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J-1 APPLICANT

Last name: KOKUSAI First name:

Taro

Program Start Date (mmydajyy] J-1EREEEOREAETEH.

Program End Date (mm/dd/vyyy):

JIFRFREOKRELEFER.

XKAEEHOZER KEAEEZAS.

INSTRUCTIONS AND CHECKLIST FOR J-2 DEPENDENT APPLICATION

Adependentisaspouse oran unmarried child (under 21 years of age) who will be accompanying the J-1 Exchange Visitor to the U.S. The
Certificate of Eligibility (DS-2019 Form) for a J-2 dependent only allows for the dependent to travel with the J-1 Exchange Visitor. As the
primary J-1 Exchange Visitor, it is your responsibility to prove financial support for each J-2 dependent in the amount of $1000.00

per J-2, per month in the U.S.

In order to provide a DS-2019 for the J-2 dependent, CIEE requires the following:

[JA complete biographical information section on each dependent (below)

Please submit additional pages if you have more than two dependents. —E&NMERH, 1 NCOE1ED HFENVE,

] A copy of a valid passport for each dependent

(] Proof of dependent status: marriage certificate for spouse; birth certificate for chi

[ Proof of financial support for each J-2 dependent in the amount of $1000.00 per dependent, per month
J-1EREENTEB A 2 Dia 5 Tz mUTHh. DS-7002_ ETHHEEENTUNIE. 248

|d —J-1EEE ORI RN TVDFEEEARTER].

1

EFE. | «HECBMRUEEONBE, ZEESTOBRTE,

U CORWS S, Rt BAZE P Guarantor Letter OIENRE,

Lastname: KOKUSAI Gender:[¥lFemale [] Male
Firstname: Hanako Date of birth /sy  01/01/1990
Middle name: Contact Number while in U.S.: 1234567890 J-1H:5EDIHESLE

[4 Spouse []Dependent Child

(under 21 years of age)

Relationship to Applicant: Email:

hkok

usai@cieej.or.jp

DateofdeparturetoU.S. mmjaamyy): | J-2ERZEEDKEAEFER

Date of return to home country immsddsyyy):

I-2HFREORELETFER

City of birth: Tokyo Country of birth: Japan
Country of citizenship: Japan Country of legal permanent residence:  Japan
Passport number: MU123456 Passport expiration date gmaanyy:  12/31/2020

J-2 DEPENDENT

Last name:

Gender: [1Female ] Male

First name: Date of hirth .

Middle name:

Relationship to Applicant: [J

sBARE

DateofdeparturetoU.S. (mm/d
City of birth:

Country of citizenship:

XEBENVERZD. 1 ANOE1EB (£5R-2) HFEENNE,

Passport number:

Passport expiration date (mm/dd/yyy):
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CIEE |2 DEPENDENT APPLICATION

J-2 Applicant Last Name: Hanako 1-2 Applicant First Name: KOKUSAI

CULTURAL EXCHANGE

What American cultural activities do you hope to participate in while in the U.S?
These can be activities that you plan to participate in with your J-1 or on your own. (Please disregard this question if the J-2 is a minor.)

RLEFEDIZEF SEARE

APPLICANT CONFIRMATION

Hanako KOKUSAI (ZAHKEZW)

| (printyour name), , certify that the information provided on the J-2 dependents is true and correct.

Applicant Signature: Hanaks R ohusai (ZBELTE) Date (mmydd/yyyy): __1/30/2018

XARMEDZER, I-1H5EE, FLBHMEDI-2HFEN . TAFOHEZFEAN. BA, BEFEADLTUEEL,
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CIEE |2 DEPENDENT APPLICATION

J-2 Applicant Last Name: Hanako J-2 Applicant First Name: KOKUSAI

F E E D I SC LOS U R E (fees that will be collected by the CIEE International Representative, CIEE or the U.S. Government)

Fee Amount Inclusions
(Please specify currency: )

Program fee - Application fee

1 month: - Agent support pre-departure

2 months: - U.S. Sponsor support

3 months: - Orientation

4 months: - Screening for program

5 months: - Administrative costs

6 months: - Insurance Plan

7 months: (for policy details visit www.ciee.org/insurance)

8 months:

9 months:

10 months:

11months:

12months:

13months:

14months:

15months:

16months:

17 months:

18months:

19months:

20 months:
Visa interview fee - U.S. government administrative cost
Promotion - Discount
Placement fee - All costs related to finding aplacement
Expedite fee - Expedited forms and/or application review

Other services

Total fees (excluding airfare, housing, & transportation)

Flight (estimated cost) - Round-trip airfare (this is the typical cost —
actual price will depend on destinationand
dates selected)

Housing fee (estimated cost) - This is the typical cost — actual pricewill
depend on location

Transportation fee (estimated cost) - This is the typical cost —actual price will
depend on location

ciee.org 1-888-369-1620  trainees@ciee.org Updated 08-08-2017 o5
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e ® INTERNSHIP USA/PROFESSIONAL CAREER TRAINING USA
ClEE |2 DEPENDENT APPLICATION
J-2 Applicant Last Name: Hanako J-2 Applicant First Name: KOKUSAI

FEE DISCLOSU RE (continued)

Cancellation and refund policy:

Other program costs and pricing notes:

PA RTl CI PANT FEE AG REEM ENT (to be signed by J-1 Applicant or J-2 Applicant, if J-2 Applicant is not a minor)

| confirm that | have reviewed the complete pricing information in this document and fully understood the costs of the program before | paid a
non-refundable deposit.

Name Printed: Hanako KOKUSAI (ZAHKEEW)

Signature: Honalo K oisssi (CBEEEWN) Date (MM/DDYYYY):  1/30/2018

XERBREDIBER, I-1EH55E. FRBMEDI-2HFED . CTHFOSRAMEAN, R BEEZANLTUEEN.
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CIEE |2 DEPENDENT APPLICATION

J-2 Applicant Last Name: Hanako J-2 Applicant First Name:  KOKUSAI

MEDICAL HISTORY

(Please complete this section to the best of your ability, noting that your responses will have no impac

internship/training program) ZEREICCEZECEEN,
Have you ever been hospitalized? (] Yes [ANo If yes, please explain: RN OEFRTEZAELRMESR. IN/AIEABULTEEWN,

Have you ever been advised to have surgery which has not been done? []Yes VI No If yes, please explain:

Have you ever consulted a neurologist, psychiatrist, psychologist, or any other specialist in nervous or emotional disorders? [ 1Yes [4No
If yes, please explain:

When, and for what reason, did you last consult a physician?

1 year ago, flu.

Whatdiseases, ailments, orinjuries haveyou hadinthelastyear?
N/A

Please mention anyallergies, the severity of the allergy, and indicate ifand howtheyare currently being treated.

N/A
Do you have any physical limitations? []Yes I No If yes, please explain:

Please indicate any medication you are currently taking and the purpose of using these drugs. (ote: A supply of medication should be taken in clearly labeled
containers indicating the drug’s generic name.)

N/A
If you are allergic to any drugs or medications, please list them here.
N/A

Please indicate any other pertinent medical information that may have been omitted. (sych as abnormal blood pressure, weight problems, etc.)
N/A

PRIVACY, HIPAA, AND CONFIDENTIALITY RELEASE FORM

By completing this form, you give consent to CIEE, your parents ¢
medical and/or insurance issues with CIEE. You also consentto
condition which may arise. You also consent that CIEE may notif;
deem to be an emergency. In addition, you consent that CIEE m¢
program of any situation that we deem to be an emergency.

RSSCERME. cDMBERECHREDBIREMRIZELOVNT,
FABRZRHBZIEDTY.

ABEHERL. CRASDLE 01237 @Iv] ZBAALTEEW.

This authorization is valid for two years from the date signed.

Under no circumstances can CIEE release medical information from your physician or provider of service to you or anyone. Your medical
information has been disclosed to us from your physician or provider of service and we are prohibited by federal law from further disclosure.
Please contact your physician or provider of service for your medical information.

| give CIEE permission to release any or all of the following information in and as appropriate in the event of a medical condition.
(Pleasgdniti heck each box.)

Initia
Initia
Initia

H.K " [ZAll financial and claim information related to medical bills or Claimant’s State
—_— N =0, . -
__H.K  ¥IPfovide name, date of service, total charge, total paid, and date of payment. HARMEFDIESIL, Print Patient Name

== e
H.K  Fligsurance ID number and/or social security number. DHI-2EFEERADEAFZANU,

Hanako KOKUSAI (ZAFKEZL) 37, CEAIRI-185EE. FREMED

Print Patient Name:
Signature of the Patient, Adult Parent, or Legal Guardian: Honako Kookusai (CBECEEY) | I-2BBENTABOEEMTIAN. I8
Date (mm/dd/yyyy):  1/30/2018 B BIRIANEE L,
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