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Attestation of Completion of an Accredited Residency Program in 
Podiatric Medicine and Surgery

Applicant Instructions
1. Complete Section I. Enter your name as it appears on your New York State podiatry license. Be sure to sign and date item 8.
2. Send this form to the Program Director of the residency program in podiatric medicine and surgery and ask that they complete Section

II. 
3. The residency program must submit this form directly to the New York State Education Department. If the residency program does not

have a Program Director, the form may be completed by the department chair. If the Education Department cannot determine that this
form came directly from the residency program, you will not receive credit for the program. This form will not be accepted if
submitted by the applicant.

Section I: Applicant Information

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

2.   Birth Date Month Day Year

3. Print Name Exactly as it Appears on Your New York State Podiatry License

Last

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
Country/
Province

Print name under which you completed the residency program (if different from above):

_____________________________________________________________________________________________________________

Hospital in which the residency program was completed:

_____________________________________________________________________________________________________________

Address:

_____________________________________________________________________________________________________________

I request and give my permission to the hospital listed in item 7 to complete Section II of this form and submit 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.

Applicant’s Signature: ____________________________________________________________ Date: _________________________
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6. Telephone/E-Mail Address

Daytime phone

Area Code Phone

E-mail Address (please print clearly)

6

4

2

5
1

3

7

8



Section II: Certification of Completion of an Accredited Residency Program in Podiatric Medicine and Surgery

Instruction to Program Director: Please complete this section, including the dates of attendance, sign the attestation, and return the form
directly to the New York State Education Department at the address at the end of the form. This form will not be accepted if returned by
the applicant.

This is to certify that _______________________________________________________________________________________________
(Applicant’s name, Section I, item 3)

graduated (check one):  on or after June 1, 2006, from a three-year residency program in podiatric medicine and surgery; or

 before June 1, 2006, from a two-year residency program in podiatric medicine and surgery.

from: _______________________________________________________________________________________________________________
(Name and Location of Hospital)

Dates of attendance:

From: _________________________________________________  to: __________________________________________________

Program designation: ______________________________________________________________________________________________

The residency program was accredited by the Council on Podiatric Medical Education.

Attestation

I am the Program Director for the applicant named above during the residency program indicated and have carefully read and completed
this form and hereby attest that the statements made herein are strictly true in every respect and are supported by hospital records.

______________________________________________________________________________ _________________________________
Signature of Program Director/Department Chair Date:

______________________________________________________________________________
Print or type name of Program Director/Department Chair

______________________________________________________________________________
Title or official position

______________________________________________________________________________
Institution

______________________________________________________________________________
Address

_______________________________________________________________________________

______________________________________________________________________________
Telephone

______________________________________________________________________________
Fax

______________________________________________________________________________
E-mail

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