancroid O Hansen's disease. infectious O Mental detect O psychopathic personality
O Crronic alcohalism O Hiv intection O Mentat retardation O Sexual deviation
O Gonorrhea O Insanty B Narcotic drug addiction O Syphilis, mfectious

O Lymphogranuloma venereum O Prewvious occurrence of one O Tuberculosss, active

or more attacks of insanity
O Other physical defect, disease or disability (specify below).

O Granuloma inguinale

Cliass 8 Conditions

O Hansen's disease, nol infectious & Tuberculosss. not active
Examination for Tuberculasis - Tuberculin Skin Test

O Reaction mm O Noreaction O Not done

Doctor's name (please prini) Date read

Examination lor Tuberculosis - Chest X-}Ray Report
O Abnormal ' Normal O Not done
Date read

Doctor’'s name (please pnnt)

Serologic Test for HIV Antibody

Serologic Test for Syphilis 5 )
O Reactive Titer (contirmatory tes! performed) 0 Nonreactive O Ppositive (confirmed by Western blot) b( Negalive
Test Type p p Q Test Type . N /j
L ~ T~ ,E—/- -~/ ,l
Date read Doclor's name (please pnnl) Date read

Doctor's name (please print)

Immunization Determination (DTP. OPV, MMR, Td-Refer lo PHS Guidelines for recommendations.)

!@f\pplicanl is current for recommended age-specilic immumizations. QO Applicant s not current for recommended age-spectlic immunizations
and | have encouraged that appropriate immunizations be obtained.

C/

REMARKS:

[

Civil Surgeon Relerral for Foilow-up of Medical Condition ) )
O The alien named above has applied for adjustment of status. A medical examination conducted by me identiied the conditions above which require resolution belore
medical clearance 1s granted or for which the alien may seek medical adwice. Please provide follow-up services of refer ihe alien 10 an appropriale heaith care provider.

The actions necessary for medical clearance are detailed on the reverse of this form

Follow-up Information:
The alien named above has complied with the recommended health follow-up

Doctor's name and address (please type or print clearly) Doclor’s signature

= a2
>

Applicant Certification:

I certify that | understand the purpose of the medical exarmination, | authonze the reauired lests 1o be comolele ngltga‘ information on this form reters 1o me

Signature ' .:dlzc M Lg/j%WMLV/ /)’ / Date 5 § ;

. Civil Surgeon Certification: o
My examination Showed the applicant 16 have met the medical examination and health follow-up requirements lor adjustment of status
Doctor's name and address (please lype or print clearly) Doctor’s signature Date

The Immigration and Naturalization Service is authorized 1o collect this information under the provisions of the
Immigration and Nationalily Act and the Immigration Reform and Controf Act of 1986, Public Law 99-603

Form 1693 (Rev 09/01/87) N ORIGINAL: INS A-FILE
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—— US. Departmentof Justice ... ... S - e —— _ OB #1115-0134

Imerugration and Naturalization Service Medical Examination of Aliens Seek_m_g"ﬂd;aslment of Status

« - &. . ..

(Please lype or punt clearly) 3 File number (A number)

I certily that on the date shown | examined: e e
1 Name (Last in CAPS) 4 ng
. Pl /fl Mot N , H Male O remale

(Fst) ; £ (\Middie Initial) 5 Date of birth (Month/Day/Year)
K 3 y AN . - - — S
MolHAMAD il S5 €S 0% . 20 =
2. Address (Street number and name)  -.” (Apt. number) 6 Counlry of birth
Sy 70 FoX Woadl B Lo BANoN

Cim Y , (S{gle) (2!P Code) 7 Daler(’)l examination (Month/Day/Year)
Dyony  NEW A (juéo - 2l - 9%

/ General Physical Examination: | examined specifically for evidence of the conditions listed below. My examination revealed:

&ﬁ No apparent defect, disease, or disabulily O The conditions listed below were found (check all boxes that apply).

Class A Conditions

{

*0 chancroid O Hansen's disease, inlectious O Mentai detect O psychopathic personality
0O Chronic alcoholism O HIV infechion O Mental retardation 3 sexual deviation
O Gonorrhea 0 insanity O Narcotic drug addiction O Syphilis, infectious
O Granuloma inguinale O Lymphogranuloma venereum O previous occurrence of one 8 Tuberculosss. active

or more altacks of insanity
0 Other physical defect, disease or disability (specify below).

Clsss B Conditions
O Hansen's disease. not infectious O Tuberculosss, not active
Examination for Tuberculosis - Tuberculin Skin Test

Examination for Tuberculosis - Chest X-Ray Report

O Reaction mm O No reaction O Not done O Abnormal Normal O Not done
Doctor's name {please print) Date read Doctor's name {please print) Date read
Serologic Test for Syphilis Serologic Test for HIV Antibody .
O Reactive Titer (confirmatory test performed) O Nonreactive O positive {confirmed by Western blot) s 4 Negalive
Test Type %7 @ Q Test Type ’ ,
{ ~r= H- 1"
Date read Doctor's name (please prnnt) Date read

Doctor’'s name (please print)

Immunization Determination (DTP. OPV. MMR, Td-Reter to PHS Guidslines {or recommendations.)

@pplicanl 1s current {or recommended age-specific iImmunizations. O Applicantis not current for recommended age-spectific immunizations
and | have encouraged that appropriate immunizations be obtained

— a—

REMARKS:

Civil Surgeon Referral for Follow-up of Medicai Condition
8 The alien named above has applied for adjusiment of stalus A medical examinalion conducted by me identiied the conditions above which require resolution belore
medical clearance s granted or lor which the alien may seek medical advice. Please provide {ollow-up services of refer lhe alien to an appropriate health care provider.
The actions necessary for medical clearance are detailed on the reverse of this torm.

Follow-up Information:
The alien named above has complied with the recommended health {ollow-up

Doctor's name and address (please type or print clearly) Doclor’s signature Date

\%\mwg“@mk 0o7-7L . 95

Applicant Certification:
| certity that | understand the purpose of the medical examination, | authonze the required tests to be completed, and the information on this form reférs to me

Signature / , Date
AV &/ Aoy

Civil Surgeon Certification:
My examinalion Showed the applicant 10 have met the medical exammation and health follow-up requirements for adjusiment of status.

Doctlor's name and address (please lype or print clearly) Doclor's signature Date

B The Immigration and Naturalization Service is authorized 1o collect this information under the provisions of the
% Immugration and Nationaiity Act and the Immigration Reform and Control Act of 1986, Public Law 99-603

2 Form 1-693 (Rev 09/01/87) N ORIGINAL: INS A-FILE

A
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US Depadmentoldustice - -—— - - oo .o . . s

- .- - ©.OMB 11150134
Medical Examination of Aliens Seeking Acjustraent of Status

Imenigration and Naturalization Service

Y

(Please type or prnt clearly) 3 File number (A number)
| certify that on the date shown | examined:
1. Name (Last in CAPS) 4 Sex
. , 0 Mmale O Female
(Frst) £ (Mddle Intiat) 5 Date of birth {(Month/Day/Year)
2. Address (Slreet number and name) .~ (Apl. number) 6 Counlry of birth
(City) (State) (ZIP Code) 7 Date of examination (Month/Day/Year)

General Physical Examination: | examined specifically for evidence of the conditions listed below. My exarmination revealed:

O No apparent defect, disease. or disability. O The conditions listed below were found (check all boxes that apply).

Class A Conditions

O chancroid ® O Hansen's disease, mlectious O Mental getect O Psychopathic personality
O Chronic alcoholism O HI infection O Mental retardation 0 Sexual dewialion

O Gonorrhea O Insanity O Narcotic drug addiction O Syphilis, infectious

O Lymphogranuloma venereum O previous occurrence of one O Tuberculosis, active
or more attacks of insanity
0 Other physical defect, disease or disabiity (speciy below)

O Granuloma inguinale

Class B Conditions
O Hansen's disease. not infectious O Tuberculosis, not active
Examination for Tuberculosis - Tuberculin Skin Test

Examination for Tuberculosts - Chest X-Ray Report

O Reaction mm O No reaction O Not done B Abnormat O Normal O Not done
Doctor’s name (please print) Date read Doctor’'s name (please print) Date read
Serologic Test for Syphilis Serologic Test for HIV Antibody Ce
O Reactive Titer (confirmatory test performed) O Nonreactive O positive {contirmed by Western blot) O Negative
Test Type - . Test Type

Date read Doclor’s name (please print) Date read

Doctor's name (please print)

Immunization Determination (DTP. OPV, MMR, Td-Reler 1o PHS Guidelings for recommendations.)
0 Applicant s not current for recommended age-specilic immunizattons

O Applicant is current for recommended age-specific immunizations.
and | have encouraged that appropriate immunizations be obtained.

REMARKS:

Civil Surgeon Relerral for Follow-up of Medical Condition
0 The alien named above has applied for adjustment of status. A medical examination conducted by me identilied the condilions above which requrre resolution belore
medical clearance 1s granted or for which the alien may seek medicat advice. Please provide follow-up services or refer the alien to an appropnate health care provider.
The actions necessary for medical clearance are detailed on the reverse of this lorm

Follow-up Information;
The alien named above has complied with the recommended health follow-up

Doctor's name and address (please type or print clearly) Doclor's signature Date

Applicant Certification:
1 certify that 1 understand the purpose of the medical examnation, | authonze the required tests to be completed, and the information on this form refers to me

Signalure . Date

>
.

) i
- EaS

. . Civil Surgeon Certification:
My exammnation Showed the applicant 1o have met the medica! examination and health loltow-up requirements for adjusiment of status

Doctor's name and address (please type or print clearly) Doctor’s signature Dale

The Immigration and Naturalization Service is authonzed to collect this information under the provisions ofthe
immigration and Nationality Act and the immigration Reform and Control Act of 1986, Public Law 99-603

Form 1-693 (Rev 09/01/87) N ORIGINAL: INS A-FILE




NOTICE OF ENTRY OF APrcARANCE AS ATTORNEf OR REPRES. NTATIVE

nree o e DATE T

R =N

oF hcuby anter my. dp
‘named person(s):-

Ty

':f. ] Anon,ékr épzom )%7{\)\5 ey ’mh{ ‘lrg /Jﬁcﬁgg """,-::'

éo

NAME [an] Pcuuomr C) Applicant

24(‘{ I);Y)DOM‘D m’ %L/ mmd. lGBcncﬂchry O

ADDRES‘S (Apt, NB (Number & Street) (Chy) (State) (ZIP Cede)
YA &

Check Applicable Item(s) below:

X] ! | .am on ottorney ond a member in good standing of the bor of the Supreme Court of the United States or of the
highest court of the following State, territory, insulor possession, or District of Columbia

NEW YORK SUPREME COURT
(Name ol Court)
court or administrative agency order suspending, enjoining, resiraining, disbarring, or otherwise
. restricting me in practicing law,

and am not under o

CJ 2. | an an accredited representative of the following named religious, charitable, social service, or similar
organization established in the United Stctes ond which is so recognized by the Boord:

CJ 3. 1 om associated with
the attorney of record who previously filed a notice of appearance in this case and my appearance is at his
request. (If yov check this item, also check item 1 or £ whichever is appropriate.)

CJ 4. Others {Explain fuily.)

SIGNATURE COMPLETE ADDRESS

()\ltwfcw,c QozA ngq 1870/ ooy 1/\42 v

. REPRESENTATIVE OF .
" SYSTEM OF RECORDS:

“

NAME OF PERSON CONSENTING _ ...._. * - SIGNATURE OF PERSON CONSENTING. __ -~ ~"

MebAM ED  Hrooul) )’cw ‘t/‘ ' Nefroortd /Muzw/ / / / (73

18 a citizer of the United States or an ahen I+wfully admitted for permanent residence.)

(NOTE: Ezecution of this boz is required u :der the Privacy Act of 1974 where the yerson bct’ng /cpre dented

Form G-28 UNITED STATES DEPARTMENT OF JUSTICE
(Rev,10-25=79)N : (OVER) immigration and Netualization Service

Fot sale by the Bupsrintendent of Documents, U.8. Gevernment Printing Offies, Washington, D.C. 20602
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