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Verification of Professional Experience
For Grandparenting Applicants Only

Applications for Grandparenting will only be accepted if submitted by February 3, 2016.

Applicant Instructions
1. Complete Section I. In item 3, enter your name exactly as it appears on your Application for Authorization (Form 1). Be sure to sign and

date item 7. 

2. Send the entire form to your supervising physician and ask him/her to complete Section II and forward the entire form 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 the applicant.

Section I: Applicant Information

1. Social Security Number 2.     Birth Date Month Day Year
(Leave this blank if you do not have a U.S. Social Security Number)

3. Print Name as It Appears on Your Application for Authorization (Form 1)

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

5. Complete this item to verify that you have completed the required supervised experience necessary for authorization as an
polysomnographic technologist. 

 I have been certified by a national certifying or accrediting board for polysomnographic technology acceptable to the Department,
and have practiced polysomnographic technology as defined in Section 79-4.8 of the Regulations of the Commissioner under the
direction and supervision of a licensed physician for at least 21 clinical hours per week for not less than eighteen months in the
three years immediately preceding my application for authorization. (Attach a copy of your national certification.) (Expires February
3, 2016.)

Name of supervising physician: _______________________________________________ Assigned number from Form 4: __________

Name of experience setting: ______________________________________________________________________________________

Address of setting: _____________________________________________________________________________________________

6. I request and give my permission to the individual listed in item 6 above to complete Section II 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. I also declare and affirm that the statements made in this
application, including accompanying documents, are true, complete and correct. I understand that any false or misleading information in,
or in connection with, my application may be cause for denial or loss of licensure and may result in criminal prosecution.

_________________________________________________________________________________ __________________________
Applicant’s signature Date
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21

4

3

Assigned No.
(From Form 4)

__________

6. Telephone/E-Mail Address

Daytime phone

Area Code Phone

E-mail Address (please print clearly)

5

6

7



Section II: Supervising Physician Verification of Professional Experience

Instructions to Supervising Physician: Complete Section II, sign and date the attestation and send both pages of this form directly to the
address at the end of this form. This form will not be accepted if returned by the applicant. 

Applicant Name: _________________________________________________________________________________________________
(Section I, item 3)

A. Supervising Physician Qualifications:

Supervising Physician’s Name: ___________________________________________________________________________________

I am a licensed physician in the jurisdiction of ________________________________________________________________________

____________________________________________________________________________ _____________________________________________________________
License number (Attach a copy of your license if other than New York) Date licensed

I (check one):  am/was the owner of the applicant's work setting during the dates listed in item B.

 am/was employed or engaged by the applicant's work setting during the dates listed in item B.

 other, please explain: __________________________________________________________________________

B. Experience Information: I am attesting that the applicant practiced polysomnographic technology (defined below) under my
supervision for at least 21 clinical hours per week as follows: 

_____________________________________________________________________________________________________________
Name of setting where experience took place

_____________________________________________________________________________________________________________
Address of setting where experience took place City State Zip Code

Dates of Experience:     From _______ / _______ / _______ To _______ / _______ / _______   Present
mo.          day           yr. mo.          day           yr.

The term “practice of polysomnographic technology” means the process of collecting, analyzing, scoring, monitoring and recording
physiologic data during sleep and wakefulness to assist the supervising physician in the clinical assessment and diagnosis of
sleep/wake disorders and other disorders, syndromes and dysfunctions that either are sleep related, manifest during sleep or disrupt
normal sleep/wake cycles and activities. The practice of polysomnographic technology shall include the non-invasive monitoring,
diagnostic testing, and initiation and delivery of treatments to determine therapeutic levels of inspiratory and expiratory pressures for
individuals suffering from any sleep disorder, as listed in an authoritative classification of sleep disorders acceptable to the department,
under the direction and supervision of a licensed physician who is available for consultation at all times during the provision of
polysomnographic technology services in any setting. (See Section 79-4.8(b) for allowed services.)

Supervising Physician Attestation

I declare and affirm under penalty of perjury that the statements made in the foregoing application, including any attached statements, are
true, complete and correct and that the experience I am attesting to meets the definition of polysomnographic technology practice.

Check here if you are attaching additional information.

Signature: __________________________________________________________________________ Date: _______ / _______ / _______
mo.          day           yr.

Print Name: ________________________________________________________________________ 

Title: ______________________________________________________________________________

Address:___________________________________________________________________________

___________________________________________________________________________ 

Phone: __________________________________ Fax: _____________________________________

E-mail: ____________________________________________________________________________

Return Directly to:   New York State Education Department, Office of the Professions, Division of Professional Licensing Services,
Polysomnographic Technology Unit, 89 Washington Avenue, Albany, NY 12234-1000. 
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(You must
check one)


