PRIVATE 

Request form for Certificate of Eligibility for J-1 Visa Status


(Form DS-2019)

1DAVID GEFFEN SCHOOL OF MEDICINE AT UCLA

 C/O Dean’s Office, Visa & Licensing Office 

1000 Veteran Ave. A7-44, 709122

Los Angeles, CA 90095

 Phone (310) 825-2906, Fax (310) 267-2269

[image: image24.wmf]
PLEASE TYPE OR PRINT CLEARLY
Before completing this form, please read the instructions and answer the following questions. After completing all items and obtaining the signatures of the UCLA Department Chair and the foreign national, please return the form to the address above, ATTN: C. Lee-Metzler. 

Please include the Recharge Request Form (P-39) for an administrative processing fee listed in Section M or by attaching a check made out to UC REGENTS.  WHEN SUBMITTING A PERSONAL CHECK, PLEASE LEAVE THE DATE BLANK.  Our processing time guidelines are outlined in Section L under Instructions.

THIS PORTION OF THE FORM MUST BE COMPLETED BY UCLA OR UCLA-AFFILIATED ADMINISTRATIVE STAFF OR FACULTY.  FOREIGN NATIONALS ARE NOT TO COMPLETE OR SIGN EXCEPT FOR PAGE 4.

A.
Purpose of this DS-2019:


1.

 [image: image1.wmf]

Initial entry to the U.S., or change visa to J-1, accompanied by        family member[s].


2.  [image: image2.wmf]

Extension of stay in the U.S. to continue an ongoing program.


3.

 [image: image3.wmf]

Six-month extension beyond the 3rd year (Research Scholar and Professor only)


4.  [image: image4.wmf]

Re-entry to the U.S. to continue the same program


5.  [image: image5.wmf]

Separate entry of      family member[s]. 


6.  [image: image6.wmf]

Transfer of J-1 visa to UCLA from another U.S. institution. When did the Exchange Visitor begin the J-1 visa at the other institution?  ____________
















      
      
(MM/DD/YYYY)







EV’s previous J-1 visa category at the other institution (Item 4 on the last DS-2019/IAP-66):







________________________________

7.  [image: image7.wmf]  Replace lost pink copy of DS-2019 form/ Amend a previous DS-2019 form.

B.
Exchange Visitor's Name:_                                                     _                                       _
                           


(As it appears on the passport)
LAST NAME


FIRST NAME

MIDDLE NAME


Male [image: image8.wmf] Female [image: image9.wmf]     Birthdate: _      _      _      _  
City & Country of Birth: ___________________________                                                                   
















        (MM/ DD/YYYY) 


Country of citizenship:                                    Country of Legal Permanent Residence: 
 



Passport No.:__________________________________
Expiration Date: _      _      _      _




(MM/ DD/YYYY)


Occupation in Home Country:                                                  Employer: 
                                                    


Highest degree: Bachelor  [image: image10.wmf]    
Masters [image: image11.wmf]    
PHD [image: image12.wmf]    
MD  [image: image13.wmf] 
Other 






Date Awarded:_____________________

	U.S. Home Address
	
	
Permanent Address outside the U.S.

	
	
	

	
	
	

	Phone: Area (       )
	
	

	Email:
	
	


C.
Dates of Appointment : From    _       _       _       _   To     _       _       _       _ (see Instructions)



If in the U.S.: I-94 form No _     _     _     _     _      _      _      _      _      _Expiration Date:  _      _       _



For extension, initial date of entry:________________________

D. 
Exchange Visitor's appointment or primary activity while at UCLA: 





[image: image14.wmf]   Visiting Professor
[image: image15.wmf]   Visiting Lecturer







[image: image16.wmf]   Visiting Researcher
[image: image17.wmf]   Guest Speaker





 

 



[image: image18.wmf]   Visiting Scholar

[image: image19.wmf]   Postgrad. Researcher






Other________________________________



Subject of studies, research, or teaching at UCLA. (No more than 15 words)

E. 
Financial Support for the entire period covered by this form. Specify amounts in US dollars
	PRIVATE 
UCLA: Department budget, grant, etc. 
	

	
Source:                                                                                       

	$

	
Payroll title: ____________________________________________________


This is a non-tenure track position :  Yes  [image: image20.wmf]
 No  [image: image21.wmf]
	

	U.S. Government agency funds to this Exchange Visi​tor:
	

	
Name of the Agency:                                                                                       _______

	$

	International Organiza​tion [e.g. UN, WHO, NATO] funds to this  Exch. Visitor:
	

	
Name of Organiza​tion(s):                                                                                  ______

	$

	Exchange Visitor's Government.
	

	
Name of the Agency:                                                                                      _______ 


   __________________________________________________________________
	$

	Other organizations/institutions in the U.S. or abroad:
	

	
Name(s): ___________________________________________________________ ___________________________________________________________________

	$

	Personal funds [see instructions]

	$


F.
Medical Insurance: Who will cover the costs?. Please check one.



[image: image22.wmf]   UCLA

[image: image23.wmf]    Exchange Visitor   Other :___________________________________ 


For visa extension, Name of insurance carrier:__________________________________




Policy No. ___________________

G. Dependents coming or continuing in the U.S.  DO NOT list dependents who hold US Passports.

	PRIVATE 

Name of depen​dent(s)
	Relation​ship
	City & Country of Birth
	Date of Birth

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Country of Permanent 

Residence PRIVATE 

	Country of Citizenship
	Passport No. & Expiration Date



	
	
	

	
	
	

	
	
	

	
	
	

	
	
	











Attach additional sheet, if necessary.  IF NO DEPENDENTS ARE COMING, PLEASE PUT N/A.
H.
UCLA faculty member under whose direction the Exchange Visitor's primary activity will be carried out:

	PRIVATE 
Name:_____________________________________________
	
	Title:______________________

	Address: ___________________________________________________

Campus Mailcode:_____________________

Email :________________________________
	
	Dept:______________________

Division:___________________

Phone:_____________________


I.

CERTIFICATION and APPROVAL:



I hereby certify that the information provided on this form is true and correct to the best of my knowledge.

	PRIVATE 

	
	
	
	
	
	

	NAME OF STAFF PERSON PREPARING THIS FORM
	
	SIGNATURE
	
	EX​TEN​SION
	
	DATE


Notes to non-Medicine Department in affiliated hospitals only:

Please note that both signatures of UCLA Department Chair and the affiliated hospital’s Department Chair are required for application submitted by all departments other than Department of Medicine in affiliated hospitals.  Please obtain both signatures prior to submission.

J.
UCLA DEPARTMENT CHAIR'S APPROVAL:



This certifies that the applicant is eligible, qualified and accepted to carry out, during the period specified in item C, the activity(ies) indicated. The department has verified the educational credentials and source(s) and amount of funding available. 
	PRIVATE 

	
	
	
	
	
	

	CHAIR’S NAME 

Divisional Chief’s Name for Department of Medicine Only
	
	SIGNATURE
	
	EX​TEN​SION
	
	DATE


K. DEPARTMENT CHAIR’S APPROVAL FROM AFFILIATED HOSPITAL:

This certifies that the applicant is eligible, qualified and accepted to carry out, during the period specified in item C, the activity(ies) indicated. The department has verified the educational credentials and source(s) and amount of funding available.

	PRIVATE 

	
	
	
	
	
	

	CHAIR’S NAME 

Email:​​​​​​​​​​​​​​​​​​​​​_______________________________
	
	SIGNATURE
	
	EX​TEN​SION
	
	DATE


UCLA DEPARTMENT/AFFILIATED HOSPITALS: 







                                                                                           
TO BE COMPLETED BY THE EXCHANGE VISITOR

Please select the purpose of your request and answer the following questions.

For Initial Entry (
Extension (
  Transfer (
(Check one):

· Have you been in the U.S. as a J-1 Exchange Visitor within the last 12 months for a period exceeding 6 months?





YES____
NO____

If yes, please indicate the period for which you were physically in the U.S., including the evidence (DS-2019/ IAP-66) 

showing the period of physical presence:_______________________________________________________.

· Have you applied for an immigrant visa or have been included in an immigrant visa application as a dependent?





YES____
NO____

If yes, please indicate whether it was a self petition, or if employer sponsored, include the name of the 

employer:________________________________________________________________________________.

· Have you requested a DS-2019 (formerly IAP-66) from other schools or institutions in the U.S.?

YES____
NO____

If yes, please indicate the name of schools or institutions, name of the contact person and phone number in the 

U.S.:____________________________________________________________________________________.

· Are you subject to the 2-year home residence requirement Section 212(e)? 

YES____
NO____

      If yes, have you applied for a waiver with the U.S. State Department?  Please provide evidence.

YES____
NO____

      If yes, have you been granted a waiver by the U.S. State Department?  Please provide evidence.

YES____
NO____

I certify that the information provided above and/or the evidence submitted is all true and correct.

________________________

__________________________
____________

Print Name



Signature



Date

[Rev. 3/03]
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