s Name: M(l TU ‘C\\A_A‘v’l\ﬂ(\ School #: Position Applied For:~ \ j\.

p\ﬁ

“RENCE CHECKING GUIDELINES

o A minimum of three References/Employment Verifications should be attempted for sl patential hires, A
minimum of two positive References/Employment Verifications must be completed prior to hire however where
state licensing requirements are mare stringent, state licensing guldelines should be followed.

» - Applicants with limited work experience or long-term employment should still provide a minimum of two
references; one personal/character reference should only he substituted in limited situations,

RENCE CHECK RESULTS
Confirm for ALL referencescompleted:

Reference Form Section Ref 1, Ref#2 Ref 3
Employment Information Verified (no discrepancies noted) | Yes No | Yes No | Yes - No
General Work Performance Acceptable Yes No |Yes No |Yes No |
Work Performance with Children Acceptable Yes MNo | Yes No | Yes No

‘No's” identified above should be discussed with your District Manager prior to making a hiring decision. Along
eiscrepancies and fair-io- -poor Jeedback averall, unfavorable references might include references who:

Were reluctant io prowde any Information

Did nat know the applicant well

Refused to answer certain questions

‘arence #1 Completed by:

plete information in this section priorto calling reference us gApp
layer: Applicant’s Position:

Date: [/} End Date: [/ /

on for Leaving:

rence’s Name and Title:

t is/was your relationship to the Applicant: 1 Supervisor L Peer L] Subordinate Li1Other:

thof Tirme Known: Is the applicant eligible for rehire:[7J YesT] Nel(J Unsure
tionab ifiad; (1 O No Discrepancies Noted:

ata, Verify data; note discrepancies below.)

smer Service!

Excellent L! Goed {1 Fair LI Poor [1 NA/Unknown  Strengths:
tive; L1 Excellent & Good O Fair [3 Poor 3 NA/Unknown
nunication Skills: [ Excellent [ Good 3 Fair [ Poor [ NA/Unknown
work: [ Excellent [T Good 1 Fair [ Poor [J NA/Unknown Developmental Areas:

dance/Reliability] Excellent [0 Good [71 Fair £ Poor [ NA/Unknown
i1l Performance: [ Excellent [7 Good U3 Fair O Paor (71 NA/Unknown

\,rouobserved this applicant working with children? If yes, please descrlbe how well he/she relatesto children.
ou aware of any reason why we should not allow this applicant to work with children?

! you place your own children in the care of this parson? Why or why not?




Reference #2 Completed by:

Complete inform tion in this section priorto callfeference using Appllcation/Tat. Ver.'fya, note discrepancies below.}
Employer; Applicant’s Positlon:

HireDate: [/ ] End Date;  /  /

Reason for Leaving:

Reference’s Name and Title:

What Is/was your relationship to the Applicant: [] Supervisor []Peer [1Subordinate [IOther:

Lengthof Time Known: ts the applicant eligible for rehire:[0 Yes[d No Unsure

information above verified: [} Yes [ No Discrepancies Noted:

nlGR )
Customer Service: [ Excellent O Good O Fair [J Poor O NA/Unknown  Strengths:
Initiative: O Excellent [0 Good O Fair O Paor 3 NA/Unknown
Communication Skills: [ Excellent [I] Good [0 Fair O Poor [} NA/Unknown
Teamwork: [ Exceflent [ Good [ Fair O Poor {J] NA/Unknown DevelopmentalAreas:
Attendance/Reliabilityd Excellent [0 Good 3 Fair OO Poor O NA/Unknown
3 NA/Unknown

Qverall Performance; [ Excellent [] Good [} Fair O3 Poor

Are you aware of any reason why we should not atlow this applicant to work with children?

Would you place your-own children in the care of this persen? Why or why not?

Reference #3 Completed by:

R T o S e S S A

lete information in this section prior to calling reference using Application/ATS data. Verify data; notiscrepancres below.}
Employer: Applicant’s Position:

Hire Date: /[ / End Date:  / /

Reason for Leaving:

Reference’s Name and Title;

What is/was your relationship to the Applicant; O Supervisor [0 Peer [J Subordinated Other;

Lengthof Time Known: Is the applicant eligible for rehire:0 Yes[d Noll Unsure

Information above verified: [ Yes [ No Discrepancles Noted:

Customer Service: {1 Excellent [0 Good OO Fair [ Poor O NA/Unknown Strengihs:

Initiative: [3 Excellent O Good [ Falr [0 Poar 1 NA/Unknown
Communication Skills: O Excellent [} Good &I Fair [ Poor O NA/Unknowh
Teamwork: [ Excellent [1 Good [0 Fair OO Poor [ NA/Unknown Developmental Areas:

Attendance/Refiability Excellent [0 Goad C] Fair [ Poar OO NA/Unknown
Overall Performance: [J Excellent [0 Good O Fair [ Poor 43 NA/Unknown

Have u observe his applicant working with children? If ves, nlease describe how well he/she relatesto children,

Py

Are you aware of any reason why we should not allow this applicant to worlk with children?

Would you place your own children in the care of this person? Why or why noi?




OQCFS-4658 (Rev. 6/2014)

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

WAIVER FOR SUBMISSION OF A DUPLICATE FINGERPRINT CARD

Please FPrint Glearly or Type Information

1, Last Name 2. First Name 3. ML 4, Sex 5, Dale of BIrth

Yaaole Maruiou A B [ 70000k

6. Allas or Maiden Name

7. Street Address 8, Check here !f this Is a new address
3 Springhurst Drive

9, Gity/Stale Address 10. Zip Code

East Greenbush New York 12061

11. New Facllity/Provider ID# 12. New Facility/Provider Name

137587 TutorTime of East Greenbush

13, New FacilitytProvider Street Addrass
3 Springhurst Drive
14. New Facllity/Provider Clty/Slate Address 15. Zlp Gode

East Greenbush NY 12061

16, Additional Information - Current Role (Check Onej:

[:}D @T DJ L—_]TR DHM DF [:]A[:]V

D- Director/Site Operalor

T-  Teacher, Assistant Teacher, Teachers Aide Assistant in GFDC or FDC
J-  Janitor/Maintenance Staff

TR- Transportation staff, bus drivers, van drivers, transportation afdes

HM- Household members age 18 and over

F-  Family or Group Family Day Care provider

A-  Administrative Stalf

V- Volunteer

17. Hava you been previously fingerprinted by the NYS Office of Children and Family Services
{OCFS8) for day care employment, regisfration, licensure andfor by a local social services district or Yes m No

a voluntary authorized agency for certification or approval as a foster care/adoption parent or as
someone In the housshold age 18 or over?

18. Please identify previous Facility/Provider/Agency below
Previous Faellly/Provider ID# Previous Facilily/Provider/Agency —~ Name and Address

Previous Facility/Provider ID# Previous Facility/Provider/Agency ~ Name and Address

Pravious Faclity/Provider 1D# Previous Facliiy/Provider/Agency — Name ard Address

| understand that the information | have provided above will be used to complete a criminal history review. To the best
of my knowledge, the information | have provided in this document is true and accurate. 1 also understand that my
failure to provide truthful and accurate information In this document may constitute grounds for the denial,
suspension, limitation, or revocation of the privileges sought in connection with this application,

" Doy Wl 1257

Slgnature Date

PLEASE FORWARD THIS FORM TQO YOUR LICENSING OR REGISTRATION REPRESENTATIVE




OCFS. 6002 (Hev, D8/2018)

and minimum requirements for caregiving staff in ohild da

the regulations, Regulations can

instructions:

NEW YORK STATH
QFFICE OF CHILDREN AND FAMILY SERVICES
QUALIFIGAT{ONS
Chitd Day Care Programs

FROGRAM NAME: O FAGICITY T NUMBETG

Ty e, 08 €nay Areenhifiny OO\ 15271
NAME OF PERSON WITH PENDING ROLE: DATE OF BIRTH (mmidd }». :

Moralow Yoole 2 199,

The New York Btate Office of Ghildre}: and Famlly Services (QCFS) ohild day care regulations Identify qualifications
y care programs. The Informatlon s Included In section 13 of

be oblained at oofs.ny.aovimaln/childeare/defanlt.asp and from your licensorregistrar,

¢ Consult OCFS regulations for qualification and minfmum requirements for your role.
¢ Complets sections fhat spply to your rale In the program. You may attach a resume,
* " You may be asked to stbmlt addiffonal decumentation to demonstrate aducation, tralning, or child cars experlence,

*  Please PRINT clearly

TYPE OF PROGRAM: Family Day Care, Group Family Day | Day Care Center and School-Age Child Care
Cara and Small Day Cars Cantars :
ROLE IN PROGRAM [l Providér {J Volunteer ] Dlregtor Voluntesr
ELAssttant [ Substitute [ Group Teachsr asisfant Teacher
Education/Training (if applicablp for pending role) . '
Data Ranga Dsgres; Major, institution - Number of -
' " Name of Credential, or Training - Cradits (If
applicable)

Child Cara Experience

Date Rar;ge + | Deacripilon

Logation

Ags of Ehildren

v

Sugewisom’ Experience (applicable for pending role of Diractar at Day Care Centar/Sehonl-Age Chitd Care program)

Location

Date Range Bescriptlon




OCFB-4830 {Rev, 08/2018) FRONT

NEW YORK STATE
OFFICE QF GHILDREN AND FAMILY SERVICES

‘REQUEST FOR NYS FINGERPRINTING SERVICES
Child Care Programs

Envollinent information:
Applleant nest have an appointment {o be fingarprinted. At the appoiniment, tha epplioant wil nead to bring this form and

‘accepiable 1D,

Appaintments can be made by cnnfécﬁng the vendor at one of t e.fallewlngrbi-ﬁm\
Wehsite: htiosy/uenroltidentago.com/workfiows/ 5444\, or e Gall Canter: 8774726915

™
Contribiutar Ageney Section!

Servioe Cada; 15431y Contrlbu!or Agancy, NYS Offlea of Chitdron.and Family Services.Ghild Day Gare Programs
Facility/Agancy ID Number: 1’57 ‘;—")Cﬁ F’)

e N N . '
Fagllity Name/Atdress: \ X J\f’\\}l)(\i{_, { )@ (Q(_‘it-ﬁ ({g@pﬂb\ﬁ»q
.AFingagngnt Applicant Sectfon: #Ne Submission [3 Resubmisston

Naine of Applicant: N C\N\QU\ YO0 ©
Altas / Meiden Name: o i
streotaddross: 12571 (VWAL e APY ENF
oy, Srate, &2 0y Core e OOUEN N7 S0 |

Date of Birth: ’5’)& GG Sox © [IMale KfFemals [ Other -

_; Ethnlely: E]Hispan'lc [J Nen-Hispanic
ﬂ’wmte [Iblack [ Amerlcan IndlanvAlgsican Netive [ AsteryPaciia islander

Race:

O other ] Unknown ,
Skin Tane: \MY\\* e ___ EyeColor; E@ Vi ﬁ\ Halr Color: - 1 AWy %m\ﬂn
Helght: CQ ft. ' Og In. Welght 7 \ 0 Ibs, . Y

Stato/Country of Birth: _\\ \4J [ WS
e L .

Role of Fingerpring Applicant (please check oneh: .
mployee/Teacher (T) . [ Volurieer (V)

CHILDCARE: [Diector (%) [ Provider(r) &

{1 Household Member over the age of 18 (HM)

Pl

Fingerprint Applicant Affirmation Section o
tlon anid the supporting documents are true and do not cantal any

I hereby affim that the information contalned in the appliva
falgs staternents or orelssions of any materlsl Information or faols, | understand that the making of false wiltten slatements in this
applloation Is punishable as a class A misdameanor under Sectlon 176,50 end/or Section 210.45 of the New York Penal Law,

fopleoants dgnatre: X \\o ANy Vosle | bas | 17974 |
L B J\/ n - ¥
Payment Section: U\
: !

Agency Bllfing Accaunt




OCPS-6001 {Rav, 01/2020)

OelGy

NEW YOUR STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

CHILD CARE PROVIDER, STAFF,VOLUNTEER AND HOUSEHOLD MEMBER INFORMATION

CHILD CARE PROGRAMS

INSTRUCTIONS:

+ Please PRINT clearly. This form MUST be completed by each applicant for child care provider, staff, volunteer

and household membet.

« If youare nof sure which role to choose, refer to the child day care regulations and/or consult with your licensor,

registrar, or legally-exempt enrollment agent.
» Listall other facility ID numbers you want your fingerprints fo be associated with.

PROGRAM INFORMATION

PROGRAM NAME: FACILITY {D NUMBER:

FACILITY [ NUMBER OF FROGRAMS YOU WANT YOUR FINGERPRINTS ASSOCIATED WITH:

r ¥ 3 3 ] 1) ! 1 L

BUSINESS CONTACT NAME!

EMAIL ADDRESS:

SR - Alda-522. QO()\QMM\Q\\C G\W\Q\\\ . COM

PHONE NUMBER: EMAIL ADDRESS:
( ) -
TYPE OF Farnily Day Care, Group Family Day Care, Day Care Ce'nter, Schiool-Age Child = | All Programs
PROGRAM: Small Ray Gare Centers, Legally-Exempt Gare,Lagally-Exempt Group
Informal
ROLE: - E3 Provider l:l Director Dﬂ/olunteer
L1 Substitute (GFDCIFDC) [[] Group Teacher (DCC/SACC) Employse
[l Asslstant (GFDCFDC) 'gAssIstam Teacher (DCCISACC)
[1 Household Member [ Teacher (LE GROUP)
PERSONAL INFORMATION
WAME(FIM Middle, Liaﬁl‘ O
Wou ACNO. Yoole
DATE OF B\IFKM GENDER:
ASTHIS 6] Cemale
ADDRESS) . FLOOR;
2] Csz\uwxb\Q’YO\(f, t\13
( mgh STATE: \ZEP: (0 ‘
F‘LONE NULMBER (\

Have you ever been known by any other name? L] YES {;I{ NO
If YES, list all known names (Including maiden name, aliases, pseudonyms)

Have you lived in anothergUKS. state orterritory outside of NYS in the last & years? Prior residence in another country

does not apply. 1 YES™ NO

If YES, complete page 2 of this form entering all out of state addresses, including U.S. teritories where you lived in the

past flve years. Additlonal Information and/or forms may be required.

f NO, youdo not have to completa page 2,




OCES6003 (Rev, 00/2018)
NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVIGES

REFERENCES
Child Day Gare Program

Instructions:
*  Pleaga provide complete information for two paopla (ong employment referanca and onb personal reference) we can contaot.

*  Raiatives may NOT he tisad as references
= Hyou hava been employed outside the home, please fnclude an employer as one of your references

*  Pleass PRINT clearly
FAGILITY O RUMBER:

lircie 0f_ 4% Grenhuthul [ oo 1500

M&m\su QQCB\Q :

T‘{EE OF PROGRAM -+ Famity Day Gare, Qronp Famlly Day Day Care Center and School- Ag@
: Caro and Small Dzy Care Conters Clilid Cara
ROLE IN PROGRAM : | [ Provider [ Direstor
' [ Asslatant _ (. Teacher
1 Substitute {1 Volunteer

REFERENCE #1 (Requlrad)
Please cheds approprlate referonces type: [} Personal [11 Employment

. NARIE (Lasl, Firsl, M)

OOwmr COMRSCIMS. | - ‘ ) -
BUSINESS NAVE: . APT: FLGOR:
ADDRESS:

QITY: STATE! 218

DAYTIMIé FHONE: E-MAIL: :

( ) -
Does refarehce speak English? [ Yes [No If NO, please speclfy language spoken:

REFERENGCE #2 (Required)
Piease check appropriate reference type: [ Personal [ Emplnymant

NAME (Last, First, bi):
1 MR I MRS. ] MS, ]
‘| BUSINESS NAME: ) APT: Iﬁm’m:
ADDRESS:
CiTY: +8TATE: . I
DAYTIME PHONE; E-MAILL

Does raference speak English? [ Yes ] Mo I NO, please specify language spoken:

REFERENCE #3 (Optmnal}
Please check appropriate refarence typs: ] Personal [} Employment

NAME ¢(Last, Firsh M)

1 MR, MRS, [T M8,
BUSINEES NANE: ARt T FLOOR:
ALDRESE
anT: &TATE: T - ZiF;
THAYTINE PHONE: ERAL
) -

Doas reforence speals English? [J Yes [INo I NO, please spaoliy language spoken:




- OCF3-6040 (6/2020} '
NEW YOK STATE

OFFICE OF GHILDREN AND FAMILY SERVICES
CHILD CARE EMPLOYEE, VOLUNTEER, PARENT, CHILD AND ESSENTIAL VISITORS
‘ HEALTH SCREENING ONE-TIME ATTESTATION

RBefore entering a child care pregram, employees, volunteers, parents, children and essential visitors musi
complete a health screening questionnaire dally. In addition, each employee, volunteer, parent, child and
essential visiior must sign and submit this form to the program one time. Employees, volunteers, parents,
children and esgential visitors must answer all questions and take their temperature dally to confirm a body
temperature lower than 100.0 degrees Fahrenheit. if anyone answers "Yes” to any of the questions below, they
cannot enter the child care program. A parent or guardian is responsible for comnpleting daily screening on behalf

of their child{ren).

+
’

Seli-Screening:

Below are the self-screening questions that employees, volunteers, parents, children and essential visitors are
required to answer daily. If any of the answers to the below questions are “Yes,” individuals cannot enter the
pragram, If the answers are "No" to all the following questions, individuals may enter the program. if employees,
volunteers, parents, children and essentlal visitors cannot take their temperature at home, but answer “No* to all
other questions, they may report to the program to have their tem;ierature taken on site.

1. s your temperature higher than or equal to 100,0 degrees Fahrenheit?

2. Have you had any known contact with a person confirmed or suspected to have COVID-19in the past 14
days? ,

3. Are you currently experiencing ANY of the following symptoms?
o Cough (new or worsening)

Shortness of breath (new or worsening)

Trouble breathing (new or worsening)

Fever

Chills

Muscle pain {new or worsening)

Headache (new or worsening)

Sore throat (new or worsening)

New loss of taste

New loss of smell

4. Have you tested positive for COVID~18 through a diagnostic test in the past 14 days?

OCCoDOO0OD OO0 O

if you have answered "NO” to ali questions, you have passed and may enter the program.

If you have answersd “YES" to any question, you will not be allowed to enter the program.

Attestation: By signing this document, | Hgree that 1 will sélf-monitor these sy'mptoms each day and report the
outcomme per the instructions ahove and will not enter any child care program if any of the above symptoms or

conditions are present.

Signature Date

Signature Q Date
Nose: This document must be sighed and returned to the program prior to entry. A signed copy needs fo be
proyfo'ed only once. The child care prograim must retain a copy for their records.




LDS$S-3370 (Rev. 12/2018) DCCS verslon FRONT SCR USE ONLY
NEW YORK STATE REQUEST 1D
QFFIGE OF CHILDREN AND FAMILY SERVICES
STATEWIDE CENTRAL REGISTER DATABASE CHECK

Agency Use Only

ALL INFORMATION MUST BE GOMPLETE. PLEASE PRINT OR TYPE

AGENCY CODE: | RESOURCE 1.0, (RID}|CHILD CARE FAGILITY SYSTEM (CCFS)NUMBER: |GATEGORY (Use ajpha codes on reverse): [PHONE NUMBER {Area Gode).
() -
PRINT BELOW THE ANDRESS ASSOCIATEDWITH YOUR RID/CCFS NUMBER: Tha particular classifications of persens who mustor may be saeened
AGENCY . are set forth on the reverse side of this document, The alpha codes o
NAME: complets the “Category” box above, are alsoonthereversaside of s
) , form.
tﬁ?chﬁ\\;: EOR ALL CATEGORIES: Complete the following for youtrself, your
spouse, your children and any other person(s) It your home at the
STREET prasent fime. MAKE SURE YOU COMPLETE ALL MAIDEN |
ADDRESS: NAME/ALIASIMARRIAGE SECTIONS THAT APPLY. IF NONE,
STATE"NONE" List RELATIONSHIP in the flalds befow.
cITY: STATE: ZIp CODE: (see reverse skie forinstnictions) Attach adciional page if necessary.

The purpose of callaciing the demographicdata on otherpersons in your hotisehold who are not screened pursuantto Section 424-a of the
Sodlal Services Law s to enable the NYS Office of Chlidran and Family Services to identify with the greatestdegree of certalnty whethsr
the person(s) being soreened Is the subject of an indlcated child abuse or maltreatmentreport. The utilization of this informationIna
diseriminatory manneris contrary to the Human Rights Law,

APPLICANT/HOUSEHOLD MEMBER AREA PLEASE TYPE OR PRINT CLEARLY
[] IF THERE ARENO OTHER HOUSEHOLDMEMEERS, PLEASE CHECK THIS BOX,
RELATIONSHIP 70 SEX [ DATE OFBIRTH
APBLICANT LAST NAME FIRST NAME A e
_ APPLICANT G es COV ORI .00
APPLICANTMADENALAST| - R ' '
MARRIED NAME , - - !

MM T 2T i T

COCOLOnoonoojo o) o gr;.
T n

Please provide your current address and any other addresses at which you have resided for the |ast 28-years, including street, street
number, eity and stale, For Adoptlan, Foster Gars, Family and Group Family Day Cara and legally-exempt Family Child Care, also
Include the sarne address histary forhousshold members 18 years of age of older.

CLERRENTE-}I‘REET ADDRI::SS . APT # CITY . STATE Zle FROM (Mofvr) O (MolYr}
151 COuMDSTowe E-AH bost Creanbush | 1106 NLITOR dﬂt’&ﬂ\ =
E_BE\JIO‘LLS STREET {\DPRESS APT # Gl i STAYE Z'E_f - FROM Mm’Yr) TO {Monr]
767 Moy A V;wei\cx N 243V ZAoRI2 20
PREYIOUS STREET ADDRESS APE R | STA zp FROM {MolYr) | TO (Me/¥r)
14 Toleuiewn fre 4 ?ﬁﬂﬁ&q ey [ROJ 17144 /
PREVIOUS STREET ADDRESS APT # GITY STATE ZIP F RD/M {Mol¥r) TO’(Mm'Yr)
PREVIOUS STREET ADDRESS APT # GITY STATE ZIP FRO/M {MofYr) TOI(Moer)

| afflrm thatall the information provided onthisform is frue to the bastof myknowledge. [ understand that if | knowingly give false
statements, such aclion could be grounds for dental or dismlissal from employmentordenial or ravecation of a license, certificats, permit,

registration or approval.
APPLIGANT'S SIGNATUR DATE‘(mmIddfyyyy)' APPLICANT'S SIGNATURE DATE (mn/ddiyyyy)
WAG (S bcm&, i 7251261 11
EIGHTEEN-MEARS OF AGE OR OLDER! '
| understand thaias a person 18 years of age or olderina home of an applicantto become an Adoplive ora Foster Parentor a Familyar
Group Family Day Care provider or a legally-exemptfamlly child care provider, the information | hava provided will be used to Inquire of the
Statewlde Central Reglstet to determine if | am the subject of an Indicated reportof child abuse or malireaiment,
SIGNATURE Dm‘? (mn}lddlyyyy) SIGNATURE DIATE (mmiddiyyyy)
I




OCFS.6001 {Rev. 01/2020)

APPLICANT NAME: \\\_mc\ 4\\(\\1 \:)a A\
*APPLICANT SQCIAL SEGURIT% NUMBER (voluntary): (S \ A\ =7 @‘7_-4

APPLICANT EMAIL:_ Qe YN 1L \mu@(}) o . Con

OUT OF STATE ADDRESSES (Previous 5 years)
+ PRINT GLEARLY
¢ YOU MAY BE ASKED TO SUBMIT ADDITIONAL FORMS FOR QUT OF STATE CLEARANCES.

Pravious Street Address Clty State Zlp (I\Ei:}‘ﬁ} (MZ[O\;r}
/ !
! /
! /
! /
/ !
f !
! /
/ !
/ !
/ /
! /
/ /
/ /
/ /
/ /
! /
! f
/ /

*Social Security Account Number (SSAN): Pursuant to the Privacy Act of 1974, any federal, state, or local
government agency that requests an Individual fo disclose his or her SSAN, is responsible for informing the
person whether disclosure is mandatory or voluntary, by what statutory or other authority the SSAN Is solicled,
and what uses will be made of it. In this instance the SSAN is solicited pursuant to 42 USC §9858f and New York
State Social Services Law §390-b and will be used as a unigue identifier to confirm your Identity with other states
and territories because many people have the same hame and date of birth. Disclosure of your S8AN is voluntary;
however, fallure to disclose your SSAN may affect compietion or approval of your application.




LPS8-3370 (Rev. 12/2018) DCCS varslan

STAPLE TO L.DS8-3370,DCCS version {IF NEEDED)

STATEWIDE CENTRAL REGISTER DATABASE CHECK FORM
ADDITIONAL PAGE
{Use onlyif the space on the form, LIX$S-3370, DCCS verslon is not sufficlent)

APPLICANT NAME: U&“ MO Pp\m\é‘

Print clearly, all dates mustHe consecutive & (monthiyear). Be sure to assoclate address hlstorles with particular indlviduals,

| 206}

PREVIOUS STREET ADDRESS eITY " STATE 7P (;};m (M'g?m

% Loopocd 1 Mahopat WM oS4 ilab’ 199 ksk"1998
DN v S Corme N [OSIZ [ on 199 | 6l 7011
14 lalen el Ave RenNSee\aer | INY 1A 0% 12003
02 Avalsn Vol leu Dy Podury  (CT|0k#I01] 01309 204
1A \aeneny P Censeloet | NM 24y 2oMlod 20
202 Vah Sy (avero NS YA Y AN | S AN}
141 @mmim;g@ A past Greenishy NY VARNME 3S

f




L.D8S3370 (Rev, 12/2019) DCCS version
STAPLE TO LDSS-3370, DCC8 verslon {IF NEEDED)
STATEWIDE CENTRAL REGISTER DATABASE CHECK FORM

ADDITIONAL PAGE
{Use only Ifthe space on the form, LDS8-3370, DCCS version is not sufflcient)

weeieant v oo Poole

Other Housshold Members are: Mease printciearly): 7
{1 IF THERE ARE NO OTHER HOUSEHOLD MEMBERS, PLEASE CHECK THIS BOX,

SCRUSE | RELATIONSHIP LAST NAME FIRST NAME SEX DATE OF BIRTH
ONLY TO APPLICANT MY mm dd | yywy

G Gwoneds @sVGiGN B ANEAL S

00 30 OO0 000 00 08 00 00 00 00 00 o0 00| o0 00 00 oo 00 on g0 00 00 ool oo 0o 00 Dﬂgg

TME MZ ME M| M Mg My ng| v g g ng ng| ng) ng ng wx nzg| ng| wg g ng| nz| vz nx wz| ng




NEW YORK STATE ‘
OFFICE OF CHILDREN AND FAMILY SERVICES

REQUEST FOR 8TAFF EXCLUSION LIST CHECK
' Child Bay Care Programs

(JGFS-H\UEZ (Rev, 00i2018)

PROGRAM NAME! ' FACILITY |D NUMBER;
OGN, (f Cofs (e, | 12157

The New York State Justice Center for the Protection of People with Speclal Needa (Justice Genter) maintains &
Vilnerable Persons Central Reglster. That reglster includes a Staff Exclusion List (SEL) containing the names of
individuals who have committed serlous acts of abuse. The SEL must be checkad as part of the comprehensive

background eheck process for the Individuals Identifled befow and on the OCFS-8000 form.

Instructions: ,
o This form Is used to check the Justice Center’s (SEL).
To datermine where to submit this form, fingd the type of program and the Individuad's pasition In the list helow,

Typs of program / Role I the prograny - - X ~ Whore to siibinit -
Family Day Gare, Group Familly Day Gare and Smiafli Day Care “Tha licansor/reglstrar of the program -
Center (Staff, Volunteets, and Household Metsbers Age 18 and
older) '
Day Caré Cenfer and School-Age Child Care (Dirsstors) The lcensor/reglstrar of the program
Bay Cara Center, Legally-Exempt Group Program and School-Age .| The director of the program
Child Care (Staff and Voluhteers): o i :

Legaily-éxam;ﬁ Group Program Diractors, Logaly-Exempt Informal The Enreliment Agengy of the program
_Child Care (Providers, Staff, Volunteers, and Household Members
Age 18 and older) '

H the Individual appears on the SEL., ) determination will be made whether to hire or aflow such a person ta have regular and
substanial contact with a child in child caré programs,

Fill out 21l Information below. Please P'RINT claary to avold dalays In pracessing.

First name: \}«\‘('kﬁy)\gv_ﬁuk
Last name; &)Q;,Q\lé _—

Middleinitiat: P - .
Soclal securlty number: (VAL ~Ris -7 IaYi F4)

Date of birth Only if n soolel securfly number or allen regisiration number fs avallable: (N R\ 12 0724
Alien registration number Only if no sovial securify number Is:avellable:

Position applied for: \ % )




OUFS-6008 (b2018) _ "
Delio; NEW YORK STATE
) OFFIGE OF CHILDREN AND FAMILY SERVICES

CRIMINAL CONVICTION STATEMENT
: CHILD DAY.CARE PROGRAMS

INSTRUGTIONS:

*  ALL applicants for a licensure o registration, staff, volunteers, and household membars 18-years of age or older
" must completa and sign this Grimina! Conviction Statement,
¢ Please PRINT cleatly |

PROGRAM NANE - g . [FAGLITFID N}JmaEf;: o

Tvorime ot Q% Grvreniou®in. - 11547
PERSON'S NAME: ) . D{\TE Or BiRTH [MWQWJ.‘ '
Majou Yoole 5129] 194G ]

CERTIFICATION

T eertify that to the he'st of my knowledge and belief: ) i
[1VHAVE TYIHAVE NOT hoen convicted of a crime In New York State or other jusisdiction,

(A orime s & misdemeanor or felony only; this does not inalude vinlations. You do not need fo disclose erimes thet
the court designated with a "Youthful Offender” stalus.) .

Ta the best of ty kriowledge the Information provided above is true and aceutaté, | understand that my faflure to
fruthfully and accurately stata whether | have been convicted of a crime may constitute grounds for dismissal or denfal
of etployment, or suspension, limitation or revecation of the lleehsa or reglstration to provide child care af this site,

s:amrugémw QGEQL/ DATE: fmmhicing): \ J Lo L J
\J ' .

4

. ey s




QOFS-60MM (062078} FRONT

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVIGES

STAFF, VOLUNTEER, AND HOUSEHOLD MEMBER MEDICAL STATEMENT
_Child Gare Programs

Insiructions:

A signeture s requirad on BOTH S'IDES of this form, [f the only rols s a household member, coimnplele ony the front page,
Only a health care provider {physician, physlolan asslstant, nurse prastitioner) may complete/sign the Madical Status sestion,
A rogistered nurse Is NOT authorized to sign tho Medical Statue sention but CAN wign the TB Test infarmation.

A hegith carg profassional may pee an ecquivalent Jorm as long as the information on this form is included.

See addltlonal instructions about the tuberculin test on the reverse side,

Please PRINT clearly. ‘
| attast that! have not forger or alterad any information éontained in this document, | am aware that the submiseion
ahdfor poseesaion of forged or altered documents may consfitute a crime. In addition to potentiaily belny subject ta
stiminal prosasution, any program found fo have submitted andfor posgessed such documents may be subject ta
fines by tha New York State Office of Children and Family Services, andfor donlal or revocation of an enrollmant

- lieenge or registration,

" Facllity ID Number:

Program's Nams: : . X s) e
e neaore. 06 £asy Breenknahy | | oS3 T5R

. I%B\Tr]‘s Mame; p Daté of Birth: .

I cx\r%mu Voole : . 2791996

TYEE OF " }'Family Day Care, Gegup Famiiy Day Gars, | Day Care Canter, School-Age | Al Pragrame

PROGRAM: Emafl Day Gure Conters i Child Care, Legally-Exempt

: . : Group Programs ‘

ROLE: 1 Provider [ Substiute I L] Directar . B Employes

K] Assistant 7t Group Teachar [ Volunteer
.| C1 Hougshold Member (GFDCIFDC) I Asélstant Teacher

Typlical child day care dutles

s Lifing and cartying children 8 Driver of vehicls + Faoility maintenance
«  Gldse contast with children » Food praparation o Evacuation of children in an emergency

a  Direct supervision of childran »  Deskwork

Following to be completed by health care provider ONLY

Meadical status

To the best of my knowlsdge of the above-tiamed Individual, ! find that:

f
They are currently exhlbiting signs of & communicable disease | | ] YES MNO
that would pozs.a risk fothe health and safely ofohltdrer; {n care,
They have a diagnosad psyéhiairic or emational disorder that Clyes . [2}' NO . :
“would pose a sk to the health and safety of ohildren in carg. - *
They hava a physical condition thet would prevent them frommn ves BfNO I NA {if only role is voluntaer
providing typloal child day care dutles as described above. or household member) ,
For any "YES" responses, clarify andfor indlcate restrictions:
37 ~ 4
S USSR
Slghelfre (ohysiolan, physiclan's assistant, nurse prachiioner) Title
| 221 21
Name (please PRINT gleanly or use office slamp) Deade of Exam
{ } . /o7
“Fhone Date of Sfghalure
Capital Regiopfarpitrohieatids Gy

2 Empire Drive, Suite 100
Rensselaer, NY 12144
Phone: 518-286-4899

Fax: 518-286-4859




I acknowledge that | have received the Learning Care Group Field Employee Handbook and { understand it
is my responsibitity to read and follow the policies in the Field Employee Handboolk,

{ also understand that once i am employed, | can access the Field Employee Handhook online on the
Employee Lounge or by clicking on the Field Employee Handboolk icon on all classtoom iPads, [ further
acknowladge that if { am unable to access the Fleld Employee Handbool online, | can contact my
Manager or the Human Resources Pay and Benefits Connection at 1-877-767-5241 option 2 for .
assistance,

The policies In this Handbook govern my employment with the Company, and | agree that | will follow
them. | understand that | may ask my Manager and/or the Human Resources department any guestions
concerning the Handbook.

| acknowledge that failure to camply with any requirements listed, as well as the failure to follow
Company policy, state and federal laws, regulations, and/or licensing guidelines may result in corrective
actians up to and including separation of employment.

1 understand that this Handbook is not a contract of emyployment, express or Implled, between me and the
Company and that i should not view it as a contract of employment. :

| understand that my employment status is at-will and acknowledge that employment can be terminated
by me or the Company at any time and for any reason, with or without cause and with or without notice.

{ understand that this Handbook supersedas any previous handhooks or addendums issued and any prior
statements or representations regarding the terms and conditions of my employment with the Company
whether written or oral. 1 also understand and agree that the Company reserves the right to change or alter
pohcues at any time with or without notice. Only a designated representative of the Company has the
authority to modify the Handhook,

! S/ ; TheCh Idrerys R TIHE
CHILDT ME' @%‘gﬁeﬂﬁ. Eﬂuonrgtﬁgsorl Courtyard

Blurturing by eodry wap. Togethel WO 1eatn,  Wnyre self durco ey Naopets. 102FA4E MNALEY G

Mo W ‘o Vaale

Employee Name School #

E A ANYA

Date

&

AT A D e MY

LEARNIMG ACAREMY
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CHILDTIME. @“La Petite | montessort Thec?,!!g&?gérd'

Murguring tn coety way. Tapethpe, W JAL  \Whare 390f dacoy heppens. FOtWALD THIRKIHG

The undersigned employee of Learning Care Group, Inc. {the “Company”) must adhere to the
Use of Company Equipment Agreement. Company Equipment includes, but is not limited to,
computers, software, air cards for laptops, cell phones, digital cameras, credit cards,
memaranda, sales brochures, manuals, building keys and passes.

Loss, damages, or theft of Company property should be reported to management immediately,
Negligence in the care and use of Campany property may be considered grounds for discipline,
up to and including termination.

Employees released from employment for any reason, including resighation, discharge, medical
termination, etc., must return all Company-owned equipment on the last day of work.

If the equipment is damaged or missing components in any way, the Company reserves the
right to charge the employee for the appropriate amount to fix or replace the equipment or its
missing parts. If equipment is lost ar stolen because of an employee’s negligence, it is the
responsibility of the employee to cover the expense of replacing the equipment. The Company
reserves the right to withhold pay from an employee who has not covered such expenses and
take other action as legally permitted.

The undersigned agrees that, should there be any outstanding expense related to the use of
Company-owned equipment, Learning Care Group is hereby authorized to withhold or deduct
without notice such charges from any wages that from time to time are due and owing by the

undersigned,

Mﬂ*(\x\ QAN Qezo\e, “Ao-~7107

Emp"oyee’s Printed Name : Date

MNatLoria Vol

Employee’s Signature

s
ceamiveledls 4 Pathways
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| acknowledge that | have received and read the Learning Care Group Code of Conduct.
understand that the Code contains important information regarding the Company’s standards,
principles and policies,

| agree to comply with all of the obligations contained in the Code during my employment with
the Company, including a shared duty to prevent, carrect and, if necessary report suspected
Code violations.

Print Name: \\;\Q\_ y \‘\)_\)\ QAN PC\(\\(:‘

Slgnature: W&&!% !{GU\ P@’CSGQ__,

Date: \"_13 ~2.4

CHILDTIME € Ao Pe tite | moptessori The C“'g&?{;fm TSR

A DE M unlimited’
Mutlurisg by avery way. ayslies, w/a ledin Mrhera selt Gty hapbens, FORWALD PHENKINA
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1. Emplover information

Name: .7»0

(Location )

Doing Business As (DBA) Name{s):

FEIN {optional}:

Physical Addrass:

Mailing Address:

Phone:

2. Notjce given:
____Athiring
____Onorbefore February 1

____Before a change in pay rate(s),
allowances claimed or payday

LS 54 (03/11)

Notice and Acknowladgement of Pay Rate and Payday
Under Section 195.1 of the New York State Labor Law
Notice for Hourly Rate Employees

3. Employee’s rate of pay:
s per hour

4., Allowances taken:
____None

Tips per hour

. Meals per meal
____lodging
___Other

5. Regular payday:

6. Pay is:
_ Weekly
____ Bi-weekly
. Other

7. Overiime Pay Rate:

S ) per hour {This must be at [east 1%
times the worker’s regular rate, with few
axceptions.)

8. Employee Acknowledgement:

Onthis day | have been notified of my pay rate,
overtime rate (if eligible), allowances, and
designated payday on the date given below. |

‘told my employer what my primary langusge is.

Check one:

[11have been given this pay notice in English
because it is my orimary language.

D My primary language is C
have been given this pay notice In English only,
because the Department of Labor does not yet
offer a pay notice form in my primary language.

Employea Name EmptiD

Employee Signature

Date

Preparer's Name and Title

The employee must receive a signed copy of
this form. The employer must keep the original
for 6 years.



You currently have access to your payslip electronically by logging in to LCG360. You can also
print copies of your electronlc payslips from LCG360.

You have the option to only receive electronic access to your paysiip or you can choose to
receive a paper copy. Please make cne selection below, sign this form and deliver it to
HRISTeam@learningcaregroup.com

gl choose to only have electronic access to my payslips through LCG360.

[_] 1 choose to receive a paper copy of my payslips. | am responsible and agree to update my
information with any address changes in my personal record in LCG360.

Emplayee [D: School Number/Location:
Employee Name: [First] ‘\'{_()\‘{'\3\‘(‘) \AL [Last] \7("\(\\,{9
Employee Signature: \:(\Q il_h(\j/ﬁ(ﬁjh\ Q(S(S&/ Date: 1S-72021

Please scan/email completed form to HRISTeam@learningcaregroup.com

3/ . .
CHILDTIVE. €L Prsise | lonteseort ™ (IR
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