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FORM 16 
[Regulation 4(3)] 


CITIZENSHIP OF THE REPUBLIC OF TRINIDAD AND TOBAGO ACT, CHAP. 1:50 


APPLICATION FOR RESTORATION OF CITIZENSHIP UNDER SECTION 11 (2a) OF THE ACT 


NOTE: Applicants are requested to submit— 
(a) three (3) completed copies of this Form 
(b) four (4) identical passport size photographs 
(c) a police certificate of character 
(d) medical forms 40 and 40(a) 
(e) evidence of birth in Trinidad and Tobago 
(f) evidence of acquisition of citizenship of the country of present nationality. 


SURNAME 


FIRST NAME  


MIDDLE NAME(s) 


FORMER NAME 
(If original name 
has been changed) 


MAIDEN NAME 


                


                


                


                


                


                


                


                


                


DATE OF BIRTH COUNTRY OF BIRTH 
                     


Year Month Day 


PRESENT NATIONALITY ............................................................................................................................................................ 


DATE OF ACQUISITION 
          


Year Month Day 


ADDRESS IN DETAIL 
(a) Permanent Address (Home) (b) Former Address in Trinidad and Tobago if      


resident outside of Trinidad and Tobago 
 


 


 


 


 


 


PARTICULARS  OF  PRESENT  FOREIGN  PASSPORT 


No. ...........................................  Date of Issue .................................................. Place of Issue ..................................................... 


OCCUPATION PROFESSION 
                     


[ P.T.O. 
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Have you been convicted of any offences other than traffic offences 


Yes  No  


If Yes list all offences and dates committed on a separate sheet of paper and attach to this application. 


I have attached hereto completed medical forms as prescribed 


Yes  No  


I ......................................................................................................  hereby apply for restoration of my citizenship 
of Trinidad and Tobago and declare that the foregoing particulars are true and correct. 


..................................................................... 
Signature of Applicant 


Made and subscribed this ..............................................  day of ........................................................................ 20........... 
before me. 


..................................................................... 
(Name in Block Letters) 


..................................................................... 
Signature 


..................................................................... 
Official Title 


CAUTION:  A person who, for the purpose of procuring anything to he done or not to he done in connection 
with the provisions of this Act knowingly or recklessly makes a statement which is false in a     
material particular is, without prejudice to any other proceedings that might be taken against     
him, guilty of an offence and liable on summary conviction to a fine of one thousand dollars or     
to imprisonment for six months or to both such fine and imprisonment. 








P & 1—40 
REPUBLIC OF TRINIDAD AND TOBAGO 


IMMIGRATION REGULATIONS, 1974 


MEDICAL CERTIFICATE 


(For persons who wish to remain in Trinidad and Tobago for periods exceeding one year) 


DECLARATION BY APPLICANT 


(which must be made in the presence of the Examining Medical Officer) 


Name ...............................................................................................................................................................................................  
(Full name in block capitals) 


Address ...........................................................................................................................................................................................  


1. Have you or any member of your family included in this application ever had any serious illness or surgical operations? 


If so list them ..............................................................................................................................................................................  


.....................................................................................................................................................................................................  


2. Have you or has any member of your family ever been under treatment for tuberculosis? ........................................................  


If so with what results? (report from Thoracic Medical Officer to be supplied; Chest X-ray of applicant to be produced) 


3. Have you ever suffered from Malaria? .......................................................................................................................................  


(Evidence to be produced, bacteriological, etc.) .........................................................................................................................  


.....................................................................................................................................................................................................  


When and where was your last attack? .......................................................................................................................................  


Where did you contract the disease? ............................................................................................................................................  


4. Have you or has any member of your family ever been under treatment for Leprosy? ..............................................................  


If so with what results? ................................................................................................................................................................  


.....................................................................................................................................................................................................  


(Evidence to be produced, bacteriological, etc.)  ........................................................................................................................  


.....................................................................................................................................................................................................  


5. Have you or has any member of your family ever suffered from mental disease, fits epilepsy, or been treated for these or 


similar diseases or other mental disorder? ..................................................................................................................................  


I hereby certify that the information supplied by me to the Medical Examiner is correct in every particular. 


..........................................................................................  
Signature of Applicant 
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P & 1—40A 
REPUBLIC OF TRINIDAD AND TOBAGO 


IMMIGRATION REGULATIONS, 1974 


PHYSICAL EXAMINATION OF APPLICANT 


(To be completed by Examining Medical Officer after Form 40 has been presented) 


Name of Applicant .......................................................................................................................................................................... 


Height ...............................................................................  


Eye Abnormalities: 


Right ................................  Left ..............................  


Head and Neck ..................................................................  


Spine .................................................................................  


Lungs ................................................................................  


Heart .................................................................................  


Abdomen ..........................................................................  


Weight ....................................................................................... 


Hearing (conversation voice): 


Right .................................. Left ...................................... 


Ear Drums ................................................................................ 


Skin ........................................................................................... 


Chest X-ray ............................................................................... 


Pulse .............................  Blood Pressure ................................... 


Hernia ....................................................................................... 


Repeat Blood Pressure if Abnormal .................................................................................................................................................... 


Genito-Urinary ............................................................................................................................................................................... 


Neurological ................................................................................................................................................................................... 


Is Applicant Pregnant? ....................................................................................................................................................................... 


Urinalysis ......................................................................................................................................................................................... 


Remarks ......................................................................................................................................................................................... 


Qualifications ................................................................................................................................................................................ 


Address ........................................................................................................................................................................................... 


Date .............................................................................................   ................................................................................................ 
Signature of Examining Medical Officer 


I certify that I have this day examined the above-named person and that the results are as set forth, and I certify that in my 
opinion, subject to any special observations under “Remarks,” he/she is in good health and of sound constitution, and not 
suffering from any infectious, mental or bodily defects which prevent him/her from earning his/her own living. 


Remarks .......................................................................................................................................................................................... 


........................................................................................................................................................................................... 


........................................................................................................................................................................................... 


Date .............................................................................................   ................................................................................................ 
Signature and Qualifications 


Medical Officer and Practitioner 


Address .................................................................................. 


................................................................................................ 


................................................................................................ 


This form must be Mad In by/for every applicant over 16 years old and by parents or guardians on behalf of applicants less 
than 16 years old. 


G.P., Tr./To.—E2970—100,000— /88 








 
RReessttoorraattiioonn  ooff  CCiittiizzeennsshhiipp  


 
EFFECTIVE DATE: 29th JULY 1988 
If UNITED STATES CITIZENSHIP was acquired after 29th July 1988, no application 
for restoration is necessary. 


 
Application Forms and Instructions are available at the Consulate General 


 
Applications are accepted by mail or by personal appearance. 
Waiting Period for processing application: 6 – 9 months 
 
REQUIREMENTS: 
 


1) Three (3) completed and notarized Form 16; 
 
2) Four (4) identical passport-size colour photographs, one of which must be 


notarized; 
 


3) An original Police Certificate of Character (Police Record), not more than one 
year old; 


 
4) Completed Medical Forms 40 and 40A (Doctor’s Official Stamp to accompany 


signature); 
 


5) Original Results of Chest X-Ray, not more than one year old; 
 


6) An Original and Copy of Trinidad and Tobago Birth Certificate with affidavit, if 
necessary; 


 
7) Trinidad and Tobago Passport if available, and copy of relevant pages; 


 
8) Original and copy of marriage certificate(s) will be required for the verification of 


the change of name from one’s maiden name to the married surname; 
 


9) Divorce Decree(s) (original and copy) where necessary; 
 


10) Citizenship Certificate (original and copy) showing the date citizenship was 
acquired in the country of present nationality; 


 
11) Foreign Passport for country of citizenship; 


 
12) The sum of US $91.00 (money order only) to be paid on submission of the 


application; 
 


13) Additional documents as may be required. 
 


Mail-in applications must be accompanied by notarized copies of required originals


125 Maiden Lane, 4th Floor 
New York, NY 10038 
Tel: (212) 682-7272 
Fax: (212) 986-2146
Web: www.ttcgnewyork.com
 





