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Restricted Dental 
Faculty Form 4A 

The University of the State of New York
 
THE STATE EDUCATION DEPARTMENT
 

Office of the Professions
 
Division of Professional Licensing Services
 

www.op.nysed.gov 

Certification of Completion of Advanced Education Program 
Applicant Instructions 

1.	 Complete Section I. In item 3, enter your name exactly as it appears on your Application for Licensure (Form 1). Be sure to sign and 
date item 6. 

2.	 Send the entire form to the program director of the advanced education program (in general dentistry or in a dental specialty) you 
completed and ask them to complete Section II and return both pages of the form directly to the Office of the Professions at the address 
at the end of the form. This form will not be accepted if submitted by the applicant. 

Section I: Applicant Information
 

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

2 Birth Date Month Day Year 

3 

4 

Print Name as It Appears on Your Application for Licensure (Form 1) 

Last 

First 

Middle 

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

Line 1 

Line 2 

Line 3 

City 

State Zip Code 
Country/ 
Province 

5 Name of institution where you completed the advanced education program in general dentistry or in a dental specialty. 

Address: _____________________________________________________________________________________________________ 

Name of program: _____________________________________________________________________________________________ 

Dates of program: from _______ / _______ / _______ to _______ / _______ / _______ 
mo day yr. mo day yr. 

I request and give my permission to the institution listed in item 5 above to complete this form and mail it to the New York State 
Education Department, and to release any other information requested by the State Education Department in connection with my 
Application for Licensure. 

6 

_________________________________________________________________________________ _______ / _______ / _______ 
Applicant’s Signature mo day yr. 
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Section II: Certification of Completion of Advanced Education Program 

Instructions to program director: Complete this section and return both pages of this form to the Office of the Professions at the address 
at the end of the form. Be sure to sign and date the affirmation below. This form will not be accepted if 
submitted by the applicant. 

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

Type of program: 

F advanced education in general dentistry 

F advanced education in a dental specialty. Specialty: _____________________________________________________________ 

Date the applicant entered the program: _______ / _______ / _______ 
mo. day yr. 

Date the program was completed: _______ / _______ / _______. 
mo. day yr. 

Affirmation 

I declare and affirm that I am the program director and the statements made on this form are true, complete and correct. 

Signature of Program Director: _________________________________________________________ Date: _______ / _______ / _______ 
mo. day yr. 

Print name: ________________________________________________________________________ 

Institution: _________________________________________________________________________ 

Address: __________________________________________________________________________ (SEAL) 

__________________________________________________________________________ 

Telephone: __________________________________ Fax: __________________________________ 

E-mail: ____________________________________________________________________________ 

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