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Complete the "Applicant's/Petitioner's/Requester's Information," "Credit Card Billing Information," and "Credit Card 
Information" sections and sign the authorization.  NOTE:  The credit card must be issued by a U.S. bank.

Type or print legibly in black ink.1.

2.

How To Fill Out Form G-1450

Form G-1450

Applicant's/Petitioner's/Requester's Information (Full Legal Name)
Family Name (Last Name)Middle Name (if any)Given Name (First Name)

Credit Card Information

Credit Card Billing Information (Credit Card Holder's Name as it Appears on the Card)

Given Name (First Name) Middle Name (if any) Family Name (Last Name)

Credit Card Holder's Billing Address:

Street Number and Name Apt. Flr. NumberSte.

City or Town State ZIP Code

Credit Card Holder's Signature and Contact Information:

Credit Card Holder's Daytime Telephone Number Credit Card Holder's Email Address

Credit Card Type: VisaCredit Card Number

CVV CodeCredit Card Expiration Date 

(mm/yyyy)

MasterCard

American Express

Discover

Authorized Payment Amount

$ .00

Credit Card Holder's Signature

Place your Form G-1450 ON TOP of your application, petition, or request package.3.

NOTE:  Failure to provide the requested information may result in DHS and your financial institution not accepting the payment.  
DHS cannot process credit card payments without an authorized signature.

We recommend that you print or save a copy of your completed Form G-1450 to review in the future and for your 
records.

Authorization for Credit Card Transactions 

Department of Homeland Security 

By completing this transaction, you agree that you have paid for a government service and that the filing fee, biometric services fee 
and all related financial transactions are final and not refundable, regardless of any action DHS takes on an application, petition, or 
request.  You must submit all fees in the exact amounts.  DHS will charge your credit card up to the amount you authorize below.

Please refer to the form(s) you are filing for additional information, or you may call the USCIS Customer Contact number at 
1-800-375-5283.  For TTY (deaf or hard of hearing) call: 1-800-767-1833. 

NOTE:  Please see the USCIS Form G-1450 website for additional information.

FERREIRA DE ARAGAORosineire N/A

470
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March 12, 2026.

FedEx:
USCIS
Attn: I-539 (Box 660166)
2501 S. State Highway 121 Business
Suite 400
Lewisville, TX 75067-8003

RE: FORM I-539 PETITION FOR APPLICATION TO EXTEND/CHANGE
NONIMMIGRANT STATUS

Applicant: Rosineire Ferreira de Aragao
Class of Admission: B-2 Visitor

Dear Sir or Madam,

We respectfully submit this Form I-539, Application to Extend Nonimmigrant Status, on

behalf of Ms. Rosineire Ferreira de Aragao, a citizen of Brazil who seeks a temporary extension

of her B-2 visitor status in order to continue her tourism activities in the United States.

Ms. Aragao was lawfully admitted to the United States on October 7, 2025, in B-2 visitor status,

and her current Form I-94 authorizes her stay until April 5, 2026. She has remained in full

compliance with the terms of her admission and has not engaged in any unauthorized employment

or activity inconsistent with her nonimmigrant status.

Ms. Aragao originally traveled to the United States with the exclusive purpose of tourism and

cultural exploration. Since her arrival, she has visited several locations and cultural attractions

while respecting all the conditions of her B-2 status. However, due to the size of the country and

the number of historical and cultural destinations she intended to visit, the initially authorized

period has not been sufficient for her to complete her travel itinerary.

If this extension is granted, Ms. Aragao intends to continue visiting major cities and historical

landmarks in the United States, including New York, Washington D.C., and Miami. In New

York, she plans to visit well-known landmarks such as the Statue of Liberty, Central Park,
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Times Square, Brooklyn Bridge, and the Empire State Building, as well as museums including

the Metropolitan Museum of Art and the American Museum of Natural History.

In Washington, D.C., she intends to visit important national monuments and institutions,

including the White House, the United States Capitol, the Lincoln Memorial, the Washington

Monument, the National Mall, and museums of the Smithsonian Institution.

Additionally, she plans to visit cultural attractions in Miami, including South Beach, Ocean

Drive, Little Havana, Bayside Marketplace, Wynwood Walls, and Vizcaya Museum and

Gardens.

Ms. Aragao currently intends to remain in the United States until approximately October 1, 2026,

after which she will return to Brazil.

Importantly, Ms. Aragao has sufficient financial resources to support herself during her stay

in the United States and will not seek employment during the requested extension period.

Supporting documentation demonstrating her financial capacity is included with this filing.

Furthermore, Ms. Aragao maintains strong ties to Brazil, which require her return following this

temporary visit. She maintains her primary residence in Guarulhos, São Paulo, and is employed

in Brazil as an airport security professional with Albatroz Segurança, from which she earns

approximately R$5,000 per month. She also maintains close family ties in Brazil, including her

mother and granddaughter, whose circumstances further reinforce her intention to return to her

home country after the conclusion of her travel.

For ease of review, the supporting documentation is organized as follows:

Forms

 Form G-28 – Notice of Entry of Appearance

 Form G-1450 – Credit Card Authorization

 Form I-539 – Application to Extend Nonimmigrant Status

Exhibit 1 – Rosineire’s Identification Documents
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 Birth Certificate

 Passport

 U.S. Visa

 Brazilian ID and CPF

 Brazilian Driver License

 Brazilian Individual Taxpayer Registry Number

Exhibit 2 – Evidence of Legal Status

 Copy of Form I-94 + CBP Travel History Record

 Rosineire's declaration regarding his intention to extend his stay in the US with English

Translation

 Photos as tourists in USA with Description

Exhibit 3 – Evidence of Financial Resources

 Evidence of Financial Resources

Exhibit 4 – Evidence of Strong Ties to Brazil

 Medical Records of Applicant’s Mother Demonstrating Strong Family Ties to Brazil

 Medical Records of Applicant’s Granddaughter Demonstrating Strong Family Ties to Brazil

 Proof of Ongoing Employment and Professional Ties in Brazil
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 Support Letter – Daughter

 Proof of Residence and Affidavit of Residence – Brazil

 Proof of Property Rights and Residential Ties in Brazil

Should you have any questions or require additional information, please do not hesitate to contact

the undersigned.

Sincerely,

Otavio Haverroth Silva
California Bar # 343486
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 Notice of Entry of Appearance 
as Attorney or Accredited Representative 

Department of Homeland Security 

Part 1.  Information About Attorney or 
Accredited Representative

Name of Attorney or Accredited Representative

4.

5.

2.a. Family Name 
(Last Name) 

2.b. Given Name 
(First Name) 

2.c. Middle Name

Daytime Telephone Number

DHS 
Form G-28 

OMB No. 1615-0105 
Expires 05/31/2021

1. USCIS Online Account Number (if any)
►

Street Number  
and Name

3.a. 

3.b. Ste. Flr.Apt.

3.c.  City or Town

3.d. State 3.e. ZIP Code

3.f. Province

3.g. Postal Code

3.h. Country

Email Address (if any)

7. Fax Number (if any)

6.

2.b. Name of Recognized Organization

2.c. Date of Accreditation (mm/dd/yyyy) 

2.a.  I am an accredited representative of the following 
qualified nonprofit religious, charitable, social 
service, or similar organization established in the 
United States and recognized by the Department of 
Justice in accordance with 8 CFR part 1292.

1.c. I (select only one box) am not am 
subject to any order suspending, enjoining, restraining, 
disbarring, or otherwise restricting me in the practice of 
law.  If you are subject to any orders, use the space 
provided in Part 6. Additional Information to provide 
an explanation.

1.b. Bar Number (if applicable)

Part 2.  Eligibility Information for Attorney or 
Accredited Representative
Select all applicable items.

1.a. I am an attorney eligible to practice law in, and a 
member in good standing of, the bar of the highest 
courts of the following states, possessions, territories, 
commonwealths, or the District of Columbia.  If you 
need extra space to complete this section, use the 
space provided in Part 6. Additional Information.

Contact Information of Attorney or Accredited 
Representative 

3.   I am associated with

the attorney or accredited representative of record 
who previously filed Form G-28 in this case, and my 
appearance as an attorney or accredited representative 
for a limited purpose is at his or her request.

,

4.a.  I am a law student or law graduate working under the 
direct supervision of the attorney or accredited 
representative of record on this form in accordance 
with the requirements in 8 CFR 292.1(a)(2).

4.b.  Name of Law Student or Law Graduate

Licensing Authority

Mobile Telephone Number (if any)

Address of Attorney or Accredited Representative

1.d. Name of Law Firm or Organization (if applicable)

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

5102419336

N/A
Otavio
HAVERROTH SILVA

0 0 7 4 9 2 6 2 5 4 3 8

PO Box 90487

San Diego
CA 92169

USA

5102419336

otavio@legalhs.com

343486

California

HS Law Corp
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I enter my appearance as an attorney or accredited 
representative at the request of the (select only one box):

5.

Applicant Petitioner Requestor
Respondent (ICE, CBP)

2.a. U.S. Immigration and Customs Enforcement (ICE)

List the specific matter in which appearance is entered.2.b.

3.a. U.S. Customs and Border Protection (CBP)

List the specific matter in which appearance is entered.3.b.

1.a. U.S. Citizenship and Immigration Services (USCIS)

List the form numbers or specific matter in which 
appearance is entered.

1.b.

Part 3.  Notice of Appearance as Attorney or 
Accredited Representative

This appearance relates to immigration matters before 
(select only one box):

Beneficiary/Derivative

Information About Client (Applicant, Petitioner, 
Requestor, Beneficiary or Derivative, Respondent, 
or Authorized Signatory for an Entity)
6.a. Family Name 

(Last Name)
6.b. Given Name 

(First Name)

6.c. Middle Name

7.a. Name of Entity (if applicable)

11. Mobile Telephone Number (if any)

9. Client's Alien Registration Number (A-Number) (if any)

8. Client's USCIS Online Account Number (if any)
►

Province13.f.

Postal Code13.g.

Country 13.h.

13.a. Street Number 
and Name

13.c.  City or Town

13.d. State 13.e. ZIP Code

13.b. Ste. Flr.Apt.

NOTE:  Provide the client's mailing address.  Do not provide 
the business mailing address of the attorney or accredited 
representative unless it serves as the safe mailing address on the 
application or petition being filed with this Form G-28.

Mailing Address of Client

Email Address (if any)12.

► A-

Receipt Number (if any)4.

Daytime Telephone Number10.

Client's Contact Information 

Title of Authorized Signatory for Entity (if applicable)7.b.

►

Part 4.  Client's Consent to Representation and 
Signature 

I have requested the representation of and consented to being 
represented by the attorney or accredited representative named 
in Part 1. of this form.  According to the Privacy Act of 1974 
and U.S. Department of Homeland Security (DHS) policy, I 
also consent to the disclosure to the named attorney or 
accredited representative of any records pertaining to me that 
appear in any system of records of USCIS, ICE, or CBP.

Consent to Representation and Release of 
Information

If you need extra space to complete this section, use the space 
provided in Part 6. Additional Information.

N/A

N/A

N/A

N/A
N/A

N/A

N/A

N/A

N/A

N/A

I-539

N/A
Rosineire
FERREIRA DE ARAGAO

9255149501

USA

PO Box 90487

San Diego
92169CA

Jasmynne.myne16@gmail.com

9255149501
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Part 6.  Additional Information
If you need extra space to provide any additional information 
within this form, use the space below.  If you need more space 
than what is provided, you may make copies of this page to 
complete and file with this form or attach a separate sheet of 
paper.  Type or print your name at the top of each sheet; 
indicate the Page Number, Part Number, and Item Number 
to which your answer refers; and sign and date each sheet. 

2.d.

1.a Family Name 
(Last Name) 

1.b. Given Name 
(First Name) 

1.c. Middle Name

2.a. 2.b. 2.c.Page Number Part Number

3.d.

3.a. 3.b. 3.c.Page Number Part Number Item Number

Page Number Part Number Item Number

Item NumberPart NumberPage Number

Page Number Part Number Item Number

Item Number

4.c.4.b.

4.d.

4.a.

5.d.

5.c.5.b.5.a.

6.c.6.b.

6.d.

6.a.

N/A N/A N/A

N/A N/A N/A

N/A

N/A

N/A N/A N/A

N/A

N/A N/A N/A

N/A

N/AN/A N/A

N/A

FERREIRA DE ARAGAO
Rosineire
N/A
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Application to Extend/Change Nonimmigrant Status 
Department of Homeland Security 

U.S. Citizenship and Immigration Services

USCIS 
Form I-539 

 OMB No. 1615-0003 
Expires 03/31/2027

Part 1.  Information About You

Remarks:

New Class

 Denied

Still within period of stay

S/D to:

Place under docket control

From        /      /          /

To          /       /           /

For USCIS Use Only Action Block

Sent
ReceivedRelocated

Fee Stamp

Resubmitted
Returned

Applicant interviewed on

Granted

Dates:

USCIS Online Account Number (if any)3.
►► A-

Alien Registration Number (A-Number) (if any)2.

Select this box if 
Form G-28 is 
attached.

Attorney State Bar Number 
(if applicable)

Attorney or Accredited Representative 
USCIS Online Account Number (if any)

To be completed by an 
Attorney or Accredited 
Representative (if any).

START HERE - Type or print in black ink.►

1. 

Family Name (Last Name) Given Name (First Name) Middle Name (if applicable)

Your Full Legal Name

In Care Of Name (if any)

Street Number and Name Apt. Ste. Flr. Number

City or Town State ZIP Code

Your U.S. Mailing Address (Safe Address, if applicable) 4.

Is your mailing address the same as your physical address?5.

Your Current Physical Address

Street Number and Name Apt. Ste. Flr. Number

City or Town State ZIP Code

NoYes

If you answered “Yes” to Item Number 5. skip to Item Number 7.  If you answered “No” to Item Number 5., provide 
information on your physical address in Item Number 6.

6.

N/A

N/A N/A

201 C Street

Martinez CA 94553

N/A

x 3

343486 0 0 7 4 9 2 6 2 5 4 3 8

FERREIRA DE ARAGAO Rosineire

Otavio Haverroth Silva

PO Box 90487

San Diego CA 92169
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11.

Date of Birth (mm/dd/yyyy)9.
►

U.S. Social Security Number (if any)10.

8. Country of Citizenship or NationalityCountry of Birth7.

Other Information About You

Provide Information About Your Most Recent Entry Into the United States

Date of Last Arrival Into the 
United States (mm/dd/yyyy) 

Form I-94 Arrival-Departure  
Record Number
►

Passport Number  
(if any)

Travel Document Number 
(if any)

Country of Passport or  
Travel Document Issuance

Passport or Travel Document Expiration 
Date (mm/dd/yyyy)

Current Nonimmigrant Status (for example, F-1 student, H-4 dependent, etc.) Date Status Expires (mm/dd/yyyy)   12.

Select this box if you were granted Duration of Status (D/S).

Part 2.  Application Type 
1.

Reinstatement to student status.

An extension of stay in my current status.

I am the only applicant.

I am filing this application for myself and members of my family.   

The total number of people (including me) in the application is:  (Form I-539A is required for each co-applicant.)

3.

A change of status.   

I am requesting to change my status or employer/information 

I am applying for (select only one box):

Number of people included in this application (select only one box):

4.

I am requesting the change to be effective 

If you are applying for a change of status or change of employer/information medium, complete the following:2.

The name of the school you will attend (if applicable) as an Academic Student, Vocational Student, or Exchange Visitor.5.

Your Student and Exchange Visitor Information System (SEVIS) ID Number, if applicable.6.

Part 3.  Processing Information 

1. I/We request that my/our current or requested status be extended until (mm/dd/yyyy): 

2. Is this application based on an extension or change of status already granted to your spouse, child,  
or parent?

NoYes

Part 1.  Information About You (continued)

medium to: (mm/dd/yyyy)

N/A

N/A

11/27/1972

BrazilBrazil

10/07/2025 7 5 4 9 0 4 5 4 5 A 4 GH113421

GH113421 Brazil 06/14/2033

 B2 - TEMPORARY VISITOR FOR PLEASURE 04/05/2026

1

N/A

10/05/2026
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Part 3.  Processing Information (continued)

►

If you answered "Yes" to Item Number 2. or Item Number 3., select the Form type below.4.

Date Filed (mm/dd/yyyy)7.

6.

 Last Name of Beneficiary or Applicant

No.

Yes, filed with this Form I-539.

Yes, filed previously and pending with U.S. Citizenship and Immigration Services (USCIS).

3. Is this application based on a separate petition or application to provide your spouse, child, or parent an extension or change of status?

If the petition or application is pending with USCIS, also provide the following information:

Form I-539, Application to Extend/Change Nonimmigrant Status

Form I-129, Petition for a Nonimmigrant Worker

If you answered "Yes" to Item Number 2. or 3., provide the USCIS Receipt Number.5.

Part 4.  Additional Information About the Principal Applicant
Current Passport Information

Passport Expiration Date (mm/dd/yyyy)Country of Passport Issuance Passport Number

If your current passport information is different from the information you provided in Part 1., provide your current passport 
information.  If your current passport information matches the information you provided in Part 1., proceed to Item Number 3.

Physical Address Abroad 

1.

2.
Street Number and Name Apt.Ste. Flr. Number

City or Town

Province Postal Code Country

Answer the following questions.  If you answer "Yes" to any of the questions in Item Numbers 3. - 15., use the space provided in 
Part 8. Additional Information to provide an explanation.

3. Are you an applicant for an immigrant visa? NoYes

5. Have you EVER filed Form I-485, Application to Register Permanent Residence or Adjust Status? NoYes

Has an immigrant petition EVER been filed for you?4. Yes No

First Name of Beneficiary or Applicant

First and Last Name of Beneficiary or Applicant

N/A N/A

N/A

N/A
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Engaging in any kind of sexual contact or relations with any person who did not consent or was unable to 
consent, or was being forced or threatened?

Intentionally and severely injuring any person?

Killing any person?

Acts involving torture or genocide?

NoYes

NoYes

NoYes

NoYes7.a.

7.b.

7.c.

7.d.

Limiting or denying any person's ability to exercise religious beliefs?7.e. Yes No

Yes NoHave you EVER been a member of, assisted, or participated in any group, unit, or organization of any kind 
in which you or other persons used or threatened to use any type of weapon against any person or 
threatened to do so? 

9.

Served in, been a member of, assisted, or participated in any military unit, paramilitary unit, police unit, self-
defense unit, vigilante unit, rebel group, guerrilla group, militia, insurgent organization, or any other armed 
group?

Worked, volunteered, or otherwise served in any prison, jail, prison camp, detention facility, labor camp, or 
any other situation that involved detaining persons?

Yes No8.a.

8.b. NoYes

14. NoYesHave you EVER been employed in the United States since last admitted or granted an extension or change 
of status?

If you answered "No" to Item Number 14., fully describe how you are supporting yourself in Part 8. Additional Information.  
Include documentary evidence of the source, amount, and basis for any income.

If you answered "Yes" to Item Number 14., fully describe any and all periods of employment in Part 8. Additional Information.  
Include the name and address of the employer, weekly income, and whether the employment was specifically authorized by USCIS.

If you answered "Yes" to Item Number 15., you must provide the dates you maintained status as a J-1 exchange visitor or J-2 
dependent in Part 8. Additional Information.   

15. Are you currently or have you EVER been a J-1 exchange visitor or a J-2 dependent of a J-1 exchange 
visitor? 

Yes No

Part 4.  Additional Information About the Applicant (continued)

10. Have you EVER sold, provided, or transported weapons, or assisted any person in selling, providing, or 
transporting weapons, which, you knew or believed would be used against another person?

Yes No

11. Have you EVER received any weapons training, paramilitary training, or other military-type training? Yes No

12.

13. Are you now in removal proceedings?

Have you EVER violated the terms of the nonimmigrant status you now hold? Yes No

Yes No

Have you been arrested or convicted of any criminal offense since last entering the United States?6. Yes No

Have you EVER ordered, incited, called for, committed, assisted, helped with, or otherwise participated in any of the following: 

Have you EVER: 
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Preparer's Full Name

1. Preparer's Family Name (Last Name) Preparer's Given Name (First Name)

Preparer's Business or Organization Name2.

Preparer's Contact Information

3. Preparer's Daytime Telephone Number

5. Preparer's Email Address (if any)

Preparer's Mobile Telephone Number (if any)4.

Preparer's Certification and Signature
I certify, under penalty of perjury, that I prepared this application for the applicant at their request and with express consent and that 
all of the responses and information contained in and submitted with the application are complete, true, and correct and reflects only 
information provided by the applicant.  The applicant reviewed the responses and information and informed me that they understand 
the responses and information in or submitted with the application.

6. Preparer's Signature Date of Signature (mm/dd/yyyy)

Part 7.  Contact Information, Declaration, and Signature of the Person Preparing this Application, if 
Other Than the Applicant 

HAVERROTH SILVA Otavio

HS Law Corp

otavio@legalhs.com

5102419336 5102419336

03/12/2026
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Page Number

Page Number

4.

5.

Part Number

Part Number

Item Number

Item Number

Part 8.  Additional Information
If you need extra space to provide any additional information within this application, use the space below.  If you need more space 
than what is provided, you may make copies of this page to complete and file with this application or attach a separate sheet of paper.  
Type or print your name and A-Number (if any) at the top of each sheet; indicate the Page Number, Part Number, and Item 
Number to which your answer refers; and sign and date each sheet. 

►A-

1.

Page Number Part Number Item Number

A-Number2.

Family Name (Last Name) Given Name (First Name) Middle Name (if applicable)

3.

Page Number6. Part Number Item Number

N/A
N/A

N/A N/AN/A

N/A

N/A

N/A N/A N/A

N/A N/A

N/A

N/A

FERREIRA DE ARAGAO Rosineire

4 4 14
I support myself through personal savings and passive income generated by rental 
properties that I own in my home country.
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Evidence of financial resources 27-28
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Demonstrating Strong Family Ties to Brazil

29-74
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Exhibit 1 –
Rosineire’s

Identification
Documents



   
Federative Republic of Brazil 

Civil Registry of Natural Persons  
 

BIRTH CERTIFICATE 
                         NAME 

 

ROSINEIRE FERREIRA DE ARAGÃO 
 

 

 REGISTRATION 
 

139270 01 55 1974 1 00065 294 0027321 61 
 

DATE OF BIRTH IN FULL DAY  MONTH YEAR 

NOVEMBER TWENTY-SEVENTH, NINETEEN SEVENTY-TWO 27 11 1972 
 

 
TIME OF BIRTH CITY OF BIRTH AND STATE 

12:00 AM CANAVIEIRAS/BAHIA 
  

CITY OF REGISTRATION AND STATE PLACE OF BIRTH  SEX 

CANAVIEIRAS/BAHIA IN THIS CITY FEMALE 
 

 

FILIATION 

FATHER: SIMÃO URBANO DE ARAGÃO 
MOTHER: ROSA MARIA FERREIRA DE ARAGÃO 

 
 

GRANDPARENTS 

PATERNAL GRANDFATHER: JOSÉ ANTONIO DE ARAGÃO 
PATERNAL GRANDMOTHER: BENEDITA URBANO 
MATERNAL GRANDFATHER: JOEL SOTERO FERREIRA 
MATERNAL GRANDMOTHER: MARIA RIBEIRO FERREIRA 

 
 

TWIN NAME AND REGISTRATION NUMBER OF TWINS 

NO No Record. 
 
 

DATE OF REGISTRATION IN FULL LIVE BIRTH REGISTRATION NUMBER 

ON THE SEVENTH (07) DAY OF THE MONTH OF JANUARY (01) 
OF THE YEAR NINETEEN SEVENTY-FOUR (1974)  

 
 

NOTES/ ANNOTATIONS  

No Record. 
 
 

 
 

 
 

 
 
 
 
 

 The content of this certificate is true. I certify. 
CANAVIEIRAS, Bahia, May 8, 2014. 

  ----//signature//---- 

Signature of the Registrar 

NAME OF OFFICE: CIVIL REGISTRY OF NATURAL PERSONS OF CANAVIEIRAS 
REGISTRAR: ARENILSON MOTA NERY 
CITY: CANAVIEIRAS - BAHIA 
ADDRESS: PRAÇA SÃO BOAVENTURA, 40, CENTRO 
                   ZIP CODE: 45860000, PHONE: (73) 3284-1570 
 

JUDICIARY 
FORUM MINISTRO PEDRO DOS SANTOS 

Arenilson Mota Nery 
Appointed Registrar 

Praça São Boaventura, 40, Centro 
ZIP Code 45860-000, Canavieiras, Bahia 

 
11111



I, Carolina Favero da Silva, telephone number 415 425-2508, mailing address P.O. Box 90487, 
San Diego, CA 92169, certify that the professional translation of this document from Portuguese 
to English has been performed by myself, a qualified translator fluent in both languages, and that 
the following is an accurate and complete translation of the document.  

 

__________________________________________ Date: March 11, 2026. 
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I, Marina Viana Silva, telephone number 415 425-2508, mailing address P.O. Box 90487, 
San Diego, CA 92169, certify that I have performed the professional translation of this 
document from Portuguese to English, as a qualified translator fluent in both languages, 
and that the following is an accurate and complete translation of the document. 
 

 
____________________________________________     Date: March 11, 2026 
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PERSONAL STATEMENT 
REQUEST FOR EXTENSION OF STAY – B1/B2 

 
I, Rosineire Ferreira de Aragão, holder of Brazilian passport No. GH113421, 53 years 
old, divorced, airport security officer, residing at Rua Granito, No. 393, Vila União, 
Guarulhos – SP, Brazil, respectfully present the reasons for requesting a temporary 
extension of my stay in the United States under B1/B2 visitor status. 
 
I arrived in the United States on October 7, 2025, solely for tourism and to visit cultural 
and historical landmarks. Since my arrival, I have had the opportunity to visit several 
important places, always fully respecting the conditions of my visa. 
 
During my trip to the United States, I visited cities like San Francisco and Las Vegas, 
where I had the opportunity to see iconic landmarks such as the Golden Gate Bridge, 
the Hollywood Walk of Fame, and the Las Vegas Strip, as well as museums, parks, and 
other cultural attractions that represent different aspects of American culture. 
 
I am currently in the state of California, still engaged in strictly tourist activities. Due to 
the vast territorial expanse of the United States and the number of places of tourist 
interest, the period initially granted for my stay was not sufficient to complete my entire 
planned travel itinerary. 
 
If this extension is granted, I intend to continue my trip by visiting other important cities in 
the United States, especially New York, Washington, D.C., and Miami, where I plan to 
visit tourist attractions, historical monuments, museums, parks, and other cultural 
attractions. 
 
In New York, I plan to visit world-renowned tourist attractions such as the Statue of 
Liberty, Central Park, Times Square, Brooklyn Bridge, Empire State Building, and the 
9/11 Memorial and Museum, in addition to visiting important museums such as the 
Metropolitan Museum of Art (MET) and the Museum of Natural History. 
 
In Washington, D.C., I intend to visit the main monuments and historical institutions of 
the United States, including the White House, the Capitol, the Lincoln Memorial, the 
Washington Monument, the National Mall, and the various museums of the Smithsonian 
Institution, which have great cultural and historical relevance. 
 
 
 
 
 
 

1717171717



 
 
In Miami, I plan to visit well-known attractions such as South Beach, Ocean Drive, Little 
Havana, Bayside Marketplace, Wynwood Walls, and the Vizcaya Museum and Gardens. 
 
My current plan is to remain in the United States until approximately October 1, 2026, 
the date on which I intend to return to Brazil. 
 
Throughout my stay in the United States, I have not engaged in any work activity, and I 
have no intention of working during my stay in the country. 
 
In Brazil, I have an approximate monthly income of R$5,000.00, derived from my work 
as an airport security officer at Albatroz Segurança. In addition, I have financial 
resources available to cover my trip, including expenses for accommodation, food, 
transportation, and other tourist activities. 
 
To prove my financial capacity, I will present bank and financial statements showing that 
I have the conditions to bear all travel costs without the need to work in the United 
States. 
 
I also maintain strong ties with Brazil, which require my return after this temporary trip. I 
have a permanent residence in Guarulhos, São Paulo, close family members in Brazil, 
and personal and professional commitments that require my presence after the end of 
this trip. 
 
I declare, under penalty of law, that all the information presented in this statement is true 
and correct. I reiterate that the purpose of my stay in the United States is exclusively 
tourism and that I will fully respect the rules of my B1/B2 status, leaving the country at 
the end of the authorized period. 
 
I respectfully thank you for considering this request. 
 
California, March 4, 2026. 
 
Respectfully, 
 
 
___________________________________ 
Rosineire Ferreira de Aragão 
Telephone: +1 (925) 514-9501 
Email: jasmynne.myne16@gmail.com 
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I, Marina Viana Silva, telephone number 415 425-2508, mailing address P.O. Box 90487, 
San Diego, CA 92169, certify that I have performed the professional translation of this 
document from Portuguese to English, as a qualified translator fluent in both languages, 
and that the following is an accurate and complete translation of the document. 
 

 
____________________________________________     Date: March 13, 2026 
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Sonolayer Diagnostic Center 

 

Order: 3434580 Medical Record No. 04413741 
Name: ROSA MARIA BONIFACIO Date: 05/02/2025 
Physician: FELIPE DE PAULA Medical License (CRM): 190491 
Insurance: AMIL   

 

 

MRI OF THE LUMBOSACRAL SPINE 

 

Technique:  
Multiplanar T1- and T2-weighted images were obtained without intravenous 
administration of paramagnetic contrast. 
 

Findings:  
Findings consistent with spondylodiscoarthrosis, characterized by marginal osteophytes 
along some vertebral bodies and T2 hypointensity of some intervertebral discs. 
Degenerative osteohypertrophic changes of the facet joints. 
The spinal canal is normal in morphology and caliber.  
The neural foramina evaluated are preserved in size. 
Posterior broad-based disc protrusion at L1-L2, deforming the ventral aspect of the dural 
sac.  
Left paracentral disc protrusion at L4-L5, deforming the ventral aspect of the dural sac. 
Posterior midline disc protrusion at L5-S1, deforming the ventral aspect of the dural sac. 
The conus medullaris is normal in position, caliber, and signal intensity. 
No abnormalities of the paravertebral structures. 
 

Impression:  
Spondylodiscoarthrosis.  
Disc protrusions at L1-L2, L4-L5, and L5-S1. 
 

 

 

 

 
DR. WU MENG FENG 

CRM 91351 

 

 

 

 

 

 

 

 

Imaging Unit - Avenida Salgado Filho 292 – Guarulhos Downton-SP, ZIP Code 07115-000 

Clinical Laboratory Unit – Avenida Salgado Filho, 240 - Guarulhos Downton-SP, ZIP Code 07115-000 

Phone: (11) 2713-6400 – www.sonolayer.com.br – sac@sonolayer.com.br 

----//signature//---- 
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Full Name Rosa Maria Bonifacio Admission Date 06/30/2025 3:28:12 p.m. 
Encounter No. 11067968 Sex Female 
Medical Record No. 2077438 Age 70y 9m 
Date of Birth 09/21/1954 Mother’s Name  
Insurance AMIL GROUP (Amil/Amil Planos/ 

Dix/Medial/Lincx/One) 
Discharge Date  

Admission Diagnosis: None 
 
Discharge Diagnosis: M545 - Low back pain 
 
Allergies: 
 
Comorbidity: HTN (Systemic Arterial Hypertension) 
 
Main clinical findings during hospitalization (physical examination and other significant findings): 
PERCUTANEOUS TREATMENT FOR LOW BACK PAIN WAS PERFORMED WITHOUT COMPLICATIONS. 
 
Main surgical procedures: Actual start date: 06/30/2025 - Procedure code: 31403034 - Percutaneous Denervation of 
the Facet Joints – Nerves 
 
Critical imaging study(ies): No  
 
Critical laboratory test(s): No  
 
Critical blood glucose: No  
 
Does the patient have any orthoses, prostheses, or special materials? No 
 
 
Invasive devices at discharge: No 
 
Medications used during hospitalization (medications administered): None 
 
Medications prescribed at discharge (medications to take home): None 
 
Patient condition at discharge: Improved 
 
Vital Signs: Date: 06/30/2025 5:20:00 p.m. – SBP (systolic blood pressure): 190 – DBP (diastolic blood pressure): 90 – 
HR (heart rate): 89 – RR (respiratory rate): 18 - SpO2 (peripheral oxygen saturation): 91 - TEMPERATURE: 36 - Weight: 
- Height: 
 
Patient requiring external tests, procedures, and/or consultations: No 
 
Follow-up with your physician or the specialty service, specify which specialty: 
 
Other: 
 
Instructions: 
 
When to return to the Emergency Department: LOSS OF STRENGTH 
 
OBSERVATION: Follow-up of your clinical condition should be carried out by your private physician. If you do not have 
one and require medical follow-up, schedule an appointment with our specialists. 
 
 
 
 

R BARAO DE MAUA, 100, TERREOPARTE TERREOPARTE | CENTRO   Zip Code: 07012-040 – GUAGRULHOS – Phone: 11 
Website:  

 

 

 

 

 

TRADITION IN MEDICINE 

Discharge Summary – Critical and Non-Critical Care Units 

Dr. Felipe de Paula 

Physician 

CRM-SP 190491 

----//signature//---- 
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Sonolayer Diagnostic Center 

 

Order: 3434581 Medical Record No. 04413741 
Name: ROSA MARIA BONIFACIO Date: 05/02/2025 
Physician: FELIPE DE PAULA Medical License (CRM): 190491 
Insurance: AMIL   

 

 

CHEST RADIOGRAPH 

 

Findings of thoracic spondylosis.  
 

Normal transparency of the pulmonary parenchyma.  
 

Costophrenic angles are clear.  
 

Cardiothoracic ratio at the upper limit of normal. Elongated aorta with calcified plaques. 
 

  

 

 

 
DR. JOSE RICARDO ANIJAR 

CRM 65477 

RQE (Specialty Qualification Registration) 52535 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Imaging Unit - Avenida Salgado Filho 292 – Guarulhos Downton-SP, ZIP Code 07115-000 

Clinical Laboratory Unit – Avenida Salgado Filho, 240 - Guarulhos Downton-SP, ZIP Code 07115-000 

Phone: (11) 2713-6400 – www.sonolayer.com.br – sac@sonolayer.com.br 

----//signature//---- 
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Name: Rosa Maria Bonifacio Date of Examination: 10/19/2024 
Patient ID: HNS-375088 Date of Birth: 09/21/1954 
Requesting Physician: JULIANA SAAB  

 

COMPUTED TOMOGRAPHY OF THE PARANASAL SINUSES 

 

TECHNIQUE: CT study performed with axial images and multiplanar reconstructions, 
without intravenous administration of iodinated contrast material. 
 

Clinical indication: additional diagnostic evaluation. 
 

FINDINGS: 
 

Bony walls of the paranasal sinuses, nasal cavity, and orbital cavities without 
abnormalities. 
 

Lobulated soft-tissue attenuation material filling all paranasal sinus cavities and the 
nasal cavities, partially sparing the inferior meatuses, associated with foci of resorption 
of the ethmoidal bony trabeculae and widening of the infundibula and recesses. There 
are air-fluid levels and bubbly material within the maxillary and sphenoid sinuses, and 
acute sinus disease cannot be excluded. Also noted is soft-tissue attenuation material 
in the middle nasal fossae with obliteration of the middle nasal meatuses, as well as 
poor definition of the contours of the nasal turbinates. Obliteration and widening of the 
ostiomeatal complexes and the frontal and sphenoethmoidal recesses by soft-tissue 
attenuation material. Overall, the findings are suggestive of sinonasal polyposis, 
associated with signs of acute sinus disease. 
 

Nasal septum deviated to the right. 
 

Asymmetric ethmoidal fossae, lower on the right. 
 

Pneumatization of the middle nasal turbinate. 
 

Nasal cavity with no abnormalities of the middle and inferior nasal turbinates. 
 

Nasopharynx without abnormalities detectable on CT (Eustachian tube, torus tubarius, 
and Rosenmüller fossa with preserved appearance). 
 

Thickening of the posterior wall of the nasopharynx, reducing the dimensions of the air 
column. 
 

Reduced retropalatal oropharyngeal airway column. 
 

 
AV. ESPERANÇA, 400 – CENTRO, GUARULHOS – SP 

 
Page 1 of 2 

 

 

 

ADVANCED UNIT 
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Endoscopic Nasopharyngolaryngoscopic Diagnosis 
 

Patient: Rosa Maria Bonifácio  
Date: 11/18/2024 

 

CHIEF COMPLAINT: 
 

REPORT: 
 

NOSE: No septal deviation is present; hypertrophic turbinates (+++/4+), pale (+++/4+), 
with the nasal floors and meatuses showing clear secretions. 
 

PHARYNX/NASOPHARYNX: No abnormalities are seen on examination, with ostia 
patent bilaterally.  
MUELLER maneuver not performed. 
 

OROPHARYNX: Hyperemic palatine tonsils, 2+/4+, with no abnormalities of the 
hypopharyngeal structures. 
 

HYPOPHARYNX: No abnormalities are present, including the piriform sinuses, 
valleculae, aryepiglottic ligament, and epiglottis. Edema and hyperemia of the arytenoid. 
 

LARYNX: Preserved phonatory mobility of both vocal folds was observed. 
 

IMPRESSION: Rhinitis (with hypertrophy of the nasal turbinates) 
 Acute tonsillitis 
 Laryngitis (signs of GERD - Gastroesophageal Reflux Disease) 
 Dr. Alexandre Yamashita 

CRM 95382 
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(Sanematsu Medical Center) 
 

 EXAMINATION: Video nasopharyngofibrolaryngoscopy 

NAME: ROSA MARIA BONIFACIO, 09/21/1954   71 years old 

DATE: October 23, 2025 

REQUESTING PHYSICIAN: Dr. FREDERICO DO NASCIMENTO FERNANDES 
FILHO 

 

 

 

 The endoscope was introduced through both nasal cavities after topical 
application of 2% xylocaine, revealing edema and pallor of the nasal mucosa, as well as 
2+/4+ hypertrophy of the inferior turbinates. Presence of rightward nasal septal deviation 
in Cottle area IV, grade 1. The middle meatuses and sphenoethmoidal recesses are free 
of secretions, mucosal degeneration, and other apparent obstructive factors. 
 

 The nasopharynx shows preserved mucosa. The Eustachian tube orifices and 
Rosenmüller fossae are clear. 
 

The valleculae, piriform sinuses, and walls of the hypopharynx show no 
abnormalities. 

 

The supraglottic region, including the epiglottis, aryepiglottic folds, and ventricular 
bands, shows no apparent abnormalities. Moderate edema of the interarytenoid region 
is noted. 

 

The vocal cords demonstrate preserved mobility bilaterally. 
 

The subglottic region shows no abnormalities identifiable by this method. 
 

Impression: Findings suggestive of chronic rhinopathy, hypertrophy of the 
inferior turbinates, rightward nasal septal deviation, and moderate edematous 
appearance of the interarytenoid region. 

 

Note: We suggest, at the physician’s discretion, considering the possibility of 
laryngopharyngeal reflux. 

 

 

 

 

 

 

 
sé Maurício, 241 – 10th floor – Room 103 – ZIP Code 07011-060 – Centro – Guarulhos – SP – Email: otoclinica@gmail.com 

 

 

Alexandre Yakushijin Kumagai 
 

CRM 173309 

3434343434



 

 

 

 

 

PRESCRIPTION 

For Mrs. 
 

Rosa Maria Bonifacio, 09/21/1954.                                                  Encounter: 11905262 

 

Address: Rua Granito, 393  Vila União Guarulhos SP 

 

Oral Use 

 

1) Floratil 200 mg (Saccharomyces boulardii)  
Take 1 tablet every 8 hours for 2 days. 
 

2) Vonau Flash 4 mg (Ondansetron) or Plasil 10 mg (Metoclopramide)  
Take 1 tablet every 8 hours if nausea or vomiting occurs. 
 

3) Buscopan Composto (Scopolamine + Dipyrone) or  
Take 1 tablet every 6 hours if cramping or diarrhea occurs. 
 

 

General Instructions:  
Drink plenty of fluids (water, juices, electrolyte drinks, coconut water), especially after 
each bowel movement. 
Try to eat every 3 hours, preferably foods such as rice, chicken, cooked vegetables, and 
saltine crackers. Avoid fatty foods, foods high in artificial coloring, raw foods, and milk. 
Return to the emergency department if symptoms persist for more than 7 days, if there 
is blood or mucus in the stool, or if there are signs of clinical worsening such as lethargy, 
dehydration, persistent vomiting, or fever. 
 

 

 

 

 

 

 

Document digitally signed on 02/13/2026 at 1:24 p.m. by Dr. Mônica Angela Cruz Almeida Felix 

___________________________________________ 

Dr. Mônica Angela Cruz de Almeida Felix 

CRM 267588 

 

 
R BARAO DE MAUA, 100, TERREOPARTE TERREOPARTE | CENTRO 

Zip Code: 07012-040 – GUARULHOS – SP – 

Phone: 11 

TRADITION IN MEDICINE 

02/13/2026  1:24 p.m. 
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PRESCRIPTION 

For Mrs. 
 

Rosa Maria Bonifacio, 70y 5m 17d.                                                  Encounter: 10395430 

 

1. Losartan 50 mg — Continuous use.  
Take 1 tablet by mouth in the morning. 
 

2. Pantoprazole 40 mg — Continuous use.  
Take 1 tablet by mouth early in the morning on an empty stomach. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 ________________________________________      03/10/2025  12:06:43 p.m. 

                               Dr. Renner Ribeiro Da Silva 

                                          CRM 123616 

 
                             R BARAO DE MAUA, 100, TERREOPARTE TERREOPARTE | N 

                                              Zip Code: 07012-040 – GUARULHOS – SP – 

                                                                             Phone: 11 
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Medical Report 
 

Level 2 Referral 
 
 Place of Issue 

AMIL ESPAÇO SAÚDE GUARULHOS (720) 
 Date 

11/24/2025  9:58:49 a.m. 
 

 
 Patient 

ROSA MARIA BONIFACIO 
 

  

To the PSYCHIATRY outpatient clinic 
Dear Colleague, I am referring the above-named patient to you for evaluation and  
opinion. 
To the PSYCHIATRY outpatient clinic 
 
Thank you, 

 

  
ARIEL INTIPENALOZA BAZOBERRY 

 Physician’s Stamp and Signature  

   
 Diagnostic Impression  

Anxiety 
 

   
 Reason for Referral 

 
Patient experienced a hypertensive spike during endoscopy and is already under the care of a cardiologist. 

 

   
 Procedures and Tests Performed (results attached) 

 

Clinical complaint 

 

   
 

 

Response Report 
 

 
Consultation performed on:   /        / 

 

   
 Diagnosis 

 
 
 

 

   
 Management 

 
 
 
 
 

 

   
 Procedures and Tests Performed (results attached) 

 
 
 
 
 

 

   
  

Surgical Indication: ( ) Yes ( ) No Which one? (describe below) 
 
 
 

 

  Physician’s Stamp and Signature 
 
 
 
 

 

 

Dr. Ariel Penaloza B. 
CRM: 103603 

CNS 706804247240222 

----//signature//---- 
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Sonolayer Diagnostic Center 

 

Order: 2995827 Medical Record No. 04413741 
Name: ROSA MARIA BONIFACIO Date: 09/18/2024 
Physician: FERNANDO SANTELLA CRM: 144985 
Insurance: SULAMERICACOMPANHIADESEGUR   

 

 

 

COMPUTED TOMOGRAPHY OF THE PARANASAL SINUSES 

 

METHODOLOGY:  
Multislice CT images were obtained, guided by digital radiography. 
 

FINDINGS: 
- The evaluated bony structures show a normal appearance on CT. 
- Mucosal thickening of the right maxillary sinus. 
- The remaining paranasal sinuses show normal aeration. 
- Ostiomeatal units are patent. 
- Ethmoidal fossae without significant asymmetry. 
- Nasal septum without significant deviation. 
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COMPUTED TOMOGRAPHY OF THE CHEST 

 

METHODOLOGY:  
Multislice CT images were obtained, guided by digital radiography, without intravenous 
administration of contrast material. 
 

 

FINDINGS: 
 

- Atherosclerotic aorta with a tortuous course and preserved caliber. 
 

- Cardiac size within normal limits. 
 

- No significant mediastinal masses or lymphadenopathy are observed. 
 

- Trachea and mainstem bronchi are patent. 
 

- Faint multifocal bilateral ground-glass pulmonary opacities, predominantly peripheral in 
distribution. Although the imaging findings are not entirely specific, they may be 
compatible with infectious lung disease of viral etiology in the process of resolution. 
 

- Tiny calcified nodule in the left upper lobe. 
 

- No pleural effusion or pleural thickening. 
 

- Thoracic spondyloarthrosis. 
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 Patient: ROSA MARIA BONIFACIO 
 Age: 69 years old (09/21/1954)  
 Insurance: SUL AMÉRICA 
 Requesting Physician: DR. CAROLINA LAILA FERRAZ – 180269/SP 
 Origin: SONOLAYER 

 

Anatomic Pathology Examination - Simple Specimen 

 
Case No.: 24-12255 Collection Date: 09/03/2024 
Medical Record No.: 1772292 Date Received: 09/04/2024 
Specimen Site: Vulvar biopsy Processing Date: 09/05/2024 
 Report Release Date: 09/10/2024 

Clinical Information:  
Not provided. 
 

Diagnostic Impression:  
Not provided. 
 

Methodology:  
 

Specimens were received in fixative solution, properly identified with a label containing the patient’s 
information and accompanied by supporting documentation and authorization for performance of the 
anatomic pathology examination. Histologic technique performed by NeuGen Diagnostic Solutions 
Laboratory - CFM-CRM registration No. 980842. 
 

 

Gross Description:  
Material submitted in: formalin.  

Shape: irregular.  

Measurements: 0.4 x 0.3 x 0.3 cm.  

Epidermal surface: grayish and verrucous.  

Cut surface: whitish and elastic.  

All material was submitted for histologic examination: 1B/2F. 

Microscopy  
Analysis of the histologic sections allows the following conclusions: 

Conclusion  
Vulvar biopsy:  
Intradermal melanocytic nevus. 
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 Patient: ROSA MARIA BONIFACIO 
 Age: 69 years old (09/21/1954)  
 Insurance: SUL AMÉRICA 
 Requesting Physician: DR. CAROLINA LAILA FERRAZ – 180269/SP 
 Origin: SONOLAYER 

 
Rosai, J., & Ackerman, L. (2018). 

Surgical Pathology (11th ed.) 

Philadelphia: Elsevier. 

 

 

____________________________________________________________________________________ 

Material Received - vulvar biopsy. 1 specimen; Lymph nodes: None; Margins: None 

 

 

 

NICOLLAS FUJIMOTO 
CRM 210982/SP 
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PRESCRIPTION 

For Mrs. 
 

Rosa Maria Bonifacio, 09/21/1954.                                                  Encounter: 10992264 

 

To the cardiologist 
Patient admitted for elective percutaneous treatment for low back pain, currently with 
poorly controlled blood pressure, SBP > 200 mmHg. The procedure was suspended. I 
am referring the patient for medication adjustment and cardiac risk assessment. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                        ________________________________________      06/15/2025  7:21:04 p.m. 

Dr. Fellipe de Paula 

CRM 190491 

 
R BARAO DE MAUA, 100, TERREOPARTE TERREOPARTE | CENTRO 

Zip Code: 07012-040 – GUARULHOS – SP – 

Phone: 11 

 

TRADITION IN MEDICINE 

Dr. Fellipe de Paula 

Physician 

CRM 190491 
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Full Name Rosa Maria Bonifacio Admission Date 06/16/2025 4:39:36 p.m. 
Encounter No. 10992264 Sex Female 
Medical Record No. 2077438 Age 70y 8m 
Date of Birth 09/21/1954 Mother’s Name  
Insurance AMIL GROUP (Amil/Amil Planos/ 

Dix/Medial/Lincx/One) 
Discharge Date  

Admission Diagnosis: None 
 
Discharge Diagnosis: I10 - ESSENTIAL (PRIMARY) HYPERTENSION 
 
Allergies: 
 
Comorbidity: HTN (Systemic Arterial Hypertension) 
 
Main clinical findings during hospitalization (physical examination and other significant findings): Neurosurgery. 
Patient admitted for elective percutaneous treatment for low back pain, currently with poorly controlled blood pressure, 
SBP > 200 mmHg. The procedure was suspended, and the patient was referred to the Emergency Department for 
evaluation. 
 
Main surgical procedures: No 
 
Critical imaging study(ies): No  
 
Critical laboratory test(s): No  
 
Critical blood glucose: No  
 
Does the patient have any orthoses, prostheses, or special materials? No 
 
 
Invasive devices at discharge: No 
 
Medications used during hospitalization (medications administered): None 
 
Medications prescribed at discharge (medications to take home): To the cardiologist. Patient admitted for elective 
percutaneous treatment for low back pain, currently with poorly controlled blood pressure, SBP > 200 mmHg. The 
procedure was suspended. I am referring the patient for medication adjustment and cardiac risk assessment. 
 
Patient condition at discharge: Improved 
 
Vital Signs: No 
 
Patient requiring external tests, procedures, and/or consultations: No 
 
Follow-up with your physician or the specialty service, specify which specialty: 
 
Other: 
 
Instructions: 
 
When to return to the Emergency Department:  
 
OBSERVATION: Follow-up of your clinical condition should be carried out by your private physician. If you do not have 
one and require medical follow-up, schedule an appointment with our specialists. 
 
 
 
 

R BARAO DE MAUA, 100, TERREOPARTE TERREOPARTE | CENTRO   Zip Code: 07012-040 – GUAGRULHOS – Phone: 11 
Website:  

 

 

 

 

TRADITION IN MEDICINE 

Discharge Summary – Critical and Non-Critical Care Units 

Dr. Felipe de Paula 

Physician 

CRM-SP 190491 
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                    INSTRUCTIONS FOR HOSPITALIZED PATIENTS 

 

BRING:  
SHAMPOO AND CONDITIONER  
BODY CREAM (BODY MOISTURIZER)  
TOOTHBRUSH AND TOOTHPASTE  
LIQUID SOAP  
UNDERGARMENTS FOR MEN / WOMEN AND SLIPPERS 

 
 

24 hours 
18 years of age/over 60 of age) visitors on a rotating basis (Maximum of 

02 people in the room) 01 Visitor 
Patients in Isolation: 

Isolation (Contact) - 1 companion for patients under 18 years of age and over 60 years of age, plus 1 visitor per day 
Isolation (Respiratory) - companion only for patients under 18 years of age and over 60 years of age 

Maternity  
Private Room 

 
24 hours 

01 Companion Visitors on a rotating basis (05 people in the 
room) 04 Visitors 

Ward 
 

24 hours 
01 Companion Visitors on a rotating basis (03 people in the 

room) 02 Visitors 

Adult ICU  
 

24 hours 
01 Companion Visitors on a rotating basis (02 people at the 

bedside) 01 Visitor 
Isolation 
Visits will not be permitted; only the Medical Update will be provided from 3:30 p.m. to 4:00 p.m. 

Pediatric ICU 

 
24 hours 

01 Companion Visitors on a rotating basis (02 people at the 
bedside) 01 Visitor 

Medical Update for the parents will be provided during the daytime. 
Neonatal ICU 

 
24 hours 

 
01 Companion/01 Visitor 

Visitors on a rotating basis (01 person at the 
bedside) 

Rotating access for the parents and maternal and paternal grandparents 
3:00 p.m. to 4:00 p.m.: Medical Update for the parents 

I acknowledge that the hospitalization period, as well as all Hospital services, including nutrition services, end at the 
time of Medical Discharge. 

 
I was informed that, from this moment on, the patient and companion are permitted to remain in the room for  

up to one hour, and that after this period, if the room has not been vacated, an additional charge of R$ 150.00 per 
hour will be applied, in accordance with the rate schedule for private-pay patients. 

Visits from 06:00 a.m. to 10:00 p.m. - Rua Barão de Mauá, 100 

 

Visits from 10:01 p.m. to 05:59 a.m. - Rua Coronel Portilho, 80 

 

 

I, André Vinícius Inacio Penna Mello, telephone number 415 425-2508, mailing 
address P.O. Box 90487, San Diego, CA 92169,  certify that the professional 
translation of this document from Portuguese to English has been performed by 
myself, a qualified translator fluent in both languages, and that the following is an 
accurate and complete translation of the document. 
____________________________________________     Date: March 12, 2026. 

TRADITION IN MEDICINE MRN: 2077430  Enc.: 11067960  Enc. Date:06/30/2025 3:28 p.m. 
 

Legal Name: Rosa Maria Bonifacio 
Sex: Female – Date of Birth: 09/21/1954 – 70y 9m 9d 
Physician: CRM 119869 – Eloy Rusafa Neto 
Insurance: GRUPO AMIL (Amil/Amil Planos/Dix/Me 
Plan: Amil S380 QC (Network 883) / Level 380 
VI [unreadable] SURGICAL FLOOR – MCC – 520 B 
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Pedido: 3434580 Prontuário: 04413 7 41 

Nome: ROSA MARIA BONIFACIO Data: 02/05/2025 

Médico: FELLIPE DE PAULA CRM: 190491 

Convênio: AMIL 

1 

RESSONÂNCIA MAGNÉTlcA ioe COLUNA LOMBO-SACRA 
• i \ 

T. . 'j ecmca: • 
As imagens foram obtidas em cortes multíplanares ponderados em T1 e T2, sem a infusão 
intravenosa de contraste paramagnético . • 

Análise: l j 
Sinais de espondilodiscoartrose caracterizada pot osteófitos marginais em alguns corpos vertebrais e 
hipossinal em T2 de alguns discos intervertebrais. 
Reação osteohipertrófica degenerativa dos processos interapofisários. 
O canal vertebral é de morfologia e dimensões preservadas. 
Forames de conjugação analisados de dimensões conservadas. 
Protrusão discai póstero-global de L 1-L2 deformando a face ventral do saco durai. 
Protrusão discai centro-lateral a esquerda de L4-L5 deformando a face ventral do saco durai. 
Protrusão discai póstero mediana de L5-S1 deformando a face ventral do saco durai. 
Cone medular de topografia , calibre e intensidade de sinal preservados. 
Estruturas paravertebrais sem anormalidades . : 

Conclusão: 
Espondilodiscoartrose. 
Protrusões discais em L 1-L2, L4-L5 e LS-S1. 

i ' l J 

• ' 
,. Unidade de Imagem - Avenida Salgado Filho, 292 - Centro de Guarulhos- SP, CEP. 07115-000 

U~idade de Analises Clinicas -Avenida Salgado FÚllo, 240 - Centro de Guarulhos - SP, CEP. 07115 -000 
Tel:. (11) 2713-6400 - www.sonolayer.com.br - sac@sonolayer.com.br 

1/1 

Digitalizado com CamScanner 5252525252



)(

HOSP ITAL ~,s,;,~~~:~ Resumo de Alta Unidades Criticas e Não Críticas 

Nome Completo 

N" Atendimento 

Rose Maria Bonifacio 

11067968 

Prontuàrio 2077438 

D-ata-de Nasc. ·- - 21/09/1954 

Data de entrada 

Sexo 

Idade 

Nome da Mãe 

CÕnvên1o·· GRUPO AMIL (Amil/Amil Planos/Dix/Medial/Llncx/One) Data Alta 

Diagnóstico de entrada: Não 

Diagnóstico da Salda: M545 - DOR LOMBAR BAIXA 

Alergias: 

Comorbldade: HAS 

30/06/2025 15:28: 12 

Feminino 

70a9m 

Principais achados clínicos durante a Internação (exame flslco e outros achados significativos) : REALIZADO TRATAMENTO 
PERCUTANEO PI DOR LOMBAR SEM INTERCORRENCIAS 

Principais procedimentos cirúrgicos: Data inicio real: 30/06125 - Código procedimento: 31403034 • Denervacao Percutanea Das Facetas 
Articulares - Nervos 

Exame(s) de lmagem(ns) Critico(s): Não 

Exames Laboratoriais Critico(s) : Não 

Glicemia Critica: Não 

Possui Órteses, Próteses e Materiais Especiais? não 

Dispositivos invasivos na alta: Não 

Medicamentos utilizados durante a Internação (Medicamentos administrados) : Não 

Medicamentos prescritos na alta (Medicamentos para casa): Não 

Condições do paciente na Alta: Melhorado 

Sinais Vitais: Data: 30/06/2025 17:20:00 - PAS: 190 - PAD: 90 - FC: 89 - FR: 18 - SpO2: 91 -TEMPERATURA: 36 - Peso: - Altura: 

Paciente com necessidade de exames, procedimentos e ou consultas externas : Não 

Retorno com seu médico ou com a especialidade, Informe qual Especialidade: 

Outro: 

Orientações : 

Quando retornar ao Pronto Socorro: PERDA DE FORÇA 

OBSERVAÇÃO : O acompanhamento do seu quadro clínico deve ser feito por seu médico privado, caso não disponha dele e necessite de 
acompanhamento médico, agende uma consulta com nossos especialistas. 

R BARAO DE MAUA, 100, TERREOPARTE TERREOPARTE I CENTRO Cep.: 07012-040 - GUARULHOS - Tel. : 11 

Site: 

1 

Digitalizado com CamScanner 
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Sonolayer Centro de Qlagnósticos sonolayer 

Pedido: 3434581 

Nome: ROSA MARIA BONIFACIO 

Médico: FELLIPE DE PAULA 

Convênio: AMIL 

' 

1 
1 ' 

1 

" l l 
RADIOGRAFIA DO TÓRAX 

Sinais de espondilose dorsal. 

Transparência normal do parênquima pulmonar. 

Seios costofrênicos livres. l l . ; 
lndice cardiotorácico no limite superior da normalídade. 

Aorta alongada, com placas de calcificação. 
. : \ 
{ J 
{\-!:.; - .. 

i .' 
DR, JOSE RléAROO ANUAft 

CRM 6\477 
R(lij 51535 

H 
i 
' 

! 1 

j 1, 
! 1 

Prontuário: 04413741 

Data: 02/05/2025 

CRM: 190491 

Unid ade de Image m - Avenida Salgado Filho , 292 - Centro de Guarulhos- SP, CEP. 07115-000 
Unid ade do An alisas Clinicas - Avonida Sal~Jado Fili'10, 240 - Co11tro do Guarulh os - SP, CEP. 0711 5-000 

Tel:. (11) 271 3-6400 - WW.W,.§QllQ.l~ÇQJJJJu: - snc@ sonolayor.com .llr 
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Nome: Rosa Marta Bonlraclo 

1D Paciente: HNS-375088 
Médico Sollcltante: JULIANA SAAB 

Data do Exame: 19/10/2024 

Data de Nascimento: 21/09/1954 

TOMOGRAFIA COMPUTADORIZADA DOS SEIOS DA FACE 

TÊCNICA: Realizado estudo tomográfico com cortes axiais e reconstruções 
multiplanares sem a administração intravenosa do meio de contraste iodado. 

Indicação clinica: investigação complementar . 

ANÁLISE: 

Paredes ósseas dos seios paranasais, cavidade nasal e cavidades orbitárias sem 
alterações. 

Conteúdo lobulado com atenuação de partes moles preenchendo todas as cavidades 
paranasais e as cavidades nasais poupando parcialmente os meatos inferiores, 
associado a focos de reabsorção do trabeculado ósseo etmoidal e alargamento dos 
infundíbulos e recessos. Há formação de nível líquido e componente bolhoso no interior 
dos seio maxilares e esfenoidal, não se podendo afastar sinusopatia com envolvimento 
agudo. Destaca-se também conteúdo com atenuação de partes moles nas fossas nasais 
médias com obliteração dos meatos nasais médios, e má definição dos contornos das 
conchas nasais. Obliteração e alargamento dos complexos osteomeatais, recessos 
frontais e esfenoetmoidais por conteúdo com atenuação de partes moles. O conJunto dos 
achados é sugestivo de polipose nasossinusal, associado a sinais de sinusopatia de 
envolvimento agudo. 

Septo nasal inclinado para a direita. 

Fóveas etmoidais assimétricas, mais baixa à direita. 

Pneumatização da concha nasal média 

Cavidade nasal com os cornetos nasais médios e inferiores sem alterações. 

Nasofaringe sem alterações tomograficamente detectáveis (tuba de Eustáquio, toro 
tubário e fossa de Rosenmuller de aspecto conservado). 

Espessamento da parede posterior da rinofaringe reduzindo as dimensões da coluna 
aérea. 

Redução da coluna aérea da orofaringe retropalatal. 

AV. ESPERANÇA, 400 • CENTRO, GUARULHOS • SP 

Página l de 2 
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l)iagnos1ko EndnSl'Opico N~1~ol'a1 ·i111!,olari111!0Scopico 

Paciente: Rosa Maria Boni fncio 
Dar-a: 1 8/ J l /24 

QUEIXA: 

RELATÓRIO: 

NARIZ: Apresenta sem desvio septo , com cornetos hipcrtrófico s (+++/4+), 
descorados (+++/4+) com assoalhos e rneatos nasais com secreção hialina . 

FARINGE-RINOFARINGE: Apresenta-se sem alteração ao exame , com 
ostios livres bilateralmente. 
Manobra de MUELLER, não realizada. 

OROFARlNGE: Apresenta amígdalas palatinas hiperemiadas 2+4+, com 
estruturas da hipofaringe sem alterações. 

HIPOFARINGE: Apresenta-se sem alteração, assim como os seios 
piriformes, valéc~las, ligamento ariteno-epiplotico, epiglote.Edema e 
hiperemia de aritenoide. 

LARINGE: Observou-se a fenação mobilidade preservada de ambas as 
pregas vocats. 

CONCLUSÃO: Rinite(Com hipertrofia de cornetos nasais) 
Amigdalite agu'da 
Laringite ( sinais de RGE) ~ -) 

Dr. Alex~dr: .,v Y) .'11ashi!~;-··--

CRLS~j,/_,/ 
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EXAME: Videonasofibrolaringoscopia 
NOME: ROSA MARIA BONIFACIO, 2110911954 11 anos 

DATA: 23 de outubro de 2025 
MÉDICO SOLICITANTE: Dr(a). FREDERICO DO NASCIMENTO FERNANO s 

FILHO 

o endoscópio foi introduzido por ambas as fossa~ nasais, após 
aplicação tópica de xílocaína 2%, observando-se edema e pal1de2i de muco~a 
nasal, assim como hipertrofia"de cometas ~nf~rlores 2+/4+. Presença ,d~ desvio 
do septo nasal na área IV de Cottle, para d1re1ta, grau 1. Os meatos medias : os 
recessos esfenoetmoidais encontram-se livres de secreções, de degeneraçoe s 
mucosas e de outros fatores obstrutivas aparentes. 

A rinofaringe apresenta-se com a mucosa preservada. Óstios tubáreos e 
fossetas de Rosenmuller livres. 

As valéculas, os seios piriformes e as paredes da hipofarínge não 
apresentam alterações. 

A região supraglótica, incluindo a epiglote, pregas ariepiglóticas e 
bandas ventriculares não apresentam alterações aparentes. Nota-se aspecto 
edematoso moderado da região interaritenóidea. 

As cordas vocais apresentam-se com as mobilidades conservadas 
bilateralmente. 

A região subglótica não apresenta alterações identificáveis ao método. 

Conclusão: _ sugestivo de rinopatia cronica, hipertrofia de cornetas 
inferiores, desvio do septo nasal para direita e aspecto edematoso moderado 
da região interaritenóidea. 

Nota: Sugerimos, a critério médico, considerar a possibilidade de refluxo 
faringolaríngeo . 

sé Aavricio, 241 • HP andar. Sala 103 -CEP 07011-0GO • Centro. Guaru!~ s. SP _:_ E,mml: otochnico€ ~mail.com 
~-L- .... .J:.•~-- _,. ~~----- -- ~ ~--- - - -- ._ __ ..__ 
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Para Sra. 
RECEITUÁRIQ 

Rosa Maria Bonifacio, 21/09/1954. 

Endereço: Rua Granito, 393 Vila União Guarulhos SP 

Uso Oral 

1) Floratil 200mg (Saccharomyces Boulardii) 
Tomar 1 comprimido a cada 8 horas, por 2 dias. 

2) Vonau Flash4mg (Ondansetrona) ou Plasil10mg (Metoclopramida) 
Tomar 1 comprimido a cada 8 horas, se náuseas ou vômito. 

3) Buscopan Composto (Escopolamina + Dipírona) ou 
Tomar 1 comprimido a cada 6 horas, se cólicas ou diarreia. 

Atendimento: 11 905262 

Orientações Gerais: . . . . . . . . 
Ingerir grande ~~ant1dade de liquidas (água, sucos , 1sotorncos, agua de coco), princ ipalmente 
após cada eplsod10 de evacuação . 

procurar alimentar-se a cada 3 horas, preferindo alimentos como arroz , frango, legumes cozidos , 
bolachas água e sal. Evitar alimentos gordurosos, ricos em corantes, crus e leite. 
Retornar ao pronto socorro se manutenção do quadro por mais de 7 dias, saída de sangue ou 
muco nas fezes, ou sinais de piora clínica como prostração, desidratação, vômitos pers istentes ou 
febre. 

'<::. ç,. 
o.t I'' 

~t\ 

~-( ~\~\\\,V ..,_,i-,:~:r;_,'\<:,'o't, 

Documento assinado digitalmente em 13/02/2026 às 13:24 por Ora. Mõnica Angela Cruz de ~~:fiia!~ :
39 

Dra. Mônica Angela Cruz de Almeida Felix 
CRM 267588 

R BARAO DE MAUA, 100, TERREOPARTE TERREOPARTE I CENTRO 
Cep.: 07012-040 • GUARUI.Hos. SP . 

Tel.: 11 
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RECEITUÁRIO 
>ara Sra. 

~osa Maria Bonifacio, 70a Sm 17d. 

1. Losartana 50mg--Uso contínuo. 
Tomar 1 comprimido por via oral pela manhã. 

2. Pantoprazol 40mg--Uso contínuo. 
Tomar 1 comprimido por via oral cedo em jejum. 

. 
1 .. 

Dr. Renner Ribeiro Da Silva 
CRM 123616 

R BARAO DE MAUA, 100, TERREOPARTE TERREOPARTE I N 
Cep.: 07012-040- GUARULHOS - SP -

Tel.: 11 

Atendimento: 10395430 

10/03/2025 12:06:43 

Digitalizado com CamScanner 5959595959
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amil Relatório Médico 
Encaminhamento Nlvel 2 

Í local de Emissão r Date 

l._~_M_IL_ E_s_P_A_ç_o_s_Au_· o_E_G_u_A_R_u_LH_o_s_(_12_0_) - - --'- _ ____ _,I L 241111202s 09:58:49 

Pacienle 

ROSA MARIA BONIFACIO 

M ambulat6no PSIQUIATRIA -
caro Colega, estou . caminh do o paciente em re!efência para avaliação e 

1 Grato, carimbo e Assinatura do Módico 

1 ARIEL INTI PENALOZA BAZOBERRY 

Hipótese Diagnóstica 

Ansiedade 

Motivo do Encaminhamento 

Paciente com pico hipertensivo ao fazerEndoscopiaJa acaompanha com Cardiologista 

r- ·-....... ,..,oo _ 
Qclinico • 

Relatório Resposta \ Consulta realizada em: 

ConclUla 

Indicação de Cin,gia ( ) Sim ( ) Não Oual? (descreva abaixo) 

Carimbo e Assinahn do Mé<ico 

i 

\ 

\ 

) 
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Pac,onto ROSA MARIA BON IFAC IO 

Dara: 02/05 17025 

Cód Pac.: 0ddT37d 1 
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ROSA MARIA e oNI FACIO 

n.,w 0]/0!>/20 25 

Cód r ~r. • 04~1 37~1 
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Pacion le . ROSA MARIA DONIFACIO 

ºª'" · 02/0512075 
Cód Poc : 0••1 31•1 

AET Origem: MR_ORIAN lm,1ç ~ns D ocu'11t·11!..:"~ 

Digitalizado com CamScanner 
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Sonolayer tro de Diagnósticos sonolayer 

Pedido: 2995827 

Nome: ROSA MARIA BONIFACIO 

Médico: FERNANDO SANTELLA 

Convênio: SULAMERICACOMPANHIADESEGUR 

TOMOGRAFIA COMPUTADORIZADA DE SEIOS DA FACE 

METODOLOGIA : 

Prontuário : 04413 7 41 

Data: 

CRM : 

18/09/2024 

144985 

Foram realizados cortes tomográficos multi-slice orientados por radiografia digital. 

ANÁLISE: 
- Estruturas ósseas analisadas de aspecto tomográfico normal. 
- Espessamento mucoso do seio maxilar direito. 
- Demais seios para nasais com transparência normal . 
- Unidades ostiomeatais livres. 
-Fóveas etmoidais sem assimetrias significativas. 

- Septo nasal sem desvios significativos. 

&J. 
DR. SHIGUZ URO UEHARA 

CRM 82162 

Unidade de Imagem - Avenida Salgado Filho, 292 - Centro de Guarulhos- SP, CEP. 07115-000 
Unidade de Analises Clin icas - Avenida Salgado Filho, 240 - Centro de Guarulh os - SP, CEP. 07115-000 

Tel:. (11 ) 2713-6400 - www.sonola yer.com.br - sac@sono layer.com.br 

-Digitalizado com CamScanner 6767676767
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de Diagnósticos ., o !iono !0ycr 

Prontuário: 04413741 

-" 

Convênio: 

.,uSA MARIA BONIFACIO 
ANDO SANTELLA 

FERN oMPANHIADESEGUR 
SULAMERICAC 

RAF'A 
COMPUTADORIZADA DE TÓRAX 

TOMOG 

Data: 18/09/2024 

CRM: 144985 

METODOLOGIA: • • d d' fi d' 't 1 Foram realizados cortes tomográficos multi-sl1ce orienta os por ra 10gra 1a 191 a sem a 
administração intravenosa do meio de contraste. 

ANÁLISE: 

-Aorta ateromatosa de trajeto tortuoso de calibre preservado. 

- Dimensão cardíaca dentro dos limites da normalidade. 

- Não se observam massas ou linfadenomegalias mediastinals significativas. 

- Traqueia e brônquios fontes principais permeáveis. 

- Tênues opacidades pulmonares em vidro fosco, em distribuição multifocal, bilateral 
predominantemente periféricos. Os achados de imagem, embora não totalmente específicos, podem 
ser compatíveis com doença pulmonar infecciosa de etiologia virai em processo de remissão 

- Diminuto nódulo calcificado em lobo superior do pulmão esquerdo 

- Ausência de sinais de derrame ou espessamento pleurais. 

-Espondiloartrose dorsal. 

Unid ade de Imagem -Avenida Salgado Filho, 292 - Centro de Guarulhos- SP, CEP. 07115-000 
Unid ade de Analis es Clinicas - Avenida Salg ado Filho , 240 - Centro de Guarulhos - SP, CEP. 07115 -000 

Tel:. (11) 2713 -6400 - www.sonolay er.com .br - sac@sono lnyer.com .br 

Digitalizado com CamScanner 6868686868
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!Ma 
~ sonolayer 

..... .. ,,.,. ,_, t, 

.... Centro de Diagnósticos 
ooe-1.'ioo 

• 
Paciente: ROSA MARIA BONIFACIO 
Idade: 69 anos (21/09/1954) 
Convênio: SUL AMÉRICA 

,.=~ 

NeuGen 
SOLUÇôCS o, ~11-1ôSTICA$ 

(t 
[!1 

Médico Solicitante : DRA. CAROLINA LAILA FERRAZ - 18026 9/SP 
Procedência: SONOLAYER 

Exame Anatomopatológíco - Peça Simples 
Caso nº: 24-12255 
Prontuário: 1772292 
Topografia : biopsia de vulva. 

Informações clínicas: 

Não informado. 

Hipótese Diagnóstica: 

Não informada . 

Metodologia: 

Data da_ co~:: :· g:;g::JgJ: 
Data de Receb1me nto ·· 05/ 09/2024 

Data do Processa me d •. 10/09/2024 
Data de liberação do Lau o. 

Foram recebidos materiais acondicionados em solução fixadora devidamente identificados com etiqueta com as 
informações do paciente e acompanhado de documentos comprobatórios e autorização para realização do exame 
anatomopatológico. Realização da técnica histológica: Laboratório Neugen Soluções Diagnósticas - No. inscrição 
CFM-CRM 980842. 

Macroscopla: 

Material enviado em: formafina. 

Formato: irregular. 

Medidas : 0,4 x 0,3 x 0,3 cm . 

Superfície epidérmica : acinzentada e verrucosa. 

Superfície de corte: esbranquiçada e elástica. 

Todo material foi submetido ao exame histológico : 1B/2F. 

Microscopia 

A análise dos cortes histológicos permite as seguintes conclusões: 

Conclusão 

Biópsia de vulva: 

Nevo melanodtíco íntradérmíco. 

Blbliografla 

----------------------- ---- -----•-- Página : 1/2 ~-
11 33903955 1 Av. Marquês de São Vicente, 1619 I Barra Funda I São Paulo-SP ICEP: 01139-003 1 n n l , . 
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-pc:=:-sonolay e r 
&;-- Cen tro d e Diagnósticos NeuCen 

:'IOLU Çl)r,9 0 1AON0$TI C A3 

Paciente : ROSA MARIA BONIFACIO 
Idade : 69 anos (21/09/1954) 
Convênio : SUL AMÉRICA 

Médico Sol/citante: DRA. CAROLINA LAILA FERRAZ - 180269/SP 
Procedência : SONOLAYER 

Rosai, J., & Ackerman, L.(2018). 
Surgical Pathology (11ª ed.). 
Philadelphia: Elsevier. 

Mat. Receb - biopsia de vulva . 1 peça ;Linfonodos : None;Margens : None 

(J 
NICOLLAS FUJIMOTO 

CRM 210982/SP 

------------------------------------------------------..::-~-...:""' ... " Página: 2/2 
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Para Sra. 
RECEITUÁRIO 

Rosa Maria Bonlfaclo , 21/09/1954. Atendimento: 10992264 

Ao cardiologista 
Paciente interna para realização de tratamento percutaneo para dor lombar de carater 
eletivo, no momento com mal controle pressórico , PAS > 200mmhh. Procedimento 
suspenso, encaminho paciente para ajuste medicamentoso e risco cardiologico. 

16106/2025 19:21:04 

Dr. elllpe de Paula 
CRM 190491 

R BARAO OE MAUA, 100, TERREOPARTE TERREOPARTE I CENTRO 
Cep.: 07012-040 - GUARULHOS - SP -

Tel.: 11 

Digitalizado com CamScanner 
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Resumo de Alta Unidades Críticas e Não 

Nome Completo 

N" Atendimento 

ProntuArlo 

RoSR Maria Bonffeoio 

10992264 

2077438 

21/09/1954 

Data de entrada 

Sexo 

Idade 

Nome da M3e bata de Nasc. 

Convtn lo· GRUPO AMIL (Amll/Amll Plenos/Dlx/Mediel/Llncx/One) b ata Alta 

Diagnóstico de entrada : Não 

Diagnóstico da Salda: 110 - HIPERTENSAO ESSENCIAL (PRIMARIA) 

Alergias: 

Comorbidade : HAS 

16/06/2025 16:39 36 

Femínlno 

70a 8m 

Prlncipa_ls achados cllnlcos durante a Internação (exame flslco e outros achados significativos): Neurocirurgia Paciente inlema 
para r~al1zação de tratamento percutaneo para dor lombar de carater eletivo, no mom ento com mal control e press órico, PAS > 200mmhh. 
Procedimento suspenso, encaminho paciente ao PS para avaliação. 

Principais procedimentos cirúrgicos : Não 

Exame(s) de lmagem(ns) Critlco(s): Não 

Exames Laboratoriais Critlco(s) : Não 

Glicemia Critica: Não 

Possui Ôrteses, Prótesu e Materiais Especiais? não 

Dispositivos Invasivos na alta: Não 

Medicamentos utilizados durante a Internação (Medicamentos administrados): Não 

Medicamentos prescritos na alta (Medicamentos para casa) : Ao cardiolog ista Paciente Interna para rea lizaç~o de tratamen to 
percutaneo para dor lombar de carater eletivo , no momento com mal controle pressórico , PAS gt 200mmhh . Procedimento suspe nso. 
encaminho paciente para ajuste medicamentoso e risco cardíolog lco. 

Condições do paciente na Alta: Melhorado 

Sinais Vitais: Não 

Paciente com necessidade de exames, procedimentos e ou consultas externas : Não 

Retomo com seu médico ou com a especialidade , Informe qual Especialidade: 

Outro: 

Orientações: 

Quando retornar ao Pronto Socorro: 

OBSERVAÇÃO : O acompanhamento do seu quadro clínico deve ser feito por seu médico privado, caso não disponha dele e necessite de 
acompanhamento médico, agende uma consulta com nossos especialistas. 

R BARAO DE MAUA, 100, TERREOPARTE TERREOPARTE I CENTRO 

Site: 
Cep ,: 07012-040 - GUARULHOS - Tel.: 11 

Digitalizado com CamScanner 7373737373
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18 anos/ maior 60 anos) (sltantes com Revezamento (IVJa)(rrrtu u .t µ~)) u " 11u 

01 Visitante 
quarto) 

Pacientes em Isolamento: 
Isolamento (Co t t ) 01 . 

n a O • acompanhante para pacientes menor de 18 anos e maior de 60 anos + 01 visitante por dia 
Isolamento (Res I tó 1 ) . Pra r o • somente acompanhante para pacrentes menores de 18 anos e maior de 60 anos 

Maternidade 
Apartamento 

24 horas 01 Acompanhante 

04 Visitantes 
Visitantes com Revezamento (05 pessoas no quarto) 

Enfermaria 

24 horas 01 Acompanhante 
Visitantes com Revezamento (03 pessoas no quarto) 

24 horas Visitantes com Revezamento (02 pessoas no leito) 
01 Visitante 

Isolamento 

Não será permitido visitas somente Boletim Médico das 15:30 às 16:00hs 

24 horas 
01 Acompanhante 

Visitantes com Revezamento (02 pessoas no leito) 
01 Visitante 

Boletim Médico para os pais será no período Diurno 

UTI Neonatal 

24 horas 01 Acompanhante/ 01 Visitante Visitantes com Revezamento (01 pesso" no leito) 

Revezamento para os pais e avós maternos e paternos 

15:00 AS 16:00 Boletim Médico para os pais 

Estou ciente de que o período de internação, assim como todos os serviços do Hospital, inclusive o de nutrição 
encerram-se no momento da Alta Médica. 

Fui informado(a) de que a partir deste mom a-é pe, ,nitid rmanência do paciente e acompanhante no 

apartamento por um período ' uma hora e que após este íodo, não havendo a liberação do 

apartamento, será cobrado u alor adicional de R$ 150,00 reais p r Hora de acordo com a tabela de 
clientes particulares 

sitas das 06:00 às 22 horas - Rua Barão éle auá 100 

VI itas das 22:01 às 05:59 horas - R a-&onel Portilho, 80 
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08/05/2025 – 3:17:57 PM

CEMA Specialized Medicine
 Eyes • Ears • Nose • Throat

 The quality you can see, hear, and feel.

Patient: ............................................... JASMYNNE ARAGÃO DOS SANTOS

Date: ................................................... 08/05/2025

CEMA Medical Record No.: ................ 23/0007663

MEDICAL PRESCRIPTION

EXTERNAL USE

 1- Hypoallergenic Eye Patch
 Use an eye occluder on the RIGHT eye for 2 hours per day until the follow-up medical appointment.

Ophthalmologist

24-hour Specialized Hospital:
 Rua Padre Adelino, 333 – Belém

Outpatient Units (Walk-in Care and Scheduled Appointments):

Appointment Scheduling for Consultations and Exams: 2602-8000 | Administration: 2602-4000 | www.cemahospital.com.br

7575757575



 Single

 FEMALE

 RUA: GRANITO No 395, VILA UNIÃO, GUARULHOS-SÃO PAULO – HOUSE 1|

CITY HALL OF GUARULHOS
DEPARTMENT OF HEALTH SURVEILLANCEDEPARTMENT OF HEALTH SURVEILLANCE

No.

Issued on: 11/16/2022 – 09:18 AM
Issued by: GUILHERME ANDRADE LEMES
Issued on: 11/16/2022 – 09:18 AM
Issued by: GUILHERME ANDRADE LEMES

DIGITAL COPY
 Validate at: 

REFERRAL / FOLLOW-UP REFERRAL FORM

Citizen No.:
Date/Time: 11/16/2022 – 09:03 AM

Service No.: 10143723

Marital Status: 

Sex: 

Address:

Patient’s
Social Name: 

Patient: 

 Mother’s Name: 

 Age:  1 year, 0 months, 0 days

RG:    —            Issue Date: —

Place of Birth:

Commercial Phone:               Home Phone:              Mobile Phone: 11 93246-8073                     Message Phone:

Medical Record No.: 

Issuing Authority / State: 

Nationality: 

Date of Birth: 

Religion: 

Race/Color: 

*CNS - National Health Card

Father’s Name: 

14205138

/

Brazilian

11/16/2021

Brown

ZIP Code: 07145-250

REQUEST

Requesting Facility: UBS Jardim Primavera

OPHTHALMOLOGY APPOINTMENT

Requesting Professional: Guilherme Andrade Lemes

DESTINATION

REQUESTED PROCEDURE FOR REFERRAL / FOLLOW-UP REFERRAL FORM

JUSTIFICATION

SPECIALTY

  REFERRAL TYPE              PRIORITY

DIAGNOSTIC FINDINGS

Patient with convergent strabismus in the left eye.

H50.9 – UNSPECIFIED STRABISMUS

ICD

1st Copy

General Practitioner

PHYSICIAN – FAMILY HEALTH STRATEGY

Professional Registration

FOLLOW-UP REFERRAL FORM

Report and Recommendations:

Date:
Follow-up Referral Physician

7676767676



 DEPARTMENT OF HEALTH 
 REFERRAL AND FOLLOW-UP REFERRAL SYSTEM

CITY HALL OF

 GUARULHOS – SP

ZIP Code: 07:45-

SUS Health Card No.: 
Telephone: 
Mother’s Name: 

REFERRAL FORM No. 
(Medical / Dental)

Name: 

Date of  Birth:                                                  Sex:                                   Age:                 Race: 

 ICD:  
City of  Residence: 

Pediatric

Ophthalmology –
PO

REFERRAL

Urgency / Emergency

Diagnostic Tests

Specialized Outpatient Care

Hospitalization

High-Cost Procedure and Therapy

CLINICAL HISTORY:

REASON
3-year-old child, presenting with increased refraction of 

10 myopia and (illegible). I request evaluation and treatment.

MAIN TESTS PERFORMED (ATTACHED):

DIAGNOSTIC HYPOTHESIS: 
 

  ICD:  

 *ICD: H52 (Disorders of  refraction and accommodation)

TREATMENT:

REQUESTING PROFESSIONAL
Name: 

CPF: 

National Health Card: 

Definitive Diagnosis: 

"Jesus loves you"

Date: 04/28/2025

Signature and Stamp /
Professional Registration (CR)

REFERRAL INFORMATION

Treatment: 

Recommendations: 

Date: 

Other: 

Code: 75.54.2032834
Signature and Stamp / Professional Registration (CR)

7777777777



Medical Report

   The patient JASMYNNE ARAGAO DOS SANTOS, 11 months old, began follow-up
care at the Pediatric Cardiology outpatient clinic of  this service with a diagnosis of
congenital heart disease: atrial septal defect (ASD), without hemodynamic repercussion
and with no indication for cardiac surgery at this time.

    Annual follow-up appointment recommended; earlier if  necessary.

    Nothing further at this time; we remain available if  needed.

ICD: Q21.1
10/20/2022

DEPARTMENT OF HEALTH 
 HEALTH SERVICES COORDINATION

 CÂNDIDO FONTOURA CHILDREN’S HOSPITAL

Pediatric 
      Cardiology
      CRM: 82706

Pediatric Cardiology

Dr. Carla V. 
Mattos Neves

7878787878



CEMA Specialized Medicine
 Eyes • Ears • Nose • Throat

 The quality you can see, hear, and feel.

Patient: ............................................... JASMYNNE ARAGÃO DOS SANTOS

Patient Code (SAME):  ....................... 23/0007663

Requesting Physician: ........................ GUILHERME GENTIL SEQUEIRA

Insurance: ........................................... Private – Hospital

Requested Complementary Examinations
Ultrasonic / Optical Biometry         – Both Eyes                          TUSS Code: 41501012

Previous Surgery: ______________________________
Intraocular Silicone Oil   (  ) Both Eyes (A.O.)    (  ) Right Eye (O.D.)    (  ) Left Eye (O.E.)

Diagnostic Hypothesis
Amblyopia (H53.0)

Op
hth
alm
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gis
t

Op
hth
alm
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gis
t

Dear patient, if  you have questions regarding exam preparation, please contact our Customer
Service (SAC – Customer Service Department) – Tests.

Dr.Dr.

24-hour Specialized Hospital:
 Rua Padre Adelino, 333 – Belém

Outpatient Units (Walk-in Care and Scheduled Appointments):

Appointment Scheduling for Consultations and Exams: 2602-8000 | Administration: 2602-4000 | www.cemahospital.com.br

7979797979



CEMA Specialized Medicine
 Eyes • Ears • Nose • Throat

CEMA Specialized Medicine
 Eyes • Ears • Nose • Throat

 The quality you can see, hear, and feel.

Patient: ............................................... JASMYNNE ARAGÃO DOS SANTOS

Patient Code (SAME):  ....................... 23/0007663

Requesting Physician: ........................ GUILHERME GENTIL SEQUEIRA

Insurance: ........................................... Private – Hospital

Requested Complementary Examinations
Retinography                                           - Both Eyes             TUSS: 41301315
Computerized Corneal Topography         - Both Eyes             TUSS: 41301080

Diagnostic Hypothesis
Amblyopia (H53.0)

Op
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 Dear patient, if  you have questions regarding exam preparation, please contact our Customer
Service (SAC – Customer Service Department) – Tests.

24-hour Specialized Hospital:

 Rua Padre Adelino, 333 – Belém

Outpatient Units (Walk-in Care and Scheduled Appointments):

Appointment Scheduling for Consultations and Exams: 2602-8000 | Administration: 2602-4000 | www.cemahospital.com.br

Dr.Dr.

8080808080



CEMA HOSPITAL ESPECIALIZADO LTDA                             CNPJ:     47.192.752/0001-65
Rua Padre Adelino, 333 – Quarta Parada                                  CCM:      8.207.022-9
São Paulo – SP  ZIP Code: 03303-000                                      Phone:    2602-8000             E-mail
Date of Issue: 08/05/2025

SERVICE RECIPIENT

Name:        JASMYNNE ARAGAO DOS SANTOS                  CPF: 598.211.518-50
Address:     R. Granito, 395 – Jardim Belvedere
City:            Guarulhos – SP   ZIP Code: 07145-250
Patient:       JASMYNNE ARAGAO DOS SANTOS

Service Record No.: 19454633

R.P.S. – Provisional Service Receipt

1st Copy (Client)                  2nd Copy (Issuer)                  No.:    932274

RECEIVED

This RPS will be converted into an Electronic Service  Invoice (NF-e) 
In accordance with Law No. 14.097/2005 and Decree No. 47.350/2006.
The medical consultation billed above entitles the patient to a free follow-up consultation until 09/04/2025.

DESCRIPTION OF SERVICES
Item        Description                                                                                                                                                        Amount
1             Ophthalmology Appointment                                                                                                                              190.00
Total Amount of  the RPS and/or NF-e:                                                                                                                              190.00

This RPS will be converted into an Electronic Service  Invoice (NF-e) 
In accordance with Law No. 14.097/2005 and Decree No. 47.350/2006.
The medical consultation billed above entitles the patient to a free follow-up consultation until 09/04/2025.

DESCRIPTION OF SERVICES
Item        Description                                                                                                                                                        Amount
1             Ophthalmology Appointment                                                                                                                              190.00
Total Amount of  the RPS and/or NF-e:                                                                                                                              190.00

SP 08  05  2025
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I, Marina Viana Silva, telephone number 415 425-2508, mailing address P.O. Box 90487, San
Diego, CA 92169, certify that I have performed the professional translation of this document
from Portuguese to English, as a qualified translator fluent in both languages, and that the
following is an accurate and complete translation of the document.

____________________________________________     Date: March 12, 2026
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DECLARATION 

 
(Self-declaration of educational background) 

 
 
 
 
 
I, _______________________________________________________________________,  

The undersigned, born in ____________________________________________________, 

in the state of _____________________________________________________________,  

_____________________________, born in ____________________________________, 

holder of ID ______________________________________________________, issued on  

__________________, CPF ________________________________, hereby declare under  

penalty of law that I have the following educational level: 

( ) COMPLETE ELEMENTARY EDUCATION 

(x) COMPLETE HIGH SCHOOL 

( ) HIGHER EDUCATION 

For the purpose of enrollment in an Initial and Continuing Training course.  

 

São Paulo, ______________________, 2024. 

_____________________________________________ 
 

Signature of the applicant 
 
 
 

 
 

Resolution No. 33 CEPE/IFSC (Educational Policy and Planning Council / Federal Institute of 
Santa Catarina) of 2014 establishes: 
 
Article 1 - To set forth the prerogative for submitting a self-declaration of educational 
background at the time of enrollment in Initial and Continuing Training courses, when it is not 
possible to obtain an official document, provided that this documentation is not used for 
candidate ranking. 
 
Article 2 - This Resolution does not apply to Initial and Continuing Training courses that involve 
Youth and Adult Education. 

Scanned by CamScanner 

Rosineire Ferreira de Aragão 

Canavieiras 

Bahia 

Brazilian 11/27/1972 

25.523 688.8 

12/02/2022 16885930806 

October 14, 

-----//Signature//---- 

9090909090



 
 

 
PROOF OF RESIDENCE / DOMICILE DECLARATION 

 
I, _____________________________________________________________ holder of ID  

__________________________________________________________, issued by the SSP  

/_____________________, in ________________________, I declare that I reside/domicile 

as described below: 

Rua/Avenida _____________________________________________________________, 

________________________________ Neighborhood, ZIP Code _________________, in 

________________________________________________, under the terms of Decree No. 

83,936 of September 6, 1979, and Law No. 7,115 of August 29, 1983, assuming full 

responsibility for the statements made herein, under penalty of law. 

São Paulo, ______________________, 2024. 

Rosineire Ferreira de Aragão 

Vila União 07145250 

_____________________________________________ 
 

SIGNATURE  
 
 
 

 

 

25.523.688.8 

October 14, 

-----//Signature//---- 
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10/14/2024 

Rua Granito, No. 395 

Guarulhos, São Paulo 

9191919191



 
07/31/2024, 2:53 PM      Email from Grupo Albatroz - Fwd: GPA - Scheduling of Credentialing Document Process Request | Employee … 

 

                                                       Charleyde Alves Grupo Albatroz <op.gru@grupoalbatroz.com.br> 
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Fwd: GPA - Scheduling of Credentialing Document Process  
Request | Employee: ROSINEIRE FERREIRA DE ARAGÃO 
1 message 

Plínio Machado Grupo Albatroz <ger.gru@grupoalbatroz.com.br> 
To: Charleyde Alves Grupo Albatroz <op.gru@grupoalbatroz.com.br> 
 
 

PSC 
 
Sincerely, 

July 31, 2024 at 1:00 PM 

Notice: This message is intended exclusively for the person to whom it is addressed and may contain confidential and legally 
protected information. If you are not the recipient of this message, you are hereby notified to refrain from disclosing, copying, 
distributing, examining, or in any way using the information contained in this message, as it is illegal. If you have received this 
message by mistake, we ask that you reply to it, informing the content. 

------ Forwarded message ------ 
From: <GPA-GRU@gru.com.br> 
Date: Wed, Jul 31, 2024 at 09:23 AM 
Subject: GPA - Scheduling of Credentialing Document Process Request | Employee: ROSINEIRE  
FERREIRA DE ARAGÃO 
To: <ger.gru@grupoalbatroz.com.br> 
 
 
 
Dear Representative, we inform you that the appointment for credential request No. 175413 for the 
employee ROSINEIRE FERREIRA DE ARAGÃO has been successfully scheduled for 
08/06/2024, at 6:10 PM. On the scheduled date, the employee must appear at the Passenger Terminal 
credentialing office, and only a 10-minute delay will be tolerated. During the appointment, the 
employee must present the original Permanent Airport Credential Request, duly signed by a 
registered representative, along with all their original documents. If the employee is unable to 
attend, we request that one of the representatives access the system through the following link: 
https://gpa.gru.com.br/login to cancel the scheduled appointment. Please note that this cancellation 
must be made at least 2 days in advance to avoid charges for the issued credential. 
 
Sincerely, 
 
 
TPS CREDENTIALING 
 

Corporate Security and Terminals 

https://mail.aoogle.com/maillu/0/?ik=02506deb5b&view=pt&search=all&permthid=thread-f:1806110945468583321&simpl=msq-f:18061109454685...              1/2 
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FEDERAL PUBLIC SERVICE 
MINISTRY OF JUSTICE AND PUBLIC SECURITY (MJSP) - FEDERAL POLICE 

AIRPORT SECURITY SERVICE - SAER 

REGISTRATION FOR CREDENTIALING 

Request: 2024061418448380921 Credential Type: PERMANENT 

Airport: GUARULHOS-SP / SÃO PAULO / CUMBICA / GOVERNADOR ANDRÉ FRANCO MONTORO AIRPORT - 

Type of Activity: SECURITY AND GATEKEEPING COMPANIES 

Description of the Credential Holder’s Activity: CONTROLS THE ACCESS OF PEOPLE IN THE TERMINALS, VEHICLES IN 

THE TECA WAREHOUSE AND IN THE MANEUVERING YARD. 

COMPANY INFORMATION 

CNPJ: 66.700.295/0001-17 

Company Name: ALBATROZ SEGURANCA E VIGULANCIA LTDA 

Company Phone: 1124455254 

Company Contact Name: FABIOLA FREIRE 

Full Name: ROSINEIRE FERREIRA DE ARAGÃO 

 Mother's Name: ROSA MARIA FERREIRA DE ARAGÃO 

Father's Name: SIMÃO URBANO DE ARAGÃO 

Date of Birth: 11/27/1972 

City of Birth: CANAVIEIRAS 

Nationality: Brazil 

CPF: 168.859.308-06 

ID Document: 255236888 State: SÃO PAULO Issuing Authority: SSP 

PERSONAL INFORMATION 

State of Birth: BAHIA 

ADDRESS AND CONTACT INFORMATION 

 Country: Brazil 

ZIP Code: 07145250 

Number: 395 

City: GUARULHOS 

State: SÃO PAULO 

Mobile Phone 1: 73999069037 

Address: GRANITO  

Unit: 

Neighborhood: VILA UNIÃO 

Mobile Phone 2: 

 

Landline Phone:  

 Email: ROSINEIRE.FERREIRA.RHUAN@GMAIL.COM  

Protocol:      20240614184483  
 2024061418448

1  
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FORM – FO 

Code FO.SCT.031-2.0 

Date 05/06/2020 

Title: 
     RESIDENCE DECLARATION Area 

Corporate Security and 
Terminals 

Pages 1/1 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
      
[unreadable] 
Gomes Assis 

Confidentiality: 
For Internal Business Use 

Approver: 
Ingrid Mimoso de Souza 

 

TERM OF RESPONSIBILITY 

DECLARATION SIGNATURE OF THE DECLARANT 

I declare that all the information above is true, and I am 
aware of the civil, administrative, and criminal sanctions 
provided by the applicable law regarding the accuracy of 
the information provided. -----//Signature//---- 

ADDRESS 

STREET NAME 
(STREET/AVENUE/ROAD): RUA GRANITO DATE OF BIRTH: 395 

UNIT:      NEIGHBORHOOD: VILA UNIÃO 

CITY: GUARULHOS STATE: SÃO PAULO ZIP CODE: 07145250 

 

 
PERSONAL INFORMATION 

COMPANY: ALBATROZ SEGURANÇA E VIGULANCIA LTDA 

NAME: ROSINEIRE FERREIRA DE ARAGÃO DATE OF BIRTH: 11/27/1972 

POSITION: FEMALE SECURITY GUARD (P) 

ID: 25.523.688-8   CPF: 168.859.308-06 PHONE:  (73)99906-9037 
  

 

UNCONTROLLED COPY - PRINTED ON: 03/25/24 

Scanned by CamScanner 
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Employee's Name: ROSINEIRE FERREIRA DE ARAGÃO 
Hire Date: 03/26/2024     Termination Date:         Registration Number: 055553-4      ID: 136722 
 

Company Information 

Name: ALBATROZ SEGURANCA E VIGILANCIA LTD 001 CNPJ 66.700.295/0001-17           CNAE Code: 80111-01 
Address: Avenida TIRADENTES 1402                                Neighborhood: LUZ                   City Code: 3550308 
City: SÃO PAULO                                                                ZIP Code: 01102-000                  State: SÃO PAULO 
 

Employee personal information 

Mother's Name: ROSA MARIA FERREIRA DE ARAGAO  
Father's Name: SIMÃO URBANO DE ARAGAO 
Date of Birth: 11/27/1972                                                     Sex: Female                     
City of Birth: CANAVIEIRAS                                             State: BAHIA 
Marital Status: SINGLE                                                       Skin: Brown 
Address: Rua RINCAO 395                                                                                                             ZIP Code: 07142250  
Neighborhood: VILA UNIÃO                                              City: GUARULHOS                        State: SÃO PAULO 
Phone 1: 73 0999069037                           Phone 2: 11 0934268073                      Phone 3: 00 000000000 
Email: 
Email 2: 

 

Employee general information 

DRT Registration: 055553                                      eSocial Enrollment: 136722 
Work Schedule: ACCORDING TO WORK SHIFT 
Additional Information: AS PER WORK SHIFT 
                                          AS PER WORK SHIFT 
Badge Number: 000000000                                                  Disability: NO 
Professional Qualification:                                                  Regional Council:  
Council Number:                        Council Region:                     Issue Date: 00/00/0000         Expiration Date: 00/00/0000 
Hazard Pay - Insalubrity: 0.00%                Danger Allowance: 30.00%                            Night Shift Differential: 0.00% 

 

Position, salary, and payment information 

Hiring Position: Female Security Guard (P)                        Current Position: Female Security Guard (P)      CBO: 517330 
Salary Type: MONTHLY                                                    Hiring Salary: R$ 1,209.00                   Indemnity Salary: 0.00 
Current Role:                                                                       Variable Salary Deductions: 
Department: 01 SÃO PAULO BASE                                  Department: 00001 OPERATIONS 
Department: 00000                                                               Section: 00000 
Client: 99999 TECHNICAL RESERVE                               Position: 00001 RESERVE SHIFT  
Bank: 00000                                                                           Branch: 000000                      Bank Account:  
FGTS Bank: 00001 CAIXA ECONÔMICA FEDERAL     FGTS Account: 00000000000 
Advance Payment: No                                                          Family Salary Dependents: 00     Income Tax Dependents: 00 

 

RAIS Information 

Hire Date: 03/26/2024 RE-EMPLOYMENT                       Education: COMPLETE HIGH SCHOOL 
Nationality: 10 BRAZILIAN                                                Arrival Date:   
R.N.E.:                                     Validity: 00/00/0000            Employment Record Book Validity: 00/00/0000 
Issuance Date: 00/00/0000                                                    Issuing Authority: 
Termination Date: 00/00/0000                                             Base Hours: 130.00                                Overtime Hours: 26.00 
Job Classification:                                                                  

 

Documents 

Employment Record Book: 00000039703-202-SP             Issuance Date: 06/16/1995 
ID: 255236888                                                                       Issuance Date: 12/02/2022             Issuing Authority: SSP - S 
PIS/PASEP: 27168102740                                                   Issuance Date:                                CPF: 16885930806 
Driver’s License: 00000000000000            Issuance Date:              Expiration Date:               Category: 
Military Service Card:                                                         Category:                                        Series: 
Voter ID: 175789060116                             Issuing State: São Paulo               Electoral District/Polling Station: 116/01  
R.I.C.: 00000000000000                              Issuing Authority:                                                   Issuance Date: 

Continued… 

  
EMPLOYEE REGISTRATION FORM 

 
Page: 01 

 *Glossary: 
CBO: Brazilian Occupation Classification Code                           RAIS: Annual Social Information Report 
CNAE: National Classification of Economic Activities                 R.I.C.: Identity Card for Foreigners Registration 

DRT: Regional Labor Office Registration                                     R.N.E.: National Foreigner 

FGTS: Guarantee Fund for Length of Service 

PIS/PASEP: Social Integration Program / Civil Servant Heritage Program 
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I, Carolina Favero da Silva, telephone number 415 425-2508, mailing address P.O. Box 90487, 
San Diego, CA 92169, certify that the professional translation of this document from Portuguese 
to English has been performed by myself, a qualified translator fluent in both languages, and that 
the following is an accurate and complete translation of the document.  

 

__________________________________________ Date: March 12, 2026. 
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- FAMILY SUPPORT LETTER 
 

Support Letter 
 

I, EVELLEN ARAGÃO BONIFÁCIO, BRAZILIAN, HAIRDRESSER, holder of ID No. 

37.016.398-9/CPF 476.959.998-65, residing at RUA GRANITO N°395, VILA UNIÃO, 

GUARULHOS/SÃO PAULO, hereby declare for all due purposes that I am the 

DAUGHTER of ROSINEIRE FERREIRA DE ARAGÃO. 

I declare that ROSINEIRE FERREIRA DE ARAGÃO resides in Brazil, has strong family 

ties, and has always maintained her residence and life established in Brazilian territory, 

where they maintain her personal, family, and professional routine. 

During the period in which she is in the United States on a tourist trip, we maintain frequent 

contact, and I am fully aware that her stay in the country is solely for tourist and temporary 

purposes. 

I emphasize that ROSINEIRE FERREIRA DE ARAGÃO has family obligations in Brazil, 

including CARE OF PARENTS, CHILDREN, FAMILY ROUTINE, WORK, etc., which 

require her return after the end of this trip. 

I also declare that I am aware of the request for an extension of temporary stay and 

reaffirm that her return to Brazil is certain due to the family, personal, and professional ties 

maintained here. 

I sign this declaration as a form of support for the submitted request. 

GUARULHOS, 02/24/2026 

Signature: -----//Signature//---- 

EVELLEN ARAGÃO BONIFÁCIO 
Phone: (11) 93246-8073 
Email: EVELLYN_ARIELLY.RHUAN@OUTLOOK.COM.BR 
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I, Carolina Favero da Silva, telephone number 415 425-2508, mailing address P.O. Box 90487, 
San Diego, CA 92169, certify that the professional translation of this document from Portuguese 
to English has been performed by myself, a qualified translator fluent in both languages, and that 
the following is an accurate and complete translation of the document.  

 

__________________________________________ Date: March 11, 2026. 
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EVELLEN ARAGAO BONIFACIO
 

DANF3E – AUXILIARY DOCUMENT OF THE
ELECTRONIC ELECTRICITY INVOICE

 

RUA GRANITO 393, HOUSE 01
VILA UNIÃO – GUARULHOS – SP
 ZIP CODE: 07145-250  CPF: 47695999865

Information: CDE Charge – Water Scarcity included in the tariff

0.002.284.321.004-41

DEBT NOTICE

0.002.284.321.004-41

EDP SP DISTRIBUIÇÃO DE ENERGIA S.A.

RUA WERNER VON SIEMENS,  NO. 111, ROOM 1, SUITE 22, BLOCK A  LAPA DE BAIXO  
SÃO PAULO – SP    ZIP CODE: 05069-900
CNPJ: 02.302.100/0001-06            STATE REGISTRATION: 115.026.474.116

R$0.09-. Tariff Benefit obtained through the Social Tariff: R$ 47.31

DELIVERY ADDRESS:

EVELLEN ARAGAO BONIFACIO
RUA GRANITO 393, HOUSE 01
VILA UNIÃO – GUARULHOS – SP
ZIP CODE: 07145-250    METER: 0017590753
B08GU28Z00134       PAGE: 1/2

 
Invoice with reduction due to the application of the Electric Energy Social Tariff, created by Law No.
10,438 of April 26, 2002.

Class: B - B1-RESIDENTIAL - LOW
INCOME
Tariff Modality: CONVENTIONAL

Nominal Voltage: 240 / 120 V

Type of Supply: SINGLE-PHASE

Consult using the Access Key at:

http://dfe-portal.svrs.rs.gov.br/NF3e/consulta

GREEN:
01/14/2026 a 02/10/2026

28 days

Access Key:
35260202302100000106660000104185661069309850 
Authorization Protocol: 335260003100001 - 02/11/2026 at 9:20:01 PMFEB/2026 02/26/2026

02/26/2026

R$ 59,71

59,71

836900000008 597100730055 611786636005 005828993740

01/13/2026 02/10/2026

FEB/2026

28

190043943839

03/12/2026

INVOICE NUMBER 010.418.566 - Single Series
ISSUE DATE: 02/11/2026

PIS

COFINS

44,03

44.03

 1,06

4,910

0,47

2.16

17590753 Active Energy (kWh)

TOTAL

Single 3.550 3.702

kWh

kWh

kWh

kWh

1,00000

47,3100

47,3100-

80,0000

70,0000

80,0000

70,0000

1,0000

1,0000

1,0000

1,0000

1,0000

152.000

1,13633481

1,00000000

0,00000000

0,36357143

0,00000000

0,35114286

53,76

47,31-

0,00

25,45

0,00

24,58

1,55

0,25

0,36

0,27

0,80

59,71

0,00

0,00

0,00

1,34

0,00

1,29

2,63

53,76

0,00

0,00

25,45

0,00

24,58

103,79

12,000

0,0000

12,000

12,000

12,000

12,000

6,45

0,00

0,00

3,05

0,00

2,95

12,45

1,00000000

1,00000000

0,00000000

0,30080000

0,00000000

0,29060000

0,00000000

0,00000000

0,00000000

0,00000000

0,00000000

Thank you for your punctual payment.

0699   Tariff Subsidy

0999   Tariff Subsidy Credit

0605   TUSD – Consumption MP 1300

0605   TUSD – Consumption MP 1300

0601   TE – Consumption MP 1300

0601   TE – Consumption MP 1300

0805  Late Payment Fine – Ref.: Jan/26

0805   Monetary Adjustment (IPCA) – Ref.: Nov/25

0804   Late Payment Interest – Ref.: Jan/26 

0804   Late Payment Interest – Ref.: Dec/25

0804   Late Payment Interest – Ref.: Nov/25

CONSUMER UNIT
READING
DATES

Previous
Reading

Current
Reading

Number of
Days

Next Scheduled
Reading

REF.: MONTH/YEAR DUE DATE TOTAL AMOUNT DUE

Billing Details

CCI Description Unit Quantity
Unit Price
(R$) with

taxes

Total
Amount

R$

ICMS
Calculation
Base (R$)

ICMS
Rate
(%)

Rate
(%)

PIS/
CONFINS

Unit Tariff
(R$) Taxes

Calculation
Base 
(R$)

ICMS
(R$)

Amount
(R$)

Time Band Tariff

Meter Quantities Time Period Previous
Reading

Current
Reading

Meter
Constant

Energy
Cons. Reserved for Tax Authority

Notice

DUE DATE TOTAL AMOUNT DUE REF.: MONTH/YEARCONSUMER UNIT Automatic Debit
Identifier

Pay with

109109109109109



Month/Year Active
Consumption

Total
Value (R$)

0.002.284.321.004-41

02/26

01/26

12/25

11/25

10/25

09/25

08/25

07/25

06/25

05/25

04/25

03/25

02/25

152

180

139

138

164

195

185

209

187

233

233

212

230

59,71

78,56

52,04

51,33

69,49

95,14

66,50

107,99

96,67

137,66

137,22

121,17

115,97

02/10/2026

FEB/2026

02/26/2026

21,39
13,59
4,58
1,84

15,08
56,48

DELIVERY ADDRESS:

EVELLEN ARAGAO BONIFACIO
RUA GRANITO 393, HOUSE 01
VILA UNIÃO – GUARULHOS – SP
ZIP CODE: 07145-250    METER: 0017590753
B08GU28Z00134       PAGE: 2/2

Electric Energy
Distribution
Transmission
Sectoral Charges
Taxes / Levies
Total

Consumption History (kWh)

Important Information Details of the Billed Amount (R$)

Supplementary information, General Conditions of Supply, Tariffs, Public Lighting Contribution, Products,
Services Provided, Taxes, and the calculation of continuity indicators and applicable limits are available for
consultation by calling 0800 721 0123, at our Customer Service Offices, or on the EDP website:
www.edp.com.br.
Amounts related to our services are charged only on the electricity bill.
Late payment of the bill will result in a 2% fine, 1% monthly interest, and a monetary adjustment, which will
be included in the following month's bill.
Payment, even after the due date, must be made through the banking network or authorized collection agents widely
available in your locality.
EDP does not have door-to-door bill collectors.
For payment by check, settlement of the electricity bill will be conditional upon its clearance.

EDP Customer Service
0800 721 0123

Free call for service requests and information
edponline – App available for iOS and Android

www.edponline.com.br

Consumer Unit

Due Date

Monthly Bill

DatesCustomer/Delivery Address

Nearest payment locationsSelf-Reading

Report it to EDP Customer Service. Before doing so,
mark the positions of the pointers on the meter dials
from right to left, or write down the numbers shown in
the display boxes. Remember to record the reading date.

READING DATE:

EDP Customer Service: 0800 721 0123

EDP Ombudsman: 0800 721 0201 (Monday to Friday, except holidays, from 08:00 a.m. to 06:00 p.m.) Free call from landlines and mobile phones.

ANEEL – National Electric Energy Agency: Phone: 167 (Free call from landlines and mobile phones)

Come with us.
Your bill is more 
secure and transparent.

Starting 10/01/2025, for greater transparency
and security in billing information, your electricity
bill will include a QR Code that provides access
to the Electronic Invoice (NF-e).

Learn more at: www.edp.com.br/suaconta

110110110110110



I, Marina Viana Silva, telephone number 415 425-2508, mailing address P.O. Box 90487, San Diego,
CA 92169, certify that I have performed the professional translation of this document from
Portuguese to English, as a qualified translator fluent in both languages, and that the following is
an accurate and complete translation of the document.

____________________________________________     Date: March 11, 2026
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DANF3E - DOCUMENTO AUXILIAR DA NOTA
FISCAL DE ENERGIA ELÉTRICA ELETRÔNICA
EDP SP DISTRIB DE ENERGIA SA
RUA WERNER VON SIEMENS,  111 SALA 1 CJ 22 BL A LAPA DE BAIXO SAO PAULO
CEP 05069-900
CNPJ 02302100000106 - INSC.ESTADUAL 115026474116

ENDEREÇO DE ENTREGA:
EVELLEN ARAGAO BONIFACIO
RUA GRANITO 393 CS 01
VILA UNIAO / GUARULHOS - SP
CEP: 07145-250 MEDIDOR:0017590753
B08GU28Z00134 PAG 1/2  

0.002.284.321.004-41

Classificação: B - B1-RESIDENCIAL - BAIXA
RENDA
Modalidade Tarifária: CONVENCIONAL

Tensão Nominal: 240 / 120 V
Tipo de Fornecimento: MONOFÁSICO

EVELLEN ARAGAO BONIFACIO
RUA GRANITO 393 CS 01
VILA UNIAO / GUARULHOS - SP
CEP: 07145-250
CPF: 47695999865

13/01/2026 10/02/2026 28 12/03/2026

   Fatura com redução pela aplicação da Tarifa Social de Energia Elétrica, criada pela Lei nº
10.438, de 26 de abril de 2002.

NOTA FISCAL N°010.418.566 - Série Única DATA DE
EMISSÃO: 11/02/2026

Consulte pela Chave de Acesso em:
http://dfe-portal.svrs.rs.gov.br/NF3e/consulta

chave de acesso:
35260202302100000106660000104185661069309850
Protocolo de autorização: 335260003100001 - 11/02/2026 ás 21:20:01FEV/2026 26/02/2026 R$ 59,71

          0,47 1,06         44,03PIS

          2.164,910         44.03COFINS

VERDE:

14/01/2026 a 10/02/2026-28 dias

17590753 Energia Ativa - kWh Único 3.550 3.702 1,00000        152.000

Informativo: Encargo CDE - Escassez Hídrica incluso da tarifa  R$0,09-. Benefício Tarifário obtido com a Tarifa Social: R$ 47,31

REAVISO DE DÉBITO

Agradecemos a pontualidade no pagamento.

26/02/2026 59,71 0.002.284.321.004-41 FEV/2026
190043943839

836900000008 597100730055 611786636005 005828993740

0699 Subvenção Tarifária 47,3100 1,13633481 53,76 0,00 53,76 12,000 6,45 1,00000000

0999 Crédito Subvenção Tarifária 47,3100- 1,00000000 47,31- 0,00 0,00 0,0000 0,00 1,00000000

0605 TUSD - Consumo MP 1300 kWh 80,0000 0,00000000 0,00 0,00 0,00 12,000 0,00 0,00000000

0605 TUSD - Consumo MP 1300 kWh 70,0000 0,36357143 25,45 1,34 25,45 12,000 3,05 0,30080000

0601 TE - Consumo MP 1300 kWh 80,0000 0,00000000 0,00 0,00 0,00 12,000 0,00 0,00000000

0601 TE - Consumo MP 1300 kWh 70,0000 0,35114286 24,58 1,29 24,58 12,000 2,95 0,29060000

0805 Multa Ref.: Jan/26 1,0000 1,55 0,00000000

0805 Atualiz. Monet. IPCA Ref.: Nov/25 1,0000 0,25 0,00000000

0804 Juros  de  Mora Ref.: Jan/26 1,0000 0,36 0,00000000

0804 Juros  de  Mora Ref.: Dez/25 1,0000 0,27 0,00000000

0804 Juros  de  Mora Ref.: Nov/25 1,0000 0,80 0,00000000

TOTAL 59,71 2,63 103,79 12,45

112112112112112



Mês/Ano Consumo
Ativo

Valor
Total (R$)

02/26 152 59,71

01/26 180 78,56

12/25 139 52,04

11/25 138 51,33

10/25 164 69,49

09/25 195 95,14

08/25 185 66,50

07/25 209 107,99

06/25 187 96,67

05/25 233 137,66

04/25 233 137,22

03/25 212 121,17

02/25 230 115,97

10/02/2026

FEV/2026

26/02/2026

0.002.284.321.004-41ENDEREÇO DE ENTREGA:
EVELLEN ARAGAO BONIFACIO
RUA GRANITO 393 CS 01
VILA UNIAO / GUARULHOS - SP
CEP: 07145-250 MEDIDOR:0017590753
B08GU28Z00134 PAG 2/2  

Energia Elétrica
Distribuição
Transmissão
Encargos Setoriais
Imposto / Tributos
Total

    21,39
    13,59
     4,58
     1,84
    15,08
    56,48

113113113113113



 
 
 
 

DECLARATION OF RESIDENCE 
 

 
I, Evellen Aragão Bonifácio, Brazilian, holder of CPF No. 476.959.998-65, residing and 
domiciled at Rua Granito, No. 393, House 01, Vila União, Guarulhos, State of São Paulo, 
ZIP Code 07145-250, hereby DECLARE, for all due purposes, that Rosineire Ferreira de 
Aragão, holder of passport/travel document GH113421, resides at the address stated 
above. 
 
I declare, under penalty of law, that the information provided herein is true and accurate. 
 
Guarulhos/SP, March 2, 2026. 
 
Signature: 
Evellen Aragão Bonifácio 
CPF No. 476.959.998-65 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

114114114114114



 
 
I, Marina Viana Silva, telephone number 415 425-2508, mailing address P.O. Box 90487, 
San Diego, CA 92169, certify that I have performed the professional translation of this 
document from Portuguese to English, as a qualified translator fluent in both languages, 
and that the following is an accurate and complete translation of the document. 
 

 
____________________________________________     Date: March 11, 2026 
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PRIVATE AGREEMENT FOR THE ASSIGNMENT 

AND TRANSFER OF POSSESSORY 

RIGHTS 

 
AMOUNT: R$ 1,200.00 PAID IN FULL 

 
 

Through this Private Instrument of Assignment 
and Transfer of Possessory Rights, on the one part, as ASSIGNORS: 
MR. GILBERTO SILVA SANTANA, Brazilian, Machine Operator, of legal 
age, Married to Mrs. FRANCISCA MENDES DE LIMA SANTANA, holder of 
RG No. 3.638.731-SSP-BA and Taxpayer Identification (CIC) No. 
346.279.795-68, residing and domiciled at Rua Hum, No. 6, Parque 
Mikail, in the City of Guarulhos, State of São Paulo 

 
 
 
And on the other part, as ASSIGNEE: MR. ERALDO 

MARINHO BONIFÁCIO, Brazilian, single, of legal age, Machine 
Operator, holder of RG No. 3.638.732- and Taxpayer Identification 
(CIC) No. 346.279.605-49, Rua Granito, No. 54, Jardim Primavera, 
in the City of Guarulhos, State of São Paulo 

 
 
They have agreed and contracted among 

themselves, through this instrument, the following terms, which 
they mutually accept and grant, as follows: 
 
01- The parties first named and identified above, the Assignors, 
are the lawful holders and legitimate possessors of the possessory 
rights to a parcel of land located in the place known as JARDIM 
PRIMAVERA, in the City of Guarulhos, State of São Paulo, having 
a total area of 200.00 (two hundred) square meters, measuring 
5.50 meters in frontage along Rua Granito and 20.00 (twenty) 
meters on the left side, for those facing the property from the 
street toward the rear, 19.00 (nineteen) meters on the right side, 
and 5.50 meters along the rear boundary, enclosing a total area 
of 200.00 (two hundred) square meters, without improvements, 
acquired by the Assignors through assignment and transfer of 
possessory rights, pursuant to an assignment dated January 11, 
1993, by purchase made from José Nascimento da Silva. 
 
 
02- And, being in possession, as they in fact are, of the parcel 
of land described above, the Assignors, through this instrument, 
 

CONTINUED ON PAGE 02  
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= PRIVATE INSTRUMENT OF ASSIGNMENT AND TRANSFER OF 

POSSESSORY RIGHTS = 

 
 
 

Through this Private Instrument 
of Assignment and Transfer of Possessory Rights, on the one part, 
as ASSIGNORS: JOSÉ NASCIMENTO DA SILVA, Brazilian, Married, 
holder of RG No. 12.841.631-2, and CPF.MF No. 701.756.168-68, 
residing at R. Hum, No. 5 rear – Parque Mikail, in this city, 
represented herein by his son, EDINALDO JOSÉ DA SILVA, holder of 
RG No. 23.623.485-7, CPF/MF No. 095.360.718-60, Brazilian, 
Single, of legal age, Self-employed Construction Worker; 

 
And on the other part, as 

ASSIGNEES: GILBERTO SILVA SANTANA, Brazilian, machine operator, 
of legal age, married to FRANCISCA MENDES DE LIMA SANTANA, 
residing at R. Hum, No. 6, Parque Mikail, in this municipality, 
holder of RG No. 3.638.731, issued by the Public Security 
Department of the State of Bahia, and CPF/MF No. 346.279.795-68. 

 
The parties have agreed and 

contracted among themselves, through this instrument, the 
following terms, which they mutually accept and grant, as follows: 

 
 
CLAUSE ONE: The parties first 

named and identified above, the Assignors, are the lawful holders 
and legitimate possessors of the possessory rights to a parcel 
of land located in the City of Guarulhos, State of São Paulo, in 
the neighborhood of JARDIM PRIMAVERA, at 1-B Rua Granito, having 
the following measurements: 20.00 meters on the left side, 19.00 
meters on the right side, and 5.50 meters at the front and at the 
rear, totaling an area of approximately 200.00 (two hundred) 
square meters, without improvements. 

 
 
 
CLAUSE TWO: And, being the 

holders of the possessory rights to the parcel of land described 
above, the Assignors, through this instrument, undertake to 
assign and transfer the rights, possession, and obligations 
related to an undivided interest in the above-described land to 
the Assignees, which is described and measured as follows: the 
Assignors assign and transfer all rights, possession, and 
obligations to the entire area described in Clause One of this 
Agreement to the Assignee. 
 
Continued... 
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continued… 
 
 

 
 
CLAUSE THREE: The agreed and 

certain price for the present Assignment and Transfer is Cr$ 
4,000,000.00 (four million Cruzeiros), paid in full at this time, 
in National legal currency, which after being counted and found 
correct, the Assignors hereby grant full, general, and 
irrevocable release and discharge, acknowledging that the amount 
has been fully paid and satisfied, with nothing further to claim, 
and hereby transfer to the Assignee the possession, rights, and 
obligations that they held with respect to the parcel of land 
hereby negotiated. 

 
 
CLAUSE FOUR: This instrument is 

executed in an irrevocable and irreversible manner, with no right 
of withdrawal by either party. 

 
 
CLAUSE FIVE: The Assignees shall 

enter into possession of the property as of this date, and may 
introduce improvements and enhancements thereon as they deem 
appropriate to their interests; 

 
 
CLAUSE SIX: This instrument shall 

bind in all its terms and conditions not only the Contracting 
Parties but also their heirs and Successors; 

 
 
CLAUSE SEVEN: The courts of the 

jurisdiction where the property is located, namely Guarulhos, 
State of São Paulo, are hereby elected as the exclusive venue for 
the resolution of any doubts or disputes arising from this 
instrument; 

 
 
CLAUSE EIGHT: It is agreed 

between the parties that, until the subdivision of the parcel 
hereby negotiated from the larger area is carried out, the 
Assignees shall pay the property taxes jointly with the other 
owners of the total area, paying the percentage of the total tax 
amount corresponding to the portion of land occupied by the parcel 
hereby negotiated within the total area. 

 
continued… 
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continued... 
 
 
 

And, being thus just and agreed, 
the parties sign this instrument, executed in (2) two counterparts 
of equal tenor and form, in the presence of the undersigned 
witnesses; 
 
 
 

Guarulhos, January 11, 1993. 
 
 
 
 

_______________________ 
JOSÉ NASCIMENTO DA SILVA 

 
 

-----// signature //----- 
EDINALDO JOSE DA SILVA 

 
 

-----// signature //----- 
GILBERTO SILVA SANTANA. 

 
 
WITNESSES: 
 
1. -----// signature //----- 

SANDRA REGINA M.S. SOUZA. 
 
2. -----// signature //----- 

NORMA APARECIDA MORAES. 
 
 
 
 
 
 
 
 
 
 
 

SOLUÇÃO SERVICOS E CONTABILIDADE 
Av. Otávio Braga de Mesquita, 628 Room 03 Vila Fátima Guarulhos 

PHONE: 940-0336 
 
 
3  

Scanned with CamScanner 

[illegible] NOTARY OFFICE – GUARULHOS 
Rua Osvaldo Cruz, No. 40 – Centro – Phone: 968.0477 
I certify the authenticity of the signature(s) 
indicated above by comparison ---// signatures //---, 
I attest. 
Fee received per signature: Cr$ 1,249 . 46 (revenue 
stamps affixed). 
Guarulhos, January 11, 1993. 
In witness -----// signature //----- whereof, I sign. 

[illegible] 

(NOTARY OFFICE STAMP) 

(NOTARY OFFICE STAMP) 
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Continued... 

transfer to the Assignees an undivided interest in the area 
described above, with the following measurements, boundaries, and 
adjoining properties, as follows: the Assignors assign and 
transfer to the Assignee the parcel of land in its total area, 
already known and duly demarcated between the parties. 

03- The certain and agreed price for the present assignment and
transfer of rights is R$ 1,200.00 (one thousand two hundred
reais), paid in full at this time, in national currency, which,
after being counted and found correct, the Assignors hereby grant
full, general, and irrevocable release, having nothing further to
claim, and hereby transfer to the Assignee the possession, rights,
and obligations they held over the property.

4- This instrument is executed in an irrevocable and irreversible 
manner, with no right of withdrawal by either party.

5- The Assignee shall enter into possession of the property as 
of this date, and may make such improvements and enhancements 
thereon as he deems appropriate to his interests, being, however, 
responsible for any acts carried out before the competent public 
authorities.

6- This instrument shall bind in all its terms and conditions 
not only the contracting parties but also their heirs and 
successors.

07- The courts of the jurisdiction where the property is located
are hereby elected for the resolution of any doubts or disputes
arising from this instrument.

08- It is agreed between the parties that, until the subdivision
of the parcel hereby negotiated from the larger area is carried
out before the competent authority, the Assignees shall pay the
property taxes jointly with the other owners of the area, paying
the percentage of the total tax corresponding to the portion of
land occupied within the total area.

CONTINUED ON PAGE 03/03 
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Continued... 
 
09- All expenses related to this instrument, as well as those of 
the deed of sale and purchase, or any other document that may be 
required to be executed for the transfer of the property into the 
name of the Assignees, shall be borne exclusively by the 
Assignees, including expenses related to the subdivision of the 
parcel from the larger area, if applicable. 
 
 

And, being thus just and agreed, the parties 
sign this instrument, executed in 02 (two) counterparts of equal 
tenor and form, in the presence of the undersigned witnesses; 
 
 
 

Guarulhos, July 4, 1994. 
 
 
 
 

-----// signature //----- 
GILBERTO SILVA SANTANA 

 
 

-----// signature //----- 
FRANSCISCA MENDES DE LIMA SANTANA 

 
 

-----// signature //----- 
ERALDO MARINHO BONIFÁCIO 

 
 
 
 
WITNESSES: 
 
1. -----// signature //----- 

NORMA APARECIDA MORAES 
 
2. -----// signature //----- 

SANDRA REGINA M. S. SOUZA 
 
 
 
 
  

MARTINELLI NOTARY OFFICE 
3rd NOTARY PUBLIC OFFICE OF GUARULHOS/SP 

Rua Osvaldo Cruz, No. 40 - Centro – Phone: 968-0477 
I certify the authenticity of the signature(s) 
indicated above by comparison: ---// signature //--- 
I attest. 
Fee received per signature: R$ 0.47 (revenue stamps 
paid). In witness -----// signature //----- whereof, I 
sign. 

Guarulhos, October 28, 1994. 
(  ) FABIO ALEX [illegible] PLACENTE – Clerk 

(  ) ODÉCIO RONDON E SILVA – Senior Officer 
(  ) MÁRIO JOÃO MARTINELLI – Notary Public 

(NOTARY OFFICE STAMP) 
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I, Raphael Michels Fantinato de Moura, telephone number 415 425-2508, mailing address P.O. Box 
90487, San Diego, CA 92169,  certify that the professional translation of this document from 
Portuguese to English has been performed by myself, a qualified translator fluent in both languages, 
and that the following is an accurate and complete translation of the document. 

 

____________________________________________     Date: March 11, 2026. 
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