J-1 Visa Waiver Application
Verification of Representation

· Physicians applying for Maryland J-1 Visa Waiver Program must complete and submit this form with J-1 Visa Waiver Application.

Physician 

1. Name___________________________________________________________________

2. Specialty________________________________________________________________

3. Current Address w/Zip Code________________________________________________
4. Phone Number___________________________________________________________

5. Attorney / Representative’s Name____________________________________________

6. Attorney / Representative’s Title _____________________________________________

7. Attorney / Representative’s Address __________________________________________

8. Attorney / Representative’s Phone Number ____________________________________

9. Medical Practice Name_____________________________________________________






(Shown as “Employer” on your J-1 Visa Waiver application)

10. Medical Practice Contact Person _____________________________________________

11. Medical Practice Contact Person’s Phone Number with extension___________________

Please complete:

I, ________________________________ fully understand that 

                   Physician / Applicant

__________________________________________________, which is indicated as “Employer” on my J-1 
                      Name of Medical Practice     

visa waiver application,  should not be affiliated with the Attorney or Representative I have 
employed to complete and/or submit my  Maryland J-1 visa waiver application. 

_________________________________________________
_____________

Physician Signature






Date 
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