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16. I hereby certify that all the above statements are true to the best of my knowledge and belief.
I authorize the DOL and the DMV to produce an ID card bearing my DMV photo.  I understand that DOL will send this card
to the address I maintain with DOL.  I also understand that DOL and DMV will use my photo to manufacture all my
subsequent ID cards for as long as I maintain my license/certification with the DOL.

(SIGNATURE) (DATE)

IMPORTANT NOTICE REGARDING FEE: A non>refundable fee of §60.00 will be charged prior to the issuance of your
certificate.  You will be notified when the fee must be paid.  SEND NO
MONEY AT THIS TIME



NEW YORK STATE DEPARTMENT OF LABOR

APPENDIX TO A LICENSE APPLICATION

DIRECTIONS:  [The child support obligations  (New York State General Obligations Law) does not apply to corporations.]

1. Complete the CERTIFICATION section of this form if you are applying for a license or license renewal.  The form
must be notarized.

2. Complete the RECERTIFICATION section of this form if you have previously submitted an Appendix to a License
Application, had child support obligations that were not being met, and are now applying for a renewal of your
license.  The form must be notarized.

CERTIFICATION

ARE YOU UNDER AN OBLIGATION TO PAY CHILD SUPPORT? YES NO

  If yes, complete items 1 > 4.

1. I am four months or more in arrears in the payment of child support . TRUE    FALSE

2. I am making payments by income execution or by court agreed payment or TRUE    FALSE
 repayment plan or by plan agreed to by the parties.

3. My child support obligation is the subject of a pending court proceeding. TRUE   FALSE

4. I am receiving public assistance or supplemental security income. TRUE    FALSE

RECERTIFICATION

As required by Section 3>503.3 of the General Obligations Law, I am submitting the following RECERTIFICATION:

I am no longer in arrears in the payment of child support.  TRUE FALSE

I am making payments by income execution or by court agreed payment or TRUE FALSE
repayment plan or by plan agreed to by the parties or repayment plan with the 
appropriate support collection unit.

My child support obligation is the subject of a pending court proceeding. TRUE FALSE

I am receiving public assistance or supplemental security income. TRUE FALSE

I CERTIFY THAT AS OF THE DATE MY LICENSE APPLICATION IS FILED I AM UNDER NO OBLIGATION TO PAY 

CHILD SUPPORT OR THAT I MEET AT LEAST ONE OF THE REQUIREMENTS LISTED ABOVE.

SWORN TO BEFORE ME THIS

 DAY OF , SIGNATURE 

TITLE (If any) 
(NOTARY PUBLIC)

PLEASE REVIEW THE INFORMATION PROVIDED ON THE REVERSE

GO 1 (6>98)

APPLICANT  

a. Name b. Social security number

c. Telephone number d. List the type of business license being requested

e. Title f. Business name (if applicable)



CHILD SUPPORT OBLIGATIONS

Section 3 > 503 of the New York State General Obligations Law requires the following:

"2.  Every applicant for a license or renewal thereof shall certify in the application in a written statement
under oath, duly sworn and subscribed, that as of the date the application is filed he or she is (or is not) under
an obligation to pay child support and that if he or she is under such an obligation, that he or she does (or
does not) meet one of the following requirements..."

A "LICENSE" means any certificate, license, permit or grant of permission required by the laws of this state,
its political subdivisions or instrumentalities as a condition for the lawful practice of any occupation,
employment, trade, vocation, business, or profession, and shall also include any registration required by law
or agency regulation as a condition for such lawful practice.

PERSONS WHO ARE FOUR MONTHS OR MORE IN ARREARS IN CHILD SUPPORT OR WHO
HAVE FAILED TO COMPLY WITH A SUMMONS, SUBPOENA OR WARRANT RELATING TO A
PATERNITY OR CHILD SUPPORT PROCEEDING MAY BE SUBJECT TO SUSPENSION OF
THEIR BUSINESS, PROFESSIONAL AND/OR DRIVER'S LICENSES.

Section 3>503.3 states that an applicant who has child support obligations and who meets one of the requirements in
items 1 > 4 may have their license, permit, registration, certificate, approval, etc., issued or renewed.

"...but such license shall expire in six months unless before that time the applicant submits a written
certification under oath, duly sworn and subscribed that he or she:

a. is no longer in arrears in the payment of child support ; or

b. is making payments by income execution or by court agreed payment or repayment plan or by
plan agreed to by the parties or repayment plan with the appropriate support collection unit; or

c. the child support obligation is the subject of a pending court proceeding; or

d. he or she is receiving public assistance or supplemental security income.

Upon the submission of such certification, the expiration date of such license shall be governed by the agency's
customary practice and no fee, in addition to the initial license application fee, shall be charged unless the six month
period has expired.

Section 3>503.5, states  in part, 

"... THAT  THE INTENTIONAL SUBMISSION OF FALSE WRITTEN STATEMENTS FOR THE PURPOSE OF
FRUSTRATING OR DEFEATING THE LAWFUL ENFORCEMENT OF SUPPORT OBLIGATIONS IS PUNISHABLE

PURSUANT TO SECTION 175.35 OF THE PENAL LAW."



STATE OF NEW YORK

DEPARTMENT OF LABOR
DIVISION OF SAFETY AND HEALTH

PO BOX 683

NEW YORK, NY  10014>0705

MOBILE LASER OPERATORπS CERTIFICATE OF COMPETENCE
INFORMATION AND INSTRUCTIONS FOR APPLICANTS

Section 482 of the General Business Law requires persons who operate a mobile laser to hold a certificate
of competence issued by the Commissioner of Labor except:

(1)  professional engineers and land surveyors licensed to practice in the State of New York, and

(2)  operators of mobile lasers used exclusively in research and development.

REQUIREMENTS

AGE applicant must be at least 18 years old.

PHYSICAL CONDITION an applicant who suffers from an uncontrolled physical
handicap or illness, (such as epilepsy, heart disease, or from an
uncorrected defect in vision or hearing) which might diminish
the applicantπs competence in the operation of laser equipment,
will not be certified by the Commissioner.

EXPERIENCE applicant must have at least one year of practical experience in
the operation of a laser.  Such experience must include a
knowledge of laser safety precautions.

experience may be obtained by a trainee who is designated by
and working under the direct personal supervision of a person
holding a certificate of competence.

NOTE: The Commissioner may waive the one year
experience requirement if the applicant submits
evidence of  successful completion of a laser operator
training course acceptable to the Commissioner.
See EXCEPTIONS  below. 

GENERAL EXAMINATION each applicant for a certificate of competence will, and each
applicant for a renewal of such certificate may, be required by
the Commissioner to take an appropriate general examination.
See EXCEPTIONS below.

EXCEPTIONS the Commissioner may issue a certificate of competence or a
renewal thereof without examination of any kind to any
applicant who has successfully completed a four>year course of
study at a college or university which included study of laser
and laser safety precautions and such course is acceptable to the
Commissioner.

SEE REVERSE FOR ADDITIONAL INFORMATION

SH 275.1 (4>00)



APPLICATION prepare two copies of the application; applications may be
obtained from the Division of Safety and Health, Radiological
Health Unit, P.O. Box 683, New York, NY  10014>0705.

PHOTOGRAPHS two photographs size 1Ω∫  x  1Ω∫ taken without the last 30 days
are required.

FEE a non>refundable fee of  §60.00 will be charged prior to the
issuance of a certificate.  You will be notified when the fee must
be paid.
SEND NO MONEY AT THIS TIME.

original application, the fee due and the two photographs to the
Division of Safety and Health, Radiological Health Unit, P.O.
Box 683, New York, NY  10014>0705; retain one copy of the
application for your files.

NOTE: The processing of your application will be expedited
if you submit  with your application a letter from
each employer substantiating the work experience 
indicated

HOW LONG IT TAKES certification examinations are given annually throughout the
state and more often, if requested, at Laser Training Course
Centers.  After taking the examination applicants will be
notified of the result without approximately 6>8 weeks.

GENERAL INFORMATION

TERM OF CERTIFICATE the certificate is valid for three years from the date of issuance.

TYPE OF CERTIFICATE Class A > the holder of this certificate may operate any high>
intensity or low>intensity mobile laser.

Class B > the holder of this certificate may operate any high>
intensity or low>intensity mobile laser.

CARRY CERTIFICATE carry the certificate at all times when working with or operating
any mobile laser.  Failure to produce such certificate upon
request by the Commissioner shall be considered presumptive
evidence that the operator is not certified.

CHANGE OF ADDRESS you must notify the Division of Safety and Health, License and
Certificate Unit, P.O. Box 683, New York, NY  10014>0705, of
any change in your address.  Failure to send in this information
may prevent delivery of your certificate or your renewal
application.

RENEWAL file with the License and Certificate Unit a renewal application,
the fee and two photographs between three to six months prior
to the date of expiration.

DENIAL OF CERTIFICATE any applicant whose application for a certificate of competence
has been denied by the Commissioner may, upon written
request to the Commissioner, have a hearing before the
examination board.  Such written request must be made within
30 days after receipt of the notice of denial.

00000



SAFE USE OF LOW INTENSITYLASER DEVICES IN INDUSTRY

  STATE OF NEW YORKDEPARTMENT OF LABOR









LASER TRAINING COURSES 
 

CLASS A CERTIFICATE (LOW INTENSITY LASERS) 
 

 
Joseph A. Zappone / Peter Nardolillo 
Tri-Cities Laborers’ 
Training Program 
666 Wemple Road 
Glenmont New York 12077 
(518) 426-0290 
 
John Anselmo 
Institute of Design & Construction 
141 Willoughby Street 
Brooklyn, New York 11201 
(718) 855-3661 
 
Martin Daly, Director 
New York District Council of Carpenters 
Labor Technical College 
395 Hudson Street 
(Entrance at Clarkson St.) 
New York, NY 10014 
(212) 727-2224 
 
Spectra-Physics 
1250 West Middlefield Road 
Mountain View, CA 94040 
(415) 961-2550 
 

CLASS B CERTIFICATE (LOW AND HIGH INTENSITY LASER) 
 

Norman Ballard 
Rarefied Media Inc. 
337 West 76th Street 
New York, NY 10023 
(212) 874-1431 
 
Theodore Marotta, Assistance Professor 
Hudson Valley Community College 
80 Vandenburgh Ave, Hudson Hall 
Troy, New York 12180 
(518) 283-1100 
 
Rockwell Laser Industries 
7754 Camargo Road 
P O Box 43010 
Cincinnati, OH 45243 
(513) 271-1568 
 
F.J. Bradley 
Health Physics Consultant 
605 East 82nd Street, #2H 
New York, NY 10028 
(212) 628-6580 


