
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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

Office of the Professions 
Division of Professional Licensing Services 

89 Washington Avenue 
Albany, NY 12234-1000 

CERTIFICATION OF OPHTHALMIC DISPENSING LICENSURE  
IN ANOTHER JURISDICTION 

Social Security Number Birth Date 

If you took a licensing examination in the United states using a different name, enter that name below: 
 
_________________________________________________________________________________________________________________ 
Last      First     Middle 

6 

Month      Day     Year 

SECTION I:  APPLICANT INFORMATION 

1.   Complete Section I in ink.   Enter your name as it appears on your Licensure Application (Form 1). Be sure to sign and date item 8. 
2. Send this form to the licensing authority in the state where you were licensed to practice as an ophthalmic dispenser. Be sure to include any 

fee required by that jurisdiction.  
 

Note: A separate Form 4 must be received by the Department from every jurisdiction in which you are or have been licensed. 
 

APPLICANT INSTRUCTIONS 

1 2 

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

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

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

Last

First

Middle

Line 1

Line 3

City

State Zip Code

Line 2

Country/
Province

If licensed in the United States to dispense eyeglasses and or contact lenses, give state: __________________________________________ 
 
Date license was issued: _______ / _______ / _______  License number: ________________________________ 

            mo.           day            yr. 
 
Are you authorized to dispense eyeglasses in this jurisdiction?  Yes No 
 
Are you authorized to dispense/fit contact lenses in this jurisdiction?  Yes No 

7 

I request and give my permission to the licensing authority to complete Sections II and III of this form, release any other information required by 
the State Education Department in connection with my application for licensure, and return this form directly to the State Education Department 
at the address at the end of this form. 
 
 
_____________________________________________________________________________________ _________________________
Signature           Date 
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Telephone/E-Mail Address5 

Area Code Phone Number 

Daytime Phone 

 
E-Mail Address (Please print clearly)
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Ophthalmic Dispensing  
Form 3 



Please indicate how the individual named in Section I met the educational requirements for licensure in your jurisdiction 
 
 Completed an approved two year education program from (college or program): ____________________________________________________ 
  

Completed the Career Progression Program from the National Academy of Opticianry on: _______ / _______ / _______ 
 
Name of supervisor: __________________________________________________   License number of supervisor: _______________________ 
 
Completed an apprentice program approved by the jurisdiction (attach description) on: _______ / _______ / _______ 
 
Name of program: ______________________________________________________________ Date completed: _______ / _______ / _______ 
 
Endorsement of licensure or certification issued in another jurisdiction:  Yes No 
 
Jurisdiction issuing original license or certification: ____________________________________________________________________________ 

Signature of licensing authority: ________________________________________________________  Date _______ / _______ / _______ 
                  mo.             day               yr. 

Type or print name: __________________________________________________________________ 
 

Title: ______________________________________________________________________________ 
 

Agency: ___________________________________________________________________________ 
 

Address: __________________________________________________________________________ 
 

City: _____________________________________ State: __________ Zip Code: ________________ 
 

Telephone: _________________________________ Fax: ___________________________________ 
 

E-mail: ____________________________________________________________________________ 

(SEAL) 
 

SECTION II :   LICENSING AUTHORITY Verification of educational requirements for licensure. 

CERTIFICATION:  

I certify that to the best of my knowledge and belief the foregoing is a true statement of the record of the individual named on this form. I further certify
that, other than those listed above or attached, this licensing authority has never taken any disciplinary action against this person and that, in so far as
the licensing authority has knowledge, there have been no charges preferred nor has any information been presented relating to any question of
unprofessional conduct. 

SECTION III :   CERTIFICATION OF LICENSURE 

1. Was this applicant licensed in your jurisdiction?  Yes No  (If “no”, skip to item 7) 
 
If “yes”, please provide the following:  
 

(a) License number: ___________________ (b) date of issuance: ______ / ______ / ______ (c) is the individual currently registered?        Yes          No 
 

(d) When does the current registration or license (circle appropriate one) expire: _______ / _______ / _______ 
 

(e) Full occupational title on license: ___________________________________________________________________________________________ 
 

(f) Name of the individual as it appears on license: ________________________________________________________________________________ 
 

2. Please indicate if the license was issued under any of the following special conditions (check one only) 
   

  Endorsement of licensure in another jurisdiction (please identify) : _______________________________________________________________  
   

  Waiver of examination   Waiver of education 
 

  Other: ______________________________________________________________________________________________________________ 
 

3. If the license was issued based on a written examination, please indicate the examination title, date, and score: 
 

  American Board of Opticianry Examination         State Written examination         Other examination (specify): ___________________________   
 

 _______________________________________________________________________ Date: _______ / _______ / _______ Score: ______________ 
 

4.  Did the issuance of this license involve any special conditions?           Yes (attach explanation) No 
 

5. Has disciplinary action been taken against the license?  Yes (attach explanation)         No 
 

6. Are disciplinary charges pending against this license or has s/he surrendered a license to avoid disciplinary charges?  
  

  Yes (attach explanation)       No 
 

7. Has the individual been denied a license in your jurisdiction?       Yes (attach explanation)             No 
 

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

Instructions to the licensing authority:  Please complete Sections II and III and return this form directly to the address at the end of the form. This 
form will only be accepted if returned by the proper licensing authority 

 
 
 

mo.           day            yr.

mo.              day               yr. 

mo.             day              yr. 

mo.             day              yr. 

mo.             day              yr.
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mo.           day            yr.


