
 

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 7. 
  

2.   Send both pages of this form to the appropriate licensing authority of the jurisdiction(s) in which you are or have been licensed/certified for
completion of Section II. We must receive a form from the licensing authority of every jurisdiction in which you are or have ever been
licensed/certified. Be sure to include any fee required by the licensing authority.  

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

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

Last

First

Middle

Line 1

Line 3

City

State Zip Code

Line 2

Country/
Province

Social Security Number Birth Date 
Month      Day     Year 

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

Jurisdiction to which this form is being sent: 
 
Print name of licensing authority __________________________________________________________________________ 
 
 
Print your name as it appears on your license/certificate from jurisdiction listed in item 5.  
 
Print name ___________________________________________________________________________________________ 
  
Professional title on license/certificate issued: _______________________________________________________________  

5 

6 

7 I request and give my permission to the licensing authority listed in item 5 above to complete the information on this form and mail it 
to the New York State Education Department and to release any other information required by the State Education Department in 
connection with my application for licensure. 
 
Applicant's signature: __________________________________________________________ Date: _______ / _______ / _______

             mo.             day                yr. 

VERIFICATION OF LICENSURE/CERTIFICATION IN ANOTHER JURISDICTION
(Complete this form if you are or have been licensed/certified in another jurisdiction) 



INSTRUCTIONS TO THE LICENSING AUTHORITY:  Please complete items 1-4, sign and date the certification and return both pages of this form 

directly to the Office of the Professions at the address below. This form will not be accepted if returned by the applicant. 

 
 

Certification 
 
I hereby certify that to the best of my knowledge and belief the foregoing is a true statement of the record of the applicant named above.  I further certify 
that, except as noted in item 4 above or in any attachments, 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 or immoral conduct. 
 
Signature: ____________________________________________________________________    Date: _______ / _______ / _______ 
                   mo.            day           yr. 
 
Print name: ___________________________________________________________________ 
 
 
Title: ________________________________________________________________________ 
 
 
Licensing authority: ____________________________________________________________ 
 
 
Address:  ____________________________________________________________________ 
 
 
 ____________________________________________________________________ 
 
 
Telephone: ___________________________________________________________________ 
 
 
Fax: ________________________________________________________________________ 
 
 
E-mail Address: _______________________________________________________________ 

Section II:  Verification of Licensure/Certification (Please print or type) 
 

 
1. Name of applicant: ____________________________________________________________________________________________________ 
        (see item 6 in Section I) 
 
 
2. Professional title on license/certificate: ____________________________________________________________________________________ 
  
  
 License/certificate number: ____________________________________ Date of licensure/certification: _______ / _______ / _______ 
                                                                                                                                            mo.           day            yr. 
 
 If the applicant was licensed/certified as an optometrist in your jurisdiction, was he/she licensed/certified without passing the NBEO examination? 
    ! Yes  ! No 
 

If yes, please explain: ________________________________________________________________________________________________ 
 
 
__________________________________________________________________________________________________________________ 
 
 
__________________________________________________________________________________________________________________ 
 
 
__________________________________________________________________________________________________________________ 
 
 
  

 

 A.  Has the applicant been subject to any disciplinary action? ! Yes ! No 
 

B. Are any charges pending against this individual?   ! Yes ! No 
 

If the answer to either of these questions is "yes," please attach a complete explanation with any supporting documentation. 

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

(SEAL) 
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