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Letarnor?

U.S. Department of Justice OMB #1115-0134
Immigration and Naturalization Service Medical Examination of Aliens Seeking Adjustment of Status
(Please type or print clearly) 3. File number (A number)
| certify that on the date shown | examined:
1. Name (Last in CAPS) 4. Sex
HAMMOUD 8 Male O Femate
(First) (Middle Initial) 5. Date of birth (Month/Day/Year)
MOHAMAD 9-25-73
2. Address (Street number and name) (Apt. number) 6. Country of birth
7403 KENTUCKY LEBANON
Cit tat ZIP Code 7. Date of examination (Month/Day/Year
““BEarBORN mr & 4815%° Teasog o vven
General Physical Examination: | examined specifically for evidence of the conditions listed below. My examination revealed;
QXNO apparent defect, disease, or disability. O The conditions listed below were found {check all boxes that apply).
Class A Conditions X
O chancroid O Hansen's disease, infectious O Mental defect a Psychopathic personality
O Chronic aicoholism ' O HV infection O Mental retardation O Sexual deviation
O Gonorrhea O insanity O Narcotic drug addiction O syphilis, intectious
O Granutoma inguinale D Lymphogranuioma venereum O previous occurrence of one O Tuberculosis, active
. or more attacks of insanity
Class B Conditions O Other physical defect, disease or disability (specify below).
O Hansen's disease, not infectious O Tuberculosis, not active
Examination for Tuberculosis - Tuberculin Skin Test Examination for Tubercuiosis - 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
DR. ALI FADEL M.D. 3-23-98
Serologic Test for Syphilis ) Serologic Test for HiV Antibody
O Reactive Titer (confirmatory test performed) & Nonreactive O Positive (confirmed by Western biot) XXNegatlve
Test Type Test Type .
i) RPR VDRL HIV
Doctor's name (please print) Date read Doctor's name (please print) Date read
DR. ALI FADEL M.D. 3-24-98 DR. ALI FADEL M.D. 3-24-98
!mmunization Determination (DTP, OPV, MMR, Td-Refer to PHS Guidelines for recommendations.)
xxj@){AppIicant is current for recommended age-specific immunizations. a Appticant is not current for recommended age-specific immunizations

and | have encouraged that appropriate immunizations be obtained.

REMARKS:

Civil Surgeon Referral for Follow-up of Medical Condition
O The alien named above has applied for adjustment of status. A medical examination conducted by me identified the conditions above which require resolution before
medical clearance is granted or for which the alien may seek medical advice. Please provide follow-up services or refer the alien to an appropriate health 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) Doctor’s signature Date

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

XVSrgna;t;r;ﬂkﬂ/ AWA«/ vDatfe 38208

Civil Surgeon Certification:
My examination showed the applicant to have met the medical examination and health follow-up requirements for adjustment of status.

Doctor's name and address (please type or print clearly) Doctor’s signatyre . Date
DR-ar1 FADEL M.D. 13244 W.WARREN DEARBORN; MI 48126 @\, tedd . py_p3.9¢
G ) The Immigration and Naturalization Service is authorized to collect this information under the provisions of the
% Immigration and Nationality Act and the Immigration Reform and Control Act of 1986, Public Law 99-603.

=SForm 1-633 (Rev. 09/01/87) N ORIGINAL: INS A-FILE




SUPPLEMENTAL FORM TO *
Adjusiment ol Status Applicant’s Documentalion .

"

To be completed by civil surgeon only '

1. Applicant Identifying Information

Ammulnimtion

HAMMOUD MOHAMAD Dalec of Birth_ 09-25-73
(Family) (Personal) (Middic) (Month, Day, Year)
' XXMale_ Female Passport # County LEBANON
2. Immunlzation Record
Vaccine History Transferred from a Written Record Vaccine | Completed Waiver(s) to be Requested from INS
Given scries of .
Fully
imn{unc N Blanket
RIS N (Chec if
v~ |YESer : ' ‘
write date of Not Mcdically Appropniale
lab test if
immune)
Vaccine Date Rec'd | Date Rec'd | Date Rec’d | Date Ree'd Date given Not Contra- Insufficient time | Not fall (¢
Mo/DayYr | MoDay/Y'r | Mo/Day/Yr | MoDayY'r | Ly Civil appropriate age | indication interval season
) Surgeon
« Mo/DanY's
DT/DTP i
Td
1
Polio i
(OPV/IPV)
Measles (or Hin
MR or MMR)
Mumps (or 1
{MR)
Rubzlla (or i
MR or MMR)
i !
5 b ) i 1
i 7
*lepatitis B 3.23 cﬁ i
Varicella i
Pazumccoccal Hi
Influcnza

3. Results

O Applicant may be cligible for blankel waiver(s) as indicaled above.
3, Applicant will request an individual waiver based on religious or moial convictions.

Vaccine histoiy complete for cach vaccing,

U Applicant does not meet immunization requirements,

4. Civil Surgeon’s Identilying Information

all requircments met.

Civil Sugeon's Name Q\L, ﬁ\ \’Qﬁé& W - \

Dite

o4 -03 -3¢ .

(ormi or type)

Civil Surgeon’s Sigaaiire ____EL_\:Q&\.



H#12%]

SUPPLEMENTAL FORM TO 1-693
Adjustment of Status Applicant’s Documentation of Immunization
To be completed by civil surgeon only

L Applicant Identifying Information

Hommoud Mohl maal

Date of Birth DQ/A6}'75

(Family) (Personal) (Middle) (Month, Day, Year)
v Male; . Female Passport # Country L@ b@m’,\l’)
2. Immunization Record
Vaccine History Transferred from a Written Record Vaccine | Completed Waiver(s) to be Requested from INS
Given ;_cr'i'cs or
ir:nyune Blanket
(YCé\seck if
write date of Not Medically Appropriate
lab test if
immune)
Vaccine Date Rec'd [ Dste Rec'd | Date Rec'd | Date Ree'd | Date given Not Contra- Insufficlent time | Not fat (fta)
Mo/Day/Yr | Mo/Day/Ye Mo/Day/Y't | Mo/Day/Yr gy Civi) appropriate age | indication interval season
ur
Mo/ :/nYr
DT/DTP mnm
" 4
{ /% % nm
Polio 4 i
(OPV/IPV)
Measles (or i
MR or MMR)
Mumps (or ] p 4 minn
i R TiTes At 0I5
Rubella (or ' : ninn
MR or MMR)
> A
1ib mnminn
lepatitis B i
Varicella Til. EL STV O70f 97 mnm
rd
neumococcsl mmn
s VPRl Ehoe p W4
). Results

3 Applicant may be eligible for blanket waiver(s) as indicated above.

J Applicant will request an individual waiver based on religious or moral convictions.

accine history complete for each vaccine, all requirements met.
1 Applicant does not meet immunization requirements.

j. Clvil Surgeon's 1demtifying Information

Civil Surgeon's Name John E. Lacouture, MD

Date O3

{print or cyp7) /(,’
Civil Surgeon's Signature {1 . é{&ccu%wu

e e



8 MILE GAS & MART IRC.

13600 W 8 MILE RD.
OAKPARK , MI. 48237
US.A

Phone 248-545-7858
Fax 248-5457858
Email waarl@aol.com

September 14, 1997

To whom it may concern ,

this is to verify that Mr. Mohammad Hammoud have a job offer from our company as an assistant manager
as soon as he complies with the I N.S. requirements in order to be allowed to work in the U.S.

If you need any farther assistant please don’t hesitate to contact me at one of the numbers above

Sincerely,

—

Samuel R.Chahrour



CHAHROUR INVESTMENTTL, INCT.

29401 W.7 MILE Rd..
LIVONIA, ML 48152

Phone 248-478-5008
Fax 248-545-7858

May 28,1998

To whom it may concern :

This is to certify that Mr. Mohamad Hammoud is an employed at our company for the last 3

months .
He is a full time (40 hr./ week) cashier with a wage of $6.50 / hr.

If any further information is needed ,please do not hesitate to contact us at one of the numbers
listed above .

T,
Samuel R. Chahrour
General Manager



OMB No. 1115-0062

Y. &. Depurtvmenii of Jusiice :

Immigration and Naturalization Service Affidavit of Support

(R
(ANSWER ALL ITEMS: FILL IN WITH TYPEWRITER OR PRINT IN BLOCK LETTERS IN INK.)

7

1, S Sy aiEt ( NA WEge 2 residing at T Ye 2 Ze "»:,74*(—/ 7L '"“/
(Name) (Street and Number)
Deex neeo i & f /2 &
(City) (State) (Z1P Code if in U.S.) (Country)
BEING DULY SWORN DEPOSE AND SAY: '
-0 . Bt t L panien)
(Date) (City) (Country)
If you are not a native born United States citizen, answer the following as appropriate:
ai If a United States citizen through naturalization, give certificate of naturalization number
b. If a United States citizen through parent(s) or marriage, give citizenship certificate number
c. If United States citizenship was derived by some other method, attach a statement of explanation.
d. If a lawfully admitted permanent resident of the United States, give “A™ number
2. That I am_?;_f)r_years of age and have resided in the United States since (date) 1 D g {:
3. That this affidavit is executed in behalf of the following person:

I. T was born on__

cRid & Ay

Name » ) . Sex Age
o ay N, o . s S N ...\,;
Mot wa N Hoowmmoeu D m |23
Citizen of (Country) 7 Marital Status Relationship to Deponent
! o © . “ ? . 4 T ~
L= %'9‘7\)56 N mO*( Y7l & (1 C U &y v
Presently resides at-«(Street and Number) . ~ (City) (State) (Country) , )
[Z 03 s ntuciey (BEPe0  Desrbarn m T U-h-A-
Name of spouse and children accompanying or following to join person:
Spouse Sex | Age Child Sex | Age
Child Sex| Age Chiid Sex | Age
Child ] Sex| Age Child Sex | Age

4. That this affidavit is made by me for the purpose of assuring the United States Government that the person(s) named in item 3
will not become a public charge in the United States.

S. That I am willing and able to receive, maintain and support the person(s) named in item 3. That I am ready and willing to deposit
abond, if necessary, to guarantee that such person(s) will not become a public charge during his or her stay in the United States,
or to guarantee that the above named will maintain his or her nonimmigrant status if admitted temporarily and will depart prior
to the expiration of his or her authorized stay in the United States.

6. That I understand this affidavit will be binding upon me for a period of three (3) years after entry of the person(s) named in item
3 and that the information and documentation provided by me may be made available to the Secretary of Health and Human
Services and the Secretary of Agriculture, who may make it available to a public assistance agency.

o e At . R POy TP
7. That I am employed as, or engaged in the business of CA'\) : ‘x‘\*‘b" Rl with (\V\ "\\'X POOR S '3_4,1“
(Type of Business) (Name of concern) = 5\3 s
N oA — - . . . . . = S A
at :03/‘,1&( ClL .o . ) ey le £ Dee Cosln v1 & RS
(Street and Number) (City) (State) *(Zip Code)

I derive an annual income of (if self-employed, I have attached a copy of my last income tax
return or report of commercial rating concern which I certify to be true and correct to the best
of my knowledge and belief. See instruction for nature of evidence of net worth to be

i

— 0
71 ;
Py RS ™

submitted.) $ (&

- {"‘(' ‘- .
I have on deposit in savings banks in the United States WO (g GO
I have other personal property, the reasonable value of which is $ SN & i ST

Form I-134 (Rev. 12-1-84) Y OVER




-

I have stocks and bonds with the following market value, as indicated on the attached list

which I certify to be true and correct to the best of my knowledge and belief. L3 N
I have bifc insuraiice T thee sum of $ [Los
With a cash surrender value of $ —m————
I own real estate valued at I S $ 2 Do, (7
With mortgages or other encumbrances thereon amountingto § { = {ps /f\! 0
— - ) P
Which is located at___2'& & {f e dede s Beo e “r7 L r\{ Ltze
(Street and Number ¢ (City) (State) (Zip Code)

8. That the following persons are dependent upon me for support: (Place an “X” in the appropriate column to indicate whether
the person named is wholly or partially dependent upon you for support.)

Name of Person Wholly Dependent | Partially Dependent | Age Relationship to Me
M oBamad  Hogmme e D N L3 ol (Tl

9. That I have previously submitted affidavit(s) of support for the following person(s). If none, state “None”
Name Date submitted

- ?.
a‘//)\/) /:lz: (:

10. That I have submitted visa petition(s) to the Immigration and Naturalization Service on behaif of the following person(s). If
none, state none.

Name Relationship Date submitted
Db e L ) ; B o ~
Lty = ; ~ 4 < = 1 . e
Fooy 0 b e vami s & Y=(u3. Lo P qY
< ¥ T

11.(Complete this block only if the person named in item 3 will be in the United States temporarily.)
That 1 @d‘o intend [Jdonot intend, to make specific contributions to the support of the person named in item 3. ( If vou
check “do intend”, indicate the exact nature and duration of the contributions. For example, if vou intend to furnish room and
board, state for how long and, if money, state the amount in United States dollars and state whether it is to be given in a lump
sum, weekly, or monthly, or for how long.)

) i i : '
Q_.f"??"» A @/fﬁ« oy A - L.C\T\ & L W m/y /{7 Lw”; & (S(i

=

OATH OR AFFIRMATION OF DEPONENT

fecknowledge at that I have read Part 111 of the Instructions, Sponsor and Alien Liability, and am aware of my responsibilities as
on immigrant sponsor under the Social Security Act, as amended, and the Food Stamp Act, as amended.
. f’—\\\
I swear (affirm) that I know the contents of this affidavit sigrye d by me and the statements are true and correct.
o ﬁ{“ ’F g
Signature of deponent ;"’\’\-A— }'\W’ o> Y
—

3 -

NI N .
L)
Subscribed and sworn to (affirmed) before me this _20 " day of A V‘gb’ S “ 19
at 4 g i?é’ Mf (4 ;P QJQ( \)e} \"(‘o \(—ZQJSM}: commission expires on Pﬂﬁé 6 N / 77 7
Signature of Officer Administering Oath Rodory Prilic Mﬁmmy shaq /‘ Han ¢-5f(3,ﬁ.

If affidavit prepared by other than deponent, lease co iplele the joll%ﬂ?.“f"dwmmnl was prepared by me ot the
request of the.deponent and is based on al/informatidn 6f which I have knowledge.

(Signature) ' (Address) (Date)




