
NEW YORK CITY DEPARTMENT OF HEALTH AND MENTAL HYGIENE 
BUREAU OF CHILD CARE 

STAFF HEALTH FORM 

Initial employment and every 2 years, a health examination is required for all teaching and non-teaching staff members, including 
volunteers and students who regularly associate with children. Attach any additional documentation to this form. 

Date of Employment / / Date of Exam / / 

(Last) (First) (Middle) SEX 
F M 
M M 

DATE DATE OF BIRTH 

/ / 
(No.) (Street) (City/Boro) (State) (Zip) 

TELEPHONE: 
AC ( ) 

JOB TITLE AREA EMPLOYED 

PAST MEDICAL HISTORY 
Please check YES or NO 

Please explain any positive findings, list and explain any chronic 
YES NO 
M M Hypertension medications or therapies:   

M M Heart Disease 
M M Diabetes 

M M Seizure Disorder 
M M Chronic Lung Disease 
M M Mental Illness 
M M Alcohol Abuse 

M M Substance Abuse 
M M Physical Disabilities 
M M Allergies 

M M Hepatitis 
M M OTHER (SPECIFY) 

MEDICAL PROVIDER SECTION 

PHYSICAL EXAM: (Please note any conditions or findings considered abnormal or requiring medical follow-up) 

Height 

Weight 

Blood Pressure / 

TOBACCO USE 

If current, referred forcessation services? 

Counselled re: No Smoking 

M Current 

M Yes 

M Yes 

M Former M None 

M No 

M No 
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Staff Name D.O.B. / / 

TUBERCULIN TESTING (Not required for employment) 

TUBERCULIN SKIN TEST: PPD MANTOUX (5 TU) DATE TESTED:   

OR DATE INTERPRETED: 
BLOOD TEST: QUANTEFERON GOLD 

RESULTS:   
Staff exempt from testing if they 

Had a positive reaction to a PPD/Mantoux test or history of TB. DATE: 

History of BCG vaccine does not exempt a staff member from TB screening. DATE: 
All positive tuberculin tests in persons whose previous PPD/Mantoux was negative, require a chest X-ray and evaluation if treatment is indicated. 
All positive tuberculin tests (PPD Mantoux 10 mm or over) require a report of one chest X-ray, (H.C. 49.06). 

CHEST X-RAY: DONE AT: TREATMENT:  

DATE: RESULTS: 

IMMUNIZATION RECORD 
Staff are required to have evidence of immunity to the diseases below through either documented vaccines, blood test documenting immunity, 
or provider-documented history of illness (except where shaded in grey). Records should be kept in the staff person’s file. 
Documentation of 
Immunity Vaccine Name Vaccine Date 1 Vaccine Date 2 Blood Test Documenting 

Immunity (Yes / No) 
Provider-Documented History 
of Illness (Yes / No) 

Tdap (Tetanus- 
diphtheria-acellular 
pertussis) 

Rubella 

Measles* 

Mumps* 

Varicella* 

*Two doses of vaccine are required at least 28 days apart

On the basis of my findings as indicated above and my knowledge of the staff member, I find that the above person is fit to give 
adequate child care to children in a day care setting at this time. 

Provider’s Name (Print) License No. Telephone No. 

(Of Supervisor if NP or PA) 

Address:  Date of Exam      

Provider’s Signature Staff Signature 

NOTE TO THE DAY CARE CENTER: Staff Health Records are confidential and must be kept separate from all other records. Records of 
required medical examinations must be kept on file at the day care center as long as staff members are employed. They must be returned to 
them upon their request when their employment is terminated. In cases where chest x-rays are required, x-ray reports must be kept on file at the 
day care center as long as the person is employed and two years thereafter. 
(New York City Health Code Section 45.09) 
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LABORATORY TESTS  (Optional) (Specifytests ordered) DATE RESULTS 

DIAGNOSIS/PROBLEM PLAN/FOLLOW-UP (For each diagnosis) 

1. 1. 

2. 2. 

3. 3. 

4. 4. 

5. 5.



Form W4 lz0L?l
Purpo... Complole F(m W-a.o lhal you,
amolover.in wilhhold lhe correct iedoral income
lai'ftoin your pay. Consider complel.ng a 1ev, 'ormW-a gachl,ear and u,heo yoLlr personal Or llnarcial
situation changes.
E enDlion from wilhholding lf you ar6 ex6mpl,
comolateonlv lln.s 1.2.3.4, and 7 and siqr the
,orm to va,idareil. Your exemplion lor 2017 exEires
FeDrusry 15.2018. See Pdb. 505, Tax Wrlhholding

Not.: Il ao1hfi person can clarm you as 6 dep€ndenl
on h's oI herlax reluln voJ can'l claim €)(empliontonl w;r\hordins if vour ior6l incom€ exce€dd 91,050
and ln.ludes rnore lhan $35O ot u.3am€d hcorE (for
sxathpls. int€ren and dividends).

Exc.p6or!. Ah employ€€ may be abl€ to clatn
eremption from whhhordino av€n rl tD€ employe€ js
a dep.ndent, il lhe employec:
. ls age 65 or older,

. W,[ cJain ad]uslments lo 'ncome: lax c,edits:or
itemized dedLrcllons. on his or herlar return.

Tho olceplions don't appty lo s,rpplgmenlal wag€s
greal€r lhdn $1,000,000.
B!!ic inslntcliolls. fyou ar6nt exenpl, complelo
th6 P6Eohal Allo{ranbes Wo*shecl be'!ow. Th€
workshesls on pag€ 2 furlttet adiusl your
w hhold,nd alloLvances based on itemized
doduction;, cenalr credits, adruslmerfs lo hcoms,
or two-earr€rs/multipie iobs situations,

Comolet€ all worksheels that apply. How€v€r. you
mav cl;im fewar ror zero) allowances. Forresular
we6s. wilnholdlno musi b€ basad on albwan€es
you-c dimed ana day not b6 aflat amount or
p€rc€nlag€ ol waqes.
Ho.d o, hout.hold. Generally, you can cl?,tm heed
of housel'old filinq sratus on yoLrr lax relL'n ony if
vou arB un,narn6d and pay rLore ll-an 50q/o ol lh€
costg of keeping up a hom6 for yours€lt and your
d€p€nd€n(s) or olher qu€ldy'ns indivdLrals. See
Pub, 501, 6(smplions, Slandard Huclrcn, and
Frling hformalion, lor informalion.
'f.x credfu. You cm lake profcled lar credits inlo
account i^ liquring your allowable numberof
wthholoino allowanc€s. Cr€drrs lor ch,ld or deDendont
car€ 6xpen-s€s and ths chrld lai credl m6y bo'cla ned

Nons,ag6 Incorne, lt loL havo a larg6 amounr of
nonwaoe rncome. such as lntelest or divldends,
congd& makng e$imaled lax paym€nts us:ng Folm
I040-ES. EsttftEl€d Tax lo. hctviduals. Olhenvis€,
vou rnav owe add{ional lax, r you ha\. Pension or
inuhy incorc. se€ Pub.505lo tind out il ycu should
aqusriour wirhholding on FormW-4 orw"aP.
Two Gam€E oy multipLiobe. I you hale a
work;no sDouse or more lhan ons iob, fiqure the
rotal nJmber ot allowances vou aa onl;lied lo clarm
onJl,obs !,slno worhshe€ti tom onrv one Folm
W-4. ioJr wilhFolo nq usualrvw:'b€ most accurat€
!vh6n an a,:olvances i€ clarm€d on lh6 Form w_4
fo.the highest payrng job and zero allowances aro
claimed on the others. S€€ Pub. 505 fol cletails.
Nonrosident alien. lf you are a nonresrdent alien, see
Notice 1392, Supplernental Fom W-4 lnslructions for
Nonresident Aliens, b6ior€ compl€ting thls form,
Chcck your wltholding. After your Folm W-4 lakes
€tlgct, us€ Pub. 505 to se6 how tha amount you ar€
havinq withheld compales to you. proiect€d total tax
lor 20'7. Se€ PLo. 505. 6sp€ciarly lfyour 6arrings
orceed S130,000 {Snsl€) or 6180p00 (Ma,r;.d).
FuturE dovelopm6nl5. lntormalion alroLn any fulure
dgvelopments affecthq Form W{ (such as
l€grslaiion €nact€d an€'we r€.e3se 't)wJlbe posled

usino th€
seolub.

Pelsonal Allowanccs workh€?t below.
505 for i

Personal Allowances worksheet lot ur records
A Eder "1" for yourself if no one elso can claim you as a dependenl . A

I . You're slngls and havo only ono job; or I
B Enter "1" if: I . You're man;ed, nave only one job, and your spouse doesn't \ /ork or 1. B

[ . Your wages from a second job or your spouse s rr/ages (or the total of botr) are $1.500 or less. J

C Enter "1" ,or your spoqs€. But, you may choose to enter '-0-" if you are married and have either a lvorking spouse or more
than one job. (Entering aor' may holp you avoid having too little tax withheld.) C

D Enl€r number ofdependents (oth€r than your spouse or yourself) you willclaim on your lax rotum o
E Enter "1" if you willfile as head ot household on your tax retum (see conditions under Head ol household above) E
F Enter "1" if you have at least S2,000 of child or d€pendent car€ oxpenses for rdhich you plan to claim a credit F

(Noler Do not include child support payments. See Pub. 503, Child and Dependent Care Exponses, ,or delails)
G Child Tax Credit (including additioMlcltild tax credit). See Pub. 972, Child Tax Credit, for more information.

. ll your total income will be less than $70,000 ($100,000 if manied), er{er "2" tor each eligible child; then less '1" ll you
have two to four eligible children or lcss "2" if you havo fivo or moro eligibls child.en.
. lf lour total incomE will bs b€tv{esn $70,0€0 and $84,000 ($1 00,000 and $1 1 9,000 if married), €ntor "1 " tor each eligible child. G

H Add lin€s A through G and ent€r total here. (tbtq This may ba ditf€{ert from fie number ol sx€mptions you claim on your tax retum.) > H

For accuracy,
comploto sll
workshsets
that apply.

. lt you p,an to lt.mlr6 or clalm adrustmgnts to lrrcome and want to reduce your vrithholding, seo lhe Dedlctlong
and Adlustmohts Workshoet on pag6 2.
. lf you are single and have mor€ than on6lob or are rnalded and you ahd your sPou3c lroth wo* and the combined
eamings from alliobs Bxceed $50,000 ($20,000If manied), see the two-EarnoE/Multipla Jobs Wotkshsot on page 2
to avold havinq too litlle lax wilhheld.
. lf rrotlhor ot the above situstions applies, stop hgl€ and grtet the number from line H on line 5 oI Form W4 bolow.

5
6

7

S.p..ate h€ra and gfu€ Fo]m W-4 to your employ€r. Ko€p lhe toP part lor your lecords. -

.*^. lllf'4 Employee's Withholding Allowance Gertifieate
abparnn.rn o, dE TEa{ty
Irn h6l Sl*.nw Sea.

> Whothor you ar6 antitled lo claim a ccrtain number cd allowrncas or.xempti,on lrom wihholding is
€ubl.ct to .!vi.w by tfie lRs. Yolr. ploya. may bc r€qrirod to t€nd . coly of thb lorm ro lh. lRS.

OMB No. 1545-0074

nams and middae inilial

Ho.n6 addr6ss (numb€. and slreet or rural route) e n singre E r,ru"ao
Notc: Il maflied, hn bgaliy or sporEo js a nonrcddenl dien, 6heck llle

City or lorvn, stat6, andZlPcod€ 4 lf your last nam€ ditlers lron! that shown on your toeial security card,
chcck here, You must csll , €00-772-1?13 for a rcptacement card. ) [

Total number ot allowancas you are claiming (trom line H above or from the applicable worksheot on page 2)
Addltlonal amount, if any, you want wahheld from 6ach paycheck
I claim gxemptlon {rom wittrholding ,or 2017, and I certity that I meet bo$ ol tho following conditions tor exemption
. Last year I had a riqht to a refund ol all federal incoma tax withheld because I had no tax liEbility, and
. This year I expect a refund of all federal income tax withheld because I expect to have no tax

5
6
7

$

Dat6 >
lO Employer identmca(on number (ElN)

ll you me6t both conditions, uJrito "
Under penalties ot poriury, I declars tlrat I have exarnined this cartiticate and, to th€ best ot my knowledge and beli6f, it is true, corect, and complete.

Employog's algratqrg
(Ihls form is not valid unless it.) >

I Employer's namo and addr€Gs (Employer: Compl6l. llnes a and 1 0 only it sording to the lRS.) I Offce .od6 (optiol.}d)

Cal. No. 102200 12017)

2@17

Mari€d, bul vr/irhhold at higher Single rate.

here -

For Privacy Aot and Paporwolk Reductlon Act Notlce' 6ee Page Z



Deductions and Adiustments worksheat
Noig, Us6 this worksheot only il you plan lo llemize deduclions or claim c€rlain credits or adiuslnents to income-
1 Ent€{ an estimate o, }our 2017 itomized doductloos. ft€6e includs qualifying home morlgBg'e inte€sl, chatitablB cor ibrdjons, state

and locai tsx6s, mgdiaal expsis€s in orc€ss oi 10ya ot your incoms, a miscdlaneous dadlclions. For2017. yo! may haw lo lduce
your itemized doducrions il yo', iicono is ov€r S3t 3,800 and you'c manied filing jointly or you'B a qualityins sldodorJ; $287,650
if you'rg head ol hous€hold; $261,500 it lourc singlo, not head of household al1d nol a quElifying widow(€*); or $156,900 if youl€
mani€d fling slpardely. S€ Pub, 505 lor ddails

[ $12,700 if mani€d liling jointty or qualifying widovJ(er) I2 Enter: { $9,350 i{ head of household }t $6,350 if single or manied tlling separatelV t
3 Subtrect line 2 foflr line 1. lf zero or lsss, enter "-0-'
4 Enlsr an €stimat€ of your 201 7 adiustm€nts to incqme and aoy addltiona, standard deducfion (seg Pub. 505)
5 Add lines 3 and 4 and ent6r tho total. (lnclud6 ahy amount ror credhs Irom lh6 Converling Credits to

Wilhholding Allowancs lot 201 7 Fonn W4 workshe€t in Pub. 505.)
6 Efier an estlmate ol your 2017 nonwage income (such as divkJ€nds or lnlerest)
7 Subtact line 6 ?om line 5. lf zero or less, entor "-0-"
I Oivido lhe amount on llno 7 by $4,050 and ont6r th6 r6suh here. Drop any fraction
9 Enter the numbor from tho Poraonal Allowances Wo.kaheel, line H, page 1

I 0 Add linas 8 and 9 and anter lh9 tolal here- lf you plan to use tho Tvro-EarnorslMultiple Jobg WorkshBat
also snter this total on lin€ 1 b6low. Othe&iss, stop harc and ent€r this lotal on Form W-4, line 5, page 1

r$
2$
3
4

5
6
7
I
I

to

$

$

$

or 1
Ngtor
t
2

3

Notar

Use this worksh€€t onry if ths instructions under line H on pag6 t dir€ct you her€.
Ent€r the number frcm lins H, pag€ 1 (or Irom line 10 above il you used th€ Dodsctions and Adiustms*s Workshget)
Flnd the numbEr ln Tablo I below thd applles to the LOWEST paying iob and enter it here. Howover, if
you are manied flllng hintly and wag6s trom lhe hlghest paying iob are $65,000 or l6ss, do .o1 enter more
rhan '3"
lf line 1 is mor€ than or equal to line 2, subtract line 2 from line 1. Entsr the rasult hsrs {if z€ro, ent6t
"-0-") and on Form W-4, line 5, page 1. Do not use th6 raBt o, this worksh66t
lf line 1 is loss lhsn lina 2, 6nt6r "-0-" on Form W-4, line 5, pag6 1. Complete lines 4 through 9 bslovJ to

Srlbtract line 5 Jrom lino 4 .

Find lho amount in Tabl6 2 b6low that applies to lhE HIOHEST paying iob and enter it hor6
Multiply line 7 by line 6 and enter the r€suh here. This is th€ additional annual t1/ilhholding needed
Oivide lifl€ 8 by the numb€r ot pay p€dods rernaining in 2017. For &\arnple, divid€ by 25 i, you aro paid e!€ry two
w€€k6 Bnd you completo this lorm on e dats ln January whsn thse s6 25 pay podods r€maining in 2017. E.rter
the r€sult h€Ie ad on Form W-4, lin€ 6, page 1, Thls ls th€ additional amount to be withh€ld from Eaoh paycheqk

I

2

3

6
7
6

I

$

4
5
6
7
a
I

4

$
Table { Table 2

Merded Funf, Jolntly All Olh€ra MattloC Fllthg Joln{y All Oth6rs
ll wages lrorn LOWESI Enlar on

linr 2 aLlov€
It wag6s tom LOWE8I
paling job ar€-

Eht€l on ,l wag€s lrom HIOHEST Ent$ on

so - $7,000
7,OOr - 14,O@

14.001 - 22,000
229A1 - 2?900
27,001 - 35,000
s5,001 - 44,0@
44,001 - 55,0m
55.001 . 65.000
65,OC1 - 75,000
75,001 - 80,000
80,001 - 95,0m
95,001 - 115,0@

115,001 - 130,000
130,001 - 140,000
140.m1 - 150.000
150.001 and over

0
1

2
3
4
5
6
7
a
s

10
11
12
13
14

$0 - $8,000
a,001 - 16,000

16.001 - 26.000
26,001 - 3,1.000
34001 . 44.000
44,OOt . 70,000
70,001 - a5p00
85.001 " 110,000

110,001 - 125.OOO
l25,O0t - 140.0m
140,001 and ov6r

0
1
2
3
4
5
6
7
a
s

10

$D - S75000
75,m1 - I35.OOO

135,001 - 205,000
m5,001 - 360,000
360,001 - 405,000
405.m1 and or,€r

$810
1,OlO
r,130
1,340
1,420
1,600

s0 - s38,000
38,001 - 85,0@
65,001 - 1A5,000

185,001 - 400.000
40o,ml and ove.

s61O
1,010
1,130
1,340
1,600

Folm W-4 (20, 7)

Privacy Acr atd prp€rwct no&dioi t.t Xodca. U/e ael for ths inblrEliofl on thir fonn
lo cany oln lhe lobmd Fsvsnrrn la\rE ot the United States, lr[elml R6vorhlo Cods s6ctors
3402(r{2) .nd 8109 ahd lheir r.guJarlons l{quire you to prorld. lhls hlo,rraliori your omdotte/
os il lo d.lemtlB yorrfede,allncoru tax vrihhoBing. F.i[lr to pro!,ide a prcpe&
comd6H lorm \/ill rasdt iu yolr b€hg t$aled as a single p€rson $to cl4J,rs no veithholdilg
allovancss; Froviditlg Irauduhnl hlorfiBtion nby srbJ6ct iou to penalti€.. Flutne usa3 ol
thls hlomBljol, tE Udr llving il lo tha Dopadrnart ol Jusdca lor civil erd cdrlnal ltligaton; to
c;ties, alal€s, t,l. oidd:! o, Columb'l a,d U.S. comrbo,,lealdE and poes.$kms for u.. ln
adnlnlrlodog thoir hJ( la$s; alld lo ths DepaftrEnt ol fballh and Human SeNbes for use in
Ue Nalional OiDctory ot Nss/ HiI. UJ6 filay also dlecbsr tHr i0lbrhalioi lo olh.rlgnldca
,nder i i.x rrc6ty, to Ld.r.l and ltate ag.'Eios to €̂ lo,r@ f.doEl mnr.x 6nn nal h1^,c. or to
led6ral h* antoltsEbnt and int6lllgancc agE t6L! 1o csnibrt bnolisln,

Page 2

You aro not roquk€d lo provld€ lhe informalion r€qu€st.d on a form thnt is
subject to lhe Papen orft Feduction Act unless th. form dilplays a valili OMB
codtrol nu,nb6r. Books or racotdg ralatlng to a loml or lle lrctrucllons mirgl b€
releln€d aa long 4 lh6jr contsnls may become matsrial in the admhlslratloh ol
any lnl€mal R€lcnu€ law. G€mrally,lax ralu.rs 6nd r€lum inlonratton ar.
coniidenri.l, as roquk€d by Code .cction 6103.

The avorage tima and e{pehgos loqlkoai lo complete and fi{e thls form $/ill vary
d€p€nding on individual circumstanc€s. For eslimalcd av€rsges. see lhe
lnatructiong for your income lax rotum,

lf you havs slgg.stjons for maling this lorm slmpler, we l^Duld be happy lo hear
tom you. Se€ th9 lml.ucliong tor your income tax rolurn.

{igur6 th€ additional withholdlng amount neoessary to avoid a year-€nd tax bill.
Enter lhe nurnber from llne 2 ol this worksheet
Entor the numb€r from lina 1 oJ this worksh66t

, 'r*"*,.**"*tTa""' *paylni;ooare- lt;'.zrtore



Banking Information 
 
 

 

First Name            

Last Name             

Name of Bank  Routing #     

Account #           
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Young Minds in Motion 

   Checking 

Savings 



NAME (First, MI, Last): 

ADDRESS: APT: FLOOR: 

CITY: STATE: ZIP: 

PHONE: E-MAIL: 

DATE OF BIRTH (mm/dd/yyyy): 
/ / 

 
A1 (Revised 12/2019) 

NEW YORK CITY 
DEPARTMENT OF HEALTH AND MENTAL HYGIENE 

Child Care Provider, Staff and Volunteer 
Information 

CHILD CARE PROGRAMS 
 

Instructions: 
� Please PRINT clearly. This form MUST be completed by every individual identified on form A-Series. 
� If you are not sure which role to choose, refer to the NYCHC §47 regulations and/or consult with your Borough 

Office. 
PROGRAM NAME: Permit # & DCID: 

DATE: 
/ / 

 
 

Group Child Care Staff Role 

Education Director 
Group Teacher 
Assistant Teacher 
Volunteer/Student 

Owner 
Board Member 
Medical Staff 
Other    

 
Personal Information 

 
Have you ever been known by any other name? Yes No 

If Yes, list all known names (including maiden name, aliases, pseudonyms) 
 
 

Have you ever lived outside of New York State in the past five years? Yes No 

If Yes, complete page 2 of this form and enter all out of state addresses where you lived in the past five years. 

If No, you do not have to complete page 2. 

 
Type of Fingerprint completed after 9/25/2019? DOI DOE 

Note: Clearances are incomplete if fingerprints were completed prior to 9/25/2019 or if completed by another 
agent other than the Department of Investigation (DOI) or Department of Education (DOE) PETS. 

 
 
 

Signature  Date    
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A1 continued (Revised 12/2019) 

Applicant’s Name: 

Out of state addresses (Previous five years) 
Print clearly. All dates must be consecutive (month/year). Be sure to associate address histories accurately. 

 

Previous Street Address City State Zip From 
(Mo/Yr) 

To 
(Mo/Yr) 

    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 
    / / 

 
 

Signature  Date    
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A2 (revised 10/2019) 
 

NEW YORK CITY 
DEPARTMENT OF HEALTH AND MENTAL HYGIENE 

REQUEST FOR STAFF EXCLUSION LIST CHECK 
CHILD CARE PROGRAMS 

 
 

PROGRAM NAME:  Permit # & DCID: 

The New York State Justice Center for the Protection of People with Special Needs (Justice Center) maintains a 
Vulnerable Persons Central Register. That register includes a Staff Exclusion List (SEL) containing the names of 
individuals who have committed serious acts of abuse. The SEL must be checked as part of the comprehensive 
background check process for the individuals identified below and on the A-Series form. 

Instructions: 
• This form is used to check the Justice Center’s (SEL). 

• Group Child Care Programs must submit the SEL for DOHMH. 

Note: If the individual appears on the SEL, a determination will be made whether to hire or allow such a 
person to have regular and substantial contact with a child in child care programs. 

 

Fill out all information below. Please PRINT clearly to avoid delays in processing. 
 
 
 

First name: 
 
 

Last name: 
 
 

Middle initial: 
 
 

Social security number: - - 
 
 

Date of birth Only if no social security number or alien registration number is available: / / 
 
 

Alien registration number Only if no social security number is available: 
 
 

Position applied for: 
 
 
 
 
 
 
 
 
 

Signature  Date    



 
NEW YORK CITY 

DEPARTMENT OF HEALTH AND MENTAL HYGIENE 
WAIVER REQUEST FOR 

COMPREHENSIVE BACKGROUND CHECK 
CLEARANCE 

 
A3 (Revised 11/2019) 

 

Instructions: 
Complete this request to associate an individual’s current comprehensive background check with an additional permitted child care provider. 
All fields are required unless otherwise noted. Incomplete applications will not be processed, and a separate request must be completed for 
each new childcare provider being associated with an individual. A new SCR and A-2 application will be required if the A-3 is submitted 
separately. Completed forms must be submitted to the NYC DOHMH Central Clearance Unit (CCU) via email at CCU@health.nyc.gov or faxed 
to 347-396-8052. Please note that email may not be secure depending on your security settings. 

 
Personal Information 

 
Name of applicant:  DOI #/DOE PETS#:    

 
Address:    

 
Borough:  State :  Zip Code:    

 
Date of Birth:  Social Security Number:    

 
Original Program Associated with Comprehensive Background Check 

 
Program Name:    

 
Program Address:    

 
Borough  Zip Code  Permit/DC ID#   

 

□ I remain active at the above site □ I am no longer associated with the above site 

□ I remain active at the organization and will be working under a different “umbrella” permit 
 

Date of Clearance:  Date separated from program (if applicable):    
 

Employee Eligibility Status: □Eligible □Conditional 
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A3 continued (Revised 11/2019) 
 
 

CLEARANCE WAIVER REQUEST 
 

New Program Information 
 
 

Program Name:    
 
 

Program Address:    
 
 

Borough  Zip Code  Permit/DC ID#   
 
 

Start Date at the New site:  Position/Title at New Site:    
 
 
 
 
 

Name of Applicant:  Last 4 Digits of SSN:    
 

Applicant Signature:  Date:    
 
 
 
 

Signed (Program Officer):  Date:  
I affirm to the best of my knowledge that the information entered above is true and accurate. 
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LDSS-3370 (Rev. 08/2019) DCCS version FRONT SCR USE ONLY 
NEW YORK STATE 

OFFICE OF CHILDREN AND FAMILY SERVICES REQUEST I.D.: 

STATEWIDE CENTRAL REGISTER DATABASE CHECK  

Agency Use Only  

ALL INFORMATION MUST BE COMPLETE. PLEASE PRINT OR TYPE 
AGENCY CODE: RESOURCE I.D. (RID) CHILD CARE FACILITY SYSTEM (CCFS) NUMBER: CATEGORY (Use alpha codes on reverse): PHONE NUMBER (Area Code): 

( ) - 
PRINT BELOW THE ADDRESS ASSOCIATED WITH YOUR RID/CCFS NUMBER: The particular classifications of persons who must or may be 

screened are set forth on the reverse side of this document. The 
alpha codes to complete the “Category” box above, are also on 
the reverse side of this form. 
FOR ALL CATEGORIES: Complete the following for yourself, 
your spouse, your children and any other person(s) in your home 
at the present time. MAKE SURE YOU COMPLETE ALL 
MAIDEN NAME/ALIAS/MARRIAGE SECTIONS THAT APPLY. 
IF NONE, STATE “NONE” List RELATIONSHIP in the fields 
below. 
(see reverse side for instructions) Attach additional page if necessary. 

AGENCY 
NAME: 

     

AGENCY 
LIAISON: 

 

STREET 
ADDRESS: 

 

CITY: 
 

STATE: ZIP CODE: 

The purpose of collecting the demographic data on other persons in your household who are not screened pursuant to Section 424-a of the 
Social Services Law is to enable the NYS Office of Children and Family Services to identify with the greatest degree of certainty whether 
the person(s) being screened is the subject of an indicated child abuse or maltreatment report. The utilization of this information in a 
discriminatory manner is contrary to the Human Rights Law. 
APPLICANT/HOUSEHOLD MEMBER AREA PLEASE TYPE OR PRINT CLEARLY 

IF THERE ARE NO OTHER HOUSEHOLD MEMBERS, PLEASE CHECK THIS BOX. 
RELATIONSHIP TO 

APPLICANT LAST NAME FIRST NAME Sex 
M/F 

DATE OF 
BIRTH 

APPLICANT 
  M 

F 
   

APPLICANT MAIDEN/ALIAS/ 
MARRIED NAME 

  M 
F 

   

   M 
F 

   

   M 
F 

   

   M 
F 

   

   M 
F 

   

   M 
F 

   

   M 
F 

   

   M 
F 

   

Please provide your current address and any other addresses at which you have resided for the last 28-years, including street, street 
number, city and state. For Adoption, Foster Care, Family and Group Family Day Care, also include the same address history for 
household members 18 years of age or older. 
CURRENT STREET ADDRESS APT # CITY STATE ZIP FROM (Mo/Yr) 

/ 
TO (Mo/Yr) 

/ 
PREVIOUS STREET ADDRESS APT # CITY STATE ZIP FROM (Mo/Yr) 

/ 
TO (Mo/Yr) 

/ 
PREVIOUS STREET ADDRESS APT # CITY STATE ZIP FROM (Mo/Yr) 

/ 
TO (Mo/Yr) 

/ 
PREVIOUS STREET ADDRESS APT # CITY STATE ZIP FROM (Mo/Yr) 

/ 
TO (Mo/Yr) 

/ 
PREVIOUS STREET ADDRESS APT # CITY STATE ZIP FROM (Mo/Yr) 

/ 
TO (Mo/Yr) 

/ 

I affirm that all the information provided on this form is true to the best of my knowledge. I understand that if I knowingly give false 
statements, such action could be grounds for denial or dismissal from employment or denial or revocation of a license, certificate, permit, 
registration or approval. 
APPLICANT’S SIGNATURE DATE 

/ / 
 APPLICANT’S SIGNATURE DATE 

/ / 

EIGHTEEN-YEARS OF AGE OR OLDER: 
I understand that as a person 18 years of age or older in a home of an applicant to become an Adoptive or a Foster Parent or a Family or 
Group Family Day Care provider, the information I have provided will be used to inquire of the Statewide Central Register to determine if I 
am the subject of an indicated report of child abuse or maltreatment. 
SIGNATURE DATE 

/ / 
 SIGNATURE DATE 

/ / 



LDSS-3370 (Rev. 08/2019) DCCS version  
STAPLE TO LDSS-3370, DCCS version (IF NEEDED) 

STATEWIDE CENTRAL REGISTER DATABASE CHECK FORM 
ADDITIONAL PAGE 

(Use only if the space on the form, LDSS-3370, DCCS version is not sufficient) 
 

APPLICANT NAME: 
Print clearly, all dates must be consecutive (month/year). Be sure to associate address histories with particular individuals. 

Previous Street Address City State Zip From 
(Mo/Yr) 

To 
(Mo/Yr) 

    / / 

    / / 

    
/ / 

    
/ / 

    
/ / 

    
/ / 

    
/ / 

    
/ / 

    
/ / 

    
/ / 

    
/ / 

    / / 

    
/ / 

    
/ / 

    
/ / 

    / / 

    / / 

    
/ / 

    
/ / 

    
/ / 

    
/ / 

    
/ / 

    
/ / 

    
/ / 

    / / 



FINGERPRINTING IDENTIFICATION AND AUTHORIZATION FORM 
(FPIA/DOHMH) 

1. Section A of this form must be completed by the employee or applicant being fingerprinted by the New York City Department of Investigation (DOI).
Section B must be completed by the Clearance Liaison or Alternate Liaison of the Child Care Service.
Section C will be completed by Department of Investigation (DOI).

2. DOI fingerprints are by appointment only and will provide the applicant a copy of the completed FPIA.
To schedule an appointment, log onto https://www1.nyc.gov/site/doi/offices/fingerprint-unit.page or call 212-825-5960.

3. The applicant must provide the completed FPIA to the Clearance Liaison or the Alternate Liaison who will retain the form on file at the Child Care
Service.

4. To be fingerprinted, applicants must bring one photo identification from the approved list found on DOI’s website at
https://www1.nyc.gov/site/doi/offices/fingerprint-unit.page .

5. The fingerprint processing fee can be paid by credit card (plus credit card processing fee) or by Postal Money Order from the United States Post Office
made payable to the New York City Department of Investigation (other types of money orders will not be accepted).

A. APPLICANT INFORMATION (all fields are required) 

Social Security #: 
(Signature of Applicant) 

Name: 
(Last) (First) (Middle) (Alias or Maiden Name) 

Address:  
(Street Number) (City/State) (Borough) (Zip Code) 

Phone: 
Job Title/Role Start Date 

Date of Birth: Age: Place of Birth: 
(State and Country) 

Sex: Race: Skin Tone: Hair: Eyes: Weight: Height: 
(Lbs) (Ft.) (In.) 

B. CHILD CARE SERVICE / PROGRAM INFORMATION (all fields are required)

Program Type: Direct Head Start Non-DOE Group Child Care Non-DOE School Based Child Care 
(Select One) 

- Summer Youth Public Service Other: 

Permit # / DC#: DC32971 
 

Zip Code: 10304 
 

Child Care Service / Provider Name: Young Minds in Motion 

Child Care Service Address: 556 Richmond Rd, Staten Island NY 

Child Care Director / Liaison Name: Priscilla James Phone: 347.709.9646 

C. DEPARTMENT OF INVESTIGATION INFORMATION (FOR DOI USE ONLY)

DOI#:   

Date Applicant Fingerprinted:   

Signature of DOI Staff Member: 

FPIA (Rev. 2/2020) 

Child Care Director/ Liaison Signature: Date: 


