
Change of Gender Designation on Documents Issued 
by US Citizenship and Immigration Services

Health Care Certification

Date: ____________________

To Whom It May Concern:

I am a licensed:     Counselor       Nurse Practitioner      Physician       Physician Assistant
			  Psychologist       Social worker        Therapist 

I have treated or evaluated __________________________________________ in relation to their gender identity.				(Patient’s Name)

In my professional opinion, _______________________________________’s gender identity is consistent with a designation of:                     (Patient’s Name)

 Male          Female
Patient’s Information
Full Name _____________________________________________
Date of Birth ___________________________________________

Health Care Professional’s Information
Full Name _______________________________________________________
Organization (if any) _______________________________________________
Address: _________________________________________________________
Phone Number ____________________________________________________
License Type:  Counselor       Nurse Practitioner      Physician       Physician Assistant
			  Psychologist       Social worker        Therapist 
License Number ___________________________________________________
Issuing State, Country, or other Jurisdiction of License _________________________________
[bookmark: _GoBack]
Sincerely,

__________________________________________
Health Care Professional’s Signature

__________________________________________
Health Care Professional’s Printed Name

