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CERTIFICATION OF EQUIVALENT U.S. ARMED FORCES EDUCATION
FOR LPN LICENSURE

APPLICANT INSTRUCTIONS

THIS FORM IS ONLY FOR APPLICANTS WHO ATTENDED A U.S. ARMED FORCES PROGRAM AND WISH TO USE THEIR EDUCATION TO
QUALIFY FOR LICENSURE AS AN LPN, NOT GRADUATES OF APPROVED U.S. LPN PROGRAMS.

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 7.
2. Send the entire form to the U.S. armed forces program which you attended. Have the U.S. armed forces program you attended complete the

appropriate parts of Section Il. Both pages of the completed form must be returned in an official armed forces envelope directly to the Office of the
Professions at the address at the end of this form. This form will not be accepted if submitted by you.

SECTION I: APPLICANT INFORMATION

Social Security Number BirthDate | | || | || | |

Month  Day Year

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

‘ 3 | Print Your Name Exactly As It Appears On Your Application for Licensure (Form 1)

st [ | [ LTI ]]
s | | L[]
wiage | [ | [ | [T [ ]7]]

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

HEEEEE
HEEEEE
wnes | | [ | | [ ||
HEEEER
State |:|:| Zip Code

provmee L | [ | [ ]

‘ 5 | Print your name under which you attended the U.S. armed forces program:

‘ 6 | U.S. armed forces program attended:

Address:

Dates of attendance from / / to / /
mo. day yr. mo. day yr.

‘ 7 | | request and give my permission to the program listed in item 6 above to complete Section Il 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.

Applicant's signature: Date: / /

mo. day yr.
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SECTION II: CERTIFICATION OF NURSING EDUCATION

INSTRUCTIONS: Please complete and return both pages of this form with an official transcript in an official armed forces envelope directly
to the Office of the Professions at the address below. Do not return this form to the applicant. This form will not be accepted if returned by
the applicant.

(1) Name of applicant

(see Section |, item 5)

(2) U.S. armed forces program name:

Address:

(Street) (City) (State) (Zip Code) (Country)

(3) Description of U.S. armed forces program

1. Was the program at least nine continuous months in length? O ves O No

If NO, give length of program

2. Did the program include classroom instruction and supervised clinical experience? O vyes O No

3. Dates of applicant’s attendance were from / / to / /
mo. day yr. mo. day yr.

CERTIFICATION

| hereby certify that to the best of my knowledge and belief the information in Section Il is a true statement of the record of the nursing program of the
individual named on this form.

Signature of Official Date / /
mo. day yr.

Print name

Title of position

U.S. armed forces branch

Address

INSTITUTION SEAL

Telephone

Fax

E-mail

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