


Dear Registrar:

Please promptly complete Form A below and send it to the International Commission on Healthcare Professions (ICHP) along with my academic
record(s) listing the courses taken, hours of study, and grades earned, accompanied by an English translation.

My current name is: (Print or type your current name)

I attended (name of school) _________________________________  between (dates of attendance) ______________ and ______________

My birth date is:     Month (spell out) ______________________________         Day _________        Year _________

The name I used when I attended your school was: (Print or type the names you used when attending this school)

My CGFNS ID# (if known) is: My Order# (if known) is:  ___________________

Applicant Signature ____________________________________________                                                                                                       

My current address is:

Telephone Number Fax Number E-mail Address

Address

Address – Continued

City

State/Province Postal/Zip Code Country

First Name Middle Name Last Name

First Name Middle Name Last Name

(Required for Physical Therapist Applicants)

Request for Academic Records of Physical Therapists for VisaScreen®

FORM A:  FOR SCHOOL USE ONLY

Applicant Name: ________________________________________________________________________

What was the language of instruction for this applicant? ___________________________ Applicant’s Date of Birth ______/______/______

What was the textbook language for the applicant’s program/course of study? _______________________

Type of program (i.e. diploma, baccalaureate) ____________________________     Country of education _______________________    

Dates of Attendance ______/_______  to  ______/_______     Course of Study _________________________________________ 

Is your school a government-approved school? M Yes     M No

I hereby attest that the enclosed Academic Record 
accurately states the courses taken, hours of study, 
and grades received for the above-named individual.           

School
Seal or Stamp
Must Cover
Signature

VisaScreen®: Visa Credentials Assessment
CGFNS/ICHP
3600 Market Street, Suite 400
Philadelphia, PA 19104-2665  USA

Please send this document and the transcript/
academic record(s) in English, in the enclosed 
envelope. Please sign your name and place school
seal or stamp over the flap of the 
envelope after sealing. Send by airmail to è

Signature (Do not Print) ___________________________________  Date_________

Print Name ___________________________________
Title: ________________________

FORM B:  FOR PHYSICAL THERAPISTS ONLY
In addition to sending the above request and Form A to your educational institution requesting that they send the form and a copy of the actual transcript/
academic record(s) in English directly to CGFNS/ICHP, the physical therapist must include with their application a self-reported, typewritten summary of
their supervised clinical experiences obtained during their physical therapy education with the following information.  All documents must be in English.

Month       Day Year

Month Year Month Year

Date of each 
supervised clinical 

experience

Hours/weeks of each 
supervised clinical 

experience

Type of facility in which
each supervised clinical
experience took place 

(In-Patient, Out-Patient,
Other describe)

Overall focus of each 
supervised clinical 

experience 
(orthopedics, pediatric,

geriatrics, medical-surgical)

Approximate number of
patients cared for during

supervised clinical 
experience

Age ranges of patients
cared for during supervised

clinical experience 
(0-18, 19-55, 56 and over)

Sign entire name and date

If you need additional space, please use a sperate sheet of paper and be sure to include your name.



Dear Registrar:

Please promptly complete the lower portion of this form and send it to the International Commission on Healthcare Professions (ICHP) along with
my academic record(s) listing the courses taken, hours of study, and grades earned, accompanied by an English translation.

My current name is: (Print or type your current name)

I attended (name of school) _________________________________  between (dates of attendance) ______________ and ______________

My birth date is:     Month (spell out) ______________________________         Day _________        Year _________

The name I used when I attended your school was: (Print or type the names you used when attending this school)

My CGFNS ID# (if known) is: My Order# (if known) is:  ___________________

Applicant Signature ____________________________________________                                                                                                       

My current address is:

Telephone Number Fax Number E-mail Address

Address

Address – Continued

City

State/Province Postal/Zip Code Country

First Name Middle Name Last Name

First Name Middle Name Last Name

(Required for Occupational Therapist Applicants)

Request for Academic Records of Occupational Therapists for VisaScreen®

FOR SCHOOL USE ONLY:

Applicant Name: ________________________________________________________________________

What was the language of instruction for this applicant? ___________________________ Applicant’s Date of Birth ______/______/______

What was the textbook language for the applicant’s program/course of study? _______________________

Type of program (i.e. diploma, baccalaureate) ____________________________     Country of education _______________________    

Dates of Attendance ______/_______  to  ______/_______     Course of Study _________________________________________ 

Is your school a government-approved school? M Yes     M No

I hereby attest that the enclosed Academic Record 
accurately states the courses taken, hours of study, 
and grades received for the above-named individual.           

School
Seal or Stamp
Must Cover
Signature

VisaScreen®: Visa Credentials Assessment
CGFNS/ICHP
3600 Market Street, Suite 400
Philadelphia, PA 19104-2665  USA

Please send this document and the transcript/
academic record(s) in English, in the enclosed
envelope. Please sign your name and place school
seal or stamp over the flap of the 
envelope after sealing. Send by airmail to è

Signature (Do not Print) ___________________________________  Date_________

Print Name _____________________________________
Title: ________________________

In addition to a copy of the transcript/academic record(s), please provide details of the occupational therapist’s supervised clinical fieldwork, including
the name and credentials of the supervisor, and the numbers of hours/weeks of each experience and the types of clients treated.

Month       Day              Year

Month Year Month Year

Description of Clinical Fieldwork Name & Credentials of Supervisor Number of Hours/Weeks Types of Clients Treated

Sign entire name and date



Dear Registrar:

Please promptly complete the lower portion of this form and send it to the International Commission on Healthcare Professions (ICHP) along with
my academic record(s) listing the courses taken, hours of study, and grades earned, accompanied by an English translation.

My current name is: (Print or type your current name)

I attended (name of school) _________________________________  between (dates of attendance) ______________ and ______________

My birth date is:     Month (spell out) ______________________________         Day _________        Year _________

The name I used when I attended your school was: (Print or type the names you used when attending this school)

My CGFNS ID# (if known) is: My Order# (if known) is:  ___________________

Applicant Signature ____________________________________________                                                                                                       

My current address is:

Telephone Number Fax Number E-mail Address

Address

Address – Continued

City

State/Province Postal/Zip Code Country

First Name Middle Name Last Name

First Name Middle Name Last Name

(Required for Clinical Laboratory Scientists and Clinical Laboratory Technicians Applicants)

Request for Academic Records of Clinical Laboratory Scientists 
and Clinical Laboratory Technicians for VisaScreen®

FOR SCHOOL USE ONLY:

Applicant Name: ________________________________________________________________________

What was the language of instruction for this applicant? ___________________________ Applicant’s Date of Birth ______/______/______

What was the textbook language for the applicant’s program/course of study? _______________________

Type of program (i.e. diploma, baccalaureate) ____________________________     Country of education _______________________    

Dates of Attendance ______/_______  to  ______/_______     Course of Study _________________________________________ 

Is your school a government-approved school? M Yes     M No

I hereby attest that the enclosed Academic Record 
accurately states the courses taken, hours of study, 
and grades received for the above-named individual.           

School
Seal or Stamp
Must Cover
Signature

VisaScreen®: Visa Credentials Assessment
CGFNS/ICHP
3600 Market Street, Suite 400
Philadelphia, PA 19104-2665  USA

Please send this document and the transcript/
academic record(s) in English, in the enclosed
envelope. Please sign your name and place school
seal or stamp over the flap of the 
envelope after sealing. Send by airmail to è

Signature (Do not Print) ___________________________________  Date_________

Print Name ___________________________________
Title: ________________________

In addition to a copy of the transcript/academic record(s), please provide details of the Clinical Laboratory Scientist’s or Clinical Laboratory
Technicians’s clinical practice hours in the following areas: clinical chemistry, hematology, hemostasis, urine and body fluid analysis, specimen
collection and handling, parasitology, mycology, microbiology, immunohematology, and immunology.

Month       Day              Year

Month Year Month Year

Scientific Area Practice Hours

Clinical Chemistry

Hematology

Hemostasis

Urine and body fluid analysis

Specimen collection and handling

Scientific Area Practice Hours

Parasitology

Mycology

Microbiology

Immunohematology

Immunology

Sign entire name and date



Dear Registrar:

Please promptly complete the lower portion of this form and send it to the International Commission on Healthcare Professions (ICHP) along with
my academic record(s) listing the courses taken, hours of study, and grades earned, accompanied by an English translation.

My current name is: (Print or type your current name)

I attended (name of school) _________________________________  between (dates of attendance) ______________ and ______________

My birth date is:     Month (spell out) ______________________________         Day _________        Year _________

The name I used when I attended your school was: (Print or type the names you used when attending this school)

My CGFNS ID# (if known) is: My Order# (if known) is:  ___________________

Applicant Signature ____________________________________________                                                                                                       

My current address is:

Telephone Number Fax Number E-mail Address

Address

Address – Continued

City

State/Province Postal/Zip Code Country

First Name Middle Name Last Name

First Name Middle Name Last Name

(Required for Speech Language Pathologist & Audiologist Applicants)

Request for Academic Records of Speech Language Pathologist 
& Audiologist for VisaScreen®

FOR SCHOOL USE ONLY:

Applicant Name: ________________________________________________________________________

What was the language of instruction for this applicant? ___________________________ Applicant’s Date of Birth ______/______/______

What was the textbook language for the applicant’s program/course of study? _______________________

Type of program (i.e. diploma, baccalaureate) ____________________________     Country of education _______________________    

Dates of Attendance ______/_______  to  ______/_______     Course of Study _________________________________________ 

Is your school a government-approved school? M Yes     M No

I hereby attest that the enclosed Academic Record 
accurately states the courses taken, hours of study, 
and grades received for the above-named individual.           

School
Seal or Stamp
Must Cover
Signature

VisaScreen®: Visa Credentials Assessment
CGFNS/ICHP
3600 Market Street, Suite 400
Philadelphia, PA 19104-2665  USA

Please send this document and the transcript/
academic record(s) in English, in the enclosed
envelope. Please sign your name and place school
seal or stamp over the flap of the 
envelope after sealing. Send by airmail to è

Signature (Do not Print) ___________________________________  Date_________

Print Name ___________________________________
Title: ________________________

For Speech Language Pathologists Only: In addition to a copy of the transcript/academic record(s), please provide details of the Speech Language Pathologist’s clinical observation and clinical
practicum hours for the evaluation and treatment of speech disorders in children and in adults, the evaluation and treatment of language disorders in children and in adults, prevention of
communication disorders and audiology.

Month       Day              Year

Month Year Month Year

Sign entire name and date

Hours Speech Disorders in Children Speech Disorder in Adults Language Disorders in Children Language Disorders in Adults Prevention of Audiology
Communication 

Disorders

Clinical Observation

Clinical Practicum         

Evaluation Treatment Evaluation Treatment Evaluation Treatment Evaluation Treatment

Audiologist Hours Evaluation of Hearing Treatment of Hearing Disorders Selection and Use of Amplification
and Assistive Devices

Clinical Observation

Clinical Practicum        

Total Supervised 

Children Adults Children Adults Children Adults

For Audiologists Only: In addition to a copy of the
transcript/academic record(s), please provide details of the
Audiologist’s clinical observation hours, clinical practicum hours, and
total supervised hours for the evaluation of hearing in children and
hearing in adults, treatment of hearing disorders in children and
hearing disorders in adults, selection and use of amplification and
assistive devices for children and for adults.



AUTHORIZATION TO RELEASE INFORMATION

NOTICE: By signing below you: (1) allow CGFNS/ICHP to disclose confidential, personal, private information about
you and your file at CGFNS/ICHP to the person designated below; (2) give up the right to receive information from
CGFNS/ICHP directly; and (3) release and indemnify CGFNS/ICHP, its members, trustees, officers and employees
from any liability for losses, damages or claims of any type arising out of actions taken by CGFNS/ICHP in reliance
upon this Authorization.  

This Authorization will remain valid for two years from the date written below (or if none, from the date this Authorization is
received by CGFNS/ICHP).

REVOCATION: This Authorization can be revoked by submitting a new Authorization dated and signed after the
initial Authorization.

In addition, you may revoke this Authorization in writing at any time, which will be effective within 30 days from the
day that CGFNS/ICHP receives your written revocation by regular mail or courier at its headquarters office in
Philadelphia, PA, USA. 

AUTHORIZATION: I authorize CGFNS/ICHP to release to the below-named Authorized Agent any and all
information about me and my application/order for services from CGFNS/ICHP, including without limitation, the
status of my application/order, the results of any credentials review, examination or test, and any other information in
or relating to my file at CGFNS/ICHP. I understand that all mail (including Certificate, exam scores and reports)
will be sent to the Authorized Agent.

This Authorization revokes all previous Authorizations submitted by the applicant.

CGFNS/ICHP ID No.___________________ (if known) 

Date of Birth: _________________________ (M/D/YR)

Sign name as it appears
on your Application/Order:__________________________________

Print name: ________________________________________

Date: ____________________________  (M/D/YR)

AUTHORIZED AGENT:

Print Contact Name: __________________________________________________________

Print Organization Name: ______________________________________________________

Print Address: ______________________________________________________

______________________________________________________

______________________________________________________

Telephone:  Day: ___________________________ Fax number: ______________________

Evening: ________________________ E-mail:  __________________________

3600 Market Street, Suite 400, Philadelphia, Pennsylvania 19104-2651 U.S.A.
Phone: 215.222.8454 • Web: www.cgfns.org



Credit Card Type (check one):   CGFNS does not accept American Express

� Visa � MasterCard � Discover/Novus

Name of Cardholder (as it appears on card):

Cardholder Address: (For processing credit card payments only.  All
materials requested will be sent to the applicant address 
provided on the appropriate forms.)

Credit Card #: 

Expiration Date: *CVV2 Number 

Total Charges (see “Fee Schedule”): U.S. $

Cardholder Signature (authorization for payment):
I hereby authorize a charge to my credit card for the total of all
services requested on the attached Certification Program
Application Form, including any fee adjustments in effect as of
the date the order is received.

X

(See explanation on other side.)

Signature of Authorized Cardholder

3600 Market Street, Suite 400, Philadelphia, Pennsylvania 19104-2651 U.S.A.
Phone: 215.222.8454 • Web: www.cgfns.org

Credit Card Payment Form:
To pay by credit card, please fill in your full name (as it appears on this application) and your CGFNS/ICHP Applicant ID Number (if known)
below.  Complete the cardholder information requested on the other side.  Detach this form only if payment is being made by a third party.

Name of Applicant:

CGFNS/ICHP Applicant Identification Number 
(if known)

Applicant’s Date of Birth:

Day Month Year

*Explanation of Credit Card CVV2 Number: 
( To be entered below)
Visa and MasterCard: This 
number is printed on your
MasterCard & Visa cards in 
the signature area of the card. 
(It is the last 3 digits AFTER the
credit card number in the 
signature area of the card).



Provide all information requested below. Failure to respond accurately will delay the processing of your application. 
Enter responses clearly. Submit original copy. Retain a copy for your files.

Preliminary Information
a. Have you ever applied for any CGFNS/ICHP services?    M Yes    M No

b. If you have an CGFNS/ICHP Applicant Identification Number, enter it here.

c. In which U.S. State(s) do you intend to practice? ________________________________________

d. I worked in ________________________________ as a __________________________________ for _______ years.
City/Country Profession Specialty Number

1

Your U.S. Social Security Number 

(If you have one)

6

— —

Marital Status

M Married M Divorced M Widowed M Single (Never Married)

7

Your Name
Enter your full, legal name as you would like it to appear on all correspondence and the VisaScreen® Certificate. 
Put only one letter in each box.

First (Given) & Middle Names (Leave a space between names)

Last(Family/Surname) Name(s) (Leave a space between names)

2

Birth Date   (Spell the month, and enter the day and year of your birth)

Month Day Year  

4 Gender

M Female      M Male

5

Your Permanent Address
Indicate the address at which you reside.

Street Address/Post Office Box Number

Street Address – Continued

City

State/Province Postal Zip Code

Country

8a

*Note: You are responsible for notifying CGFNS/ICHP if your address changes.

Other Names
List alternate names appearing on your documents. Include legal documentation/proof verifying name change.

Name Before Marriage Other Name

Other Name Other Name

Other Name Other Name

3

CGFNS International • 3600 Market Street, Suite 400, Philadelphia, Pennsylvania 19104-2651 U.S.A. • Phone: 215.222.8454 • Web: www.cgfns.org

CGFNS/ICHP VisaScreen®: Visa Credentials Assessment Program

2008 Application (Required for all applicants)



Education Evaluation
Your education must be evaluated by CGFNS/ICHP.

14

Occupational Visa Information
Indicate which U.S. visa you plan to obtain from the U.S. government

M H–1B M H–1C M 212(r) M TN (Status) M Permanent (Green card) M Other

12

For which VisaScreen® category are you applying?

M VisaScreen® Certificate M 212(r) (Certified Statement) 

Please note: VisaScreen® Certification is valid for 5 years after date of issue. If renewing, begin the renewal process 6 months before
expiration of your current VisaScreen® Certificate.

13

For which healthcare profession are you being screened?
Enter the title of the healthcare profession for which you are being screened. (See Chart 1 on pg. 4 of Handbook.)

List only one. Title of Profession:

11

Country of Birth, Native Language and Current Citizenship

Country of Birth State/Province Citizenship ID Number

Native Language                                  Current Citizenship Country of initial professional education

10

Your Mailing Address
Use the address to which CGFNS/ICHP should mail all correspondence to you.

Street Address/Post Office Box Number

Street Address – Continued

City

State/Province Postal Zip Code

Country

8b

*Note: You are responsible for notifying CGFNS/ICHP if your address changes.

Your Telephone Number, Mobile (cell phone) Number, FAX Number & E-mail Address  

( ) (       ) (       )
Telephone: Include Country Code and/or Area Code Mobile Telephone: Include Country Code and/or Area Code FAX: Country Code and/or Area Code, or TELEX Number 

E-mail: (example: name@usenet.com) 

May CGFNS/ICHP contact you in the future to discuss your experience transitioning to practice in the U.S.?    M Yes    M No

May CGFNS/ICHP send you a text message on your mobile (cell) phone?    M Yes    M No

9

Month/Year Name of Diploma or Degree
Name of Non-Professional Schools Attended City, State/Province & Country Month/Year Completed/ Certificate in its Obtained

Entered Graduated Original Language ( uu )

Secondary:

Post-secondary non-profession-related programs:

Ed. 3–1/08     ©2008 CGFNS. All rights reserved.

Education/Institutions Attended
Please list all educational institutions in the order you attended. Explain any gaps in your educational history. If your school has
closed or merged, provide the name and address, if known, where your records are located.

a. Pre-Professional/Other Education
List information for each school attended whether completed or not, beginning with the first year of your secondary school education and 
ending with the last year of non-profession-related education. Enclose a photocopy of your diploma, certificate, or external exam 
certificate from your secondary school and non-profession-related post-secondary school, including a word-for-word English translation of each
of these documents. If you are unable to provide your secondary school diploma or external exam certificate, the school or external agency must
submit directly to CGFNS/ICHP your exam results or verification of graduation date and level of education completed.

What is your preferred method of communication from CGFNS?   M Mail     M email



Registration/License
Complete and send a “Request For Validation of Registration/License” form and one of the enclosed envelopes marked “Validations”to every
registration/licensing authority responsible for issuing/validating your license(s)/registration(s) in your country of education and in the
country(ies) where you hold licenses. The registration/licensing authorities must send the “Request For Validation of Registration/License”
form directly to CGFNS/ICHP. CGFNS/ICHP must have a validation for every license you have held, past and present. If your diploma
authorizes practice in your country, forward this form to the institution that issued it (school, Ministry of Health, etc.). 

Have any of your registration/licenses ever been revoked, suspended or restricted for any reason?     M  Yes    M  No
If “yes”, please attach an explanation to your Application.

Nurses Only
a. Have you ever been issued a nursing license in your country of education? M  Yes     M  No

If yes, indicate the title of your registration/license: _______________________________________________________
Registration Number: _______________________________________________________

b. If your country does not issue a license, does your diploma give you the right to practice? M  Yes     M  No
c. In which other country or countries do you currently have, or have ever held a nursing license?

__________________________________________ Registration Number: _________________________
d. If licensed in the United States, Canada, India or Australia, please list the state or province in which you were licensed:

__________________________________________ Registration Number: _________________________

Non-Nursing Healthcare Professionals 
a. Does your country of education require licensure for your profession?    M  Yes     M  No
b. Have you ever been licensed in your country of education?    M  Yes     M  No
c. Are you licensed in the United States?    M  Yes     M  No

If yes, are you licensed with a State or National registration authority?     M  State     M  National
Please name the state or states in which you are licensed: Registration number(s):
Please name the National registration authority by which you are licensed:

d. Are you licensed in Canada?    M  Yes     M  No
If yes, are you licensed with a Provincial or National registration authority?     M  Provincial     M  National
Please name the province or provinces you are licensed in:
Please name the National Registration authority by which you are licensed:

15

For Nurses Only

a. Have you ever taken the CGFNS Certification Program Qualifying Examination, the State Board Test Pool Examination (SBTPE), 

or the U.S. Licensure Examination (NCLEX-RN® or NCLEX-PN®)? M  Yes     M  No

If yes, which examination(s) did you take:   M CGFNS CP Qualifying Exam M SBTPE M NCLEX-RN® M NCLEX-PN®

b. Have you ever passed any of the above exams? M  Yes     M  No

If yes, which examination(s) did you pass:   M CGFNS CP Qualifying Exam M SBTPE M NCLEX-RN® M NCLEX-PN®

c. If you passed either SBTPE or NCLEX-RN, Please list date and location where you passed the examination:

Month _____ Day:  _____  Year:  _____ State/Province ______ Country ___________

Did passing of this exam lead to a license being issued in the same state/province and country? M  Yes     M  No

16

b. Professional Education
List information for each school attended, whether completed or not. Complete and send a “Request for Academic Records Form” along
with one of the enclosed envelopes marked “Transcripts” to each school listed below. The school will be required to forward the 
completed “Request for Academic Records Form” and your academic record directly to CGFNS/ICHP. Physical Therapists also must
include a self-reported summary of supervised clinical experiences (refer to item 14 in the instructions). 

Professional Month/Year Month/Year Name of Diploma or Degree
Name of Professional Schools City, State/Province, Country Title Entered Completed/ Certificate in its Obtained
Attended Obtained Graduated Original Language ( uu )

Professional Education
List all information requested for each professional school attended, whether completed or not. 

Ed. 3–1/08     ©2008 CGFNS. All rights reserved.



ETS Administration Dates: Registration/Appointment Number:

TOEFL Test Date:   Month Day Year 

Terms and Conditions of VisaScreen®: Visa Credentials Assessment
This section clarifies ICHP’s obligations and your obligations regarding the VisaScreen® service. It also explains how this service is delivered.
n CGFNS/ICHP may choose to evaluate only the materials that it considers relevant to the VisaScreen® Application.
n All documents submitted, including transcripts, become the property of CGFNS/ICHP and cannot be returned. Do not send originals

of diplomas, degrees, certificates, registrations or licenses.
n No evaluation is conducted until CGFNS/ICHP receives a completed application and full payment. Please calculate the payment

correctly and include payment with each Application or request. See the enclosed Fee Schedule.
n The VisaScreen® Certificate is valid for 5 years from date of issue only when the official (embossed) CGFNS and ICHP seals are affixed.
n If your application includes any forged, altered, or falsified documents or information, CGFNS/ICHP will not issue a VisaScreen® Certificate.
n Fees as published with this Application are subject to change.
n Any payment you send to CGFNS/ICHP will be applied first to any unpaid balance from previously ordered products or services

before it is applied as payment for a newer service.
n NO refund is given after an application is submitted.

19

Attestation:
Please Note: Each Applicant must sign his/her full name in English characters on the Applicant’s signature line. 

I agree to the Terms and Conditions of the VisaScreen®: Visa Credentials Assessment outlined in Item 18 (above).
I certify that all information which CGFNS/ICHP has received as a part of this application or in the past, from me or from a third party on my

behalf, is true and complete. I also certify that all documents which have been submitted to CGFNS/ICHP for any purpose have not been falsified,
altered or tampered with by any person.

I understand that CGFNS/ICHP and others will rely on this Application and on the documents and information submitted, and that if any of
it is falsified, altered or tampered with, or if I alter an CGFNS/ICHP VisaScreen® Certificate or an CGFNS/ICHP Report or misrepresent a copy as
an original, CGFNS/ICHP may take such disciplinary action against me as it deems appropriate, and the consequences could adversely affect
my professional license, immigration status, employment, and other matters, from which I release CGFNS/ICHP from all liability.

I authorize CGFNS/ICHP to disclose the information and documents in this application, the status of my CGFNS/ICHP Certificate, any Reports
or Evaluations prepared by CGFNS/ICHP, any other information obtained by CGFNS/ICHP, and the results and reasons for any adverse action
taken against me by CGFNS/ICHP to any person or organization I designate in writing or to any other recipient which CGFNS/ICHP may
determine has a legitimate interest in receiving the same, such as government agencies and potential employers.

I understand that CGFNS/ICHP may revoke my VisaScreen® Certificate at any time if it is determined that I was not eligible to receive the
Certificate at the time it was issued.

You must sign and date this application in order for it to be processed.

Signature of Applicant (Do Not Print) Date
Sign Entire Name Month / Day / Year

20

Registration/Appointment Number(Spell Month)

TOEFL-iBT Test Date: Month Day Year 
Registration/Appointment Number(Spell Month)

TOEIC Test Date:   Month Day Year 
Registration/Appointment Number(Spell Month)

TWE Test Date:   Month Day Year 
Registration/Appointment Number(Spell Month)

TSE Test Date:   Month Day Year 
Registration/Appointment Number(Spell Month)

English Language Proficiency
Non-exempt applicants must submit English language proficiency scores from either Educational Testing Service (ETS) or IELTS, Inc.
Your English test results except TOEIC must be electronically sent to CGFNS/ICHP by ETS or IELTS International. Please note that you may
submit your VisaScreen® Application prior to registering for the English language proficiency examinations.

17

Ed. 3–1/08     ©2008 CGFNS. All rights reserved.

Application Fee
Enclose the full application fee in U.S. dollars, drawn on a U.S. bank.  Send an international money order or certified bank check
payable to “CGFNS” or pay with a credit card using the Credit Card Payment Form.  CGFNS accepts Visa, MasterCard and
Discover/Novus. Personal checks are not accepted.  DO NOT SEND CASH.  You may also pay on-line using your credit card.

18

IELTS Administration Dates: Test Report Form Number:

Test Date:   Month Day Year 
Test Report Form Number(Spell Month)



3600 Market Street, Suite 400, Philadelphia, Pennsylvania 19104-2651 U.S.A.
Phone: 215.222.8454 • Web: www.cgfns.org

4.

PLEASE FILL IN – SEE INSTRUCTIONS ABOVE

3.  NAME:

2.  BIRTH DATE:

First Name Maiden/Middle Name

Month Day Year

Last/Family Name (Leave a space between names)

5.  SIGNATURE OF APPLICANT:

Do Not Print – Sign Entire Name – (First Name, Middle, Last/Family Name)

Leave blank if not known.

©2008 CGFNS.  All rights reserved.

INSTRUCTIONS FOR COMPLETING THE CGFNS INTERNATIONAL PHOTO ID FORM

1. If you know your CGFNS/ICHP ID Number print it clearly. Use one block for each number.
2. Print your Birth Date clearly. Spell the month, and enter the day and year of your birth.
3. Print your name clearly. Use one block for each letter. Start with your first name and your middle 

(or maiden) name on the first line. Then print your last (family) name only on the second line.
Leave a blank space between each name.

4. Securely glue a color, passport-sized photo of your face in the space indicated. It must be 
a recent picture. Sign your name on the front of the picture before gluing it to the form.

5. Sign your name in ink in this order: first name, middle (or maiden) name, last (family) name.
6. Enclose this Photo ID Form with the other application materials/forms and mail to CGFNS 

International or use the return envelope (if provided by CGFNS). Photos are not returned
to the applicant.

CGFNS/ICHP Photo Identification Form

For CGFNS use only.

Place
Barcode 

Here

Attach here one
recent passport-size 

photograph of 
yourself with your 

signature on the front

1.  CGFNS/ICHP ID NUMBER:
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services to promote the health and safety of the public.
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