
 

 

 

(Must be on office letterhead of your physician, psychologist or psychiatrist, and that includes address 

and telephone number of your physician) 

 

 

Date 

 

New York State DMV: 

 

My patient _____________ is transgender.  I certify that one gender is (specify his or her) main gender – 

(specify male or female). 

 

Sincerely, 

 

 

(Your physician’s, psychologist’s, or psychiatrist’s typed name and signature) 

 

 

 

 

 

 

 


