WINTHROP

University Hospital

New Hire Processing
Instruction Sheet- Residents

The attached forms must be completed and returned to Human Resources prior to your first day of
employment.

e Employee Supplemental Form: Please complete as much information as possible, including the
department you will be working for and the date employment commences.

o Employment Eligibility Verification (1-9): It is federally mandated that you provide proof of employment
eligibility to work and be paid by Winthrop University Hospital.

Please complete, sign, and date section 1. DO NOT FILL OUT section 2, only supply the necessary
documentation listed on the back of this form. Your documents will be photocopied and returned to you.

US CITIZENS: Provide any one item from List A (OR) One item from List B and one item from List C.
NON-US CITIZENS: Provide one document from List A.

e W-4: The minimum items that must be filled in are # 1, 2, 3, & 5. The form MUST be signed and dated. In
the employer ID# section, please provide your employee ID# which is on the card provided by employee
health.

Please Note: We are unable to advise you regarding the number of allowances you are entitled to claim.
The worksheet on the back of the W-4 may be helpful in determining this. Please contact your accountant,
and if necessary, file a revised form at later date.

e Form IT-2104: Complete the top portion of the first page to be returned; keep pages 3 and 4 for your
records. The form MUST be signed and dated in order to be processed. If you do not complete this form
we will use the number of allowances you claimed on federal Form W-4.

o EEO Self-lIdentification Form: The information on this EEO Self-ldentification Form is being requested
and will be used solely for equal employment opportunity record-keeping and reporting purposes.
Submission of this form by you is voluntary. Please be assured that you will not be subjected to any
adverse treatment if you do not provide the information requested.

¢ Direct Deposit Form (Optional): Direct Deposit becomes effective after approximately two (2)
paychecks. In addition to your account number, please provide a voided blank check if you wish for your
paycheck to be deposited into your checking account or the ABA routing number if you wish for your
paycheck to be deposited into your savings account.

e Winthrop University Hospital Health and Welfare Plan HIPPA Privacy Notice: Should be read,
completed, and returned to Human Resources. The packet of information is yours to keep.

e Disclosure & Authorization Form: By completing this form you agree that Winthrop-University Hospital
may rely on this authorization to order background reports, including investigative consumer reports, from
companies other than ADP Screening and Selection Services without asking me for my authorization again
as allowed by law.

NHP Instruction Sheet Rev. 01/12



WINTHROP

Universily Haospital

Your Health Maeans B ".'iEIH"':f.

Employee Supplemental Form

Please print clearly and complete in full:

Employee Name:

First Name Middle Initial

Home Telephone Number: ( )

Last Name

Cell Telephone Number: ( )

Date of Birth:

Marital Status: || Married [] Single

Ages Of Dependent Children:

Languages Spoken:

Primary:

Other Language (s):

Sex: [|Male || Female

In Case Of Accident Notify:

Relationship:

Address:

Street City State

Primary Telephone Number: ( )

Zip Code

Other Telephone Number: ( )

Date of Hire:

Department Name:

Employee Signature:

Date:

Employee Supplemental Rev. 5-11



OMB No. 1615-0047; Expires 08/31/12

Department of Homeland Security FOI:H.I 1.'9, Employment
U.S. Citizenship and Immigration Services E]]glbllity Verification

Read instructions carefully before completing this form. The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT
specify which decument(s) they will accept from an employee. The refusal to hire an individual because the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification (To be completed and signed by employee at the time employment begins.)

Print Name: Last First Middte Initial | Maiden Name
Address (Street Name and Number) Apt. # Date of Birth (month/day/vear)
City State Zip Code Social Security #

I am aware that federal law provides for T attest, under penalty of perjury, that I am {check one of the following):
imprisonment and/or fines for false statements or [ A citizen of the United States
use of false documents in connection with the D A noncitizen national of the United States (see insfructions)
completion of this form. D A Tawful permanent resident (Alien #)
D An alien authorized to work (Alien # or Admission #)

until (expiration date, if applicable - month/day/vear}
Employee’s Signature Date (month/day/vear)

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other thun the employee.) [ attest, under
penalty of perfury, that [ have assisted in the completion of this form and that to the best of my knowledge the information is true and corvect,

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code} : Date (month/dayivear}

Section 2, Employer Review and Verification (To be completed and signed by emfloyer. Examine one document from List A OR
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number, and
expiration date, if any, of the document(s).)

List A OR List B AND List C

Document title:

Issuing authority:

Document #:

Expiration Date (if any).

Document #:

Expiration Date (if any):

CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on

(month/day/vear) and that to the best of my knowledge the employee is authorized to work in the United States. (State
employment agencies may omit the date the employee began employment.)

Signature of Employer or Authorized Representative Print Name Title

Business or Organization Name and Address (Street Name and Number, Citv, State, Zip Code) Date (month/day/yvear)

Winthrop University Hospital 25% 1st St. Mineola, NY. 11501

Section 3. Updating and Reverification (To be completed and signed by employer.)
A New Name (if applicable) B. Date of Rehire (month/day/vear) (if applicable}

C. If empleyee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment autherization.

Docament Title: Document #: Expitation Date (if any):

1 attest, under penalty of perjury, that to the best of my knawledge, this employee is anthorized to work in the United States, and if the employee presented
document{(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Date (month/day/yvear)

Form I-9 {Rev. 08/07/09) Y Page 4
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LISTS OF ACCEPTABLE DOCUMENTS

All documents must be unexpired

Foreign passport that contains a
temporary [-551 stamp or temporary
1-551 printed notation on a machine-
readable immigrant visa

2. ID card issued by federal, state or
local government agencies or
entities, provided it contains a
photograph or information such as
name, date of birth, gender, height,
eve color, and address

LIST A LISTRB LISTC
Documents that Establish Both Documents that Establish Documents that Establish
Identity and Employment Identity Employment Authorization
Authorization OR AND
1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by 1. Social Security Account Number
a State or outlying possession of the card other than one that specifies
United States provided it contains a on the face that the issuance of the
photograph or information such as card does not authorize
2. Permanent Resident Card or Alien name, date of birth, gender, height, employment in the United States
Registration Receipt Card (Form eye color, and address
1-551)
2. Certification of Birth Abroad

issued by the Department of State
(Form FS-345)

Employment Authorization Document
that contains a photograph (Form
1-766)

3. School ID card with a photograph

Certification of Report of Birth
issued by the Department of State
(Form DS-1350)

4. Voter's registration card

In the case of a nomimmigrant alien
authorized to work for a specific
employer incident to status, a foreign
passport with Form 1-94 or Form
I-94A bearing the same name as the
passport and containing an
endorsement of the alien's
nonimmigrant status, as long as the
period of endorsement has not yet
expired and the proposed
employment is not in conflict with
any restrictions or limitations
identified on the form

5. U.S. Military card or draft record

6. Military dependent's ID card

Original or certified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

7. U.S. Coast Guard Merchant Mariner
Card

Native American tribal document

8. Native American tribal document

Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Tslands (RMI) with
Form I-94 or Form I[-94A indicating
nonimmigrant admission under the
Compact of Free Association
Between the United States and the
TSM or RMI

9. Driver's license issued by a Canadian 6. U.S. Citizen ID Card (Form I-197)
government authority
For persons under age 18 who 7. Identification Card for Use of

are unable to present a
document listed above:

Resident Citizen in the United
States (Form I-179)

10. School record or report card

11, Clinic, doctor, or hospital record

12, Day-care or nursery school record

Employment authorization
document issued by the
Department of Homeland Security

Dlustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274)

Form [-9 (Rev. (8/07/09) Y Page 5




Form W-4 (2012)

Purpose. Complste Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Gonslder completing a new Form
W-4 each year and when your personal or financial
situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemption for 2012 expires
February 18, 2013. See Pub, 505, Tax Withhelding
and Estimated Tax.

Note. If another person can claim you as a
dependent on his or her tax return, you cannot claim
exemption from withholding if your income exceeds
$950 and includes more than $300 of unearned
income {for example, interest and dividends).

Basic instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustmants to income,
of two-earnars/multiple jobs situations.

Complete all workshests that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on aliowances
you ciaimed and may not be a flat amount or
percentage of wages,

Head of household, Generally, you can claim head
of household filing status on your tax return only if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yowrself and your
dependent(s) or other qualifying individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits, You can take projected tax credits into
account in figuring your allowable number of
withholding allowances. Credits for child or
dependent care expenses and the child tax credit
may be claimed using the Personak Allowances
Worksheet below. See Pub. 505 for information on
converting your other oredits into withholding
allowances.

Nonwage income, If you have a large amount of
norwage income, such as intersst or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals, Ctherwise, you
may owe additional tax. If you have penslon ar annuity

income, see Pub, 505 to find out if you should adjust
your withhaolding on Form W-4 or W-4P,

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to ¢laim
on all jobs using worksheets from only one Form
W-4. Your withholding usuafly will be most accurate
when all allowances are claimed on the Form W-4
far the highest paying job and zero afiowances are
claimed on the others. See Pub. 505 for details.

Nonresident alien. If you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, before
complating this form,

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2012, See Pub, 505, especlally if your earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. The IRS has created a page
on IRS.gov for information about Form W-4, at
www.irs.gov/w4. Information about any future
developments affacting Form W-4 {such as
legislation enacted after we release it} will be posted
on that page.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1" for yourself if no one else can claim you as a dependent ,
* You are single and have only one job; or

B  Enter “17if:

* You are married, have only one job, and your spouse does not work; or

* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C  Enter “1” for your spouse. BLit, you may choose o enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-* may help you avoid having too little tax withheld.)

D Enter number of dependents {other than your spouse or yourself) you will claim on yourtax return . . . . . .
E Enter “1" if you will file as head of household on your tax return (see conditions under Head of household above)
F Enter “1” if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit

Mmoo

{Note. Do not include child support payments. See Pub. 503, Child and Dependent Gare Expenses, for details.)
G Child Tax Credit {including additichal child tax credit). See Pub. 972, Child Tax Credit, for more information.
» If your total income will be less than $61,000 ($90,000 if married), enter “2" for each eligible child; then less “17 if you have three o
seven eligible children or less “2” if you have eight or more efigible children.
« If your total income will be between $61,000 and $84,000 (390,000 and $119,000 if martied), enter “1” foreach eligiblechild . . . @
H  Add lines A through G and enter total here. {Note. This may be different from the number of exemptions you claim on yeur tax return.) » H
* If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
compliete all
worksheets
that apply.

and Adjustments Worksheet on page 2.
* If you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $40,000 ($10,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
avoid having too little tax withheld.

* If neither of the above situations applies, stop here and enter the number from line H en line 5 of Form W-4 below.

Form W"4

Department of the Treasury
Internal Revenue Service

Separate here and give Form W-4 to your employer. Keep the top part for your records.

Employee's Withholding Allowance Certificate

P Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

CMB Ne. 1545-0074

2012

1 Your first name and middle initial

Last name

2  Your social security number

Home address (number and street or rural route)

3 B Single

[ Married [ Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse is a nonresident afien, check the “Single” box.

City or town, state, and ZIP code

4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. » ||

5  Total number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) 5
Additional ameunt, if any, you want withheld from each paycheck . . . . .
7 Iclaim exemption from withholding for 2012, and | certify that | meet both of the f
« Last year | had a right to a refund of all federal income tax withheld because 1 had ne tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt”here . . . . .

-]

ollowing conditions for exemption.

6 |$

7]

Under penalties of perjury, | declare that | have examined this cerfificate an

Employee’s signature
(This form is net valid unless you sign it.) »

d, to the best of my knowledge and belief, it is true, correct, and complete.

Date »

8 Employer’s name and address (Employer: Complete lings 8 and 10 ondy if sending to the IRS.)

9 Office code (optional} | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 2012




Form W-4 (2012) Page 2
Deductions and Adjustments Worksheet
Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.
1  Enter an estimate of your 2012 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and
miscellaneous deductions . - - e e 1
$11,900 if married filing Jomtly or quallfylng W|dow(er)
2 Enter: $8,700 if head of household 2 %
$5,950 if single or married filing separately
3  Subtract line 2 from line 1. If zerc or less, enter “-0-" - 3 3
4  Enter an estimate of your 2012 adjustments to income and any add|t|onal standard deductmn (see Pub 505) 4 3
5 Add lines 3 and 4 and enter the total. {Include any amount for credits from the Converting Credits to
Withholding Affowances for 2012 Form W-4 worksheet in Pub. 505.) . 5 3
6  Enter an estimate of your 2012 nonwage income {such as dividends or interest) 6 8
7 Subtract line 6 from line 5. If zero or less, enter “-0-" .o 7 3
8  Divide the amount on line 7 by $3,800 and enter the result hare. Drop any fractlon 8
9  Enter the number from the Personal Allowances Worksheet, line H, page 1 9
10 Add lines 8 and 8 and enter the total here. If you plan to use the Two- EarnerslMultlpIe Jobs Worksheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10
Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)
Note. Use this worksheet only if the instructions under line M on page 1 direct you here.
1 Enterthe number from line H, page 1 {or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married fiiing jointly and wages from the highest paying job are $65,000 or less, do not enter more
than “3” .o . 2
3 If line 1 is more than or equai to line 2, subtract line 2 from line 1. Enter the resuit here (|f zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this worksheset . . 3
Note. If line 1 is less than line 2, enter “-0-" on Form W-4, line 5, page 1. Complete lines 4 through 9 below to figure the additional
withholding amount necessary to aveid a year-end tax bill.
4  Enter the number from line 2 of this worksheet 4
5  Enter the number from line 1 of this worksheet 5
6  Subtract line 5 from line 4 | 6
7  Find the amount in Table 2 below that apphes to the HIGHEST paying Job and enter it here 7 4
8  Multiply line 7 by line & and enter the result here. This is the additional annual withholding needed 8
9  Divide line 8 by the number of pay periods remaining in 2012. For example, divide by 28 if you are paid
every two weeks and you complete this form in December 2011, Enter the result here and on Form W-4,
line 8, page 1. This is the additional amount to be withheld from each paycheck . e e . 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST | Enter on if wages from LOWEST | Entereon If wages from HIGHEST | Enter on If wages from HIGHEST | Enter on
paying job are— line 2 above | paying job are— line 2 above | paying job are- line 7 above | paying job are— line 7 above
$0 - $5,000 0 $0 - $8,000 0 $0 - $70,000 $570 $0 - $35,000 $570
5,001 - 12,000 1 8,001 - 15,000 1 70,001 - 125,000 950 35,001 - 90,000 850
12,001 - 22,000 2 15,001 - 25,060 2 125,001 - 180,000 1,060 90,001 - 170,000 1,080
22,001 - 25,000 3 25,001 - 30,000 3 190,001 - 340,000 1,250 170,001 - 375,000 1,250
25,001 - 30,000 4 30,001 - 40,000 4 340,001 and cver 1,330 375,001 and over 1,330
30,001 - 40,000 5 40,061 - 50,000 5
40,001 - 48,000 6 50,001 - 65,000 6
48,061 - 55,000 7 5,001 - 80,000 7
55,001 - 85,000 8 80,001 - 95,000 8
65,001 - 72,000 9 95,001 - 120,000 g
72,061 - 85,000 10 120,001 and over 10
85,001 - 97,000 11
97,061 - 110,000 12
110,001 - 120,000 13
120,001 - 135,000 14
135,001 and over 15
Privacy Act and Paperwork Reduction Act Notice, YWe ask for the infermation on this Yeu are not required to provide the information requested on a form that is subject to the

form to carry out the Internal Revenue laws of the United States. Interal Revenue Cods
sections 3402{f){2} and 6709 and their regulations require you to provide this information; your
employer uses it to determine your federal inceme tax withholding. Failure to provide a
properly completed form will result in your being treated as a single person who claims no
withholding allowances; providing fraudulert information may subject you to penatties. Routine
uses of this information include giving it to the Department of Justice for civil and criminal
litigation; ta cities, states, the District of Columbia, and U.S. commonwealths and possessions

return information are confidential, as required by Code section 6103.

raturn,

for use in administering their tax laws; and to the Department of Health and Human Services

for use in 1

countries under a tax treaty, to federal and state agencies to enforce federal nontax criminal

laws, orto

he National Directory of New Hires. We may also disclose this information to other . " T
See the instructions for your income tax retum,

federal law enforcement and intelligence agencies to combat terrorism,

Paperwork Reduction Act unless the form displays a valid OMB control number. Books or
records relating to a form or its instructions must be refained as long as their contents may
become material in the administration of any Internal Revenue law, Generally, tax returns and

The average time and expenses raquired to complete and fils this form will vary depending
on individual circumstances, For estimated averages, see the instructions for your income tax

If you have suggestions for making this form simpler, we would be happy to hear from you.



New York State Department of Taxation and Finance

Employee’s Withholding Allowance Certificate IT-2104

New York State « New York City » Yonkers

First name and middie initial Last name Your social security number
-4
'g Permanent home address (number and street or rural routa) Apartment number Single or Head of household E‘ Married E:I
£ Married, but withheld at higher single rate '
E City, village, or post office State ZIP code Note: If married but legaily separated, mark an X in
" the Single or Head of household box.
Are you a resident of New York City? .......... Yes | No [ ]
Are you a resident of Yonkers? ....c.coceeeureer. Yes | No [_]
Complete the worksheet on page 3 befoere making any entries.
1 Total number of allowances you are claiming for New York State and Yonkers, if applicable (from line 20 ......... | 1.
2 Total number of allowances Tor NEW YOIK GItY (FrOm N8 87} o e eeeeeeerernsesseresessseesseesnsesssestesssessessessmssmssnssns 2,

Use lines 3, 4, and 5 below to have additional withholding per pay period under special agreement with your employer.

3 New York State amount

4 NeW YOrK GILY BIMOUNT ..ot e ese e se et s et as e 05 e E e R e e e s ee s e e s ee s emeeeeeenesereesenereceentensensans 4,

5 Yonkers amount

| certify that | am entitled to the number of withholding allowances claimed on this certificate.
Employee’s signature Date

Penalty — A penalty of $500 may be imposed for any false statement you make that decreases the amount of money you khave
withheld from your wages. You may alsc be subject to criminal penalties.

Employee: detach this page and give it to your employer; keep pages 3 and 4 for your records.

Employers only: Mark an X in box A and/or box B to indicate why you are sending a copy of this form to New York State (see instr);

A. Employes claimed more than 14 exemption allowances for NYS ........... A. |:|

B. Employee is a new hire or a rehire.... B. D First date employee performed services for pay (mm-dd-yyyyl (see instr.): |

Are dependent health insurance benefits avaifable for this employee? ............ Yes D No D

If Yes, enter the date the employee qualifies (mm-dd-vyyy): | |

Employer’s name and address (Employer: complets this section only if you are sending a copy of this form to the NYS Tax Department.) | Employer identification number

Winthrop University Hospital 259 1st Street Mineola, NY. 11501

Instructions
Changes effective for 2012
The chart in Part 4 and the additional dollar amounts in the instructions * Your individual circumstances may have changed {for example, you
on page 2, used to compute your withholding allowances or to enter an were married or have an additional child).
additional dollar amount on ling(s) 3, 4, or 5, have been revisad for tax * You itemize your deductions on your personal income tax retyrn.

year 2012, If you filed & 2011 Form IT-2104 and used the charts in Part 4

or the additional dollar amounts, you should complete a new 2042 Form * You claim allowances for New York State credits.

IT-2104 and give it to your employer. * You owed tax or received a large refund when you filed your personal
income tax return for the past year,

Who should file this form * Your wages have increased and you expect to earn $100,000 or more

This certificate, Form IT-2104, is completed by an employee and given during the tax year.

to the employer to instruct the employer how much New York State {and » The total income of you and your spouse has increased to $100,000 or

New York City and Yonkers) tax to withhold frem the employee's pay. The mote for the tax year.

mote allowances claimed, the lower t mount of tax withheld. e )
- the orthe a ¢ You have significantly mare or less income from other sources or from

If you do not file Form 1T-2104, your employer may use the same number ancther job.

of allowang:es you claimed on federal Form W-4. Duel to differences in s You no longer qualiy for exemption from withholding.

tax law, this may result in the wrong amount of tax withheld for New York ) ;

State, New York City, and Yonkers. Complate Form IT-2104 each year * You have been advised by the Internal Revenue Service that you are
and file it with your employer if the number of allowances you may claim entitlec to fewer allowances than claimed on your original federal

is different from federal Form W-4 or has changed. Cormmon reasons for Form VIVI-;;, and the disallowed allowances were claimed on your
completing a new Form IT-2104 each year include the following: original Form IT-2104.

¢ You started a new job.

Exempticn from withholding
* You are no longer a dependent.

You eannot use Form IT-2104 to claim exemption from withholding.
To claim exemption from income tax withholding, vou must file




Page 2of 4 IT-2104 (2012}

Form IT-2104-E, Certificate of Exemption from Withholding, with your
empioyer. You must file a new certificate each year that you qualify for
exemption. This exemption from withhelding is allowable only if you had
no New York income tax liability in the prior year, you expect none in the
current year, and you are over 65 years of age, under 18, or a full-time
student under 25. You may also claim exemption from withholding if
you are a military spouse and meet the conditions set forth under the
Servicemembers Civil Relief Act as amended hy the Military Spouses
Residency Relief Act. If you are a dependent who is under 18 ora
full-time student, you may owe tax if your income is more than $3,000.

Withholding allowances

You may not claim a withholding allowance for yourself or, if married,
your spouse. Claim the number of withholding allowances you compute
in Part 1 and Part 3 on page 3 of this form. If you want more tax
withheld, you may claim fewer allowancas. If you claim more than

14 allowances, your employer must send a copy of your Form IT-2104
to the New York State Tax Department. You may then be asked to verify
your allowances. If you arrive at negative allowances {less than zera) on
lines 1, 2, 20, or 31, and your employer cannot accommodate negative
allowances, enter 0 and see Additional doflar amount(s} below.

income from sources other than wages — 1f you have more than
$1,000 of income from sources other than wages {such as interest,
dividends, or alimony received), reduce the number of alfowances
claimed on line 1 and line 2 {if applicable) of the IT-2104 certificate

by one for each $1,000 of nonwage income. If you arrive at negative
allowances (less than zero), see Withholding allowances above. You
may also consider filing estimated tax, especially if you have significant
amounts of nohwage income. Estimated tax requires that payments be
made by the employee directly to the Tax Department on a quarterly
basis. For more information, see the instructions for Form [T-2105,
Estimated Income Tax Payment Voucher for Individuals, or see Need
heip? on page 4.

Other credits (Worksheet line 13) — If you will be eligible to claim
any credits other than the credits listed in the worksheet, such as an
investment tax credit, you may claim additional allowances as follows:

« If you expect your New York adjusted gross Income to be less than
$50,000, divide the amount of the expected cradit by 60 and enter the
result (rounded to the nearest whole number) on line 13.

« If you expect your New York adjusted gross income to be
$50,000 or more, divide the amount of the expected credit by 70 and
enter the result {rounded to the nearest whole number) on ling 13.

Example: You expect your New York adfusted gross income to

exceed $50,000. In addition, you expect to receive a flow-through of

an investment lax credit from the S corporation of which you are a
shareholder. The investment fax credit will be $160. Divide the expected
credit by 70. 160/70 = 2,2857. The additional withholding allowancs(s)
would be 2. Enfer 2 on line 13.

Married couples with both spouses working — If you and your spouse
both work, you should each file a separate IT-2104 certificate with your
respective employers. You should each mark an X in the box Married,
but withhold at higher single rate on the certificate front, and divide the
total number of allowances that you compute on ling 20 and line 31 (if
applicable} between you and your working spouse. Your withholding will
better match your total tax if the higher wage-earning spouse claims

all of the couple’s allowances and the lower wage-earning spouse
claims zero allowances. Do net claim more total allowances than you
are entitled to. If you and your spouse’s combined wages are between
$100,000 and $150,000, use the chart in Part 4 to compute the number
of aliowances to transfer to line 12.

Taxpayers with more than one job — If you have more than one
job, file & separate [T-2104 certificate with each of your employers. Be
sure to ¢laim only the total number of allowances that you are entitled
to. Your withholding will better match your total tax if you claim all of
your allowances at your higher-paying job and zero allowances at the
lower-paying job. In addition, to make sure that you have enough tax
withheld, if you are a single taxpayer or head of household with two
or more jobs, reduce the numbear of allowances by six on line 1 and
ling 2 (if applicable} on the certificate you file with your higher-paying
job employer. If you arrive at negative allowances (less than zero), see
Withholding alfowances above.

If your combined wages are between $100,000 and $150,000, use
the chart in Part 4 to compute the number of allowances to transfer
to line 19. Substitute the words Highest paying job for Higher earner’s
wages within the chart.

Dependents — If you are a dependent of another taxpayer and expect
your income to exceed $3,000, you should reduce your withholding
aflowances by one for sach $1,000 of incame over $2,500. This will
ensure that your employer withholds enough tax.

Following the above instructions will help to ensure that you will not owe
additional tax whan you file your return.

Heads of households with only one job — If you will use the
head-of-househeold filing status on your state income tax return, mark
the Single or Head of household box on the front of the certificate. If you
have only one job, you may also wish to claim two additional withhelding
allowances on line 14.

Married couples with only one spouse working — If your spouse does
not work and has no Income subject to state income tax, mark the
Married box on the front of the certificate. You may alse wish to claim
two additional allowances on line 15.

Additional dollar amount(s})

You may ask your employer to withhold an additional doliar amount

each pay pericd by completing lines 3, 4, and 5 on Form T-2104. In

most instances, if you compute a negative number of allowances using
the worksheet on page 3 and your employer cannot accommodate a
negative number, for each negative allowance claimed you should have an
additional $1.50 of tax withheld per week for New York State withholding
on line 3, and an additional $0.80 of tax withhe!d per week for New York
City withholding on line 4. Yonkers residents should use 15% (.15) of the
New York State amount for additional withholding for Yonkers on line 5.

Note: If you are requesting that your employer withhold an additicnal
dollar amount on lines 3, 4, or 5 of this allowance certificate, the
additienal dollar amount, as determined by these instructions or by using
the chart in Part 4, is accurate for a weskly payroll. Therefore, if you are
paid other than weekly, you will need to adjust the dollar amount(s) that
you compute. For example, if you are paid biweekly, you must double
the dollar amourt(s) computed using the worksheet an page 3.

Avoid underwithholding

Form IT-2104, together with your employer's withholding tables, Is
designed to ensure that the correct amount of tax is withheld from your pay.
If you fail to have encugh tax withheld during the entire year, you may cwe
a large tax liability when you file your return. The Tax Department must
assess interest and may impose penalties in certain situations in addition
to the tax liability. Even if you do not file a return, we may determine

that you owe personal income tax, and we may assess interest and
penalties on the amount of tax that you should have paid during the year.

Employers

Box A — If you are required to submit a copy of an employee's

Form 1T-2104 to the Tax Department because the employee claimed
more than 14 allowances, mark an Xin box A and send a copy

of Form |T-2104 to: NYS Tax Department, Income Tax Audit
Administrator, Withholding Certificate Coordinator, W A Harriman
Campus, Albany NY 12227.

Due dates for sending certificates received from employees claiming
more than 14 allowances are:

Quarter Due date  Quarter Due date
January — March  April 30 July - September October 31
April ~ June July 31 October — December  January 31

Box B — If you are submitting a copy of this form o comply with New
York State’s New Hire Reporting Program, mark an X in box B. Enter the
first day any services are performed for which the employee will be paid
wages, commissions, tips and any cther type of compensation. For
services based solely on commissions, this is the first day an employee
working for commissicns is eligible to earn commissions. Also, mark an X
in the Yes or No box indicating if dependent health insurance benefits are
available to this employee. If Yes, enter the date the employee qualifies
for coverage. Mail the completed form, within 20 days of hiring, to: NY$
Tax Department, New Hire Notification, PO Box 15119, Albany NY
12212-5119. To report newly-hired or rehired employees online instead of
submitting this form, go to www.nynewhire.com.
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Worksheet
Part 1 — Complete this part to compute your withholding allowances for New York State and Yonkers {line 1).

6 Enter the number of dependents that you will claim on your state return (do not include yourself or; if married, your spouse) ... 6.
For lines 7, 8, and 9, enter 7 for each credit you expect to claim on your state return.
7 College tuition credit ...... e . PSSO UU PN 8
8 New York State household credlt ........ et e eme e
9 Real property taX CradIt ..ttt sr s smsassre s s eneannnesneae
For lines 10, 11, and 12, enter 3 for each credit you expect to claim on your state return.
10 Child and dependent care Credit e
11 EArNEd INCOME CIBIL ....cooreeneeessmeresse st e eesemssse st s s esass st e e e s e e aesramennmeanenee et et et amsemsseesaessaessnseae
12 Empire State child credit .......oveeeeeeeeen, reermareeeeneneeaeenee e
13 Other credits (see inStructions) .o eauessmessssnen b
For lines 14 and 15, enter 2 if either situation applies.
14 Head of household status and only GnNe JOD wvvevviceireeeeeeee e
15 Married couples with enly one spouse working and only one job .. U
16 Enter an estimate of your federal adjustments to income, such as allmony you wnll pay for the tax year
and deductible IRA contributions you will make for the tax year. Total estimate $ .
Divide this estimate by $1,000. Drop any fraction and enter the number .. o 16,
17 If you expect to itemize deductions on your state tax return, complete Part 2 below and enter the numberfrom Ime 28
All others enter O . LT RE e AR M £ b n £ e e men e reae e e eaneeaernterenrre e 1Tt
18 Add lines 6 through 17 e Aer TR SR b i e emeemnnemeneesaneean e 184
19 If you have more than one ;ob or are marned W|th both spouses working, and your combmed wages are between
$100,000 and $150,000, enter the approptiate number from the chart in Part 4. All others enter 0 .. e 190
20 Subtract line 19 from line 18. Enter the result, including negative amounts, here and on fine 1. If your empioyer cannot
accommodate negative allowances, enter 0 here and on line 1 and see Additional doflar amounts in the instructions.

{If you have more than one job, or If you and your spouse both work, $ee iNSTUCHONS. } ... eeessesssssssisseereeseeeeeeeseeeneennres 20,
Part 2 — Complete this part only if you expect to temize deductions on your state return.
21 Enter your estimated federal itemized deductions for the tax year... 21.

22 Enter your estimated state, local, and foreign Income taxes or state and Iocal general sales taxes lncluded on ime 21
{if your estimated Mew York AG is over $1 million, you must enter on line 22 all estimated federal temized deductions included on

ling 21 axcept Charitable CONIDULIONS] uvuiiiiiiiinissess i sieiacanrcrseessee st enseassassssseceeemreesseasressasses sasese£eaetseme s smesaes s ensnesssesenennas 22.
23 Subtract line 22 from line 21 . U SR 3
24 Enter your estimated coliege tumon |tem|zed deductlon ............. errersre P - B
25 A NS 23 AN 24 ..o sttt e e et sttt eere et s e SR~ | 3
26 Based on your federal filing status, enter the applicable amount from the table BlOW ......cccocveeeimeree e seeece e, 26
Standard deduction table
Single {¢annot be claimed as a dependent) ... $ 7,500 Qualifying widow(er) ......cccverecrere e, $15,000
Single (can be claimed as a dependent) ....... $ 3,000 Married filing jointly ......ccccceeverr v svresissinen. $15,000
Head of household $10,500 Married filing separate retums ......ccccvnmveen. $ 7,500
27 Subtract line 26 from line 25 {if fine 26 is farger than line 25, enter 0 Here and o iNg 17 GBOVE) ...oeeeeeveererceeesessesseesssssssssessssosssessesen 27.
28 Divide line 27 by $1,000. Drop any fraction and enter the resutt here and on iNg 17 aBOVE weemeeeeeeeveeeeeeesvonesesens .. 28.

Part 3 — Complete this part to compute your withholding allowances for New York City (line 2).

29 Enter the amount from line 6 above .. R .
30 Add lines 14 through 17 above and enter total here ................................................................................................................
31 Add lines 22 and 30. Enter the resuit here and cn line 2 ...... S
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Part 4 — This chart is for taxpayers with mere than one job, or married couples with both spouses working, and combined wages
between $100,000 and $150,000. All others do not have tc use this chart.

Enter the number of allowances {top number} on line 19, or the additicnal withholding (bottom dollar amount} on ling 3.

Combined wages between $100,000 and $150,000

Higher $100,000 $105,000 $110,000 $115,000 $120,000 $125,000 $130,000 $135,000 $140,000 $145,000
earner's to to to to to to to to to to
wages |, 105,000 110,000 115,000 120,000 125,000 130,000 135,000 140,000 145,000 150,000
under 1 2 3 4 5 8 7 8 .9 10
$90,000 $1.00 $2.50 $4.00 $5.50 $7.00 $8.50 $10.00 $12.00 $13.00 $15.00
$90,000 - pd 3 4 o1 6 7 a 9 10
$100,000 $2.50 $4.00 $5.50 $7.00 $8.50 $10.00 $11.50 $13.00 $14.50
$100,000 — 1 o 3 4 5 6 7 8 9
$110,000 $1.50 $3.00 $4.50 $6.00 $7.80 $9.00 $10.50 $12.00 $13.50
$110,000 - 1 2 3 4 5 6 7 8
$120,000 $1.50 $3.00 $4.50 $6.00 $7.50 $9.00 510.50 $12.00
$120,000 - 2 3 4 5 [ 7
$130,000 $3.00 $4.50 $6.00 $7.50 $9.00 $10.50
$130,000 ~ 3 4 5 [
$140,000 $4.50 $6.00 $7.50 $9.00
$140,000 — : 4 g
$150,000 $6.00 $7.50

Privacy notification ) B

The Commissionar of Ta?atigln an\:{:l Fdnance machoIIect :argd maintain parsonal Need help :

information pursuant to the New York State Tax Law, including but not limited to, - 3

sections 5-a, 171, 171-a, 287, 308, 429, 475, 505, 697, 1086, 1142, and 1415 Visit our Web site at www.tax.ny.gov

of that Law; aind may require disclosure of social security numbers pursuant to . get information and manage your taxes online

42 USG 405(c)(2)CH).

This information will be used to determine and administer tax liabilities and, when
authorized by law, for certain tax offset and exchange of tax information programs

« check for new online services and features

as well as for any other lawful purpose. ﬁ Telephone assistance

lormsion soicomins il vages peld o mployees o povded o cern | Automated Income tax refund status:  (518) 467-6149
e e oy g™ employment and training programs and other Personal Income Tax Information Genter:  (518) 457-5181
Failure to provide the required information may subject you to ¢ivil of criminal To order forms and publications: (518) 457-5431
;ﬁir;a::;i':;t;o:l' :;i;:ﬁzga;yti:hanager of Dogument Management, NYS Tax Text T?bphone (TTY) Hotlj ne {for persons with

Department, W A Hamriman Campus, Albany NY 12227; telephone (518) 457-5181. hearing and speech disabilities using a TTY): (518) 485-5082

L




WINTHROP

Universily Haspiltal

Your Health Maans Everything,

EEO Self-ldentification Form

Winthrop University Hospital is an equal employment opportunity employer. Certain
laws and regulations regarding equal employment opportunity require us to compile
annual statistical reports on applicants for employment. In order to comply with these
laws and regulations, we are requesting your cooperation in completing this EEO Self
|dentification Form.

The information on this EEO Self-ldentification Form is being requested and will be
used solely for equal employment opportunity record-keeping and reporting purposes.
Submission of this form by you is voluntary. Please be assured that you will not be
subjected to any adverse treatment if you do not provide the information requested.

1. Are you Hispanic or Latino?
O Yes

O No

2. If you answered “No”, please select all that apply of the following categories that best
describes your race/ethnicity:

O White (Not Hispanic or Latino).

O Black or African American (Not Hispanic or Latino).

O Native Hawaiian or Other Pacific Islander (Not Hispanic or Latino).
O Asian (Not Hispanic or Latino).

O American Indian or Alaska Native (Not Hispanic or Latino).

O Two or More Races (Not Hispanic or Latino).

Kjk : 1/18/2010



WINTHROP

Universily Haoaspiltal

Your Health Maans b "'iilll'l':f

Hispanic or Latino--A person of Cuban, Mexican, Puerto Rican, South or
Central American, or other Spanish culture or origin, regardless of race.

White--A person having origins in any of the original peoples of Europe, the
Middle East, or North Africa.

Black or African American--A person having origins in any of the Black
racial groups of Africa.

Native Hawaiian or Other Pacific Islander--A person having origins in
any of the original peoples of Hawaii, Guam, Samoa, or other Pacific
Islands.

Asian--a person having origins in any of the original peoples of the Far
East, Southeast Asia, or the Indian subcontinent including, for example,
Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine
Islands, Thailand, and Vietnam.

American Indian or Alaska Native--A person having origins in any of the
original peoples of North and South America (including Central America),
and who maintains tribal affiliation or community attachment.

Kjk : 1/18/2010
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WINTHROP

Liniversity Hospital

PAY CHECK DIRECT DEPOSIT

| understand that although | can have my check directly deposited to any bank, the money may not
appear in my account until Monday or Tuesday after the actual pay day. | also understand that | must
verify that the deposit was made, before | write any checks since Winthrop-University Hospital will not
be responsible for any checks returned to my account, due to insufficient funds.

PLEASE NOTE: There is a 10 day prenote period-when you change accounts, you will have a check to
cash. It will go direct deposit to the new account the following payroll if there aren’t any errors.

| ACCEPT THESE TERMS:
PLEASE PRINT YOUR NAME Employee #
Work Ext. or Home telephone number: Ext. #:
Home Address:
Checking Account #:
1. Amount (if applicable):$
2. Amount (if applicable):$
Saving Account #:
1. ABA/Routing #: Amount (if applicable): $
2. ABA/Routing #: Amount (if applicable): $

L] Please indicate if you would like your paycheck or stub mailed to the above address.

|| Please stop direct deposit. Account #

|| Please check this box if your check/stub had been mailed previously and you want it to go to your
department instead.

DIRECT DEPOSIT INTO A CHECKING ACCOUNT REQUIRES A VOIDED CHECK WITH THE CORRECT
ACCOUNT#ONIT

SIGNATURE DATE



WINTHROP

Universily Haospital

Your Health Means Fvi ".'iEIH'I':f.

Health and Welfare Plan Privacy Notice Acknowledgement

, acknowledge that | have

(Print Name)
been provided with a copy of Winthrop University Hospital

Health and Welfare Plan’s Privacy notice.

Date:

Signature:

Employee ID#:

Privacy Notice Acknowledgement Rev. 5-11



WINTHROP-UNIVERSITY HOSPITAL HEALTH & WELFARE PLAN
NOTICE OF HEALTH INFORMATION PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The Health Plans or options sponsored by Winthrop-University Hospital (referred to in this Notice as the “Health
Plans”) may use or disclose health information about participants (employees and their covered dependents) as
required for purposes of administering the Health Plans, such as for reviewing and paying claims and utilization
review. Some of these functions are handled directly by Winthrop-University Hospital employees who are
responsible for overseeing the operation of the Health Plans, while other functions may be performed by other
companies under contract with the Health Plans (those companies are generally referred to as “service providers”).
Regardless of who handles health information for the Health Plans, the Health Plans have established policies that
are designed to prevent the misuse or unnecessary disclosure of protected health information.

Please note that the rest of this Notice uses the capitalized word, “Plan” to refer to each Health Plan sponsored by
Winthrop-University Hospital, including any Winthrop-University Hospital employees who are responsible for
handling health information maintained by the Health Plans as well as any service providers who handle health
information under contract with the Health Plans. This Notice applies to each Health Plan maintained by Winthrop-
University Hospital, including plans or programs that provide medical, vision, prescription drug, dental, and health
care flexible spending account benefits. However, if any of the Plan’s health benefits are provided through insurance
contracts, you will receive a separate notice, similar to this one, from the insurer and only that notice will apply to the
insurer’s use of your health information.

The Plan is required by law to maintain the privacy of certain health information about you and to provide you this
Notice of the Plan’s legal duties and privacy practices with respect to that protected health information. This Notice
also provides details regarding certain rights you may have under Federal law regarding medical information about
you that is maintained by the Plan.

You should review this Notice carefully and keep it with other records relating to your health coverage. The Plan is
required by law to abide by the terms of this Notice while it is in effect. This Notice is effective beginning January
15, 2011 and will remain in effect until it is revised.

If the Plan’s health information privacy policies and procedures are changed so that any part of this Notice is no
longer accurate, the Plan will revise this Privacy Notice. A copy of any revised Privacy Notice will be available upon
request to the Privacy Contact Person indicated later in this Notice. Also, if required under applicable law, the Plan
will automatically provide a copy of any revised notice to employees who participate in the Plan.

The Plan reserves the right to apply any changes in its health information policies retroactively to all health
information maintained by the Plan, including information that the Plan received or created before those policies

were revised.

Protected Health Information

This Notice applies to health information possessed by the Plan that includes identifying information about an
individual. Such information, regardless of the form in which it is kept, is referred to in this Notice as Protected
Health Information or “PHI”. For example, any health record that includes details such as your name, street
address, date of birth or Social Security number would be covered. However, information taken from a document
that does not include such obvious identifying details is also Protected Health Information if that information, under
the circumstances, could reasonably be expected to allow a person who receives or accesses that information to
identify you as the subject of the information. Information that the Plan possesses that is not Protected Health
Information is not covered by this Notice and may be used for any purpose that is consistent with applicable law and
with the Plan’s policies and requirements.

How the Plan Uses or Discloses Health Information

Protected Health Information may be used or disclosed by the Plan as necessary for the operation of the Plan. For
example, PHI may be used or disclosed for the following Plan purposes:



Treatment. If a provider who is treating you requests any part or all of your health care records that the Plan
possesses, the Plan generally will provide the requested information. (There is an exception for psychotherapy
notes. If the Plan possesses any psychotherapy notes, those documents, with rare exceptions, will be used or
disclosed only according to your specific authorization.)

For example, if your current physician asks the Plan for PHI in connection with a treatment plan the physician
has for you, the Plan generally will provide that PHI to the physician.

Payment. The Plan’s agents or representatives may use or disclose PHI about you to determine eligibility for
plan benefits, facilitate payment for services you receive from health care providers, to review claims and to
coordinate benefits. This includes, if appropriate, disclosing information to the Plan Sponsor, as needed to
facilitate the Plan’s payment function.

For example, if the Plan needs to process a payment to your current physician, but requires additional PHI to
process that payment, it may request that PHI from the physician.

Other health care operations. The Plan may also use or disclose PHI as needed for various purposes that are
related to the operation of the Plan. These purposes include utilization review programs, quality assurance
reviews, contacting providers regarding treatment alternatives, contacting participants to provide appointment
reminders or to provide information about treatment alternatives or other heath-related benefits and services
that may be of interest to them, insurance or reinsurance contract renewals and other functions that are
appropriate for purposes of administering the Plan. This includes, if appropriate, disclosing information to the
Plan Sponsor, as needed to facilitate the Plan’s health care operations function.

For example, if the Plan wishes to undertake a review of utilization patterns under the Plan, it may request
necessary PHI from your physician.

In addition to the typical Plan purposes described above, Protected Health Information also may be used or disclosed
as permitted or required under applicable law for the following purposes:

Use or disclosure required by law. To the extent that the Plan is legally required to provide Protected Health
Information to a government agency or anyone else, it will do so. However, the Plan will not use or disclose
more information than it determines is required by applicable law.

Disclosure for public health activities. The Plan may disclose PHI to a public health authority that is authorized
to collect such information (or to a foreign government agency, at the direction of a public health authority) for
purposes of preventing or controlling injury, disease or disability.

The Plan may also disclose PHI to a public health authority or other government agency that is responsible for
receiving reports of child abuse or neglect.

In addition, certain information may be provided to pharmaceutical companies or other businesses that are regulated
by the Food and Drug Administration (FDA), as appropriate for purposes relating to the quality, safety and
effectiveness of FDA-regulated products. For example, disclosure might be appropriate for purposes of reporting
adverse reactions, assisting with recalls and contacting patients who have received products that have been recalled.

Also, to the extent permitted by applicable law, the Plan may disclose PHI, as part of a public health investigation or
intervention, to an individual who may have been exposed to a communicable disease or may otherwise be at risk of
contracting or spreading a disease or condition.

Disclosures about victims of abuse, neglect or domestic violence. (The following does not apply to disclosures
regarding child abuse or neglect, which may be made only as provided under Disclosure for public health
activities.)

If required by law, the Plan may disclose PHI relating to a victim of abuse, neglect or domestic violence, to an
appropriate government agency. Disclosure will be limited to the relevant required information. The Plan will
inform the individual if any PHI is disclosed as provided in this paragraph or the next one.

If disclosure is not required by law, the Plan may disclose relevant PHI relating to a victim of abuse, neglect or
domestic violence to an authorized government agency, to the extent permitted by applicable law, if the Plan
determines that the disclosure is necessary to prevent serious harm to the individual or to other potential

2



victims. Also, to the extent permitted by law, the Plan may release PHI relating to an individual to a law
enforcement official, if the individual is incapacitated and unable to agree to the disclosure of PHI and the law
enforcement official indicates that the information is necessary for an immediate enforcement activity and is not
intended to be used against the individual.

Health oversight activities. The Plan may disclose protected health information to a health oversight agency
(this includes Federal, State or local agencies that are responsible for overseeing the health care system or a
particular government program for which health information is needed) for oversight activities authorized by
law. This type of disclosure applies to oversight relating to the health care system and various government
programs as well as civil rights laws. This disclosure would not apply to any action by the government in
investigating a participant in the Plan, unless the investigation relates to the receipt of health benefits by that
individual.

Disclosures for judicial and administrative proceedings. The Plan may disclose protected health information in
the course of any judicial or administrative proceeding in response to an order from a court or an administrative
tribunal. Also, if certain restrictive conditions are met, the Plan may disclose PHI in response to a subpoena,
discovery request or other lawful process. In either case, the Plan will not disclose PHI that has not been
expressly requested or authorized by the order or other process.

Disclosures for law enforcement purposes. The Plan may disclose protected health information for a law
enforcement purpose to a law enforcement official if certain detailed restrictive conditions are met.

Disclosures to medical examiners, coroners and funeral directors following death. The Plan may disclose
protected health information to a coroner or medical examiner for the purpose of identifying a deceased person,
determining a cause of death, or other duties as authorized by law. The Plan also may disclose PHI to a funeral
director as needed to carry out the funeral director’s duties. PHI may also be disclosed to a funeral director, if
appropriate, in reasonable anticipation of an individual’s death.

Disclosures for organ, eye or tissue donation purposes. The Plan may disclose protected health information to
organ procurement organizations or other entities engaged in the procurement, banking, or transplantation of
cadaveric organs, eyes, or tissue for the purpose of facilitating organ, eye or tissue donation and transplantation.

Disclosures for research purposes. If certain detailed restrictions are met, the Plan may disclose protected health
information for research purposes.

Disclosures to avert a serious threat to health or safety. The Plan may, consistent with applicable law and
standards of ethical conduct, use or disclose protected health information, (1) if it believes the use or disclosure is
necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public; and
the disclosure is made to a person or persons reasonably able to prevent or lessen the threat, including the target
of the threat; or (2) if it believes the disclosure is necessary for law enforcement authorities to identify or
apprehend an individual because of a statement by an individual admitting participation in a violent crime that
the Plan reasonably believes may have caused serious physical harm to the victim or where it appears that the
individual has escaped from a correctional institution or from lawful custody.

Disclosures for specialized government functions. If certain conditions are met, the Plan may use and disclose
the protected health information of individuals who are Armed Forces personnel for activities deemed necessary
by appropriate military command authorities to assure the proper execution of the military mission. Also, the
Plan may use and disclose the PHI of individuals who are foreign military personnel to their appropriate foreign
military authority under similar conditions.

The Plan may also use or disclose PHI to authorized federal officials for the conduct of lawful intelligence,
counter-intelligence, and other national security activities or for the provision of protective services to the
President or other persons as authorized by Federal law relating to those protective services.

Disclosures for workers” compensation purposes. The Plan may disclose protected health information as
authorized by and to the extent necessary to comply with laws relating to workers” compensation or other
similar programs.



Uses and Disclosures That Are Not Permitted Without Your Authorization

The Plan will not use or disclose Protected Health Information for any purpose that is not mentioned above, except as
specifically authorized by you. If the Plan needs to use or disclose PHI for a reason not listed above, it will request
your permission for that specific use and will not use PHI for that purpose except according to the specific terms of
your authorization. In addition, you may complete an Authorization Form if you want the Plan to use or disclose
health information to you, or to someone else at your request, for any reason.

Any authorization you provide will be limited to specified information, and the intended use or disclosure as well as
any person or organization that is permitted to use, disclose or receive the information must be specified in the
Authorization Form. Also, an authorization is limited to a specific limited time period and it expires at the end of
that period. Finally, you always have the right to revoke a previous authorization by making a written request to the
Plan. The Plan will honor your request to revoke an authorization but the revocation will not apply to any action
that the Plan took in accord with the authorization before you informed the Plan that you were revoking the
authorization.

No Use or Disclosure of PHI for Underwriting

Under applicable law, the Plan generally may not use or disclose genetic information, including information about
genetic testing and family medical history, for underwriting purposes. The Plan may use or disclose PHI for
underwriting purposes, assuming the use or disclosure is permitted based on the above rules, including the rules for
uses and disclosures of PHI for Treatment or Health Care Operations purposes as described above. However, any
PHI that is used or disclosed for underwriting purposes will not include genetic information.

“Underwriting purposes” is defined under federal law and generally includes any Plan rules relating to (1) eligibility
(including enrollment and continued eligibility) for benefits under the Plan (including changes in deductibles or
other cost-sharing mechanisms in return for activities such as completing a health risk assessment or participating in
a wellness program); (2) the computation of premium or contribution amounts under the Plan (including discounts
or payments or differences in premiums based on activities such as completing a health risk assessment or
participating in a wellness program); (3) the application of any preexisting condition exclusion under the Plan; and
(4) other activities related to the creation, renewal, or replacement of a contract for health insurance or health benefits.
However, “underwriting purposes” generally does not include rules relating to the determination of whether a
particular expense or claim is medically appropriate.

Your Health Information Rights

Under Federal law, you have the following rights:

e You may request restrictions with regard to certain types of uses and disclosures. This includes the uses and disclosures
described above for treatment, payment and other health care operations purposes. If the Plan agrees to the
restrictions you request, it will abide by the terms of those restrictions. However, under the law, the Plan is not
required to accept any restriction. If the Plan determines that a requested restriction will interfere with the
efficient administration of the Plan or is otherwise inappropriate, it may decline the restriction. If you want to
request a restriction, you should submit a written request describing the restriction to the Privacy Contact Person
listed in this Notice.

In one situation (which is more likely to apply to a health care provider than to this Plan), the Plan is required to
agree to a request for a restriction on disclosure of PHI if the disclosure is to another health plan for purposes of
payment or health care operations. If the PHI is limited to a health care item or service for which the health care
provider involved has been paid in full by you (or by someone else, other than the Plan or other health coverage,
on your behalf), the Plan will agree to your request that such information not be provided to another health plan.

e You may request that certain information be provided to you in a confidential manner. This right applies only if you
inform the Plan in writing (submitted to the Privacy Contact Person listed in this Notice) that the ordinary
disclosure of part or all of the information might endanger you. For example, an individual may not want
information about certain types of treatment to be sent to his or her home address because someone else who
lives there might have access to it. In such a case, the individual could request that the information be sent to an
alternate address. The Plan will honor such a request if it is reasonable, but reserves the right to reject a request
that would impose too much of an administrative burden or financial risk on the Plan.



e You may request access to certain medical records possessed by the Plan and you may inspect or copy those records. This
right applies to all enrollment, claims processing, medical management and payment records maintained by the
Plan and also to any other information possessed by the Plan that is used to make decisions about you or your
health coverage. However, there are certain limited exceptions. Specifically, the Plan may deny access to
psychotherapy notes and to information prepared in anticipation of litigation.

If you want to request access to any medical records, you should contact the Privacy Contact Person listed in this
Notice. If you request copies of any records, the Plan may charge reasonable fees to cover the costs of providing
those copies to you, including, for example, copying charges and the cost of postage if you request that copies be
mailed to you. You will be informed of any fees that apply before you are charged.

e  You may request that protected health information maintained by the Plan be amended. If you feel that certain
information maintained by the Plan is inaccurate or incomplete, you may request that the information be
amended. The Plan may reject your request if it finds that the information is accurate and complete. Also, if the
information you are challenging was created by some other person or organization, the Plan ordinarily would
not be responsible for amending that information unless you provide information to the Plan to establish that the
originator of the information is not in a position to amend it. If you want to request that any medical record
maintained by the Plan be amended, you should provide your request in writing to the Privacy Contact Person
listed in this Notice. Your request should describe the records that you want to be changed, each change you are
requesting and your reasons for believing that each requested change should be made.

The Plan normally will respond to a request for an amendment within 60 days after it receives your request. In
certain cases, the Plan may take up to 30 additional days to respond to your request.

If the Plan denies your request, you will have the opportunity to prepare a statement to be included with your health
records to explain why you believe that certain information is incomplete or inaccurate. If you do prepare such a
statement, the Plan will provide that statement to any person who uses or receives the information that you
challenged. The Plan may also prepare a response to your statement and that response will be placed with your
records and provided to anyone who receives your statement. A copy will also be provided to you.

®  You have the right to receive details about certain non-routine disclosures of health information made by the Plan. You
may request an accounting of all disclosures or health information, with certain exceptions. This accounting
would not include disclosures that are made for Treatment, Payment and other health plan operations,
disclosures made pursuant to an individual authorization from you, disclosures made to you and certain other
types of disclosures. Also, your request will not apply to any disclosures made more than 6 years before the date
your request is properly submitted to the Plan. You may receive an accounting of disclosures once every 12
months at no charge. The Plan may charge a reasonable fee for any additional requests during a 12 month
period.

®  You have the right to request and receive a paper copy of this Privacy Notice. If the Plan provides this Notice to you in
an electronic form, you may request a paper copy and the Plan will provide one. You should contact the Privacy

Contact Person identified at the end of this Notice if you want a paper copy.

Health Information Complaint Procedures Privacy Contact Person

If you believe your health information privacy rights have been violated, you may file a complaint with the Plan. To
file a complaint, you should write to the Winthrop-University Hospital, Human Resources Department, 259 First
Street, Mineola, NY 11501.

In addition to your right to file a complaint with the Plan, you may file a complaint with the U.S. Department of
Health & Human Services. (Details are available on the Internet at http://www.hhs.gov/ocr/privacy) You will
never be retaliated against in any way as a result of any complaint that you file.

Additional Information

After reading this Notice, if you have questions about the Plan’s health information privacy policies and procedures
or if you need additional information, send an email to BenefitsOffice@winthrop.org or call (516) 663-2912.
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WINTHROP

Lirmiwesrsilty Foawpital

Yeour Health Means Feerivrthineg

BACKGROUND CHECK DISCLOSURE AND AUTHORIZATION FORM

In he ineretof maingaining he afetand ectitof ouca b mersemplogesand property Winhrop -UniersijHopitl iV order a
“conmer report " (a backgrood report ) on gun connecion iln puemplognentapplicaton, and if puare hired, or if pualready
wrk for  Winhrop -Uniersi{Hopigl , mayrder additonal backgrond report son guor emplognentprposs

The backgrond check company ADP Screening and Selecton Services , il prepare he  backgrond report for Winhrop -Uniersit/
Hopitll . ADP Screening and Selecton Services idocaéd at 301 Remingbn Street Fort Collins CO, 80524 , and can be reached at
800-367-5933.

The backgrond report maycontin informaton concerning gu characer, general repaton, personal characeritkes mode of liing

and creditbnding. The pesof inform aton hatmaybe ordered inclde btare notlimied b: Social Sectiynmber erificaton;
criminal, phlic, edaatonal and, asappropriaé, driing recordschecks erificaton of prior employnent reference , licensg and
certificaton checks ; creditreports and drg ekg reks The informaton maybe obtiined from prise and phlic record stces
inclding persnal inerviesln o asciaés friends , and neighbors. (An “ineigate conmer report’isa backgrond report

hatincl desnformaton from sh persnal inervies , egeptin California here haterm meansanybackgrond report .) The nate
and sope of he moscommon form of inefgyate conmer report isan inekgaton inb puedoaton and/or emplognent his ory
condued by ADP Screening and Selecton Services or anoher okle organiaton.

Youmayreqasmore informaton abothe nate and sope of an inegyate conmer report, if any byelephoning  Winhrop -
UniersiiHopitl at 516-663-2925. A mmary of purightoder he Fair CreditReporting Actisals being proided b pul his
form.

STATE SPECIFIC NOTICES

If gpdie or wrk for Winhrop -UniersiiHopigl in he aedied beloypleas noe he folloimg:

CALIFORNIA: Youmay ievhe file h  at ADP Screening and Selecton Services hasfor pu  and order a copyof he file, pon

bmiing proper identficaton and paing coping cog bycoming b heir offices dring normal baneshorsand on re asnable
notce, or bymai |I. Youmayals ak for a file -mmary byelephone. ADP Screening and Selecton Services can anar qakns
abotinformaton in gufile, inclding anycoded informaton. If gicome in person, anoher person can come il pus long ashat

person can kowroper identficaton.

MAINE: If puak gglhae he rightb knovieher Wintrop -UniergHopigl ordered an inefyate conmer report on pu
Younayeqathe name, addres , and elephone nmber of he nearetoffice for ADP Screening and Selecton Services . Youl get
hisnformaton ikin 5 besdayof ou receiptof pureqes You hae he rightb ak ADP Screening and Selecton Services

for a free copyof he report.

MARYLAND: If Winhrop -UnigrsiyHopit  al obtiinscredithibry informaton on gpuitil be ad b eslaé heher puald
preentan naccepéble rik of heftor oher dibonethehaior in he job for hich plare being con&lered.

MASSACHUSETTS/NEW JERSEY: If pusmita reqas b 8 in ning, puhae he rightt knovineher Winhrop -Uniersit/
Hopiall ordered an inglgate conmer report from ADP Screening and Selecton Serices . Youmayinpectand order a free copy
of he reportbyconticing ADP Screening and Selecton Serices .

MINNESOTA: If pubmita reqesb sin wing, puhae he rightd getfrom Winhrop -UniersiyHopigl a complee and
accrat disloge of he nate and sope of he conmer report or inekgate conmer reportordered, i fany

NEW YORK: If puemita reqatb sin niing, puhae he rightd knowheher Winhrop -UniersiyHopitl ordered a
conmer report or an ingigate conmer report from ADP Screening and Selecton Services , and pu il be proidded w  h he name
and addresof ADP Screening and Selecion Services . Youmayinpectand order a free copyof he report s byconticing ADP
Screening and Selecton Services . A copyof Article 23A of he Nework Correcion Law idoeing proided il hisor m.

OREGON: If Winhrop -UniergHopitl obtinscredithibry informaton on puitill be ad b ealaé heher puwld presnt

an naccepéble rik of heftor oher dikonetbehaior in he job for hich puare being conglered.

WASHINGTON STATE: If gplamita reqes b 8 inning, pthae he rightb getfrom Winhrop -UniersitHopitl a complee
and accraé dislose of he nate and sope of he inekyate conmer report wordered , if any. Youwls hag he rightb ak
ADP Screening and Selecton Services for a rien mmanof purightnder he Wakingbn Fair CreditReporing Act If Wintrop -
UniersiyHopitll obainsinformaton bearing on gu crediterthines creditanding or creditcapaciy itiv | be ad b ealae
heher pwld presntan naccephble rik of heftor oher dikonetbehaior in he job for hich guare being conil ered.
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AUTHORIZATION FOR BACKGROUND CHECKS

After carefliyreading thisBackgrond Check Dislose and Au horiation form, | athorie
Hopial to order my backgrond report, inclding ingfigate conmer repors . | ndergand that

Winthrop-Unierd/
Winthrop-Unierg/

Hopial mayrelyon thisathoriation to order additonal backgrond report s, incld ing ineigate conmer repors ,

diing memplognentwithotaking me for myathoriaton again asalloed byaw

| ale athoriel the following agenciesand entitiesto dislos to ADP Screening and Selecton Serices and ikagens
all information abotor concerning me, inclding btnotlimited to: mypasor presntemplogrs learning ingtions

inclding collegesand nigrges lavenforcementand all oher federal, &te and local agencies federal, tate and

local cork he miliary creditbreag €6ing facilities motor ®hicle recordsagencies all other prige and phlic

ector repoiriesof information; and anyother persn, organiation , or agencywih anyinformation abotior
concerning me. The information thatcan be di sloed to ADP Screening and Selection Serices and isagentncldes
btisnotlimited to, information concerning myemplognent hitory earningshisory edoation, credit hitory motor

ghicle hibrycriminal hibrymiliaryerice, profesn al credentials and licenes and bince abe eting

| agree Winthrop-UnigrgHopital mayrelyon hisathoriation to order backgrond report inclding ingigate
conmer repors , from companiesother than ADP Screening and Selecton Seric es wihott aking me for my
athoriaton again asallowed byaw. | als agree hata copyof thisform isalid like the gned original. | certify that
all of mypersnal informaton on hisform is tue and correct and ndertand hatdibonegwill digalifyme from

congleration for emplognentwith ~ Winthrop-UniergHospital , or if | am hired or alreadyark for

Hopiall , that myemplognentmaybe terminated

LatName Firs Middle

Winthrop-Uniersy

Maiden/Oher Names YeardJed

Social SecttNmber

Drigrd.ice ne Nmber Sae

FOR IDENTIFICATION PURPOSES ONLY: Dat of Birh / / (Monh/DayYear)

AddresdNihin The PatSeen Yearg use a separate sheet as needed)

PreentSte etAddres

Citsae/ZIP
Prior SteetAddres

From / / (Monh/DafYear) To / / (Monh/Day¥ear)
citsae/ZIP
Prior SteetAddres

From / / (Monh/Daf¥ear) To / / (Monh/DayYear)
Citsae/ZIP
Prior SteetAddres

From / / (Monh/Dag¥ear) To / / (Monh/DayYear)
citsae /ZIP

/ /
Signate Dake: (Monh/DafYear)

If you live or work for the Company in California, Minnesota or Oklahoma: Check hioxf puld like a free copyof y
report

oubackgrond check
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Fara informacion en espane/, visite www. fic. goviciedit o
escribe a 3 FTE Consumer Response Cenler. Room T30-A 800
Fernsylvania Ave, N.W., Wasfiingfon, OC 20580,

A Summary of Your Rights Under the Fair
Credit Reporting Act

The fedeal Fair Credit Reporting Act (FCRA) promotss the
acciracy. falmess and privacy of information in the files of consumer
reperting agences. There are many types of consumar reparting
agencias, including cradii bureaus and specialty agencies (such as
agencios that soll infomation about chock writing historize, madical
recorce, and rental history records). Here = a summany of your
major rights uncer the FCRA. For more information, including
Information ahout additional rights, go to wwas fte govicredit or
write to: Consumar Responsa Conter, Room 130-A, Fadaral
Trade Commission, 600 Pennsylivania Ave. N.W., Washingtan,
DC 20580,

= You must be told if information in your file hag been used
against you, Anyone who uses & oredit report or anather type of
consumesr report b demy vour application for credt. nsurance. or
employment — or to taks anothen adverse action sgainst you — rust
tell yau, and must give you the name, addrass and phone numbsr of
the agercy that provicead the niamation.

= ¥ou have the right ta krow what is in your file. You may
raguest and obrain all the information about you in the files of a
consumer repaorting agency (your "fle disclasua). You will be
required to provide proper identification, which may inz'ude your
Social Securty rumboer. In many cases, the disclosure will be free.
You are enfitlzd o a free file disclosure if:
= A persen has laker adverse action agairet you because of
information in your cedi: eport;
« o are the victim of identify thefl ard place a fraud alad in your
filg;
our file containg inacuurate infemmation as @ result of fraud,
Mou are or publc assistanns]
You are uremplayead but evpect to apphy for empelayment within
60 cays.

In addition, by September 2003 all consumers will be entitled 10 one
free cisclosuqe every 12 manthz upan requeast from each natiowide
credit bureaw and from nationwide specialty consumer reporting
agsncies. See www. To.govicredt foradditional information.

* You have the right to ask for a credit score. Credt acores are
numerical summaries of your credic worthiness besed on intormation
from credit Cureaus. You may request a credit score from consumar
reperting agaens es that create scorss or gistribute soores used in
residental real property Ians, bal you will have 1o pay ok, o
snma mortgage transactions, you will receive credit score
informatian for fee from the maontgane lendar.

= ¥ou have the right ta dispute Incomplete ar inaccurate
information. If yoU idenify infarmation in your file that is ‘ncomplete
ar inaccurata and report if to the consumear reporting agency, the
aganecy must investigate unlase your dispate is freclous. Sae

waw fto.gowicredit for an explanation of dispute procedures.

= Conzumar rapotting agencies must correct or daleta
inaccurate, incomplata or unvernfiable information. Inaccurats.
incomplete or unverifiakle information muost be removed or
correcles, usually within 32 days. Howewver, 8 consumer reporting
agency may continue to report infarmation it has venfied as
goiurate,

* Consumer reparting agencies may not report outdated
negative information. 1 mast cases, A CONSUMEr reparng Agency
may not report negative infarmation that s more than seven years
ald, or bankrupicies that are mare than 10 vears old.

= Accass to your file is limited. A consumesr reporting agency may
provide informatior about you only o pecple with a valid need
uzually 1o coreider an applicaticn with a creditor, insurer, employer,
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lanclerd, or other buginess. The FCRA soecifies thase wit a valid

nead Tor access

* ¥ou must give your consent for reports to be provided to
employers. A consumer reporting agsncy may nat give out
infermation about you to your smployer, or & pulsrtial emplover,
witheut your wiitten consent given ¢ the 2mployer Writen consent
genarally & nol raguirgd in Lhe Tucking industry. For mors
infermation, go o wwi. fic.gowioradit.

*You may limit “prescreened” offers of credit and insurance
you gat based an infarmation n your eredit repart. Unsolicitzd
“srescreened” offers for credit anc irsurance mustincluce a toll-free
phons number you can call if you choose to remmeve yeur nams and
cddrese from the liste these offers are basec o1, Yeou may opt out
with the rationwide credit bursaus at 1-585-3E7-3688,

* You may seek damages from violators. If 8 consumear reporting
BQENTy. 07 N S0M2 £asss, & user ot consumer repors or a fum sher
of information to a consumer 1eeorting dnency violates the FCRAL
yau may be able to sug in state or federal cour

* [dentity theft victims and active duty military personnel have
additional rights. For more infermation, wist waw fie.gowieraail

States may enforce the FCRA, and many states have their awn
consumer reporting laws. In some cases, you may have mora
rights under state law. For more information, confact your
state or lacal consumer pratectlon agency ar your state
Attorney General. Federal enforcers ara:

TYFE OF BLISINESS:

Consumer reporting agencies,
craditors and others not listad
L e

Mafinnal hanks fereral
Eranchesiagencies of fareign
banks (word "National” or initials
WA " appaarin or after bank's

nama}

COMTACT:

Fadersl Trade Commission:
Consumear Response Gaenter -
FCRA

Washington DT 20580
1-B77-382-4357

" Dffice of the Comptroller of

the Currency
Camoliance Maragament
hail Staa G-5

Washington 2 202149
1-800-8613-6713

Farera Razerva Systerm mambar
kanks (exnept nationAl banka and
federal branches/agencies of
foreign hanksz)

Federal Reserve Board
Division of Consumer &
C-ommu nity Affairs
Washington DG 20551
202-452-3593

Savings associations and fedesally
chiarlared savings banks (word
*Fedaral” or inifisls "F.5.B" appear
in federal instifutinn'a name)

OHice of ThnH Supervision
Cunsurmen Comnplginls

'sehington, G0 20552
B0N-542 45505

Federa cradit unions (words
*Fedzral Credit Union” appear in
institut on's rame

Natinal Credit Union
Administration

1775 Duke Strest
Alexandda VA 22314
T03-579-4500

Stata-cnart=red banks that mre nat
members of the Federal
Resene System

Federal Deposit Insurance
Corporation

Conaumer Response Canler
2345 GGrand Avende Suite 100
Karsas Sity, Missouri G4108-
1-877-275-3342

Air, surface, ar rail commen
carricrs regulatad oy farmer Civil
Aamnautics Board ar Inlarstate
Commerce Commiasion

Department of Transportation
Office of Financial Managama
Washingtar, DG 20500
20A-EE-13A06

Activiticz subjoct 1o the Fackers
And Stackyards At o’ 1821

Department of Agrculturs
Office of Deputy Administrator
GIPSA

VWeahington, 00 20250
202-720-70489
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NEW YORK CORRECTION LAW
ARTICLE 23-A
LICENSURE AND EMPLOYMENT OF PERSONS PREVIOUSLY
CONVICTED OF ONE OR MORE CRIMINAL OFFENSES

Section 750. Definitions.
751. Applicability.
752. Unfair discrimination against persons previously convicted of one or more criminal offenses prohibited.
753. Factors to be considered concerning a previous criminal conviction; presumption.
754. Written statement upon denial of license or employment.
755. Enforcement.

§750. Definitions. For he prpossf hisaricle, he folloimg ermssall hae he folloimg meanings

(1) "Public agencymeanshe &€ or anyocal kdiigon hereof, or anyae or local department agencyboard or
commimn.
(2) "Prige emplogr" meansany person, companycorporaton, labor organiaion or asciaton hich emplosen or more

persons
(3) "Directrelatonkip" meanshathe nate of criminal condatfor hich he person asconiced hasa directbearing o n his
fihesor abilitb pe rform one or more of he diesor reponiilitenecesrilyrelaed b he licens, opportniyor job in

qebon.

(4) "Licens" meansanycertificag, licens, permitor grantof permin reqgired byhe laf hise, ifpolitcal bdils  ions
or infumentlitesasa conditon for he lafupracice of anyoccpaton, emplognent tade, wcaton, banesor prof emn.
Proided, hoeer, hat"liceng" kall not for he prpos<of hisaricle, inclde anylicens or permito ow, p osscarry, or

fire anyeploge, pisl, handgn, rifle, Bogu, or oher firearm.
(5) "Emplognent meansanyccpaton, wcaton or emplognent or anyform of wcatonal or edoatonal taining. Proided,
hoeer, hat"emplognent kall not for he prpos<of hisarticle, inclde memberkip in anyawenforcementagency

§751. Applicability. The proionsf hisaricle ball apply anyapplicaton byanypersn for a licene or emplognentatany

phlic or prime emplogr, o hasgpreiou Bbeen coniced of one or more criminal offenesn hisae or in anyher

judicton, and b anylicens or emplognentheld byanyperson oe conicton of one or more criminal offenesn his aie or
in anyoher jridicton preceded gh e mplognentor graning of a licens, egepthere a mandabry forfeite, diabilifor bar b
emplognentismposd bylawand hasotbeen remoed byan egcte pardon, certificaé of relief from diabilitesor cer tficae
of good condat Nohing in  hisarticle ball be conkued b affectanyrightan emplogr mayhae il repectb an inentonal

misspreenéton in connecton ila an applicaton for employnentmade bya propecte emploge or preiogmade bya

crentemploge.

§752. Unfair discrimination against persons previously convicted of one or more criminal offenses prohibited. No

applicaton for anylicene or emplognent and no emplognentor licens held byan indiidal, b hich he proigonof hi sarticle
are applicable, ba Il be denied or aced pon aderselyoyreasn of he indiidal'shaing been preiogconiced of one or

more criminal offenssor byreasn of a finding of lack of "good moral characer" iien ah finding isbasd pon he fact hathe
indiidal h  agpreiolbeen coniced of one or more criminal offenesnles

(1) There isa directrelatonkip betaen one or more of he preioecriminal offenesand he pecific licens or emplogne nt

sghtor held byhe indiidal; or
(2) heiance o r coninaton of he licene or he graning or contnaton of he emplognenteld invle an oreasnable rik
b propertyor b he afetor @lfare of pecific indiidalsor he general phlic.

§753. Factors to be considered concerning a previous criminal conviction; presumption.
1. In making a deerminaton prtsantb ecton sen hndred fift/ -vof hischaper, he phlic agencyor prige emplogr kall
congler he folloimg facbrs
(a) The phlic policyf hisae, assgresd in t hisact b encorage he licenge and employnentof persongpreioly
coniced of one or more criminal offenes(b) The pecific diesand reponiilitesnecearilyrelaed b he licens o r
employnentsghtor held byhe person. (c) The bearing , if anyhe criminal offene or offenesor hich he person as
preiogconiced iV hag on hidihesor abilifb perform one or more sh diesor reponibilites

(d) The tme hich haselapsd 81ce he occtrence of he criminal offens e or offenes

(e) The age of he person athe tme of occurence of he criminal offene or offenes

(f) The sriosesof he offens or offenes

(9) Anyinformaton prodaed byhe peren, or prodaoed on hisbehalf, in regard b higehabiliato n and good condat
(h) The legitmat ineretof he phlic agencyor priae emplogr in proecing propertyand he afetand elfare of p ecific
indiidalsor he general phlic.
2. In making a deerminaton prsantb ecton een hodred fift y-vof hishaper, he phblic agencyor prige emplogr kall
ale gie congleraton b a certificaé of relief from diabilitesor a cerificaé of good condatiad b he applicant , hich
certificae ball creaé a prempton of rehabilifiton in regard b he offene or offenegpecified herein.

§754. Written statement upon denial of license or employment. At he reqatf anyerson preiobconiced of one or
more criminal offeneso hasbeen denied a licene or emplognent a phlic agencyor prige emplogr ball proide, ilin
hirtydagof a reqasa

vien eementsing forth he reasndor sh denial.

§755. Enforcement.

1. In relaton b actonsyphlic agencieshe proionsf hisarticle ball be enforceab le bya proceeding broghtptsantb
article seny  -eightof he ciil pracice lawand rles

2. In relaton b actonsbypriae emplogrs, he proionf hisaricle kall be enforceable byhe diwn of hman right
ptsantb he poers an d procedtesstforth in article fifeen of he egcte lapand, concrrentybyhe Nework ciy

commi®n on hman right
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