1 1 The University of the State of New York
MIdWIfe Form ZB THE STATE EDUCATION DEPARTMENT

Office of the Professions

Division of Professional Licensing Services
89 Washington Avenue
Albany, NY 12234-1000

CERTIFICATION OF INSTRUCTION IN NEW YORK STATE AND FEDERAL LAWS
RELATING TO PRESCRIPTIONS AND RECORD KEEPING

APPLICANT INSTRUCTIONS
Note: Use this form only if you graduated prior to December, 1995 or your midwifery program was located outside New York State.
1. Complete Section | in ink. Enter your name as it appears on your Licensure Application (Form 1). Be sure to sign and date item 7.

2. Send this form to the institution/organization where you completed a pharmacology component which included instruction in New York State and
federal laws relating to prescriptions and record keeping for completion of Section Il. Be sure to include any fee required.

SECTION I: APPLICANT INFORMATION

] sooms=s [T T H T H 1] 2] gee LLILLILL]

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

3 | Print Your Name Exactly As It Appears On Your Licensure Application (Form 1)
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s | | L LT[ ] ]
vage | [ | [ ] [T T T T T 1T}

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

Line 1 |
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Line 3 |

City |

State |:|:| Zip

prownce L|_| | [ |

5| Print name under which program was completed:

(If different from above)

6 | Institution/Organization where course was completed:

7 | | request and give my permission to the institution/organization listed in item 6 above to complete the information on this form and

send any documentation requested, including that requested on this form, to the New York State Education Department.

Applicant's signature: Date: / /
mo. day yr.
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SECTION II: CERTIFICATION OF PHARMACOLOGY COMPONENT

INSTRUCTIONS TO EDUCATIONAL INSTITUTION/ORGANIZATION: Please complete this section, sign and date the certification and
return this form directly to the Office of the Professions in an official envelope at the address at the end of this form. This form will not be
accepted if incomplete or returned by the applicant or any other party.

I hereby certify that:

(Applicant's name. See item 5 on page 1)

has completed a pharmacology component of or hours, including instruction in New
(Semester hours) (Clock hours)

York State and Federal laws related to prescriptions and record keeping.

Date completed: / /
mo. day yr.

CERTIFICATION

| hereby attest that to the best of my knowledge and belief the foregoing is a true statement.

Signature Date / /
mo. day yr.

Print name

Title or official position

Institution/organization

Address (INSTITUTION SEAL)

Telephone

Fax

E-mail

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