
NEW YORK STATE DEPARTMENT OF LABOR 
DIVISION OF RESEARCH & STATISTICS 
POST OFFICE BOX 669 – MAIL STOP # 8D 

NEW YORK, NY 10014-0669 
PHONE: (212) 352-6708 or 6694– FAX: (212) 352-6714 or 6711 

 
PREVAILING WAGE REQUEST FORM FOR H-1 B PROFESSIONALS 

 
Company name ___________________________________________________________________________________ 

Name of alien ___________________________________________________________________________________ 

Address where alien will work ________________________________________________________________________ 

                                                  ________________________________________________________________________ 

Total # of employees          ________________________ Total # alien will supervise _________________________ 

Title(s) of alien’s subordinates       _____________________________________________________________________ 

Title of alien’s immediate supervisor       ________________________________________________________________ 

Alien’s job title  ____________________________________________________________________________ 

Hours alien will work (per week)  _____________________________ Salary ______________________ Per ________ 

Nature of employer’s business ________________________________________ Nonprofit (Y/N) _______________ 

Gross annual revenue/sales _____________________________________________________________________ 

Is this a union job?  ____________ (If yes, attach cover page & salary schedule from current contract) 

Is this a renewal?  ____________________________________ (If yes, attach previous determination) 

Optional DOT   _____________________________________________________________________ 

Description of Job Duties (stating most important first).   (If more space is needed, attach page.) 
 
 
 
 
 
 
 
 
 
 
  EDUCATION  (MINIMUM REQUIRED FOR JOB)  EXPERIENCE 

Degree required ________ Major  _____________________ Years ________________Months _________________ 

_________________________________________________ Specialty _____________________________________ 

License required ___________________________________     _____________________________________________ 

 
RETURN FORM TO: ______________________________________________________________________________ 

PHONE: _______________________________________________ FAX: _____________________________________ 

----------------------------------------------DO NOT WRITE BELOW THIS LINE ------------------------------------------------ 
 

The prevailing wage is $_________________Per ________ DOT CODE___________AREA______________________ 

Source: ________ OES Survey ________ Service Contract Area Code ______________ Occupation Code ___________ 

Occupation: _______________________________________________________________________________________ 

_________________________________________________________________________________________________ 

This determination is valid for 90 days from ______________________ Wage Analyst ___________________________ 
 

11/00 


