
Instructions for Medical Examination for Immigration  
 
 

Please call between 9 a.m. and 4 p.m. to schedule an appointment.  
 
For Inova Urgent Care in Centreville, call 703-830-5600. 
For Inova Urgent Care in Vienna, call 703-938-5300. 
 
 
Please fill out all the forms you have downloaded from this web site.  
Bring these forms, along with the following, to your appointment:  
 
 Any immunization / vaccine records you may have 
 Passport-size photo to attach to your I-693 form 
 Photo ID, i.e., driver’s license or passport  
 Form of payment for the exam (cash, credit card or personal 

check)  



  Inova Urgent Care Center                                                                               REGISTRATION FORM    
   

 
PLEASE COMPLETE THE FOLLOWING INFORMATION 

(PLEASE PRINT CLEARLY AND LEGIBLY) 
 
 

REASON FOR VISIT:_________________________________________________________________________ 
 
                                                                                                                                                                                  
 
PATIENT INFORMATION: 

PATIENT LAST NAME:______________________________________FIRST:___________________MI:______ 

ADDRESS:___________________________________________________________________APT #:________ 

CITY:______________________________________________STATE:______________ZIP:_______________ 

TELEPHONE CONTACT:   HOME: (_____)____________________  CELL: (_____)_____________________ 

SOCIAL SECURITY #:______-____-________  SEX: □ M   □F   DATE OF BIRTH:_____/_____/_____ AGE:____ 

EMERGENCY CONTACT:_____________________________________________________________________ 

LOCAL ADDRESS (IF DIFFERENT):____________________________________________________________ 

CITY:______________________________________________STATE:______________ZIP:_______________ 

TELEPHONE CONTACT:   HOME: (_____)____________________  CELL: (_____)____________________ 

 

IF PATIENT IS A MINOR:  

PARENT / GUARDIAN NAME:___________________________________RELATIONSHIP:_________________ 

ADDRESS (IF DIFFERENT):___________________________________________________________________ 

CITY:_______________________________________________STATE:______________ZIP:_______________ 

TELEPHONE CONTACT:   HOME: (_____)____________________  CELL: (_____)____________________ 

 

 

IF YOU ARE COVERED BY AN INSURANCE PLAN, PLEASE PRESENT YOUR CARD TO THE 

RECEPTIONIST. 

 (S)HE WILL ADVISE YOU IF WE ACCEPT YOUR INSURANCE AND MAKE A COPY OF YOUR CARD FOR 

OUR RECORDS.  

NAME OF INSURANCE COMPANY: ____________________________________________________________ 

 
SUBSCRIBER’S NAME:______________________________RELATIONSHIP TO PATIENT:_______________ 

ID#/POLICY NUMBER:_______________________________ GROUP #  _____________________________ 

 

 
DATE:_____________________________________ 
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