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Certification of Completion of a Training Program in
Histocompatibility

Applicant Instructions

1. Complete Section I. In item 3, enter your name exactly as it appears on your Application for a Restricted License (Form 1). Be sure to
sign and date the attestation in item 7.

2. Send both pages of this form to the Clinical Laboratory Director of the Histocompatibility training program you completed and ask them
to complete Section II. The form must be returned by the Clinical Laboratory Director. This form will not be accepted if submitted by
the applicant.

Section I: Applicant Information

1. Social Security Number
(Leave this blank if you do not have a U.S. Social Security Number)

2.     Birth Date Month Day Year

3. Print Name As It Appears On Your Application for a Restricted License (Form 1) 

Last    

First

Middle

4. Mailing Address (You must notify the Department promptly of any address changes.) 

Line 1

Line 2

Line 3

City

State Zip Code
Country/
Province

Name of Clinical Laboratory Director I am asking to complete this form: ___________________________________________________

I request and give my permission to the individual listed in item 6 above to complete Section II of this form and mail it to the New York
State Education Department at the address at the end of this form, and to release any other information requested by the State
Education Department in connection with my application for licensure.

I have reviewed the rules and regulations of the New York State Department of Health and the U.S. Department of Health and Human
Services, relating to practice as a clinical laboratory technologist in New York State, in accordance with written guidance from the
department.

I also declare and affirm that the statements made in this application, including accompanying documents, are true, complete and
correct. I understand that any false or misleading information in, or in connection with, my application may be cause for denial or loss of
licensure and may result in criminal prosecution.

Applicant's signature: ______________________________________________________________ Date:_______ / _______ / _______
mo.          day            yr.
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6. Telephone/E-Mail Address

Daytime phone

Area Code Phone

E-mail Address (please print clearly)

5

6

7

If we may discuss your license
application and licensure using
this e-mail address, please
check this box.



Section II: Certification of Completion

Instructions to Clinical Laboratory Director: Complete this Section, sign and date the affirmation and send both pages of this form
directly to the address at the end of the form. This form will not be accepted if returned by the applicant.

Name of applicant: _________________________________________________________________________________________________
(Section I, item 3)

I am attesting that the applicant named above has completed a training program for Histocompatibility which included:

Knowledge of:

 clinical immunology; 
 immunogenetics; 
 basic molecular biology; and
 and laboratory mathematics.

The program also included:

 general laboratory principles and skills, including infection control and aseptic technique;
 the practice of HLA typing and HLA antibody testing;
 specimen collection, processing and handling;
 instrumentation and equipment;
 reagent preparation and quality control;
 quality assurance, principles and techniques of histocompatibility assays, and crossmatching;
 antibody screening and identification; and,
 determination of degree of HLA matching.

as described in the previously submitted Clinical Laboratory Technologist Restricted License in Histocompatibility Form 4.

Name of Clinical Laboratory Director: __________________________________________________________________________________

Certificate of Qualification Identification Number: _________________________

Authorized category of practice: ______________________________________________________________________________________

Name and address of the Clinical Laboratory in which the training program is provided.  If the entity that is responsible for the services
provided is not the same, include the name and address of that entity.

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

Clinical Laboratory Director Affirmation (This form must bear an original signature)

I declare and affirm under penalty of perjury that the statements made in the foregoing application, including any attached statements, are
true, complete and correct.

Signature: ______________________________________________________________________ Date _______ / _______ / _______
mo.           day           yr.

Print Name _____________________________________________________________________

Address _______________________________________________________________________

Phone: __________________________________ Fax:__________________________________ 

E-mail: ________________________________________________________________________

Return Directly to:   New York State Education Department, Office of the Professions, Division of Professional Licensing Services,
Clinical Laboratory Technology Unit, 89 Washington Avenue, Albany, NY 12234-1000.   
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