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Verification of Full-Time Employment

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 both pages of this form to the Dean of the school where you are employed as a full-time faculty member and ask they complete
Section Il and return the entire form directly to the Office of the Professions at the address at the end of the form. We must receive a
Form 4B along with your initial application for licensure and yearly thereafter. This form will not be accepted if submitted by the
applicant.

Section I: Applicant Information

1 | Social Security Number | | | ” | ” | | | | 2 | Birth Date Monthl | | Dayl | | Year|:|:|

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

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

Last HEEEE

First

Middle

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

Line 1

Line 2

Line 3

City

State Zip Code

o, HEEEN ||
Province

Dean of the school where you are employed full-time:

Name of School :

Address:

| request and give my permission to the Dean of the school 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.

Applicant's Signature: Date: / /

mo. day yr.
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Section II: Verification of Full-time Employment

Instruction to Dean: Complete this section, be sure to sign and date the Attestation below and mail the entire form to the Office of the
Professions at the address at the end of the form. This form will not be accepted if returned by the applicant.

Both you and the applicant must notify the Department in within thirty days if the applicant is terminated from full-time
employment.

This form must be submitted yearly.

1. Name of applicant:

(Section I, item 3)

2. Full-time employment means the holder of such restricted dental faculty license devotes at least four full working days per week in
teaching or patient care, research or administrative duties at the dental school where employed.

Is the applicant named above employed full time? [] Yes [INo

If “yes”, in what capacity?:

Date which applicant began employment: / /
mo. day yr.

Attestation

I hereby attest that to the best of my knowledge and belief the foregoing is a true statement of the record of the applicant named on this
form.

Signature of Dean: Date: / /

mo. day
Print name:

School:

Address:

(SEAL)

City: State Zip Code

Telephone: Fax:

E-mail Address:

For initial licensure, 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.

Yearly thereafter, return directly to: New York State Education Department, Office of the Professions, Board of Dentistry, 89
Washington Avenue, Albany, NY 12234-1000.
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