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Thank you for inquiring about starting a Group Family Day Care program. We are pleased to send you
an application package. Please note that once you submit any part of the application, you must submit
all remaining documentation within 90 days. After that, the application will be considered withdrawn.

Becoming a Provider

sional decision. ltis
ur responsibilities and

Operating a group family day care program can be a rewarding
also a business decision that requires that you understa
obligations. While much of the information you will
contained in this application package, there are other s
NYS Office of Children and Family Services encoura
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Important Information Regarding Union Membership

Family-based child care providers are supported and represented by two unions in New
York State: CSEA VOICE (Voice of Organized Independent Child Care Educators) and
UFT (UFT Home Child Care Providers). Under the umbrella of CSEA, VOICE represents
registered family and licensed group family providers in 57 counties across New York
(outside of NYC), and the UFT represents providers in the five boroughs of New York City.
Please use the contact information below if you would like to learn how these
organizations can support the valuable work you do nurturing and teaching young children
and their families.

UFT (programs in NYC) VOICE (all others)
Phone: 212-598-9288 Toll Free: 800-342-4146 ext. 1401
www.uftproviders.org www.voicecsea.org

e-mail: uftproviders@uft.org e-mail: voice@cseainc.org



Helpful Resources & Information

Below are some additional sources of information that you can and should use as you complete the appli to

provide child care in your home. If you do not have internet access either at home or at your local pub!
information can also be obtained by contacting

Child Care Regulations and Policies

Child Care Regulations: www.ocfs.state.ny.us/main/childcare/regs/413
www.ocfs.state.ny.us/main/childcare/regs/416_G

Division of Child Care Services Policies: www.ocfs.ny.gov/main/childcare/policies/ default.asp

Social Service Law 390: www.ocfs.state.ny.us/ma care/390%20Social%20Se
Law.doc

Various Household Hazards

Lead information: www.h
Pesticide information: WWW.G

Radon Information: n/childcare/radon/

Education and Training

Provider Training: . .us/maifn/childcare/training.asp

Educational Incentive Progr . .edu/eip.shtm
Medication Administration Traini dp.albany.edu/mat.shtm
Health and S

Aspire (train

Training: bany.edu/about_health_safety.shtm

w.nyworksforchildren.org/ Aspire/ TeachersandProviders.aspx

General Inform

www.ocfs.state.ny.us/main

www.ocfs.state.ny.us/main/childcare/referralagencys.asp
www.ocfs.state.ny.us/main/localdss.asp
www.ocfs.state.ny.us/main/documents/docsChildCare.asp
qualitystarsny.org/

ty Health Departments: www.health.state.ny.us/nysdoh/lhu/map.htm

National Association for the Education of
Young Children: Www.naeyc.org

American Association of Pediatrics: www.aap.org



Your Group Family Day Care Application
Package

Prepared For:

Your Package Includes:

ormation A-1 @

. @

Site Information C-1 @
Program Information D-1 @
Agreements E-1 %
Appendix App-1
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Group Family Day Care Required Documents

INSTRUCTIONS e This listing specifies those documents that you are required by regulation to
submit and/or maintain on-site

2]
*  Use this form to keep track of the required documents and when th
. submitted
Maintain
On-Site

Document Listing

v" Regulation requirements
It is recommended that you maintain a copy of everything you submit

All forms are subject to approval. Care may not be provided until a license hast

Document Name Page
@ Identifying Information A-1
General Information A-3 and

Business Information A-5th
@ Requirements

First Aid & CPR Requirement v /]

Fingerprint Request Form /]
Applicant

Qualifications v /]

References v /]

SCR Form v /.

Staff Exclusion List (SEL v /]

Medical v v /]

v /I

v /I

B-31 v [

B-33 v /I

B-35 thru B-41 4 /A

B-44 and B-45 v [

B-47 and B-48 v v [

Criminal ction Statement B-49 and B-50 v [/

NYS GFDC Booklet #XXXXXX ii
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Group Family Day Care Required
Documents (continued)

INSTRUCTIONS e This listing specifies those documents that you are required by re
submit and/or maintain on-site

*  Use this form to keep track of the required documents and w,

submitted

Maintain
On-Site

Document Listing
v" Regulation requirements
It is recommended that you maintain a copy of everything you submit

til a license has been

All forms are subject to approval. Care may not be provid

Date

Document Name Submitted

@ Requirements (continued)

Other Caregivers

Information 4 /.
Qualifications v /
References v /]
SCR Form v /I
Staff Exclusion List v /]
Medical Statement v /]
Criminal Conviction State v /]
Householdhl

4 4 /I
and B-76 4 /.

C-1
C-3 v /I
C-5 v 4 /I
C-7 and C-8 v v /I
Hazard Inspection  C-11and C-12 4 v /|
C-15 4 /I
C-16 v /I
C-19 and C-20 v v /I
Emergency Evacuation Diagram C-23 v [
Emergency Plan: Shelter in Place  C-27 and C-28 v J

(Continued on Reverse Side)

NYS GFDC Booklet #XXXXXX i
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Group Family Day Care Required
Documents (continued)

INSTRUCTIONS e This listing specifies those documents that you are required by re
submit and/or maintain on-site

*  Use this form to keep track of the required documents and w,

submitted

Maintain
On-Site

Document Listing
v" Regulation requirements
It is recommended that you maintain a copy of everything you submit

All forms are subject to approval. Care may not be provid til a license has been

Date

Document Name Submitted
@ Program Information
Behavior Management v I
Developing Your Program v [
Program Hours of Operation v
Program Daily Schedule v
Health Care Plan v I
Agreements
Child Support Obligation
Statement v [
v /1
v v
Town Clerk as needed as needed
v v
Your Attorney as needed as needed /A
: and Safety
raining Certifia v /]
NYS GFDC Booklet #XXXXXX iv
Form Valid Through XX/XX/XXXX VAT Rev. 8/14



Identifying Information

General Information ........................

Business Information

DOHBHBSO
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Tear Here

General Information

INSTRUCTIONS e All applicants must be 18 years of age or older and must complete this page

a *  Please complete BOTH sides of this form
— *  Please PRINT clearly
Submit

You May Not Need to Complete this Entire Application Bookl
If changing sites, expanding your program or changing the type of care, con

Applicant
Complete/verify the following information about yourself.
O Mr. O Mrs. O Ms. Date of Birth: /  /
Name: (mm/dd/yyyy)

Last

Mailing Address: Ext.

City:

County/Borough:

Do you speak English? [ Yes [1 No

ed day care in New York State? [1 Yes [1 No
Dates: /-

Have you ever operated o

If yes, provide prior facility info

Facility Address:

o is living at the site where care will be provided.

eets if o

Date of Birth: / /
M (mm / dd / yyyy)
Date of Birth: / /
Mi (mm / dd / yyyy)
Date of Birth: / /
Mi (mm / dd / yyyy)
Date of Birth: / /
Mi (mm /dd / yyyy)
Date of Birth: / /
Mi (mm /dd / yyyy)
Date of Birth: / /
Last First MI (mm/dd / yyyy)
Name: Date of Birth: / /
Last First MI (mm/dd/yyyy)

(Continued on reverse side)

NYS GFDC Booklet #XXXXXX A-3
Form Valid Through XXUXX/XXXX VMR Rov. 8/14



General Information (continued)

INSTRUCTIONS < | addition to this form you will need to include proof that site is being used as a

- residence

| =" * Please PRINT clearl
"/ y
Submit

Applicant Name:

Site

Print the following information about your program.

Provider:

Last First
Site Address:

City:

County/Borough:

The Office lists names and addresses of chi

its website to enable parents to search for pr
below if you do NOT want your address to be

O Do NOT list my street address

Proof of Residence

Documentation must be submitted
acceptable doglilmentation include cop

ing used as a personal residence. Examples of
driver’s license, NYS Non-Driver ID, or lease or rental agreement.

Directions
Give detailed di the nearest highway, major intersection, bus stop or subway
entrance. List all . ic concerning exit numbers and road names.

Feel free to suppl 1 > instructions with a drawing or map.

! OCFS may share your site's email address with state, local or federal agencies responsible for aspects of public health and safety
that might impact the children in your care.

NYS GFDC Booklet #XXXXXX A-4
Form Valid Through XX/XX/XXXX NCHCR O L Rev. 8/14
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Business Information

INSTRUCTIONS  «  /fyou have a DBA (Doing Business As), submit your DBA certificate with the
. application

5 * Complete Legal information section (Check ONE box only). Be a

Submit licensed, any change to this information may require a new ap

*  Please PRINT clearly

d that once

Applicant Name:

Legal Entity Selection (Select ONLY ONE checkbox)

» Child day care is a business. It is important for you to
meets your needs. Information on legal entity types is a
Department of State on their website at http://www.dos.ny.
Empire State Development Corporation on their i
also want to consult with an accountant and/or,

lect a business type
le from the New Yo

[[] Sole Proprietor
[ ] DBA form attached

Program Name:

SSN:

[ ] Corporation

Corporate Name: DBA:

[] DBA form attached

Federal ID:

Mailing Add Fax: ( )

E-Mail:

Contact Name:

Contact Phone: ( )

e address and phone number of a Board Member of the corporation

Title:
First Ml
Phone: ( )
City State/Zip
(Continued on reverse side)

NYS GFDC Booklet #XXXXXX A-5
Form Valid Through XXUXX/XXXX VMR Rov. 8/14



Business Information (continued)

Legal Information (continued)

[] Legal Partnership

Legal Name: DBA:
Mailing Address: Fax: ( )

Apt.

E-Mail:

Floor

City: Contact Name:
State Zip

County/Borough: Contact Phone: (
Partners

List the names, titles, home addresses and phone numbe

Name:

Last
Address:

First

Street

City

SSN: - -

Name:

Last
Address:

Firs

Street

City

R Fe D:

State/Zip

Title:

First

Mi

Phone: (

)

NYS GFDC Booklet #XXXXXX
Form Valid Through XX/XX/XXXX

OR Federal ID:

State/Zip

(Continued on next page)

A-6
Rev. 8/14
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Business Information (continued)

Legal Information (continued)

Applicant Name:

[] Limited Liability Company (LLC)

LLC Name: DBA:

Federal ID: -

Mailing Address:

City:

State
County/Borough:

Board Member
List the name, title, home address an

ard Member of the corporation

Name:

Title:

Last

Address:

Phone: ( )

Street

State/Zip

NYS GFDC Booklet #XXXXXX
Form Valid Through XX/XX/XXXX NCHCR O L

(Continued on reverse side)
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Business Information (continued)

Legal Information (continued)

[] Unincorporated Association

Legal Name: DBA:

Federal ID: -

Mailing Address: Fax: ( )
Apt.

Floor

City:

State Zip
County/Borough:

Members
List the names, titles, home addresses and phong

Name:

Last

Address:
Street

M
Phone: ( )

SSN: - -

Name: Title:

Last

Address:
Street

M
Phone: ( )

State/Zip

SSN:

Title:

Last Ml

Address:
Street

Phone: ( )

State/Zip
OR Federal ID: -

NYS GFDC Booklet #XXXXXX A-8
Form Valid Through XXUXX/XXXX VMR Rov. 8/14



Requirements

First Aid & CPR Requirement...........4.......... B-3

Fingerprint Request Form ..........&.57..........

Applicant
Qualifications .........cc.oo.c. B e,
References ........ccocovvveven S il
SCR Frequently Asked Questionsaiia..........

SCR Instructions.........ccccceeeeiiiiiiiinnn . S

Additional Caregiver(s)

Information...........cccoie i B-51
Qualifications ..........ccccviiiiiiee i B-53
References .......coccvveviiei i B-55
SCR INSructions.........cccooceeiiiiiiiie e B-58
SCR FOM.ciiiiiiiiiei e B-59
Staff Exclusion List (SEL)........ccccooeeeeiiiiinnnnee. B-67
Medical Statement...........cccoecvveiiiiiie e B-69
Criminal Conviction Statement................c........ B-71
Household Member(s)
Medical Statement...........cccooeoveeiiiiiieiiee B-73
Criminal Conviction Statement................c........ B-75
BRAHDDSEC

B-1

NYS GFDC Booklet #XXXXXX
Form Valid Through XX/XX/XXXX NCHCR O L Rev. 8/14
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CPR & First Aid Requirement

INSTRUCTIONS

i

=}
Submit Maintain
On-Site

review

Please PRINT clearly

Review the requirements listed below and complete the lower section with the
names of all individuals that are certified in CPR and/or First Aid

Attach additional sheets if necessary
A copy of each cetrtification must be retained on-site at all time

Applicant Name:

Program Name:

Requirement

e All programs are required to have at least one caregi

Name

Expiration Date(s)

CIFirst Aid

CCPR

CIFirst Aid

CCPR

CIFirst Aid

CICPR

CIFirst Aid

CCPR

CIFirst Aid

NYS GFDC Booklet #XXXXXX
Form Valid Through XX/XX/XXXX

Date: [/

(mm /dd / yyyy)

B-3
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Guidelines for Fingerprinting

Do NOT Get Fingerprinted Until Your Application Has Been Submitted

BEFORE MPLETING the Request for NYS Fingerprinting Services form,
make additional copies for each person to be fingerprinted for your program
keeping a blank copy of the form on site.

NYS GFDC Booklet #XXXXXX
Form Valid Through XX/XX/XXXX DTN Rev. 8/14

Fingerprinting is required for the Owner/Operator, Director, Provider, Site Su
Members age 18 and over, Assistants, Substitutes as well as all Employees
accordance with New York State law and OCFS child care regulations.

process.
1. Anyone who has been previously fingerprinted by OCFS f

or foster care or adoption approval, may not need to_be

2. If anyone has not been fingerprinted by O
imaging center in New York State.

e Schedule an appointment by
http://www.identogo.com/FP/

blank fields. Use th making the appointment. When being
fingerprinted for chi d the foster care/adoption fields.

e Make sure that th ili mber and the Facility Name/Address under the
i d correctly. The Facility/Agency ID number is
the program for which you are applying.

ust bring the appropriate Identification (ID) listed on the back of the form.
ill be fingerprinted without appropriate ID.

ture may be taken and your identification will be validated.

equest for NYS Fingerprinting Services” forms (OCFS-4930) are available online at
http://ocfs.ny.gov/main/documents/docsChildCare.asp by calling 518-473-0971 (refer to form
number OCFS 4930).

If you have additional questions, please contact your licensor or registrar.

B-6


http://www.identogo.com/FP/NewYork.aspx
http://ocfs.ny.gov/main/documents/docsChildCare.asp

Tear Here

OCFS-4930 (4/2014) FRONT — Child Day Care Version
NEW YORK STATE
OFFICE OF CHILDREN & FAMILY SERVICES
REQUEST FOR NYS FINGERPRINTING SERVICES

Information Form
(To be completed by Provider or Foster Care/Adoption Agency)

Enrollment Information:

Applicant must have an appointment to be fingerprinted. At appointment, applicant will need to brin
ID as noted on reverse.

orm and acceptable

Appointments can be obtained by contacting vendor at one of the following:
Website: http://www.identogo.com/FP/NewYork.aspx or the Call Center: 877-47

Contributor Agency Section:
ORI:  NY922130Z Contributor Agency:  NYS Office of Children & Family Services

X] Child Day Care [] Foster Care/Adoption
[[] OCFS Employee (employee / peace officer

Additional

Job or License Type:

Facility/Agency ID Number:

ADOPTION ONLY)
Facility Name/Address:

Applicant Section: ] New Sub

Name of Applicant:

Alias / Maiden Name:

Street Address:

City, State, & Zip:

Date of Birth:

le [ Other Ethnicity: ~ [] Hispanic [] Non Hispanic
Race: [ White [ Black i an Native  [] Asian/Pacific Islander
ot

Skin Tone: Hair Color:

in Weight: Ibs.

tor [] Provider [] Employee/Teacher/Volunteer [ ] Household Member over 18 yrs

Foster Parent [ Relative Foster Parent [1 Household Member over 18 yrs

Foster Child
ADOPTION: [] Adoptive Parent  [] Household Member over 18 yrs
Additi nformation: (Foster Care Only)

CONNECTIONS Home Resource ID# N/A

CONNECTIONS Person ID# N/A

NYS GFDC Booklet #XXXXXX B-7
Form Valid Through XXUXX/XXXX VMR Rov. 8/14


http://www.identogo.com/FP/NewYork.aspx

OCFS-4930 (4/2014) REVERSE — Child Day Care Version

Accepted Forms of Identification:

NOTE: Applicant MUST present two (2) forms of ID, at least one of which must have a photo (see Column

A):

Column A - Valid Photo Identification:

U.S. Passport (unexpired or expired)
Permanent Resident Card

Alien Registration Receipt Card
Unexpired Foreign Passport

Driver’s License or Photo ID Card
(issued by U.S. State or Territory)

School or College ID Card (with photo)

Unexpired Employment Authorization
with photo (Form I-766, 1-688, 1-688A or B)

Photo ID Card issued by federal, state, or local govt.

Column B - Valid Supplementary
Identification:

Voter registration card

U.S. Military card or draft record
Military dependent’s ID card
Coast Guard Merchant Mariner
Native American Tribal Documen
Canadian Driver’s License

U.S. Social Security Card

Original or certified copy of a Birth Certifica
issued by au

Certification of

road (issued by U.S.

rized U.S. agency with offi

Identification if under 18 and nothing else availa
School record or report card
Clinic, doctor, or hospital record

Enroliment Website address: http://www.l
Call Center phone number: 877-472-6915

NYS GFDC Booklet #XXXXXX
Form Valid Through XX/XX/XXXX

B-8
Rev. 8/14
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Provider Qualifications

INSTRUCTIONS e This form should be completed by the primary child care provider
-~ *  Fillin all areas that apply, or attach a resume
5 *  For your assistance, we have added examples
Submit *  Please PRINT clearly

Applicant Name:

Minimum Requirements
You must have EITHER (Check one):
[0 2 years of paid or unpaid experience caring for children under 6 years of age (including your o
OR
O 1 year of paid or unpaid experience caring for children under 6 ye
in early childhood development.

e and 6 hours of training

Chlld Care EXAMPLE:  Date Range Description
Expe rience 2006 - Present Parenting me

Date Range Location
Releva nt Sponsoring Organization
Trai n i ng Child Care Council

Date Received Sponsoring Organization

Date(s) Type Issued By
May 2012 EMT Town of Colonie
Type Issued By

Orientatio
ed the OCFS approved orientation session
I No ] Not Applicable

Health & Safety Training
I | have completed the required Health and Safety Training. (A copy of the certificate of completion must be sent

to your licensor/registrar.)
L] | am scheduled to take the required Health and Safety Training on:

NYS GFDC Booklet #XXXXXX B-9
Form Valid Through XXUXX/XXXX VMR Rov. 8/14
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Provider References

INSTRUCTIONS  «  pleagse provide complete information for three people we can contact as
references
P * Relatives may NOT be used as references
5 * If you have been employed outside the home, please include y,
. employer as one of your references
Submit *  Please PRINT clearly

Applicant Name:

Reference #1
Please check appropriate reference type: [ Personal [ Employment

OMr. OMrs. OMs. Name:

Last

Business Name:

Address:

City: State:

Does reference speak English? OYes

Reference #2

Please check appropriate reference type:
OMr. OMrs. OMs.

First Mi

Business Name:

Address: Apt:

Floor:

City: : Zip: Daytime Phone: ( )

If no, please specify language spoken:

ate reference type: [ Personal [ Employment

Name:
Last First Mi
Address: Apt:
Floor:
State: Zip: Daytime Phone: ( )

Does reference speak English? OYes [ONo If no, please specify language spoken:
NYS GFDC Booklet #XXXXXX B-11
Form Valid Through XX/XX/XXXX VAICHR AT Rev. 8/14
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Frequently Asked Questions
When Completing the SCR (LDSS-3370) Form

MAIL THESE FORMS TO THE PERSON ASSISTING YOU
WITH YOUR APPLICATION AND NOT TO THE STATE CENTRAL R

1. Is a fee required to process a facility’s SCR Clearances?

Yes, a fee of $25 is required to process the SCR clearance forms. Refer to the “SC
appendix for more information.

2. Where do | start?

Member Area section.

3. Who do | list on this form?

In the Applicant/Household Member Area, place your name
If your birth name is different, place that name on the “
names place them on the lines below “MAIDEN/ALIA

e of birth for each person that you include.

“Statewide Central Register Database Check
" heading to record the remainder of the

If you need more space than is provided
Form Additional Page” sheet under the “O
people in your household.

4. What if | have never bee

If you have never been the Last Name field column in the

“MAIDEN/ALIAS” line.

n, regord the actual house and/or apartment number and street/route address, city, state and zip
ch address line, record the time period they lived there in a month/year format. If you need

use the “Statewide Central Register Database Check Form Additional Page” sheet to write the
additional ses.

| adults need to sign this form?

When the residence of the person filling out this form will be used for providing care, all adults who reside in the
household need to sign this form. If there are not enough lines for all the adults, sign in the blank space at the
bottom of the page.

NYS GFDC Booklet #XXXXXX B-13
Form Valid Through XX/XX/XXXX MR Rev. 8/14




LDSS-3370 (Rev. 04/2009)
Instructions for Completing the Statewide Central Register Database Check Form

LDSS-3370

- ALL information on the form must be easily read so that data entry and results are accurate. Each SCR Database Check submitted should be reviewed for
completeness and legibility by the program/agency liaison. If the form is incomplete or illegible, it will be returned to the agency for corrections.

THE PROPER WAY TO COMPLETE THE FORM:

AGENCY INFORMATION

TOP LINE OF FORM:

- The three-digit agency code must be placed in the top left-hand box, followed by the Resource I.D. (RID) in the next box to the right.
licensing agency if there are any questions about these.)

- Daycare providers must place their Child Care Facility System (CCFS) Number in the box next to Resource ID (RID), in lieu of
(Contact your licensing agency/Regional Office if you have any questions).

- Clearance Category letter code (see back of Form LDSS-3370) must be placed in the middle box.

- Phone number (with area code) enables the SCR to contact the agency liaison if this becomes necessary.

- The Request ID Box is for SCR use only.

AGENCY ADDRESS AREA:
- Agency Name: Please use full name, no abbreviations
- Agency Liaison is the contact person at the inquiring agency. (*The SCR response will be addressed to the liaison.) The li

or a relative of the applicant.
- Agency Address: Must include street, city

ID number.

APPLICANT INFORMATION

APPLICANT/HOUSEHOLD MEMBER AREA:

- ALL HOUSEHOLD MEMBERS, ADULTS AND CHILDREN, WHETHER RELATED TO THE APPLIC
OF THE FORM.

- Remember to write clearly or type all information in order to assist in obtaining an ace
first name, and middle name.

- First line: Applicant’s name. If there is more than one applicant place the additiog

NOT, ARE TO BE LISTED IN AREA

e first, then the

- Date of Birth column: fill in complete date of birth (mm/dd/yy) for €
ADDRESS AREA:
The information required varies depending on the particular category:

- For Adoption, Foster Care and Family and Gro ami ies), provide addresses for the applicant and any
household member who is 18 and older. We i
LDSS-3370 form to list this additional informa
which household members).

- For all other categories, only the applicant’s addre i ast 28 years.

- Complete addresses are required. Include street na i A include street number and apartment number. Post Office Box
numbers are not acceptable. If the applicant has lived
base names and locations alg ith dates. Be sure that i of time unaccounted for.

-The top line is for the curren j S be listed on the second line downward, and so on to the back of the form for the last
28 years. Staple the attache@ pace is needed, but do not use another copy of the LDSS-3370 for this additional
information.

SIGNATURE AREA:
Signatures required depend upon {l 2 egory:
- For Adopti Family Day Care (see back of form for category), signatures are needed from the applicant and any

-A he SCR will not accept a form with a signature date more than 6 months old.
If you oper completion of this form, please call the SCR at 518-474-5297.

UR COMPLETED LDSS-3370 FORM TO YOUR LICENSOR OR REGISTRAR
BE SURE TO INCLUDE THE REQUIRED FEE

TO ORDER A SUPPLY OF LDSS-3370 FORMS:
Please access the (OCFS-4627) Request for Forms and Publications, from the Intranet: http://ocfs.state.nyenet/admin/forms/SCR/
Internet: http://www.ocfs.state.ny.us/main/forms/cps/ and mail the completed OCFS-4627 Request for Forms and Publications, to:
THE OFFICE OF CHILDREN AND FAMILY SERVICES, RESOURCE DISTRIBUTION CENTER, 11 FOURTH AVE, RENSSELAER, NY
12144.

NYS GFDC Booklet #XXXXXX B-14
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LDSS-3370 (Rev. 04/2009) FRONT
NEW YORK STATE SCB USE ONLY
OFFICE OF CHILDREN AND FAMILY SERVICES REGUESIL

STATEWIDE CENTRAL REGISTER DATABASE CHECK
Agency Use Only

ALL INFORMATION MUST BE COMPLETE. PLEASE PRINT OR TYPE
AGENCY CODE: RESOURCE L.D. (RID) CHILD CARE FACILITY SYSTEM (CCFS) NUMBER:(CATEGORY USE ALPHA CODE: PHONE NUMBER (Area Code):

ons who must or may be
erse side of this document.
e “Category” above are also

PRINT BELOW THE ADDRESS ASSOCIATED WITH YOUR RID/CCFS NUMBER: The particular classifications
screened are set forth on

AGENCY The alpha codes to com
NAME: on the reverse side of

AGENCY
LIAISON:

STREET
ADDRESS:

CITY: STATE: ZIP CODE:

e Social Services
Law is to enable the N.Y.S. Office of Children and Family Services to identify with the greatest ) being screened is
the subject of an indicated child abuse or maltreatment report. The utilization of this information i trary to the Human Rights

Law.
APPLICANT/HOUSEHOLD MEMBE INT CLEARLY
RELATIONSHIP TO LAST NAME SEX | DATE OF BIRTH
APPLICANT M/F
o
£ APPLICANT
3 MAIDEN/ALIAS
Please provide your cur any other addre which you have resided for the last 28 years, including street, city and state. For Adoption,
: Foster Care, Family and € e, also inclu ame address history for household members 18 of age and older.
i [CURRENT STREET ADDRESS CITY STATE ZIP FROM TO
PREVIOUS STREET ADDRESS CITY STATE ZIP FROM TO
CITY STATE ZIP FROM TO
APT # CITY STATE ZIP FROM TO
E APT # CITY STATE ZIP FROM TO
ovided on this form is true to the best of my knowledge. | understand that if | knowingly give false statements, such action
could be grounds for denia dismissal from employment or denial or revocation of a license, certificate, permit, registration or approval.
APPLICANT'S SIGNATUR] DATE APPLICANT’S SIGNATURE DATE

EIGHTEEN Y S'OLD OR OVER:

| understand that as a person eighteen years of age or over in a home of an applicant to become an Adoptive or a Foster Parent or a Family or Group
Family Day Care provider, the information | have provided will be used to inquire of the Statewide Central Register to determine if | am the subject of an
indicated report of child abuse or maltreatment.

SIGNATURE DATE SIGNATURE DATE
NYS GFDC Booklet #XXXXXX B-15
Form Valid Through XX/XX/XXXX NCHCR O L Rev. 8/14



LDSS-3370 (Rev. 04/2009) REVERSE

AGENCY LIAISON INSTRUCTIONS

Please verify that each form is completed. Incomplete forms will be returned to the sender. For ADOPTION, FOSTER CARE, and FAMILY
and GROUP FAMILY DAY CARE, if both spouses are applicants, both are to sign. Persons eighteen years old and over residing in the
home of applicants for ADOPTION, FOSTER CARE and FAMILY AND GROUP FAMILY DAY CARE also must sign the form.

AGENCY CODE
Record your 3-digit agency code. NOTE: Day Care, Family and Group Family Day Care and Camps must provide the agency code of the
agency or office which issues your license or certificate. Verify your Alpha or Alpha/Numeric 3 digit code with your licensing agency.

DAYCARE PROVIDERS
Must place their Child Care Facility System (CCFS) Number in the box next to Resource ID (RID), in lieu of Resourc:
(Contact your licensing agency/Regional Office if you have any questions).

RESOURCE 1.D. (RID)
Record your RESOURCE I.D. (RID) in this field. OCFS, OMH, OMRDD, DOH, OASAS and SED licensed
Local Departments of Social Services, have RID’S as of 9/01. Verify your RID with your licensing agency:
ocfs.sm.conn_app@ocfs.state.ny.us

CLEARANCE CATEGORIES
Record the appropriate category.

F - Prospective/new employee other than day care employees. (fee required - see below)*

D) number.

D - Prospective employee (Local DSS district - bill against reimbursement)**

Y - Prospective Day Care employee (fee required — see below)*

S - Provider of goods/services

Y - Applying to be a group family day care assistant. (fee required — see below)*
Q - Applying to be group family day care provider. (fee required — see below)*
J - Over 18 Household Member (with no child care role)

Z - Prospective volunteer/consultant.

X - Applying to be adoptive parents pursuant to an application pending e the inquiring agg
W - Applying to be foster parents or family care home providers.
R - Applying to be kinship foster parents.

P - Applying to be family day care provider. (fee required — si
N - Applying for a license to operate a day care center. (To be i nsing agency only.) (fee required — see below)*
M - Director of a summer camp, overnight camp, day camp or tr:
E - Current employee.

AGENCY LIAISON
Record the name of the person to whom

APPLICANT/HOUSEHOLD MEMBER ARE i ormation is to be provided by the applicant/
employee/provider. See front of form.

LINE

OTHER HOUSEHOLD ME ati i licant, e.g., son, daughter, father, mother, friend, etc. on remaining lines
(ATTACH ADDITIONAL

*Social i ollection of a $25 fee for certain categories. A certified check, postal or bank money order, teller's
chec made payable to "New York State Office of Children and Family Services" in the amount of twenty-
five 2 he check also is to include the applicant's name and the agency code.

DSS to bill against their reimbursement the charge collected for screening prospective employees.

letion of this form, please call the SCR at 518-474-5297.

SUBMIT JR COMPLETED LDSS-3370 FORM TO YOUR LICENSOR OR REGISTRAR

BE SURE TO INCLUDE THE REQUIRED $25 FEE

TO ORDER A SUPPLY OF LDSS-3370 FORMS:

Please access the (OCFS-4627) Request for Forms and Publications, from the Intranet: _http://ocfs.state.nyenet/admin/forms/SCR/
Internet: http://www.ocfs.state.ny.us/main/forms/cps/ and mail the completed OCFS-4627 Request for Forms and Publications, to:

THE OFFICE OF CHILDREN AND FAMILY SERVICES, RESOURCE DISTRIBUTION CENTER, 11 FOURTH AVE, RENSSELAER, NY
12144. If you have difficulty accessing a form on either site, you can call the automated forms hotline at 518-473-0971.

NYS GFDC Booklet #XXXXXX B-16
Form Valid Through XX/XX/XXXX MR Rev. 8/14
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LDSS-3370 (Rev. 04/2009)
STAPLE TO LDSS-3370 (IF NEEDED)

STATEWIDE CENTRAL REGISTER DATABASE CHECK FORM

ADDITIONAL PAGE
(Use only if the space on the LDSS-3370 form is not sufficient)

APPLICANT NAME:

Print clearly, All dates must be consecutive. Be sure to associate address histories with particular individuals

Previous Street Address City State Zip To

NYS GFDC Booklet #XXXXXX B-17
Form Valid Through XXIXXIXXXX AR Rev. 8/14
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LDSS-3370 (Rev. 04/2009)
STAPLE TO LDSS-3370 (IF NEEDED)

STATEWIDE CENTRAL REGISTER DATABASE CHECK FORM

ADDITIONAL PAGE
(Use only if the space on the LDSS-3370 form is not sufficient)

APPLICANT NAME:

Other Household Members are (please print clearly):

SCR Use Relationship

Only To Applicant Last Name First Name

Date of Birth

M D

Y

NYS GFDC Booklet #XXXXXX
Form Valid Through XX/XX/XXXX NCHCR O L

B-19
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Frequently Asked Questions
When Completing the Staff Exclusion List (SEL) Check Form

MAIL THESE FORMS TO THE PERSON ASSISTING YOU
WITH YOUR APPLICATION AND NOT TO THE JUSTICE CE

1. Who needs a Justice Center Staff Exclusion List (SEL) check?

In general, if you are required to get an SCR database check, you also need to get an S

o Applicants to become family or group family child ¢ Directors of day care center
care providers care programs

e Household members age 18 and over in family or ¢ All new employees of licensed or
group family day care homes care

age child

2. What is the SEL?

The SEL is a list of persons, who are former employees o s, who have
committed an act of abuse or neglect regarding those sg ' check is
similar to the process to get a Statewide Central Regi . ace the SCR
process.

3. What portion of the form do I fill out?
ONLY complete Part 1 Applicant Inform

4. Is a fee required to process my Request L) Check form?

No, this database check is free.

5. What if my name appea
dings to determine what impact, if any, inclusion on the

eft alone with day care children?
must be completed before a new provider or employee can be left

NYS GFDC Booklet #XXXXXX B-22
Form Valid Through XXIXXIXXXX AR Rev.8/14
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Request for Staff Exclusion List | NYS Justice Center for the
(SEL) Check Form Protection of People with Special

For OCFS Family, Group Family, Small | Needs (Justice Center)

Day Care Providers, Day Care Center | Criminal Background Check Unit

and School Age Child Care Programs | Fax: 518-549-0464

For the Protection of 1g2e =00 with Spacial Needs

Providers must request the Justice Center to conduct a check of the SEL before rmining whether
to hire or otherwise allow any person to have regular and substantial contact hildren i ild care
programs.

Instructions:

under serious consideration to be hired or otherwise permitted
with children, including residents in the home over 18 years of
form and send it to their licensor/registrar who will submit it to the
Background Check (CBC) unit.

2. Day care center and school age child care direc
consideration to be hired or otherwise permitted tg
the program, the program’s Authorized Person p;
Center’'s CBC unit. A Director's SEL backgroun@
submission to the CBC.
3. The licensor/registrar or program’s A be sent an email indicating the results of
the SEL check.
4. If the Applicant is on the SEL, the licen i gram shall determine whether to hire or
allow such a person to have regular and su

Part 1. Applicant Informati

Il:lzsr;e: MI:
Social Security Numb ?ﬂgggﬁg;gﬁgﬁen
Job Title: glﬁl)tle/f 22 Eisrlt\lh;r Alien Reg. is available
Program Name &
Information — OFFICE USE ONLY
Work Email:
Facility/Provider Phone:
Name:
License or -
registration
number:
JC CBC #15 (12/13)
NYS GFDC Booklet #XXXXXX B-23
Form Valid Through XX/XX/XXXX AT Rev. 8/14
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Provider Medical Statement

INSTRUCTIONS o A signature is required on BOTH PAGES of this form
*  Only a health care provider (physician, physician's assistant, nurse practitioner)

Ey may complete and sign the Medical Condition section
— _* Aregistered nurse is NOT authorized to sign the Medical Conditio
Submit  Maintain o A phogith care provider may use an equivalent form as long as the inf;
On-Site this form is included

i

Applicant Name: Date of Birth:

Typical Provider Duties
e Lifting and carrying children
e Close contact with children
e Direct supervision of children
e Desk work

Driver of vehicle
preparation
aintenance

Following to be completed b

Medical Condition
On the basis of my findings and on

ove-named individual, | find that:
ptom free) [_] NO (NOT symptom free)

LINO

, physician's assistant, nurse practitioner)

ase PRINT clearly or use office stamp) Title
( ) - [
Phone Date
(Continued on reverse side)

NYS GFDC Booklet #XXXXXX B-25
Form Valid Through XX/XX/XXXX AEATAR Rev.8/14




Provider Medical Statement (continued)

INSTRUC

Submit

TIONS * A health care provider (physician, physician's assistant, nurse practitioner)
or a registered nurse (as part of their duties at a health care facility) may

enter the results in the TB section and sign this page
Maintain Acceptable TB tests include Mantoux or other federally approved tub

. test
On Fil
"« Please PRINT clearly

Applicant Name:

Date of Birth:

Tubercul

Test Completed

Test Rea

If test result was previously Positive, in

Test Result: [] Positive [ ]| Negati

If Positive, does this pe
risk to the children’s heal

If test res

Following to be completed by Health Professional ONLY

in Test Information

don:
(mm /dd / yyyy)

in child care posea [ ]Yes [ |No

edical Exemption or Contraindication

ult was dicate date:

(mm/ dd /yyyy)

physician's assistant, nurse practitioner OR a registered nurse)

ase PRINT clearly or use office stamp) Title

Phone

Date

NYS GFDC Booklet #XXXXXX

Form Valid
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Provider Criminal Conviction Statement

INSTRUCTIONS o A/ applicants must complete and sign this form regardless of conviction status
— * This form is in addition to being fingerprinted
5 ¢ Attach additional pages as necessary
Submit * Please PRINT clearly

Applicant Name:

Conviction Statement

Have you previously completed a Conviction Statement?
] NO, this is the first conviction statement | am signing for ¢

] YES, | have signed a previous conviction statement for child
1 All of the following convictions (if an

[] 1 have added new convictions si

Certification
In accordance with Section 390-b(1)(b) of the Socia ice fy that to the best of my knowledge and
belief:

O IHave 0O IHave Not

(A crime is a misdemeanor or felony only;
the court designated with a “Youthful Offen

York State or other State or Federal court.
ations. You do not need to disclose crimes that

Record of All comete  CoHnemt et
Convictions 12/07/1966 Albany

of conviction or certification of court arraignment. In
of this sheet, explaining why you should be allowed to

Date of
enal Code Section Conviction County or Court of
(if known) (mm / dd / yyyy) Arraignment
/]
/]
/]
/]

accurately state whether | have been convicted of a crime and/or to provide truthful and accurate
concerning the conviction(s) may constitute grounds for dismissal or denial of employment, or
nsion, limitation or revocation of the license or registration to provide child care at this site.

Signature: Date:

(mm / dd / yyyy)

NYS GFDC Booklet #XXXXXX B-27
Form Valid Through XXIXXIXXXX ATV Rev.8/14



Provider Conviction Statement (continued)

Applicant Name:

Please provide your justification below, explaining why you should be allowed to care for children d
conviction. You may attach your own sheets if you prefer not to use this page.

Q
©

NYS GFDC Booklet #XXXXXX B-28
Form Valid Through XX/XX/XXXX AEATAR Rev.8/14
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Assistant Information

INSTRUCTIONS

At least ONE Assistant is REQUIRED and must complete this form
* Additional Assistants should complete the Additional Caregiver forms that follow
-~ this section

5 e Each caregiver must be fingerprinted and complete: Qualificati 2
. State Central Register Database Check form, Staff Exclusio
Submit Criminal Conviction Statement and a Medical Statement
* Please PRINT clearly
Applicant Name: Facility Name:

Assistant

Identifying Information
Omr. OMrs. OMs.

Name:

Last MI
Mailing Address: Apt:
Floor:
City: Zip:
Home Phone: ( )
Date of Birth: / /

(mm /dd / yyyy)

certify that | 8 years of age or older.

of my knowledge, all of the information | have entered on the forms required to become an
is true and accurate.

Assistant Signature: Date: /]
(mm/dd/ yyyy)

NYS GFDC Booklet #XXXXXX B-29
Form Valid Through XX/XX/XXXX AEATAR Rev. 8/14
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Assistant Qualifications

INSTRUCTIONS

i

"

Submit

At least ONE Assistant is REQUIRED and must complete this form

Additional Assistants should complete the Additional Caregiver forms that follow
this section

Fill in all areas that apply, or attach a resume
Please PRINT clearly

Applicant Name:

Assistant Name:

Date of Birth:

Minimum Requirements
You must have EITHER (Check one):

in early childhood development.

Child Care
Experience
Date Range

EXAMPLE:

Date R:
2006 -

Location
Community Center

Location

Relevant
Training

EXAMPLE:

ceived Description Hours Sponsoring Organization
Child Development Workshop 4 Child Care Council

Hours Sponsoring Organization

XAMPLE:

Date(s) Type Issued By
May 2012 EMT Town of Colonie

Type Issued By

NYS GFDC Booklet #XXXXXX
Form Valid Through XX/XX/XXXX

B-31
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Assistant References

INSTRUCTIONS

i

=)

Submit

At least ONE Assistant is REQUIRED and must complete this form

* Additional Assistants should complete the Additional Caregiver forms that follow

this section

Provide complete information for three people we can contact

Relatives may NOT be used as references

* If you have been employed outside the home, please incl
one of your references

* Please PRINT clearly

employer as

Applicant Name:

Assistant Name:

Date of Birth:

Reference #1
Please check appropriate

OMr. OMrs. OOMs.

Oe

reference type: [ Personal

Name:

Last M
Business Name:
Address:
Floor:
City: Daytime Phone: ( )
Does reference speak English? OYes O language spoken:
Reference #2
Please check appropriate
OMr. OMrs. OMs.
First M
Business
Address: Apt:
Floor:
State: Zip: Daytime Phone: ( )
reference s nglish? OYes [OINo If no, please specify language spoken:
reference type: [ Personal [] Employment
Name:
Last First M
Apt:
Floor:
City: State: Zip: Daytime Phone: ( )
Does reference speak English? OYes [ONo If no, please specify language spoken:
NYS GFDC Booklet #XXXXXX B-33
Form Valid Through XX/XX/XXXX IAVRMTRIT Rev. 8/14
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Frequently Asked Questions
When Completing the SCR (LDSS-3370) Form

MAIL THESE FORMS TO THE PERSON ASSISTING YOU
WITH YOUR APPLICATION AND NOT TO THE STATE CENTRAL R

1. Is a fee required to process a facility’s SCR Clearances?

Yes, a fee of $25 is required to process the SCR clearance forms. Refer to the “SC
appendix for more information.

2. Where do | start?

Member Area section.

3. Who do | list on this form?

In the Applicant/Household Member Area, place your name
If your birth name is different, place that name on the “
names place them on the lines below “MAIDEN/ALIA

e of birth for each person that you include.

“Statewide Central Register Database Check
" heading to record the remainder of the

If you need more space than is provided
Form Additional Page” sheet under the “O
people in your household.

4. What if | have never bee

If you have never been the Last Name field column in the

“MAIDEN/ALIAS” line.

n, regord the actual house and/or apartment number and street/route address, city, state and zip
ch address line, record the time period they lived there in a month/year format. If you need

use the “Statewide Central Register Database Check Form Additional Page” sheet to write the
additional ses.

| adults need to sign this form?

When the residence of the person filling out this form will be used for providing care, all adults who reside in the
household need to sign this form. If there are not enough lines for all the adults, sign in the blank space at the
bottom of the page.

NYS GFDC Booklet #XXXXXX B-35
Form Valid Through XXUXX/XXXX VAR Rov. 8/14




LDSS-3370 (Rev. 04/2009)
Instructions for Completing the Statewide Central Register Database Check Form

LDSS-3370

- ALL information on the form must be easily read so that data entry and results are accurate. Each SCR Database Check submitted should be reviewed for
completeness and legibility by the program/agency liaison. If the form is incomplete or illegible, it will be returned to the agency for corrections.

THE PROPER WAY TO COMPLETE THE FORM:

AGENCY INFORMATION

TOP LINE OF FORM:

- The three-digit agency code must be placed in the top left-hand box, followed by the Resource I.D. (RID) in the next box to the right.
licensing agency if there are any questions about these.)

- Daycare providers must place their Child Care Facility System (CCFS) Number in the box next to Resource ID (RID), in lieu of
(Contact your licensing agency/Regional Office if you have any questions).

- Clearance Category letter code (see back of Form LDSS-3370) must be placed in the middle box.

- Phone number (with area code) enables the SCR to contact the agency liaison if this becomes necessary.

- The Request ID Box is for SCR use only.

AGENCY ADDRESS AREA:
- Agency Name: Please use full name, no abbreviations
- Agency Liaison is the contact person at the inquiring agency. (*The SCR response will be addressed to the liaison.) The li

or a relative of the applicant.
- Agency Address: Must include street, city

ID number.

APPLICANT INFORMATION

APPLICANT/HOUSEHOLD MEMBER AREA:

- ALL HOUSEHOLD MEMBERS, ADULTS AND CHILDREN, WHETHER RELATED TO THE APPLIC
OF THE FORM.

- Remember to write clearly or type all information in order to assist in obtaining an ace
first name, and middle name.

- First line: Applicant’s name. If there is more than one applicant place the additiog

NOT, ARE TO BE LISTED IN AREA

e first, then the

- Date of Birth column: fill in complete date of birth (mm/dd/yy) for €
ADDRESS AREA:
The information required varies depending on the particular category:

- For Adoption, Foster Care and Family and Gro ami ies), provide addresses for the applicant and any
household member who is 18 and older. We i
LDSS-3370 form to list this additional informa
which household members).

- For all other categories, only the applicant’s addre i ast 28 years.

- Complete addresses are required. Include street na i A include street number and apartment number. Post Office Box
numbers are not acceptable. If the applicant has lived
base names and locations alg ith dates. Be sure that i of time unaccounted for.

-The top line is for the curren j S be listed on the second line downward, and so on to the back of the form for the last
28 years. Staple the attache@ pace is needed, but do not use another copy of the LDSS-3370 for this additional
information.

SIGNATURE AREA:
Signatures required depend upon {l 2 egory:
- For Adopti Family Day Care (see back of form for category), signatures are needed from the applicant and any

-A he SCR will not accept a form with a signature date more than 6 months old.
If you oper completion of this form, please call the SCR at 518-474-5297.

UR COMPLETED LDSS-3370 FORM TO YOUR LICENSOR OR REGISTRAR
BE SURE TO INCLUDE THE REQUIRED FEE

TO ORDER A SUPPLY OF LDSS-3370 FORMS:
Please access the (OCFS-4627) Request for Forms and Publications, from the Intranet: http://ocfs.state.nyenet/admin/forms/SCR/
Internet: http://www.ocfs.state.ny.us/main/forms/cps/ and mail the completed OCFS-4627 Request for Forms and Publications, to:
THE OFFICE OF CHILDREN AND FAMILY SERVICES, RESOURCE DISTRIBUTION CENTER, 11 FOURTH AVE, RENSSELAER, NY
12144.

NYS GFDC Booklet #XXXXXX B-36
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LDSS-3370 (Rev. 04/2009) FRONT
NEW YORK STATE SCB USE ONLY
OFFICE OF CHILDREN AND FAMILY SERVICES REGUESIL

STATEWIDE CENTRAL REGISTER DATABASE CHECK
Agency Use Only

ALL INFORMATION MUST BE COMPLETE. PLEASE PRINT OR TYPE
AGENCY CODE: RESOURCE L.D. (RID) CHILD CARE FACILITY SYSTEM (CCFS) NUMBER:(CATEGORY USE ALPHA CODE: PHONE NUMBER (Area Code):

ons who must or may be
erse side of this document.
e “Category” above are also

PRINT BELOW THE ADDRESS ASSOCIATED WITH YOUR RID/CCFS NUMBER: The particular classifications
screened are set forth on

AGENCY The alpha codes to com
NAME: on the reverse side of

AGENCY
LIAISON:

STREET
ADDRESS:

CITY: STATE: ZIP CODE:

e Social Services
Law is to enable the N.Y.S. Office of Children and Family Services to identify with the greatest ) being screened is
the subject of an indicated child abuse or maltreatment report. The utilization of this information i trary to the Human Rights

Law.
APPLICANT/HOUSEHOLD MEMBE INT CLEARLY
RELATIONSHIP TO LAST NAME SEX | DATE OF BIRTH
APPLICANT M/F
o
£ APPLICANT
3 MAIDEN/ALIAS
Please provide your cur any other addre which you have resided for the last 28 years, including street, city and state. For Adoption,
: Foster Care, Family and € e, also inclu ame address history for household members 18 of age and older.
i [CURRENT STREET ADDRESS CITY STATE ZIP FROM TO
PREVIOUS STREET ADDRESS CITY STATE ZIP FROM TO
CITY STATE ZIP FROM TO
APT # CITY STATE ZIP FROM TO
E APT # CITY STATE ZIP FROM TO
ovided on this form is true to the best of my knowledge. | understand that if | knowingly give false statements, such action
could be grounds for denia dismissal from employment or denial or revocation of a license, certificate, permit, registration or approval.
APPLICANT'S SIGNATUR] DATE APPLICANT’S SIGNATURE DATE

EIGHTEEN Y S'OLD OR OVER:

| understand that as a person eighteen years of age or over in a home of an applicant to become an Adoptive or a Foster Parent or a Family or Group
Family Day Care provider, the information | have provided will be used to inquire of the Statewide Central Register to determine if | am the subject of an
indicated report of child abuse or maltreatment.

SIGNATURE DATE SIGNATURE DATE
NYS GFDC Booklet #XXXXXX B-37
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LDSS-3370 (Rev. 04/2009) REVERSE

AGENCY LIAISON INSTRUCTIONS

Please verify that each form is completed. Incomplete forms will be returned to the sender. For ADOPTION, FOSTER CARE, and FAMILY
and GROUP FAMILY DAY CARE, if both spouses are applicants, both are to sign. Persons eighteen years old and over residing in the
home of applicants for ADOPTION, FOSTER CARE and FAMILY AND GROUP FAMILY DAY CARE also must sign the form.

AGENCY CODE
Record your 3-digit agency code. NOTE: Day Care, Family and Group Family Day Care and Camps must provide the agency code of the
agency or office which issues your license or certificate. Verify your Alpha or Alpha/Numeric 3 digit code with your licensing agency.

DAYCARE PROVIDERS
Must place their Child Care Facility System (CCFS) Number in the box next to Resource ID (RID), in lieu of Resourc:
(Contact your licensing agency/Regional Office if you have any questions).

RESOURCE 1.D. (RID)
Record your RESOURCE I.D. (RID) in this field. OCFS, OMH, OMRDD, DOH, OASAS and SED licensed
Local Departments of Social Services, have RID’S as of 9/01. Verify your RID with your licensing agency:
ocfs.sm.conn_app@ocfs.state.ny.us

CLEARANCE CATEGORIES
Record the appropriate category.

F - Prospective/new employee other than day care employees. (fee required - see below)*

D) number.

D - Prospective employee (Local DSS district - bill against reimbursement)**

Y - Prospective Day Care employee (fee required — see below)*

S - Provider of goods/services

Y - Applying to be a group family day care assistant. (fee required — see below)*
Q - Applying to be group family day care provider. (fee required — see below)*
J - Over 18 Household Member (with no child care role)

Z - Prospective volunteer/consultant.

X - Applying to be adoptive parents pursuant to an application pending e the inquiring agg
W - Applying to be foster parents or family care home providers.
R - Applying to be kinship foster parents.

P - Applying to be family day care provider. (fee required — si
N - Applying for a license to operate a day care center. (To be i nsing agency only.) (fee required — see below)*
M - Director of a summer camp, overnight camp, day camp or tr:
E - Current employee.

AGENCY LIAISON
Record the name of the person to whom

APPLICANT/HOUSEHOLD MEMBER ARE i ormation is to be provided by the applicant/
employee/provider. See front of form.

LINE

OTHER HOUSEHOLD ME ati i licant, e.g., son, daughter, father, mother, friend, etc. on remaining lines
(ATTACH ADDITIONAL

*Social i ollection of a $25 fee for certain categories. A certified check, postal or bank money order, teller's
chec made payable to "New York State Office of Children and Family Services" in the amount of twenty-
five 2 he check also is to include the applicant's name and the agency code.

DSS to bill against their reimbursement the charge collected for screening prospective employees.

letion of this form, please call the SCR at 518-474-5297.

SUBMIT JR COMPLETED LDSS-3370 FORM TO YOUR LICENSOR OR REGISTRAR

BE SURE TO INCLUDE THE REQUIRED $25 FEE

TO ORDER A SUPPLY OF LDSS-3370 FORMS:

Please access the (OCFS-4627) Request for Forms and Publications, from the Intranet: _http://ocfs.state.nyenet/admin/forms/SCR/
Internet: http://www.ocfs.state.ny.us/main/forms/cps/ and mail the completed OCFS-4627 Request for Forms and Publications, to:

THE OFFICE OF CHILDREN AND FAMILY SERVICES, RESOURCE DISTRIBUTION CENTER, 11 FOURTH AVE, RENSSELAER, NY
12144. If you have difficulty accessing a form on either site, you can call the automated forms hotline at 518-473-0971.

NYS GFDC Booklet #XXXXXX B-38
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LDSS-3370 (Rev. 04/2009)
STAPLE TO LDSS-3370 (IF NEEDED)

STATEWIDE CENTRAL REGISTER DATABASE CHECK FORM

ADDITIONAL PAGE
(Use only if the space on the LDSS-3370 form is not sufficient)

APPLICANT NAME:

Print clearly, All dates must be consecutive. Be sure to associate address histories with particular individuals

Previous Street Address City State Zip To

NYS GFDC Booklet #XXXXXX B-39
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LDSS-3370 (Rev. 04/2009)
STAPLE TO LDSS-3370 (IF NEEDED)

STATEWIDE CENTRAL REGISTER DATABASE CHECK FORM

ADDITIONAL PAGE
(Use only if the space on the LDSS-3370 form is not sufficient)

APPLICANT NAME:

Other Household Members are (please print clearly):

SCR Use Relationship

Only To Applicant Last Name First Name

Date of Birth

M D

Y

NYS GFDC Booklet #XXXXXX
Form Valid Through XX/XX/XXXX NCHCR O L

B-41
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Frequently Asked Questions
When Completing the Staff Exclusion List (SEL) Check Form

MAIL THESE FORMS TO THE PERSON ASSISTING YOU
WITH YOUR APPLICATION AND NOT TO THE JUSTICE CE

1. Who needs a Justice Center Staff Exclusion List (SEL) check?

In general, if you are required to get an SCR database check, you also need to get an S

o Applicants to become family or group family child ¢ Directors of day care center
care providers care programs

e Household members age 18 and over in family or ¢ All new employees of licensed or
group family day care homes care

age child

2. What is the SEL?

The SEL is a list of persons, who are former employees o s, who have
committed an act of abuse or neglect regarding those sg ' check is
similar to the process to get a Statewide Central Regi . ace the SCR
process.

3. What portion of the form do I fill out?
ONLY complete Part 1 Applicant Inform

4. Is a fee required to process my Request L) Check form?

No, this database check is free.

5. What if my name appea
dings to determine what impact, if any, inclusion on the

eft alone with day care children?
must be completed before a new provider or employee can be left

NYS GFDC Booklet #XXXXXX B-44
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Request for Staff Exclusion List | NYS Justice Center for the
(SEL) Check Form Protection of People with Special

For OCFS Family, Group Family, Small | Needs (Justice Center)

Day Care Providers, Day Care Center | Criminal Background Check Unit

and School Age Child Care Programs | Fax: 518-549-0464

For the Protection of 1g2e =00 with Spacial Needs

Providers must request the Justice Center to conduct a check of the SEL before rmining whether
to hire or otherwise allow any person to have regular and substantial contact hildren i ild care
programs.

Instructions:

under serious consideration to be hired or otherwise permitted
with children, including residents in the home over 18 years of
form and send it to their licensor/registrar who will submit it to the
Background Check (CBC) unit.

2. Day care center and school age child care direc
consideration to be hired or otherwise permitted tg
the program, the program’s Authorized Person p;
Center’'s CBC unit. A Director's SEL backgroun@
submission to the CBC.
3. The licensor/registrar or program’s A be sent an email indicating the results of
the SEL check.
4. If the Applicant is on the SEL, the licen i gram shall determine whether to hire or
allow such a person to have regular and su

Part 1. Applicant Informati

Il:lzsr;e: MI:
Social Security Numb ?ﬂgggﬁg;gﬁgﬁen
Job Title: glﬁl)tle/f 22 Eisrlt\lh;r Alien Reg. is available
Program Name &
Information — OFFICE USE ONLY
Work Email:
Facility/Provider Phone:
Name:
License or -
registration
number:
JC CBC #15 (12/13)
NYS GFDC Booklet #XXXXXX B-45
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Assistant Medical Statement

INSTRUCTIONS o  Af/east ONE Assistant is REQUIRED and must complete this form
= A signature is required on BOTH PAGES of this form

Only a health care provider (physician, physician's assistant, nurse practiti

complete and sign the Medical Condition section

A registered nurse is NOT authorized to sign the Medical Conditil

O

Submit  Maintain

On-Site A health care provider may use an equivalent form as long as the i form
is included
* Please PRINT clearly
Applicant Name:
Assistant Name: Date of Birth:

Typical Caregiver Duties

Lifting and carrying children
Close contact with children
Direct supervision of children
Desk work

n emergency

Following to be completé

Medical Condition
On the basis of my findings and on m

ove-named individual, | find that:

o He/she is currently not exhibiting si ptom free) [ ] NO (NOT symptom free)
symptoms of a communicable disea

could be transmitted during day care.

e He/sheis currentl
symptoms suggesti
psychological disorder
his/her ability to care for

mptom free) [_] NO (NOT symptom free)

YES [INO

For any “Na

n, physician's assistant, nurse practitioner)

ase PRINT clearly or use office stamp) Title
( ) - /1
Phone Date
(Continued on reverse side)
NYS GFDC Booklet #XXXXXX B-47
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Assistant Medical Statement (cont.)

INSTRUCTIONS  « A health care provider (physician, physician's assistant, nurse practitioner)

- or a registered nurse (as part of their duties at a health care facility) may
<, enter the results in the TB section and sign this page

Submit Maintain Acceptable TB tests include Mantoux or other federally approved tub

. test
On Fil
"« Please PRINT clearly

Applicant Name:

Assistant Name: Date of Birth:

Following to be completed by Health Profe

Tuberculin Test Information
Test Completed

Test Read on:
(mm /dd / yyyy)

If test result was previously Positive, indi

Test Result: [] Posi

If Positive, does this pers i enrolled in child care posea []Yes [ INo

Medical Exemption or Contraindication

sly Positive, indicatedate: __
(mm7/ dd /yyyy)

physician's assistant, nurse practitioner OR a registered nurse)

Name (Please PRINT clearly or use office stamp) Title
( ) - .
Phone Date

NYS GFDC Booklet #XXXXXX B-48
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Assistant Criminal Conviction Statement

INSTRUCTIONS o  Af/east ONE Assistant is REQUIRED and must complete this form
-~ regardless of conviction status
5 * This form is in addition to being fingerprinted
Submit ¢  Attach additional pages as necessary
* Please PRINT clearly
Applicant Name: Assistant Name:

Conviction Statement

Have you previously completed a Conviction Statem
[1 NO, this is the first conviction statement | am signing for child

Certification

In accordance with Section 390-b(1)(b) of i ertify that to the best of my knowledge and
belief:

O IHave 0O I|Have Not ime ew York State or other State or Federal court.
(A crime is a misdemeanor or felony only; th s. You do not need to disclose crimes that

Record of All comett,  CrmScmter
Convictions 12/07/1966 Albany

Complete the information below

addition, yougmay pro i of this sheet, explaining why you should be allowed to

care for chi 2

Date of

al Code Section Conviction County or Court of
(if known) (mm / dd / yyyy) Arraignment

/

/

f my knowledge the information provided above is true and accurate. | understand that my failure to
and accurately state whether | have been convicted of a crime and/or to provide truthful and accurate
information concerning the conviction(s) may constitute grounds for dismissal or denial of employment, or
suspension, limitation or revocation of the license or registration to provide child care at this site.

Signature: Date:

(mm /dd /yyyy)

NYS GFDC Booklet #XXXXXX B-49
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Assistant Conviction Statement (continued)

Applicant Name: Assistant Name:

Please provide your justification below, explaining why you should be allowed to care for child
conviction. You may attach your own sheets if you prefer not to use this page.

NYS GFDC Booklet #XXXXXX B-50
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Additional Caregiver Information

INSTRUCTIONS

Additional caregivers are not required, but a program may have as many as
needed

P ¢ All caregivers must complete this form; duplicate as needed
5 Household Members who will function as a caregiver must co
Each caregiver must be fingerprinted and complete: Qualific,
State Central Register Database Check form, Staff Exclusi

Criminal Conviction Statement and a Medical Stateme
*  Please PRINT clearly

Submit Maintain
On-Site

Applicant Name:

Additional Caregivers

An Assistant is any person who has been selected by you to regularly p
program.

hild day care to children in%our

A Substitute is someone who provides care during short Provider or
Assistant(s).
All caregivers must be age 18 or over. Additional re

censor/registrar for
additional information.

No one can be left alone with day care ¢ pproval for their role from this Office.

Tear Here

Identifying Information for:
CIMr. OdMrs. CMs.

bstitute (Check one)

Name:

Last

M
Mailing Address: Apt:
Floor:
State: Zip:
Date of Birth: / /
(mm /dd / yyyy)

hat | must report to the State Central Register (1-800-635-1522) any incidents of suspected child
ltreatment concerning any child in my care.

best of my knowledge, all of the information | have entered on the forms required is true and accurate.

Signature:

Date: /]

(mm / dd / yyyy)

NYS GFDC Booklet #XXXXXX B-51
Form Valid Through XX/XX/XXXX AEATAR Rev. 8/14



This page left &

NYS GFDC Booklet #XXXXXX B-52
VARG

Form Valid Through XX/XX/XXXX Rev. 8/14



Tear Here

Additional Caregiver Qualifications

INSTRUCTIONS e Al additional caregivers must complete this form; duplicate as needed
a *  Fillin all areas that apply, or attach a resume
— *  For your assistance, we have added examples
. * Please PRINT clearly
Submit
Applicant Name:
Caregiver Name: Date of Birth:

Minimum Requirements
You must have EITHER (Check one):

in early childhood development.

Child Care EXAMPLE: Date R Location
Expe rience 2006 - Community Center
Date Range Location
Releva nt EXAMPLE: ceived Description Hours Sponsoring Organization
Trai n i ng Child Development Workshop 4 Child Care Council
Hours Sponsoring Organization
XAMPLE: Date(s) Type Issued By
May 2012 EMT Town of Colonie
Type Issued By
NYS GFDC Booklet #XXXXXX B-53
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Additional Caregiver References

INSTRUCTIONS All additional caregivers must complete this form; duplicate as needed

*  Please provide complete information for three people we can contact as
- references

5 * Relatives may NOT be used as references
. * [f you have been employed outside the home, please includ
Submit one of your references
*  Please PRINT clearly
Applicant Name:
Caregiver Name: Date of Birth:

Reference #1
Please check appropriate reference type: O Personal

OMr. OMrs. OOMs. Name:

Oe

Last M
Business Name:
Address:
Floor:
City: Daytime Phone: ( )
Does reference speak English? OYes O language spoken:
Reference #2
Please check appropriate
OMr. OMrs. OMs.
First M
Business
Address: Apt:
Floor:
State: Zip: Daytime Phone: ( )
reference s nglish? OYes [OINo If no, please specify language spoken:
reference type: [ Personal [] Employment
Name:
Last First M
Apt:
Floor:
City: State: Zip: Daytime Phone: ( )
Does reference speak English? OYes [ONo If no, please specify language spoken:
NYS GFDC Booklet #XXXXXX B-55
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Frequently Asked Questions
When Completing the SCR (LDSS-3370) Form

MAIL THESE FORMS TO THE PERSON ASSISTING YOU
WITH YOUR APPLICATION AND NOT TO THE STATE CENTRAL R

1. Is a fee required to process a facility’s SCR Clearances?

Yes, a fee of $25 is required to process the SCR clearance forms. Refer to the “SC
appendix for more information.

2. Where do | start?

Member Area section.

3. Who do | list on this form?

In the Applicant/Household Member Area, place your name
If your birth name is different, place that name on the “
names place them on the lines below “MAIDEN/ALIA

e of birth for each person that you include.

“Statewide Central Register Database Check
" heading to record the remainder of the

If you need more space than is provided
Form Additional Page” sheet under the “O
people in your household.

4. What if | have never bee

If you have never been the Last Name field column in the

“MAIDEN/ALIAS” line.

n, regord the actual house and/or apartment number and street/route address, city, state and zip
ch address line, record the time period they lived there in a month/year format. If you need

use the “Statewide Central Register Database Check Form Additional Page” sheet to write the
additional ses.

| adults need to sign this form?

When the residence of the person filling out this form will be used for providing care, all adults who reside in the
household need to sign this form. If there are not enough lines for all the adults, sign in the blank space at the
bottom of the page.

NYS GFDC Booklet #XXXXXX B-57
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LDSS-3370 (Rev. 04/2009)
Instructions for Completing the Statewide Central Register Database Check Form

LDSS-3370

- ALL information on the form must be easily read so that data entry and results are accurate. Each SCR Database Check submitted should be reviewed for
completeness and legibility by the program/agency liaison. If the form is incomplete or illegible, it will be returned to the agency for corrections.

THE PROPER WAY TO COMPLETE THE FORM:

AGENCY INFORMATION

TOP LINE OF FORM:

- The three-digit agency code must be placed in the top left-hand box, followed by the Resource I.D. (RID) in the next box to the right.
licensing agency if there are any questions about these.)

- Daycare providers must place their Child Care Facility System (CCFS) Number in the box next to Resource ID (RID), in lieu of
(Contact your licensing agency/Regional Office if you have any questions).

- Clearance Category letter code (see back of Form LDSS-3370) must be placed in the middle box.

- Phone number (with area code) enables the SCR to contact the agency liaison if this becomes necessary.

- The Request ID Box is for SCR use only.

AGENCY ADDRESS AREA:
- Agency Name: Please use full name, no abbreviations
- Agency Liaison is the contact person at the inquiring agency. (*The SCR response will be addressed to the liaison.) The li

or a relative of the applicant.
- Agency Address: Must include street, city

ID number.

APPLICANT INFORMATION

APPLICANT/HOUSEHOLD MEMBER AREA:

- ALL HOUSEHOLD MEMBERS, ADULTS AND CHILDREN, WHETHER RELATED TO THE APPLIC
OF THE FORM.

- Remember to write clearly or type all information in order to assist in obtaining an ace
first name, and middle name.

- First line: Applicant’s name. If there is more than one applicant place the additiog

NOT, ARE TO BE LISTED IN AREA

e first, then the

- Date of Birth column: fill in complete date of birth (mm/dd/yy) for €
ADDRESS AREA:
The information required varies depending on the particular category:

- For Adoption, Foster Care and Family and Gro ami ies), provide addresses for the applicant and any
household member who is 18 and older. We i
LDSS-3370 form to list this additional informa
which household members).

- For all other categories, only the applicant’s addre i ast 28 years.

- Complete addresses are required. Include street na i A include street number and apartment number. Post Office Box
numbers are not acceptable. If the applicant has lived
base names and locations alg ith dates. Be sure that

-The top line is for the curren
28 years. Staple the attache@
information.

of time unaccounted for.
be listed on the second line downward, and so on to the back of the form for the last
pace is needed, but do not use another copy of the LDSS-3370 for this additional

g previous address $

SIGNATURE AREA:
Signatures required depend upon {l 2 egory:
- For Adopti Family Day Care (see back of form for category), signatures are needed from the applicant and any

-A he SCR will not accept a form with a signature date more than 6 months old.
If you oper completion of this form, please call the SCR at 518-474-5297.

UR COMPLETED LDSS-3370 FORM TO YOUR LICENSOR OR REGISTRAR
BE SURE TO INCLUDE THE REQUIRED FEE

TO ORDER A SUPPLY OF LDSS-3370 FORMS:
Please access the (OCFS-4627) Request for Forms and Publications, from the Intranet: http://ocfs.state.nyenet/admin/forms/SCR/
Internet: http://www.ocfs.state.ny.us/main/forms/cps/ and mail the completed OCFS-4627 Request for Forms and Publications, to:
THE OFFICE OF CHILDREN AND FAMILY SERVICES, RESOURCE DISTRIBUTION CENTER, 11 FOURTH AVE, RENSSELAER, NY
12144.
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LDSS-3370 (Rev. 04/2009) FRONT
NEW YORK STATE SCB USE ONLY
OFFICE OF CHILDREN AND FAMILY SERVICES REGUESIL

STATEWIDE CENTRAL REGISTER DATABASE CHECK
Agency Use Only

ALL INFORMATION MUST BE COMPLETE. PLEASE PRINT OR TYPE
AGENCY CODE: RESOURCE L.D. (RID) CHILD CARE FACILITY SYSTEM (CCFS) NUMBER:(CATEGORY USE ALPHA CODE: PHONE NUMBER (Area Code):

ons who must or may be
erse side of this document.
e “Category” above are also

PRINT BELOW THE ADDRESS ASSOCIATED WITH YOUR RID/CCFS NUMBER: The particular classifications
screened are set forth on

AGENCY The alpha codes to com
NAME: on the reverse side of

AGENCY
LIAISON:

STREET
ADDRESS:

CITY: STATE: ZIP CODE:

e Social Services
Law is to enable the N.Y.S. Office of Children and Family Services to identify with the greatest ) being screened is
the subject of an indicated child abuse or maltreatment report. The utilization of this information i trary to the Human Rights

Law.
APPLICANT/HOUSEHOLD MEMBE INT CLEARLY
RELATIONSHIP TO LAST NAME SEX | DATE OF BIRTH
APPLICANT M/F
o
£ APPLICANT
3 MAIDEN/ALIAS
Please provide your cur any other addre which you have resided for the last 28 years, including street, city and state. For Adoption,
: Foster Care, Family and € e, also inclu ame address history for household members 18 of age and older.
i [CURRENT STREET ADDRESS CITY STATE ZIP FROM TO
PREVIOUS STREET ADDRESS CITY STATE ZIP FROM TO
CITY STATE ZIP FROM TO
APT # CITY STATE ZIP FROM TO
E APT # CITY STATE ZIP FROM TO
ovided on this form is true to the best of my knowledge. | understand that if | knowingly give false statements, such action
could be grounds for denia dismissal from employment or denial or revocation of a license, certificate, permit, registration or approval.
APPLICANT'S SIGNATUR] DATE APPLICANT’S SIGNATURE DATE

EIGHTEEN Y S'OLD OR OVER:

| understand that as a person eighteen years of age or over in a home of an applicant to become an Adoptive or a Foster Parent or a Family or Group
Family Day Care provider, the information | have provided will be used to inquire of the Statewide Central Register to determine if | am the subject of an
indicated report of child abuse or maltreatment.

SIGNATURE DATE SIGNATURE DATE
NYS GFDC Booklet #XXXXXX B-59
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LDSS-3370 (Rev. 04/2009) REVERSE

AGENCY LIAISON INSTRUCTIONS

Please verify that each form is completed. Incomplete forms will be returned to the sender. For ADOPTION, FOSTER CARE, and FAMILY
and GROUP FAMILY DAY CARE, if both spouses are applicants, both are to sign. Persons eighteen years old and over residing in the
home of applicants for ADOPTION, FOSTER CARE and FAMILY AND GROUP FAMILY DAY CARE also must sign the form.

AGENCY CODE
Record your 3-digit agency code. NOTE: Day Care, Family and Group Family Day Care and Camps must provide the agency code of the
agency or office which issues your license or certificate. Verify your Alpha or Alpha/Numeric 3 digit code with your licensing agency.

DAYCARE PROVIDERS
Must place their Child Care Facility System (CCFS) Number in the box next to Resource ID (RID), in lieu of Resourc
(Contact your licensing agency/Regional Office if you have any questions).

RESOURCE 1.D. (RID)
Record your RESOURCE I.D. (RID) in this field. OCFS, OMH, OMRDD, DOH, OASAS and SED licensed
Local Departments of Social Services, have RID’S as of 9/01. Verify your RID with your licensing agency:
ocfs.sm.conn_app@ocfs.state.ny.us

CLEARANCE CATEGORIES
Record the appropriate category.

F - Prospective/new employee other than day care employees. (fee required - see below)*

D) number.

D - Prospective employee (Local DSS district - bill against reimbursement)**

Y - Prospective Day Care employee (fee required — see below)*

S - Provider of goods/services

Y - Applying to be a group family day care assistant. (fee required — see below)*
Q - Applying to be group family day care provider. (fee required — see below)*
J - Over 18 Household Member (with no child care role)

Z - Prospective volunteer/consultant.

X - Applying to be adoptive parents pursuant to an application pending e the inquiring agg
W - Applying to be foster parents or family care home providers.
R - Applying to be kinship foster parents.

P - Applying to be family day care provider. (fee required — si
N - Applying for a license to operate a day care center. (To be i nsing agency only.) (fee required — see below)*
M - Director of a summer camp, overnight camp, day camp or tr:
E - Current employee.

AGENCY LIAISON
Record the name of the person to whom

APPLICANT/HOUSEHOLD MEMBER ARE i ormation is to be provided by the applicant/
employee/provider. See front of form.

LINE

OTHER HOUSEHOLD ME ati i licant, e.g., son, daughter, father, mother, friend, etc. on remaining lines
(ATTACH ADDITIONAL

*Social i ollection of a $25 fee for certain categories. A certified check, postal or bank money order, teller's
chec made payable to "New York State Office of Children and Family Services" in the amount of twenty-
five 2 he check also is to include the applicant's name and the agency code.

DSS to bill against their reimbursement the charge collected for screening prospective employees.

letion of this form, please call the SCR at 518-474-5297.

SUBMIT JR COMPLETED LDSS-3370 FORM TO YOUR LICENSOR OR REGISTRAR

BE SURE TO INCLUDE THE REQUIRED $25 FEE

TO ORDER A SUPPLY OF LDSS-3370 FORMS:

Please access the (OCFS-4627) Request for Forms and Publications, from the Intranet: _http://ocfs.state.nyenet/admin/forms/SCR/
Internet: http://www.ocfs.state.ny.us/main/forms/cps/ and mail the completed OCFS-4627 Request for Forms and Publications, to:

THE OFFICE OF CHILDREN AND FAMILY SERVICES, RESOURCE DISTRIBUTION CENTER, 11 FOURTH AVE, RENSSELAER, NY
12144. If you have difficulty accessing a form on either site, you can call the automated forms hotline at 518-473-0971.

NYS GFDC Booklet #XXXXXX B-60
Form Valid Through XXUXX/XXXX VAR Rov. 8/14


mailto:ocfs.sm.conn_app@ocfs.state.ny.us
http://sdssnet5/ocfs/admin/forms/default.asp
http://www.ocfs.state.ny.us/main/forms/cps/

sennss Tear HEr@  seesssssssssmsnmsnmnammsmsumessmss s mss s ms s sms e smssiasasssassassaassasssassaassasannsnnnnnns

LDSS-3370 (Rev. 04/2009)
STAPLE TO LDSS-3370 (IF NEEDED)

STATEWIDE CENTRAL REGISTER DATABASE CHECK FORM

ADDITIONAL PAGE
(Use only if the space on the LDSS-3370 form is not sufficient)

APPLICANT NAME:

Print clearly, All dates must be consecutive. Be sure to associate address histories with particular individuals

Previous Street Address City State Zip To
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LDSS-3370 (Rev. 04/2009)
STAPLE TO LDSS-3370 (IF NEEDED)

STATEWIDE CENTRAL REGISTER DATABASE CHECK FORM

ADDITIONAL PAGE
(Use only if the space on the LDSS-3370 form is not sufficient)

APPLICANT NAME:

Other Household Members are (please print clearly):

SCR Use Relationship

Only To Applicant Last Name First Name

Date of Birth

M D

Y

NYS GFDC Booklet #XXXXXX
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Frequently Asked Questions
When Completing the Staff Exclusion List (SEL) Check Form

MAIL THESE FORMS TO THE PERSON ASSISTING YOU
WITH YOUR APPLICATION AND NOT TO THE JUSTICE CE

1. Who needs a Justice Center Staff Exclusion List (SEL) check?

In general, if you are required to get an SCR database check, you also need to get an S

o Applicants to become family or group family child ¢ Directors of day care center
care providers care programs

e Household members age 18 and over in family or ¢ All new employees of licensed or
group family day care homes care

age child

2. What is the SEL?

The SEL is a list of persons, who are former employees o s, who have
committed an act of abuse or neglect regarding those sg ' check is
similar to the process to get a Statewide Central Regi . ace the SCR
process.

3. What portion of the form do I fill out?
ONLY complete Part 1 Applicant Inform

4. Is a fee required to process my Request L) Check form?

No, this database check is free.

5. What if my name appea
dings to determine what impact, if any, inclusion on the

eft alone with day care children?
must be completed before a new provider or employee can be left
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Request for Staff Exclusion List | NYS Justice Center for the
(SEL) Check Form Protection of People with Special

For OCFS Family, Group Family, Small | Needs (Justice Center)

Day Care Providers, Day Care Center | Criminal Background Check Unit

and School Age Child Care Programs | Fax: 518-549-0464

For the Protection of 1g2e =00 with Spacial Needs

Providers must request the Justice Center to conduct a check of the SEL before rmining whether
to hire or otherwise allow any person to have regular and substantial contact hildren i ild care
programs.

Instructions:

under serious consideration to be hired or otherwise permitted
with children, including residents in the home over 18 years of
form and send it to their licensor/registrar who will submit it to the
Background Check (CBC) unit.

2. Day care center and school age child care direc
consideration to be hired or otherwise permitted tg
the program, the program’s Authorized Person p;
Center’'s CBC unit. A Director's SEL backgroun@
submission to the CBC.
3. The licensor/registrar or program’s A be sent an email indicating the results of
the SEL check.
4. If the Applicant is on the SEL, the licen i gram shall determine whether to hire or
allow such a person to have regular and su

Part 1. Applicant Informati

Il:lzsr;e: MI:
Social Security Numb ?ﬂgggﬁg;gﬁgﬁen
Job Title: glﬁl)tle/f 22 Eisrlt\lh;r Alien Reg. is available
Program Name &
Information — OFFICE USE ONLY
Work Email:
Facility/Provider Phone:
Name:
License or -
registration
number:
JC CBC #15 (12/13)
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Caregiver Medical Statement

INSTRUCTIONS o  AJ] additional caregivers must complete this form; duplicate as needed
-~ A signature is required on BOTH PAGES of this form
E} Only a health care provider (physician, physician's assistant, nurse practiti
s complete and sign the Medical Condition section
Submit  Maintain A ragistered nurse is NOT authorized to sign the Medical Conditi
On-Site . . ,
A health care provider may use an equivalent form as long as the
is included
* Please PRINT clearly

Applicant Name:

Caregiver Name: Date of Birth:

Typical Caregiver Duties

Lifting and carrying children
Close contact with children
Direct supervision of children
Desk work

emergency

Following to be complete

Medical Condition |
On the basis of my findings and on m ove-named individual, | find that:
o He/she is currently not exhibiting si otom free) [ ] NO (NOT symptom free)

symptoms of a communicable disea
could be transmitted during day care.

e He/sheis currentl
symptoms suggesti
psychological disorder
his/her ability to care for

mptom free) [_] NO (NOT symptom free)

YES CINO

For any “Na

, physician's assistant, nurse practitioner)

ase PRINT clearly or use office stamp) Title
( ) - /1
Phone Date
(Continued on reverse side)
NYS GFDC Booklet #XXXXXX B-69
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Caregiver Medical Statement (continued)

INSTRUCTIONS  « A health care provider (physician, physician's assistant, nurse practitioner)

- or a registered nurse (as part of their duties at a health care facility) may
<, enter the results in the TB section and sign this page

Submit Maintain Acceptable TB tests include Mantoux or other federally approved tub

. test
On Fil
"« Please PRINT clearly

Applicant Name:

Caregiver Name: Date of Birth:

Tuberculin Test Information

Test Completed

Test Read on:
(mm /dd /yyyy)

If test result was previously Positive, indicate date®

Test Result: [] Positive [] Neg

If Positive, does this pers
risk to the children’s he

dcareposea [J]Yes [INo

Test Not Completed
[ ] Not Teste

Medical Exemption or Contraindication

If test result iti indi date:
(mm/ dd /yyyy)

an's assistant, nurse practitioner OR a registered nurse)

NT clearly or use office stamp) Title

Phone Date
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Caregiver Criminal Conviction Statement

INSTRUCTIONS o A additional caregivers must complete and sign this form regardless of
— conviction status
5 e This form is in addition to being fingerprinted
Submit *  Attach additional pages as necessary
*  Please PRINT clearly
Applicant Name: Caregiver Name:

Conviction Statement

Have you previously completed a Conviction Statement?
[1 NO, this is the first conviction statement | am signing for ¢

1 YES, | have signed a previous conviction statement for child
1 All of the following convictions (if an

Certification
In accordance with Section 390-b(1)(b) of the Socia i fy that to the best of my knowledge and
belief:

O IHave 0O I|Have Not

(A crime is a misdemeanor or felony only;
the court designated with a “Youthful Offen

York State or other State or Federal court.
ations. You do not need to disclose crimes that

Record of Al T e
Convictions 12/07/1966 Albany

of conviction or certification of court arraignment. In
of this sheet, explaining why you should be allowed to

Date of
Conviction County or Court of
(if known) (mm / dd / yyyy) Arraignment
/]
/]
/o
/o

accurately state whether | have been convicted of a crime and/or to provide truthful and accurate
concerning the conviction(s) may constitute grounds for dismissal or denial of employment, or
nsion, limitation or revocation of the license or registration to provide child care at this site.

Signature: Date:
(mm /dd /yyyy)
NYS GFDC Booklet #XXXXXX B-71
Form Valid Through XX/XX/XXXX JER Rev. 8/14



Caregiver Conviction Statement (continued)

a

Applicant Name: Caregiver Name:

Please provide your justification below, explaining why you should be allowed to care for children d
conviction. You may attach your own sheets if you prefer not to use this page.

Q
©

NYS GFDC Booklet #XXXXXX
Form Valid Through XX/XX/XXXX NCHCR O L

B-72
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Household Member Medical Statement

INSTRUCTIONS e Each person residing in the home must have a signed medical statement; if the
N — Household Member will be an Assistant or Substitute, a different form is required
*  One health care provider (Physician, Physician’s Assistant or Nur; iti
" SoP may sign for multiple household members who are under their
Submit Maintain * A health care provider may use an equivalent form as long nformation on
On-Site this form is included

*  You may duplicate this form as necessary

Applicant Name:

Household Members Examined by:

Household Members’ Names

Last First
Last First
Last First

| have examined the ___ (1, 2 or 3) individua

Signature (physician, physician's assistant, nur:

Name (Please PRINT or us Title Phone
Date of Birth Symptom Free*
/o OYes O No
(mm /dd /yyyy)
/o OYes O No
(mm/dd/yyyy)
/o OvYes [ONo
(mm/dd /yyyy)
(1, 2 or 3) individuals named above, and attest to the findings listed for each person.
[
ian, physician’s assistant, nurse practitioner) Date
C ) -
Name (Please PRINT or use office stamp) Title Phone

*The person is free from any health condition that would endanger children receiving child care in the
home. Attach documentation for any adverse findings.
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Household Member Criminal Conviction Statement

INSTRUCTIONS  «  AJl household members age 18 and over must complete and sign this form
. regardless of conviction status. Duplicate as needed
5 e This form is in addition to being fingerprinted
Submit * Attach additional pages as necessary
* Please PRINT clearly
Applicant Name: Household Member Name:

Conviction Statement

Have you previously completed a Conviction Statement?

Certification

In accordance with Section 390-b(1)(b) of the Socia

belief:

O IHave @O IHave Not been ew York State or other State or Federal court.

(A crime is a misdemeanor or felony only; ations. You do not need to disclose crimes that

the court designated with a “Youthful Offen

Date of County or Court of
Record Of A" Conviction Arraignment
12/07/1966 Albany

Convictions

Complete the information bel
addition, you may provide writte
care for childgen regardless of any

of this sheet, explaining why you should be allowed to

Date of
nal Code Section Conviction County or Court of
(if known) (mm / dd / yyyy) Arraignment
/]
/]
/]
/o

y knowledge the information provided above is true and accurate. | understand that my failure to
ccurately state whether | have been convicted of a crime and/or to provide truthful and accurate
concerning the conviction(s) may constitute grounds for dismissal or denial of employment, or
suspension, limitation or revocation of the license or registration to provide child care at this site.

Signature: Date:

(mm /dd /yyyy)
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Household Member Conviction Statement (continued)

Applicant Name: Household Member Name:

Please provide your justification below, explaining why you should be allowed to have involvement wi dren at this
home, despite your conviction. You may attach your own sheets if you prefer not to use this pag

NYS GFDC Booklet #XXXXXX B-76
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Site Information

Safety Considerations .........cccccveeeceeesecennnnnes C-3

Inspections
Report of Water Supply Testing =57"................
Fuel Burning System Insp,
Environmental Hazards Guideih,........
Environmental Hazards Inspectionatas™.........

Use of Space

HPBBHSO
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Safety Considerations

INSTRUCTIONS  «  Special requirements apply to pools, bodies of water, firearms and pets
P * This form must be completed at time of application and at each renewal
,, *  You must notify the Office of any changes regarding the information on i

Applicant Name:

Pools and Bodies of Water

Review the following list. Using the checkboxes, indicate whether 2
bordering property.

Description
Above-ground POOL...........cooiiiiiiiiiieeiie S
Deck with access to a body of water........d.............5
Drainage or run-off ditch ... Sttt S
Hot tub or spa R ...
In-ground swimming pool ............cooceverreee . G SR
On-ground swimming poo i inflatabl@)i......... NG ...
Ornamental pond, bird [ VOUUUU. WS,
Private well...........ccoooveeee SRR .o R N
River, stream, creek, pond or l[aKe=iih, .......... S
Other (sp

are firearm guns, rifles, or ammunition on the premises [ Yes [ No

There are pets or a S ON the Premises.......cccovcveeeiviiee i OYes 0ONo

NYS GFDC Booklet #XXXXXX C-3
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Report of Water Supply Testing

INSTRUCTIONS

All applicants must complete this form regardless of testing requirement
N g Sites that use a private water supply, well, or spring must have had bacterial,
chemical, and physical contamination tests performed within the lagk 12 months
\_—/ & . You must provide evidence of an adequate and safe water sup, j
Submit  Maintain with state and local laws
On-Site * Please PRINT clearly

Applicant Name: Site Address:

Applicant Section — The applicant must & check the appropriate b follow the instructions p

Water Supply Statement
O No

The child care site does not use a pri

ater testing authority must complete the section below or
results.

Cooperative Extension
e  Private Testing Laboratories

S been tested in accordance with health standards and is found to be:

FACTORY O UNSATISFACTORY

Inspection Date: /!
(mm/dd/yyyy)

Telephone: ( )

Name: (Please Print) Address:

Agency or Company:

NYS GFDC Booklet #XXXXXX C-5
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Fuel Burning System Inspection

INSTRUCTIONS e All applicants must complete this form regardless of inspection requirement
* Duplicate and complete this form for each fuel burning system on site
P * Sites where any wood, coal, pellet, or other solid fuel-burning
,, fireplace, permanently-installed gas space heater or gas fir
ANY time, must have each of these inspected

Submit  Maintain * Inspections performed within the last 12 months can b
On-Site submitted with this form

Applicant Name: Site Address:

Inspections are required for:
- Wood, coal, pellet or oth
- Permanently-installed 8
- Gas fireplace, or
- Wood burning

pace heater,

Gas/Oil/Electric boiler
utside wood boiler

Date:
(mm / dd / yyyy)

ANY TIME use a fuel burning system that requires inspection.
plete the back of this form.

Date:
(mm / dd / yyyy)

oes use a fuel burning system that requires inspection.

An Inspector must complete the back of this form or attach a report of inspection and approval.

(Continued on reverse side)

NYS GFDC Booklet #XXXXXX C-7
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Fuel Burning System Inspection (continued)

Inspector Section — An Inspector qualified to approve home fuel burning systems must co
Contact one of the following:

* Local Fire Marshall or Inspector *  Chimney Sweeps * Code Enfg
*  Factory Authorized Technician

this section.

The fuel burning system has been inspected in accordance with all applieable safety standards:

D Has been properly installed or is maintained in compliance with licable safety standards

D Has not been properly installed or is not maintained i

Type of System Inspected:

(mm /dd /yyyy)

Explanation:

Telephone: ( )

Name (Please Print): Address:

Title:

Agency or Co

Date:

(mm /dd /yyyy)

NYS GFDC Booklet #XXXXXX C-8
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Environmental Hazards Guide

PLEASE READ this guide prior to completing the Environmental
Hazards form that follows the guide.

Hazards Summary

All day care applicants and providers are responsible for providing a site which
risk posed by an environmental/health hazard. Children in care need to be in the
For additional information, please consult the following websites.

Lead information: www.health.ny.gov/environmental/lead/

Pesticides information:

Radon Information:

What is an Environmental Hazard?
Environmental hazards are conditions that
cause them increased risk of illness or inju

es, which can

Path and Route of Exposure
Harmful substances can affect yo es from your property. They can and do
travel. The way/method a harmful su ounding area is known as the “path of

Radon
Radon is in indoor air. You need to determine if you live in a Zone 1
radon site
mailing add > internet access, you may also contact the New York State
Department at (800) 458-1158. A test will be required if one has not already been done.

es of hazards, such as dry cleaners or nail salons, are listed in the Environmental
Guidance Sheet. Additional resources are available from the OCFS website:
http://www.ocfs.state.ny.us/main/childcare/default.asp.

NYS GFDC Booklet #XXXXXX c-10
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Environmental Hazards Inspection

INSTRUCTIONS e All applicants must complete this form
P *  Applicants must read all attached guidelines before completing this form
5 *  Applicants should only sign EITHER section 1 OR section 2
*  Only ONE potential hazard may be reported on this form
Submit ~ Maintain o £ 0, have more than one to report, please make additional before
On-Site completing
Applicant Name: Site Address:

Street Address:

City, State and Zip:

ite Location:

Section 1: NO Environmental Hazg

To the best of my knowledge, NO potential environ
areas.

on either the day care site or surrounding

Applicant Signature: Date:

(mm / dd / yyyy)

Yo

zard(s) Exist:

Type of Environmental Hazard

Distance from Property:

ard Present: Path/Route of Exposure:

Date:

(mm /dd / yyyy)

You are required to provide supporting information on the Environmental Hazard Information
Form (on the reverse side). You must submit all relevant information with your application. An
OCFS representative will review the information and determine whether more information or
additional evaluation is necessary.

NYS GFDC Booklet #XXXXXX c-11
Form Valid Through XXIXXIXXXX AR Rev. /14




Environmental Hazards Inspection (continued)

INSTRUCTIONS e Do NOT complete this side of the form if you signed the “NO Environmental
o g Hazards” box on the reverse side of this form
* Check the box or boxes next to the agency or agencies you contac
" & *  Print or type the name of the person you contacted, their phone ror
Submit  Maintain email address and the date
On-Site * Complete the Recommendation for an Environmental Asse,

Hazard Information

Name the environmental hazard you are reporting:

Hazard Type: [ Natural [ Business:

Agencies Contacted

[0 Regional Office of the Department of Environmenta

Contact Name:

[0 Health Department

Date

Address or
Contact Name:

[0 Fire Department Locati Date:

Email Address or

Contact Name: Phone Number:

Date:

Email Address or
Phone Number:

[ YES Reason

assessment recommended:

NYS GFDC Booklet #XXXXXX C-12
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Inside Floor Plan Guide

INSTRUCTIONS e Please follow the guidelines below when drawing your diagram on the next page

Inside Floor Plan Sample Outline

¢ On the following page, draw an outline of your facility as if
you were looking down through the ceiling. If your house
has more than one floor, copy the following page and draw a
diagram of each floor.

*  Show the location of all doors, windows and walls. Label all
entrances and exits, including fire escapes. You also need
to label all smoke and carbon monoxide detectors.

e Label rooms used for children’s nap area, pl
other essential areas. Show bathrooms ug
sinks used for hand washing, sinks used
preparation and diaper changing areas.

NOTE: Sinks used for food preparation may
for hand washing following diaper changes.

Sample Drawing

S~
W)
sk F——1 "
'SD) | Entrance
Nap Area BT T\ |\ l '
) B odaitim e P o N \ Vsl e L
Living Room/  down——J 5 T i
[ Drerer Play Area y
L — =
1 I
' |—'F—in'i}".g_"
Table
L _ :
5 =
Aol dll o N
£ =T ™
£ e LY
1% | N5 §E]
t===n oy = 8L
15 28!
it
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Inside Floor Plan

INSTRUCTIONS e If your home has more than one floor, duplicate this page and complete a page for
PN each floor
5 * The guidelines on the previous page can assist you with your drawing(:

Submit

Applicant Name: Floor / Apt #:

NYS GFDC Booklet #XXXXXX C-15
Form Valid Through XXUXX/XXXX VMR Rov. 8/14



Outside Play Area

INSTRUCTIONS e Indicate where the play area is located in relationship to the child care home
P * Draw a picture of the outside play area that will be used by the children
E, * Include entrance, exits, fencing, play equipment, water hazards, surroundi
Submit and location in regard to the child care facility
* Include on the diagram the route used to get to the play area from y; ild care

facility, noting nearby creeks, ponds, wells and ditches along the

Applicant Name:

Location
Location of play area: [ Backyard O Park O Schoolyard

Indicate the method used in getting to the play area:

NYS GFDC Booklet #XXXXXX C-16
Form Valid Through XXUXX/XXXX VMR Rov. 8/14
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Emergency Plan: Evacuation/Relocation Guide

INSTRUCTIONS *  The following pages comprise the Emergency Plan, including Evacuation

and Shelter in Place

Use the information in this guide to assist you in answering the

the Emergency Plan sheet

*  You must share this information with parents

* Depending upon your location, you may want to develo,
special circumstances (weather, power plants, hazary

*  Additional information on Radiological (Nuclear)
is included in the appendix

Regulations Meeting Place

Regulations require that a written plan for the Determine a place for everyone to m
emergency evacuation of children be developed. This

plan must be filed in a readily accessible place. The o
Emergency Plan must place primary emphasis on the
immediate evacuation of the children.

path of emergency vehic
nce from the building

ace for all

Scope ad [ : referable to have

The Emergency Plan form provides the information yo
need to develop clear and comprehensive procedure
for the safe, quick, and orderly evacuation of children
and staff.

A written Emergency Plan establishes a co

procedure, so that everyone knows what to . .
emergency. st arrange for a place to take the children in the

at you are not permitted to return to the home
onable period of time. The site should be
e walking distance, and open during the
tomary days and hours that you provide care. This
hould be suitable to shelter the children safely and
fortably for a few hours. Relocation sites should
allow you to contact parents by telephone. Itis very
important to establish an agreement with the owners of
your relocation site to temporarily use their building in an
emergency. This includes neighbors, nearby
businesses, public buildings, schools, or faith-based
institutions.

Evacuation Drills

At least once per month, d
program is required to con

This record must include total eg
the alarm sounds until everyone re

in care and a
used, and an

An evacuation d
evaluate your eve
performance.

$ upon prior Secondary Relocation Site:

You must also select a secondary site; in certain
circumstances, the primary cannot be used. Consider
identifying additional locations within walking distance of
afely evacuate each of the your home that are suitable to your program needs.

dlers, preschool and school
special needs from the
mergency. Take into consideration In case of emergency situations requiring evacuation

to be carried and that toddlers from your home and neighborhood follow instructions of
al guidance and more assistance local officials.

school age children. As part of the

, it is important to consider how you will

dren’s records, family contact information,

and necessary supplies. It is recommended that a

portable emergency kit containing these items be kept in

a location easily accessible to the exit.

Other Relocation Sites:

NOTE: Take attendance before and after evacuating the
building.

NYS GFDC Booklet #XXXXXX C-18
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Emergency Plan: Evacuation/Relocation

INSTRUCTIONS e Use the guide on the previous page to assist you in answering the following
P questions
Ep *  This plan should be reviewed with all caregivers and parents befo,
— emergency
Submit l‘gﬂl‘l‘“sti“t‘e“ *  The safe evacuation of children is the FIRST priority. C must never

be left without supervision.

Applicant Name:

Evacuation Drills

Drills should be conducted in exactly the same manner as an actual
personnel). You are required to keep a written record of monthly evacu

ncy (except for notifying e
ills.

How will you begin the drill?

What will you take with you?

In an Emergency

How will you notify the children and staff o an alarm sounding)?

Key Points
* Remain calm and acc
* Take the attendance rec

& emergency supplies with

Leave the building
¢ Close doors
* Take attendance after leaving the building

the evacu scribe how you will ensure that no one is left alone at any time:

ary and secondary exits for emergency evacuation and the meeting place for that exit. Separate
es for each exit may be necessary in larger buildings.

Primary Exit Meeting Place
Secondary Exit Meeting Place
NYS GFDC Booklet #XXXXXX Cc-19
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Emergency Plan: Evacuation/Relocation (cont'd)

Applicant Name:

Notifications
These numbers MUST be posted on or next to your phone.

Emergency Poison Control

911

How will you ensure that the children’s parents are notified of an emerg

Relocation Site(s)

If it appears that you will not be able to return to yo
take the children until their parents can pick them up. N i mission from the person in charge of

each location. Please enter the address and ( ation site (if applicable). When developing
this plan, consider how you will get there ( ormation must be shared with the parents.

Primary relocation site:

Street Address i Phone No.

Transportation Metho

Secondary relocation site:

Name
eet Address City Phone No.
Name
City Phone No.
NYS GFDC Booklet #XXXXXX C-20
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Emergency Evacuation Diagram Guide

Inside Floor Plan Items Checkli

1. On the next page, redraw your inside floor plan diagram. Item
Show the location of doors, walls, and windows so that each

room or space is bordered with a line. O Carbon Monox

O Smoke Detector
2. Label all exits (EXIT), fire extinguishers (F), and smoke (SD)

and carbon monoxide (CO) detectors; also include stairs and
fire escapes (FE) if applicable. Do not label rooms, sinks, or
other amenities.

3. Indicate the primary exit from the residence by drawing a solid
arrow, marked with a large “P”, leading from the room to the

exit. Indicate the secondary exit by drawing a dotted arj §--*»
marked with a large “S”. (FE)
It is required that a copy of the evacuation diagra oI
You Are Here X
{‘:;
O
N
11 M
P Jiown - -< sUp
0 |
50'1
™
|
|
N
|
|
YOU ARE HERE H
;:::ﬁ‘
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Emergency Evacuation Diagram

INSTRUCTIONS o  Follow the guidelines on the opposing page to draw your diagram
The diagram must be posted in a visible location

*  Consider posting a diagram in each room approved for child care
"/

Submit Maintain
On-Site

Applicant Name: Floor / Apt #:
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Emergency Plan: Shelter in Place Guide

INSTRUCTIONS e The following pages address the portion of the Emergency Plan that
involves sheltering in place
*  Use the information in this guide to assist you in answering the

— the Shelter in Place sheet
Maintain *  Depending upon your location, you may want to develop
On-Site special circumstances (weather, power plants, hazardo

What is Shelter in Place * Method to alert emerge

and how, if needed)
Shelter in Place is a response to an emergency that o Identify how you will ensure e
creates a situation in which it is safer to remain in the safe location (using daily attend
building rather than to evacuate. counts, etc)

Generally, Shelter in Place means simply staying .
indoors. In some situations, sheltering in place includes while p
additional precautions like locking all doors, closing all
window shades, remaining in a room away from large
windows or turning off heat and air conditioning
systems. Most situations calling for sheltering in place
are in response to events that have a relatively short
duration of hours, not days or weeks. A Shelter in Pla
drill does not include an overnight stay and typicall
requires no more than a half an hour to complete.

. For this reason, your plan must take into

dunt a child's needs for an overnight stay. You must
ady to provide continuous care for the duration of
gency. Food supplies must be non-perishable

When to Shelter in Place

Some situations that might require sheltering

are: ient quantity for all children in care.
e  Severe weather conditions
. equired Items
° A public disturba i First aid kit

Telephone

¢ Flashlight with extra batteries
* Food & Water

* Infant supplies (if applicable)

e Chemical or biologica
e Rabid animal sighting

Items to Consider
* Toileting/diapering supplies
* Battery-powered radio
e Materials to cover windows & vents, if needed
L[]

Games & books

use or apartment for your Medications (if applicable)

s and doors as possible. A The Office offers emergency preparedness training
a water supply, is desirable available on our website.
droom that is connected to

cies may require a Practice, Practice, Practice!
ou should follow the directions
cal emergency services. It is necessary to perform & document drills twice per

year. The drill form is available online.

Parents must be notified in advance of your Shelter in
Place drills.
e safe location within the home
e Method used to alert children, caregivers and
household members of emergency
e Method to ensure everyone is moved to a safe
location (using daily attendance sheet, performing
room searches and head counts, etc)
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Emergency Plan: Shelter in Place

INSTRUCTIONS
- =i
| =1 5
\_/
Submit Maintain
On-Site

Use the guide on the previous page to assist you in answering the following
questions

Practice drills must be conducted at least twice per year
This plan must be posted or filed in a readily accessible place; er posting
next to the evacuation diagram by the exits

This plan should be reviewed with all caretakers before a
Please PRINT clearly

Applicant Name:

The Location(s)

Identify the room(s) where you will Shelter in Place. Use the space b

Primary Room:

indicate the room(s) you'v

Secondary Room:

(if space allows)

Room & Supply Preparation

Does the room have windows?

What supplies will you keep stocked?

sed in an emergency?

ow often will

inspect the condition of your emergency supplies?

NYS GFDC Booklet #XXXXXX
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Emergency Plan: Shelter in Place (continued)

Applicant Name:

Alerting Staff, Children, 911, Parents & OCFS

How will you notify everyone in the home of the need to Shelter in Place?

If necessary, who will call 911 and how?

How will you notify parents of drills and actual emergencie

In the event of an actual emergency, when wij i ren & Family Services?

Occupying the Chil

What types of activities will y sheltering in place?

How will you me d emotional needs of children?
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Behavior Management Plan Guide

Available Resources

Valuable information is available from your local child care council and other resourc;
information will help you create an appropriate environment, provide guidance an
engage children. It will also help resolve conflict and handle issues such as chi
For additional resources, please consult the OCFS website.

Developing Your Plan
ACCEPTABLE METHODS
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phrase, “I was playing with that toy first.”
Praise positive behavior: “Thank you for
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7. Arrange the program space to posi
areas (such as reading space or

example, all children must wash the

hands while others should be able to

10. For preschool and s
development of the rul

essive physical exercise, excessive rest or strenuous or bizarre postures
a child to eat or have in his/her mouth soap, food, spices or foreign substances.
solation is prohibited. No child can be isolated in an adjacent room, hallway,

methods that frighten, demean or humiliate a child are prohibited.
r maltreatment of a child, either as an incident of discipline or otherwise, is absolutely

f a child by an employee, volunteer, any person under the provider’s control or an
dual residing in the home.

6. Physical restraint as defined in regulation is prohibited.
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Behavior Management for Child Care

INSTRUCTIONS .

Submit Maintain
On-Site .

Providers are required to have a written plan to share with parents and staff.
Make copies available

Consider the age and developmental level of the children in developing your
plan

Only approved staff may discipline children
Please PRINT clearly

Applicant Name:

1. How will you encourage children to get along with others?

2. How will you respond to difficult behaviors? Proyi

would respond.

3. How will you help childre
how you will ensure tho

ide an example, including a description of

4. How is your h¢

ge acceptable behavior?

5. How will yo

y your techniques so that they are effective with children of different age groups?
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Developing Your Program

INSTRUCTIONS e Group Family Day Care Providers must develop a program of daily routines for
- the children in their care
E} *  Complete each section applicable to the age group(s) for which y
. —. care. If you will not provide care for a particular age group, leav,
Submit Maintain
On-Site blank

You will need to notify your licensor/registrar of any chan
for which you provide care and provide new program d
¢ All caregivers and parents must be informed of thes

Applicant Name:

Developmental Areas

*  Cognitive .
e Educational .
¢ Emotional J

Age Appropriate Routines

Infants

How will you meet the needs of the infants w pr the other age groups?

How will your schedule chan

rogramming and supervision of the other age groups?

ow your program space and daily routine will promote physical development.

(Continued on reverse side)
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Developing Your Program (continued)

Applicant Name:

Toddlers

Describe some activities that you will use to encourage toddler development and indepen

Describe how you will encourage toilet training while adequately supervising the children.

Describe how you will modify activities so that toddlers are able

Preschoolers

Describe some activities that you will use to elopment and independence.

Describe how you will encoura uately stpervising all of the children.

Describe activities to occupy prescho ing to the needs of the other children in your care.

School-age

nd recreational activities that you will provide to engage the school-age children.

nt designated solely for the use of the school-age children.

pervision policy that you will use for school-age children (attach a sample parental permission slip).

NYS GFDC Booklet #XXXXXX D-6
Form Valid Through XXUXX/XXXX VMR Rov. 8/14



Tear Here

Program Daily Schedule: Putting it All Together

INSTRUCTIONS e Use the information on the Developing Your Program pages for this schedule
o * Infant schedules should be obtained in writing from their parents
* If you have multiple shifts of care, copy and complete this form fo,
N U *  This form should list generic activities such as: Meals, Snacks
Submit  Maintain Outdoor Play, Indoor Play, Reading Time, Quiet Time and P,
On-Site  «  Be flexible enough with the schedule to accommodate th
*  Be sure to include a variety of active and quiet play
* Please PRINT clearly
Applicant Name:
Dally Activ
Schedule Toddler Prescho
Start Time
AM
_____ Pm
Mid Time
AM
i PM
End Time
_IEPM

NYS GFDC Booklet #XXXXXX
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Program Hours of Operation

INSTRUCTIONS  «  |ndicate the days and hours you plan to operate your program
- * If you plan on providing overnight or evening care contact your licensor or
5 registrar for additional requirements
Submit * Please PRINT clearly

Applicant Name:

Hours of Operation
Traditional child care operating days and hours are Monday through Friday, approximately 6:0

Below are two (2) examples of how this form might be completed. Your hours may differ.

Day Shift 1
Monday Start: 8:00@3M

End: 6:00 AM(PM)

Day

Monday

Complete times for the days you plan on carin to these hours require written approval.
Shift 3
Sunday ___AM/PM Start: ___:  AM/PM
__ AM/PM End: __ :  AM/PM
Monday ___AM/PM Start: __:  AM/PM
___AM/PM End: __:  AM/PM
Tuesday AM/PM Start: ;. AM/PM Start: __:  AM/PM
__:  AM/PM End: _ :  AM/PM End: _ : AM/PM
Wednesday Start: __:  AM/PM Start: __:  AM/PM Start: __:  AM/PM
End: _ :  AM/PM End: _ :  AM/PM End: _ . AM/PM
Start: ;. AM/PM Start: ;. AM/PM Start: ;. AM/PM
End: __:  AM/PM End: __:  AM/PM End: __:  AM/PM
Start: ;. AM/PM Start: ___:  AM/PM Start: ;. AM/PM
End: _ :  AM/PM End: _ :  AM/PM End: _ ;.  AM/PM
Saturday Start: __:  AM/PM Start: __:  AM/PM Start: __:  AM/PM
End: _ :  AM/PM End: _ :  AM/PM End: _ . AM/PM
NYS GFDC Booklet #XXXXXX D-9
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Health Care Plan Guidelines

INSTRUCTIONS e Group Family Day Care providers must develop, submit, and maintain on-site a
copy of the Health Care Plan

g This side of the form is to help you select the health category of children for
N/ which you will care

Submit  Maintain Health Care Plan forms specific to the category of children t rved will need
On-Site to be completed as part of the required Health Care Plan

*  Health Care Plan forms will be provided based on the

this form

Applicant Name:

HEALTH CATEGORY DEFINITIONS

A group family day care provider must establish practices that will limi
Care Plan is the way these practices are communicated to all caregivers
whether you will care only for children who are well, or for children who ha
who are contagious should not remain in your care; you, yo
be at risk of coming down with the same illness. However v 2 n in your care
provided you take some simple precautions.

parents. You are allowed
ild or moderate illmess. Children

NOTE: The definitions below do not include child s with Disabilities Act

MILDLY ILL CHILDREN: A child who meet i eria is defined as “mildly ill”:
e The child has symptoms of a minor c i es not represent a significant risk of serious
infection to other children.
e The child does not feel inthe usual activities of the program but is able
to participate with icati i
e The care of the chil i ision of the other children.

ealth professional.
care of the other children and the child must be removed from the
nd put in a separate designated area in the program, but has been

ional condition expected to last 12 months or more and who requires health and related
or amount beyond that required by children generally.”
as a child with special health care needs will have an individual plan which will provide all

O Moderately Il Children
[0 Children with Special Health Care Needs

PLEASE COMPLETE BOTH SIDES OF THIS FORM

(Continued on reverse side)
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Health Care Plan Guidelines (continued)

INSTRUCTIONS e Group Family Day Care Providers must develop, submit, and maintain on-site a

g health care plan
é * This side of the form is to help you select the medications, if any, that
"/ your program to administer

Submit Maintain ©®  Health Care Plan forms will be provided based on the selections i
On-Site this form

Applicant Name:

OPTIONS FOR ADMINISTERING MEDICATIONS

TOPICAL OVER-THE-COUNTER PRODUCTS: A program ma
ointments, lotions and creams, and sprays. This includg
repellant. While written parental permission is requi
required to apply these products.

MEDICATIONS: A program may choose to adminis < ipti ipti ation including pain
relievers, cough syrups and oral analgesics.
topical, eye, ear, and inhaled medication
order to be approved to administer m
topically applied insect repellant, provid
o  MAT certificate OR exemption from
e CPR certificate which covers all ag

program’s license or registration,
e First aid certificate which covers all ag
program’s license, i

¥ epinephrine via an auto-injector device. In
e counter topical ointments, sunscreen and

as per regulation

asthma. An & i ister an epinephrine auto injector, Diphenhydramine in combination

ories of medications you will administer to the children in your care. Check all boxes that

e-counter Products
ions: this will require Medication Administration Training (MAT) and approval by the Office
ter Emergency Medications: additional requirements apply
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Child Support Obligation Statement

INSTRUCTIONS  «  fyou are four or more months behind in your child support obligations, General
Obligations Law requires that we issue you a license for no longer than a period

P of six months
5 *  For more information, see Appendix for Child Support Oblig
*  Please PRINT clearly
Submit

Applicant Name:

Statements
As of the date of this application, do you have an obligation to pay child support?

0 No, | do not.
O Yes, | am under an obligation to pay child support.

If you answered “Yes”, please check any g > i o you.

agreed payment or repayment plan, or
oceeding.

ding court proceeding.

ental security income (SSI).

IN THE PRESENCE OF A NOTARY PUBLIC

rovided by me in this certification is true and accurate to the
at this statement is given under oath.

Print Name:
ign in the presence of a notary
Day
Year
Notary Public — State of New York (affix stamp)

NYS GFDC Booklet #XXXXXX E-3
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Applicant Compliance Agreement

INSTRUCTIONS o  Thjs form is an attestation that all information in the application is true and
accurate and should not be signed or submitted until the rest of the application
P has been completed
5 * Before signing the statement below, read and familiarize yours Parts 416
& 413 of the regulations
Submit e For more information, see Appendix for Labor & Tax Re

* Please PRINT clearly

Applicant Name:

Program Qualifications Statements
e | certify that | am 18 years of age or older.

e | have read and understand Parts 416 & 413 of the New YQ
regulations for the operation of a Group Family Day Cax
these regulations.

e | understand that | must report to the State Cen
abuse or maltreatment concerning any child ig

Labor & Tax Statements

O 1am not an employer,
-or-

[0 1am an employer and | certify that to the belief, | am operating my program in

| am providing those cial security, federal and state unemployment
insurance, workers’ com i isabi nefits) for which | am responsible. [dYes [ No

constitute grounds for denial, suspension, limitation or revocation
at this site.

ered application documents may be a felony or misdemeanor. In addition to being

on, anyone found to have submitted such documents may be subject to fines by the NYS
Services, and/or denial of this application to provide child day care.

Date: [/

(mm /dd / yyyy)

Check here (\/) O if any of the forms in this application package were completed by someone other than the applicant.

The following people completed one or more pages in this application:
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Form Valid Through XXUXX/XXXX VMR Rov. 8/14



This page le

NYS GFDC Booklet #XXXXXX E-6
Form Valid Through XXUXX/XXXX VMR Rov. 8/14



Appendix

SCR Processing Fee

Nuclear Emergency Planning Zonesdiiir..... App-4
Labor and Tax Responsibilities
Other Legal Considerations ££2357................

List of Regional Offices ....... 5@ ........

HOBBSO

NYS GFDC Booklet #XXXXXX APP-1
Form Valid Through XXIXXIXXXX AR Rev. /14



This page le

NYS GFDC Booklet #XXXXXX APP-2
Form Valid Through XXIXXIXXXX AR Rev. 8/14



SCR Processing Fee

Why is There a Fee?

Effective 4/1/11, there is a cost of $25 for SCR clearances. Please read the following for spegi
they apply to your program.

A 2011 amendment to Section 424-a(1)(f) of the Social Services Law set forth requirem
database checks through the Statewide Central Register of Child Abuse and Maltreat
care providers and applicants for employment in day care programs must pay a $25 fe
conducted through the SCR.

Who Must Pay the Fee?

Anyone with a care-giving role, including household members, must p
Provider also covers all household members age 18 and over
list of the roles for which a fee is required:

e Provider (and all household members)

e Assistant

e  Substitute

e Employee

The fee requirements do NOT apply to the

e Volunteers
Providers of goods and services
Consultants to day care programs
Current employees who have pre
screen current employees.

nts and Medication Administrants
ugh the SCR if the program elects to re-

Acceptable Payment Met

. These are:

payable to: “NYS OFFICE OF CHILDREN AND FAMILY SERVICES.”
ide the name(s) of the applicant(s) so that it may be properly processed.

pt be processed without the required payment of the fee.

NYS GFDC Booklet #XXXXXX APP-3
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Nuclear Emergency Planning Zones

There are three (3) nuclear power plant sites in New York State. Some child care programs may be located within the
10 mile Emergency Planning Zone surrounding these nuclear facilities. It is recommended that you contact your local
police, fire or emergency planning office for more details on preparations and notifications. The nuclear po facilities
and the counties they impact are listed below, along with contact information for each county.

Nuclear Facility County & Contact Information
Indian Point Energy Center Orange County Department of E
(located in Buchanan, NY) 22 Wells Farm Road

Goshen, NY 10924
(845) 615-0479

Putnam County Office of Emergency Servi
112 Old Route Six
Carmel, NY 1051
(845) 808-4000

Nine Mile Point Nuclear Station/
James A. Fitzpatrick
(located in Scriba, NY)

R.E. Ginna Nuclear Powe
(located in Ontario, NY)

Wayne County Emergency Management Office
7336 Route 31

Lyons, NY 14489

(315) 946-5663

ether your program is located within a 10 mile radius of any of the above nuclear
acility provides information on their emergency planning zones on their websites. For

ore information, please .ocfs.ny.gov.
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Labor and Tax Responsibilities

Disability Benefits Unemployment Taxes
Disability Benefits are temporary cash benefits The state and federal unemployment tax systems
payable to an eligible wage earner who is disabled by pay unemployment compensation to ers who
an injury or iliness that is not related to the person’s have lost their jobs. Most employ y both a

employment. Supplementing the workers’ state and federal unemployme However, even

compensation system, the Disability Benefits Law if you are exempt from the s , you must still
ensures protection for wage earners by providing for pay the federal unemploy

weekly cash benefits to replace, in part, wages lost must pay FUTA as the

because of injuries or illnesses that do not occur in collected or deducted fro

the course of employment. Disability Benefits For help determining whethe
insurance is paid for either jointly by the employer and pay the FUTA tax or more info
employee or entirely by the employer. Employers
may voluntarily provide Disability Benefits for their
employees when they are not required to do so.

Disability Benefits insurance may be purchased from
any insurance company authorized to write such
Benefits insurance in New York State, or from the
State Insurance Fund, a State agency headquartered
at 199 Church Street, New York, N.Y. 10007. For
help determining whether you are required to providg
Disability Benefits insurance or more information r i ne directory.

about Disability Benefits rates, forms and procedures
ecurity Taxes (FICA)

contact the nearest district office of the Wor|
tC;cl)empensatl.on Board at the number liste > Federal Insurance Contributions Act (FICA)
phone directory. , .
des for a federal system of old age, survivors,

, and hospital insurance. This system is
rough social security taxes, also known
axes. The FICA requirement applies
henever you pay someone with whom you have an
loyer / employee relationship. As an employer,
must withhold FICA from your employees’
earnings and must pay an equal amount from your
own funds based on a percentage rate of the
employee’s current salary. For help determining
whether the FICA requirement applies to you or for
more information and general assistance, you may
contact the nearest office of the Internal Revenue
Service (IRS) at the number listed in your telephone
directory.

Workers’ Compensation

Workers’ compensation is insurance, paid for
employer. This insurance
medical care for workers
because of an injury or sic
If death results, benefits are

tandards Act, employees
the federal minimum wage
ssified as exempt. When this is the
wage requirements may be

ork State. Both federal and state

our Division of the United States Department of
Labor at the number listed in your telephone directory.
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Other Legal Considerations

Child Support Obligation (Section 3-503 General Obligation Law)

The requirements of the General Obligations Law may affect your license/registration to provide child car u have

an obligation to pay child support and you are not doing so. Persons who are four months or more behi their child
support payments may be subject to suspension of their business, professional and/or driver’s licen
license/registration for which you are applying is considered a business license.

This means that if you are four or more months behind in your child support obligations at th
provide child care, General Obligations Law requires that we issue you a license/registration fo
of six months. We can only extend that period beyond six months if you submit certification that
compliance with the terms of your obligation. We will be happy to send you the necessary form for t
you require it. Please note that any false statement on that certification would be a Class E Felony un
175.35 of the Penal Law.

If, during the term of your license/registration, you are found by a court to be
support payments, the court could order the New York State Office of Children
City Department of Health to take action to suspend your license/registration. You
suspended license/registration.

Social Security & Tax Identification

The purposes for which state and local governm security numbers are established by Federal
Law Title 42, The Public Health and Welfare Cha i [42 USCS §405 (2005)]. This statute allows

requires every state agency, as part of the procedur i pending, supplementing or restating the
license or registration of any person, partnership, cor| i zation, to obtain an applicant’s social

administration of the taxation s
established by federal law.

Both social security ification number are confidential and are only accessible by parties for
whom it is necessary d ate business.

the Social Services Law (SSL), local municipalities can exercise jurisdiction over the family or
e in regard to sanitation, health, building construction, and fire code issues. However, local
ose requirements upon family or group family day care homes that are not applicable to all
the same class as the dwelling in which the family or group family day care home is located.

This me municipalities are prohibited from imposing any requirements on family-based providers that are not
also required of all residents. Local zoning laws and other local ordinances cannot impede, restrict, or prohibit the
operation of family or group family day care homes in one or two-family dwellings or in multiple dwellings. Special rules
cannot be created and enforced upon family or group family day care homes.

If you believe your town, city, or county is imposing additional requirements on your home based on the fact that you
are operating a child care program, please contact your licensor or registrar for more information.
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Other Legal Considerations

Child Support Obligation (Section 3-503 General Obligation Law)

The requirements of the General Obligations Law may affect your license/registration to provide child car u have

an obligation to pay child support and you are not doing so. Persons who are four months or more behi their child
support payments may be subject to suspension of their business, professional and/or driver’s licen
license/registration for which you are applying is considered a business license.

This means that if you are four or more months behind in your child support obligations at th
provide child care, General Obligations Law requires that we issue you a license/registration fo
of six months. We can only extend that period beyond six months if you submit certification that
compliance with the terms of your obligation. We will be happy to send you the necessary form for t
you require it. Please note that any false statement on that certification would be a Class E Felony un
175.35 of the Penal Law.

If, during the term of your license/registration, you are found by a court to be
support payments, the court could order the New York State Office of Children
City Department of Health to take action to suspend your license/registration. You
suspended license/registration.

Social Security & Tax Identification

The purposes for which state and local governm security numbers are established by Federal
Law Title 42, The Public Health and Welfare Cha i [42 USCS §405 (2005)]. This statute allows

requires every state agency, as part of the procedur i pending, supplementing or restating the
license or registration of any person, partnership, cor| i zation, to obtain an applicant’s social

administration of the taxation s
established by federal law.

Both social security ification number are confidential and are only accessible by parties for
whom it is necessary d ate business.

the Social Services Law (SSL), local municipalities can exercise jurisdiction over the family or
e in regard to sanitation, health, building construction, and fire code issues. However, local
ose requirements upon family or group family day care homes that are not applicable to all
the same class as the dwelling in which the family or group family day care home is located.

This me municipalities are prohibited from imposing any requirements on family-based providers that are not
also required of all residents. Local zoning laws and other local ordinances cannot impede, restrict, or prohibit the
operation of family or group family day care homes in one or two-family dwellings or in multiple dwellings. Special rules
cannot be created and enforced upon family or group family day care homes.

If you believe your town, city, or county is imposing additional requirements on your home based on the fact that you
are operating a child care program, please contact your licensor or registrar for more information.
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List of Regional Offices

ALBANY REGIONAL OFFICE

NYS Office of Children and Family Services
Albany Regional Office

52 Washington St. Rm 309S

Rensselaer, NY 12144

(518) 402-3038

Serving the counties of: Albany, Clinton,
Columbia, Delaware, Essex, Franklin, Fulton,
Greene, Hamilton, Montgomery, Otsego,
Rensselaer, Saratoga, Schenectady,
Schoharie, Warren, Washington

BUFFALO REGIONAL OFFICE

NYS Office of Children and Family Services
Buffalo Regional Office

Room 545, 5th Floor

Ellicott Square Building

295 Main Street

Buffalo, NY 14203

(716) 847-3828

Serving the counties of: Allegany,
Cattaraugus, Chautauqua, Erie, Genes
Niagara, Orleans, Wyoming

, Ontario, Schuyler,
, Wayne, Yates

SPRING VALLEY REGIONAL OFFICE
NYS Office of Children and Fami i
Spring Valley Regional Offic
11 Perlman Drive, Pascac
Spring Valley, NY 1097
(845) 708-2400
Serving the counties of:
Putnam, Rockland, Sulliv
Westchester

REGIONAL OFFIC
Children and Family

, Madison, Oneida, Onondaga,
ego, St. Lawrence, Tioga, Tompkins

OUGHS OF NYC

NEW YORK CITY REGIONAL OFFICE
NYS Office of Children and Family Services
New York City Regional Office

80 Maiden Lane, 23rd Floor

New York, NY 10038

(212) 383-1415

DIVISION OF CHILD CARE SERVICES
HOME OFFICE

NYS Office of Children and Family Services
Division of Child Care Services

52 Washington St. Rm 309S

Rensselaer, NY 12144

(518) 474-9454
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