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FORENSIC EVALUATION REQUEST FORM 

Please fax this form to the Asylum Program Associate, at 617-301-4250.  You can also call (617) 301-4242 or email 
asylum@phrusa.org with any questions or concerns. 

Date: ____________________ 

ATTORNEY CONTACT INFORMATION 

♦ Name:______________________________________________Agency/Firm:_________________________________________________ 

♦ Address:_________________________________________  City: ___________________________  State:_________  Zip:___________ 

♦ Telephone: _______________________  Fax: ________________________  Email: ___________________________________________ 

♦ How did you find out about the asylum network? _____________________________________________________________________ 

♦ Is this case: Pro bono   Reduced Fee    Regular Fee  

If your case is not pro bono, we inform the health professional, and they are free to discuss a fee with you if they wish. 

♦ For pro bono cases only:  Who is pro bono coordinator at your firm?  Name:  ____________________________________________ 

♦ If you are a student attorney, name and email of supervising attorney:  _________________________________________________ 

ASYLUM SEEKER CLIENT INFORMATION 

♦ Name: ___________________________________________________     Sex:  Male   Female    Age: _____________ 

♦ Client’s Country of Origin: __________________________  Client’s Alien Registration Number: ______________________________ 

♦ Does your client speak English? Yes       No     If not, what language(s) does your client speak?  _________________________ 

      We will try to find a physician who can communicate with your client, but you must be prepared to provide an interpreter. 

♦ Client location (city and state).  Please note if your client is in detention._________________________________________________ 

♦ Details of the case: Please briefly describe why your client is seeking asylum, including how and why your client was tortured, and 
any physical scars and/or psychological symptoms.  

 

 

 

 

 

BASIS FOR ASYLUM APPLICATION 

Please check all that apply: 

Race   Religion   Nationality           Membership in a social group    Political opinion  

Please check all that apply: 

Domestic/sexual violence     Foreign Detention     Gay/Lesbian/Bi-Sexual/Transgender      One-child policy      VAWA  

Female Genital Cutting/Mutilation (FGC/M)        Sensory Deprivation        Kidnapping       Slavery        Gang Violence  
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EVALUATION INFORMATION 

♦ What type of evaluation are you requesting for your client?  Check one only; due to the heavy demand for evaluations, we 
usually only provide one type of evaluation. 

Physical   Psychological   Gynecological   Other ____________________ 

♦ Would your client prefer a male or female evaluator? Female   Male    Doesn’t matter   

♦ What type of hearing do you need this evaluation for? (i.e. Master calendar, etc…) ________________________________________ 

♦ When is the hearing date? _________________________________________________________________________________________ 

♦ When do you need the written affidavit to be completed?  Please be specific:  ____________________________________________ 

♦ We cannot guarantee that the physician can testify, but are you requesting oral testimony?    Yes   No  

♦ Are you seeking an evaluation through any other organization? Yes  No  If so, where?______________________ 
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