
 

Downtown Community Center Email: info@manhattanyouth.org 
120 Warren Street Phone: 212.766.1104 
New York NY 10007 Fax: 212.766.3980 

 
 
To all prospective staff: 
 
Before you can be employed by Manhattan Youth, you must submit the following paperwork: 
 

• Manhattan Youth Job Application (Completed) 
• IRS Form W4 
• Form I-9 Employment Eligibility Verification (with required supporting documents) 
• Photo ID (See Form I-9 for acceptable document types) 
• References (Professional & Personal) 
• Current Employment Résumé 
• Most Recent Educational Transcript and/or Diploma 
• Copy of Teaching License/Certificate (DOE Teachers Only) 
• Copy of a Recent Physical Examination with TB Test 
• OCFS Statewide Central Register Database Check Form 
• Proof of Fingerprinting by the Department Of Health (DOH)* 

 
Fingerprinting is now available by appointment only through L-1 Enrollment Services. It is free-of-charge.  
 
Schedule an appointment to be fingerprinted online or by phone.  
 Visit: www.L1enrollment.com (select New York in the dropdown); or  
 Call: 1-877-472-6915  
 
Complete the attached form before making an appointment. Remember that your name on your application must be 
the same as the name on your Fingerprint Form and on your government-issued ID. Also remember to spell your 
name on the form and on your application the same as it is spelled on your ID.  
 
When making an appointment, provide the information you wrote on your completed Fingerprint Form. After 
making your appointment, you will be given a confirmation number.  
 
You must bring to your appointment:  
 Completed Fingerprint Form  
 Two forms of government-issued ID (See the attached form for acceptable forms of ID)  
 Confirmation number for the scheduled appointment  
 
Please use one of the following codes, corresponding to the program where you will work. (Downtown Community 
Center employees should use the code for P.S. 234.) 
 

Facility/Agency ID # – 122355 (P.S./I.S. 89), 217639 (P.S. 234) or 101450 (P.S. 150) 
Facility Name and Address: 
Manhattan Youth – P.S./I.S. 89 After-School /201 Warren Street, NY, NY 10282 
Manhattan Youth – P.S. 234 After-School/292 Greenwich Street, NY, NY 10007 
or Manhattan Youth – P.S. 150 After-School/334 Greenwich Street, NY, NY 10013 
 
ORI Code for all sites: NY922130Z 

 
 
Please bring your confirmation slip back to Manhattan Youth.  If you have any questions, feel free to contact us. 
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DCJS (Rev. 8 – 8/09) 

OCFS-4930 (8/2009) 
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 bring this form and 
acceptable ID as noted on reverse.  

Appointments can be obtained by contacting vendor at one of the following: 

Website:  www.L1Enrollment.com  or the Call Center: 877-472-6915 
 
Contributor Agency Section: 
ORI:  NY922130Z Contributor NYS Office of Children & Family Services 

Job or License Type:  Child Day Care      Foster Care/Adoption      Mentor 
 OCFS Employee (employee / peace officer – please circle one) 

Facility/Agency ID Number:       Additional Agency ID Info: N/A 
   (FOSTER CARE/ADOPTION ONLY) 

Facility Name/Address:       
 
 

Applicant Section:   New Submission             Resubmission 

Name of Applicant:       

Alias / Maiden Name:       

Street Address:       

City, State, & Zip:       

Date of Birth:        Sex:  Male    Female    Other  Ethnicity:  Hispanic    Non Hispanic 

Race:  White        Black         American Indian/Alaskan Native       Asian/Pacific Islander 

  Other         Unknown  

Skin Tone:         Eye Color:       Hair Color:       

Height:        ft       in Weight:       lbs. 

State / Country of Birth:       
  
 
Role of Applicant (please check one):  

CHILD DAY CARE:  Director    Provider   Employee/Teacher/Volunteer   Household Member over 18 yrs 

FOSTER CARE:  Foster Parent         Relative Foster Parent          Household Member over 18 yrs     

 Foster Child 
ADOPTION:  Adoptive Parent      Household Member over 18 yrs   
 
 
Additional Information: (Foster Care Only) 

CONNECTIONS Home Resource ID#     N/A 

CONNECTIONS Person ID#  N/A 
  



DCJS (Rev. 8 – 8/09) 

 
OCFS-4930 (8/2009) 
 
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, I-688, I-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 Card 
Native American Tribal Document 
Canadian Driver’s License 
U.S. Social Security Card 
Original or certified copy of a Birth Certificate 
     issued by authorized U.S. agency with official seal 
Certification of Birth Abroad (issued by U.S. 
     Department of State) 
U.S. Citizen ID Card (Form I-7) 

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

Enrollment Website address:  www.L1Enrollment.com 

Call Center phone number: 877-472-6915 
 
 



JOB APPLICATION/EMPLOYMENT CONTRACT 
Please fill out all information in items 1 to 17. 

If you have worked for Manhattan Youth previously and have a COMPLETE application on 
file, please fill only, lines 1- 10  

 

1. Today’s Date     Referred By         

2. Last Name        First Name       

3. Mailing Address          Apt. #/Floor    
   (Where you prefer to receive your end-of-year tax information) 

4. City        State     Zip    

5. Other Address         Apt. #/Floor    

6. City        State     Zip    

7. Current Phone      Other Phone       

8. Cell #       E-mail         

9. Grade(if in school): __________ School You Attend______________________________ 

10. Social Security #:___________________________________ 
 

11. Have you previously worked at Downtown Day Camp: No    Yes  

12. Have you previously worked at Manhattan Youth:  No    Yes  

13. What Skills do you have to run an Activity?         

14. List Two Professional References: 

Company 1        Dates Employed     

Supervisor         Phone      

Job Description             
    

Company 2         Dates Employed     

Supervisor         Phone      

Job Description             
 

15. List One Personal Reference (not a family member):  
RELATION TO APPLICANT 

Name        Phone        
Address ________________________________________________________ 

 

REFERENCE CHECK – INTERNAL USE ONLY: 
  Date Called    Spoke to     Recommendation 
Reference 1:           HIGH  MED  LOW  DNH 
Reference 2:           HIGH  MED  LOW  DNH 
Reference 3:           HIGH  MED  LOW  DNH 
 



 

Manhattan Youth Email: info@manhattanyouth.org 
225 Broadway, Suite 1020 Phone: 212.766.1104 
New York NY 10007 Fax: 212.766.3980 

2
16. Have you ever been convicted of a Crime? No   Yes   If  Yes please explain below :  

              

17. I state that the information above is true. Misrepresentations can lead to dismissal. 

 

Signature of Applicant           Date    

POSITION   Applicants - DO NOT write in shaded area 
 

 
Job Title:       FT    PT    Salary:   /   End Date:    

After-School: PS 234    IS 89    PS 89    PS 150   PS 276   PS 397   DCC  

Other Staff: Community Center    Pool    Basketball    Southbridge    Other  
 

ATTENTION 
SUPERVISORS: 
Please make 
sure this 
information is 
accurate. 

 Hours (e.g. 3-6 PM) 
Monday  
Tuesday  
Wednesday  
Thursday  
Friday  
Saturday  
Sunday  

 
 
I agree to participate in up to 15 hours of professional development training per school year and two formal 
evaluations conducted with my supervisor. I have read the Manhattan Youth After-School Handbook and will 
adhere to the policies stated within. Handbooks are available in the After-School Director’s office. 
 
I understand the salary offered to me by Manhattan Youth.  I recognize that this is a part-time seasonal job and I 
will not be eligible for unemployment benefits at the end of this job as stated under Section 590.10 of the 
Unemployment Insurance Law.  I understand pay periods end on the 1st and 15th of each month, and that pay 
dates are up to two weeks after the end of each pay period.   
 
Applicant Signature:          Date:   

(Sign when above information is filled out by Site Supervisor) 
 

Site Supervisor Signature:          Date:   
 

After-School Director’s Signature:        Date:   
 

Executive Director Signature:        Date:   



  

 

Form W-4 (2010)
Purpose. Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Consider completing a new
Form W-4 each year and when your personal or
financial situation changes.

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

Exemption from withholding. If you are
exempt, complete only lines 1, 2, 3, 4, and 7
and sign the form to validate it. Your exemption
for 2010 expires February 16, 2011. See
Pub. 505, Tax Withholding and Estimated Tax.

Check your withholding. After your Form W-4
takes effect, use Pub. 919 to see how the
amount you are having withheld compares to
your projected total tax for 2010. See Pub.
919, especially if your earnings exceed
$130,000 (Single) or $180,000 (Married).

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

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure
the total number of allowances you are entitled
to claim on all jobs using worksheets from only
one Form W-4. Your withholding usually will
be most accurate when all allowances are
claimed on the Form W-4 for the highest
paying job and zero allowances are claimed on
the others. See Pub. 919 for details.

Personal Allowances Worksheet (Keep for your records.)

Enter “1” for yourself if no one else can claim you as a dependentA A

● You are single and have only one job; or
Enter “1” if:B ● You are married, have only one job, and your spouse does not work; or B

● Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
� �

Enter “1” for your spouse. But, you may choose to enter “-0-” if you are married and have either a working spouse or
more than one job. (Entering “-0-” may help you avoid having too little tax withheld.)

C
C

Enter number of dependents (other than your spouse or yourself) you will claim on your tax returnD D

E E

F F

Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.) �H H
● If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

and Adjustments Worksheet on page 2.
For accuracy,
complete all
worksheets
that apply.

● If you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exceed
$18,000 ($32,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.

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

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

OMB No. 1545-0074Employee’s Withholding Allowance CertificateW-4Form

Department of the Treasury
Internal Revenue Service

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

Type or print your first name and middle initial.1 Last name 2 Your social security number

Home address (number and street or rural route) MarriedSingle3 Married, but withhold at higher Single rate.

City or town, state, and ZIP code

Note. If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.

55 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2)
$66 Additional amount, if any, you want withheld from each paycheck

7 I claim exemption from withholding for 2010, and I certify that I meet both of the following conditions for exemption.
● Last year I had a right to a refund of all federal income tax withheld because I had no tax liability and
● This year I expect a refund of all federal income tax withheld because I expect to have no tax liability.

7If you meet both conditions, write “Exempt” here �

8

Under penalties of perjury, I declare that I have examined this certificate and to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature
(Form is not valid unless you sign it.) � Date �

9 Employer identification number (EIN)Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) Office code (optional) 10

Enter “1” if you have at least $1,800 of child or dependent care expenses for which you plan to claim a credit

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

Cat. No. 10220Q

Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)

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

Nonwage income. If you have a large amount
of nonwage income, such as interest or
dividends, consider making estimated tax

G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

G
● If your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter “1” for each eligible

child plus “1” additional if you have six or more eligible children.

● If your total income will be less than $61,000 ($90,000 if married), enter “2” for each eligible child; then less “1” if you have three or more eligible children.

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

Tax credits. You can take projected tax
credits into account in figuring your allowable
number of withholding allowances. Credits for
child or dependent care expenses and the
child tax credit may be claimed using the
Personal Allowances Worksheet below. See
Pub. 919, How Do I Adjust My Tax
Withholding, for information on converting
your other credits into withholding allowances.

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

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Form W-4 (2010)

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

payments using Form 1040-ES, Estimated Tax
for Individuals. Otherwise, you may owe
additional tax. If you have pension or annuity
income, see Pub. 919 to find out if you should
adjust your withholding on Form W-4 or W-4P.

2010



Page 2Form W-4 (2010)

Deductions and Adjustments Worksheet
Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.

Enter an estimate of your 2010 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and
miscellaneous deductions

1

$1
$11,400 if married filing jointly or qualifying widow(er)

$$8,400 if head of household 2Enter:2
$5,700 if single or married filing separately ��

$3 Subtract line 2 from line 1. If zero or less, enter “-0-” 3
$Enter an estimate of your 2010 adjustments to income and any additional standard deduction. (Pub. 919)4
$5Add lines 3 and 4 and enter the total. (Include any amount for credits from Worksheet 6 in Pub. 919.)5
$6Enter an estimate of your 2010 nonwage income (such as dividends or interest)6
$7Subtract line 6 from line 5. If zero or less, enter “-0-”7

Divide the amount on line 7 by $3,650 and enter the result here. Drop any fraction8 8
Enter the number from the Personal Allowances Worksheet, line H, page 19 9
Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet,
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1

10
10

Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)

Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet)1

2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more
than “3.” 2

3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter
“-0-”) and on Form W-4, line 5, page 1. Do not use the rest of this worksheet 3

Note. If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4–9 below to figure the additional
withholding amount necessary to avoid a year-end tax bill.

Enter the number from line 2 of this worksheet4 4
Enter the number from line 1 of this worksheet5 5
Subtract line 5 from line 46 6

$Find the amount in Table 2 below that applies to the HIGHEST paying job and enter it here7 7
$Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed8 8

Divide line 8 by the number of pay periods remaining in 2010. For example, divide by 26 if you are paid
every two weeks and you complete this form in December 2009. Enter the result here and on Form W-4,
line 6, page 1. This is the additional amount to be withheld from each paycheck

9

$9

Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this
form to carry out the Internal Revenue laws of the United States. Internal Revenue Code
sections 3402(f)(2) and 6109 and their regulations require you to provide this
information; your employer uses it to determine your federal income tax withholding.
Failure to provide a properly completed form will result in your being treated as a single
person who claims no withholding allowances; providing fraudulent information may
subject you to penalties. Routine uses of this information include giving it to the
Department of Justice for civil and criminal litigation, to cities, states, the District of
Columbia, and U.S. commonwealths and possessions for use in administering their tax
laws, and using it in the National Directory of New Hires. We may also disclose this
information to other countries under a tax treaty, to federal and state agencies to
enforce federal nontax criminal laws, or to federal law enforcement and intelligence
agencies to combat terrorism.

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

4

Table 1
All OthersMarried Filing Jointly

If wages from LOWEST
paying job are—

Table 2
All OthersMarried Filing Jointly

If wages from HIGHEST
paying job are—

Enter on
line 7 above

If wages from HIGHEST
paying job are—

Enter on
line 7 above

Enter on
line 2 above

If wages from LOWEST
paying job are—

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax returns and return information are
confidential, as required by Code section 6103.

Enter on
line 2 above

0
1
2
3
4
5
6
7
8
9

10

If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.

$0 -
7,001 -

10,001 -
16,001 -
22,001 -
27,001 -
35,001 -
44,001 -
50,001 -
55,001 -
65,001 -
72,001 -
85,001 -

105,001 -
115,001 -

$7,000 -
10,000 -
16,000 -
22,000 -
27,000 -
35,000 -
44,000 -
50,000 -
55,000 -
65,000 -
72,000 -
85,000 -

130,001 - and over

0
1
2
3
4
5
6
7
8
9

10
11
12
13
14
15

$0 -
6,001 -

12,001 -
19,001 -
26,001 -
35,001 -
50,001 -
65,001 -
80,001 -
90,001 -

$6,000 -
12,000 -
19,000 -
26,000 -
35,000 -
50,000 -
65,000 -
80,000 -
90,000 -

120,000 -
120,001 and over

$0 -
65,001 -

120,001 -
185,001 -

$550
910

1,020
1,200
1,280330,001 and over

$65,000
120,000
185,000
330,000

$0 -
35,001 -
90,001 -

165,001 -

$550
910

1,020
1,200
1,280370,001 and over

$35,000
90,000

165,000
370,000

105,000 -
115,000 -
130,000 -



A citizen or national of the United States

Please read instructions carefully before completing this form.  The instructions must be available during completion
of this form.  ANTI-DISCRIMINATION NOTICE:  It is illegal to discriminate against work eligible individuals. Employers
CANNOT specify which document(s) they will accept from an employee.  The refusal to hire an individual because of
a future expiration date may also constitute illegal discrimination.
Section 1. Employee Information and Verification. To be completed and signed by employee at the time employment begins.

Print Name:    Last First Middle Initial Maiden Name

Address (Street Name and Number) Apt. #

(month/day/year)

Date of Birth (month/day/year)

StateCity Zip Code Social Security #

Address (Street Name and Number, City, State, Zip Code)

and that to the best of my knowledge the employee

I attest, under penalty of perjury, that I am (check one of the following):I am aware that federal law provides for
imprisonment and/or fines for false statements or
use of false documents in connection with the
completion of this form.

A Lawful Permanent Resident (Alien #) A
An alien authorized to work until

(Alien # or Admission #)

is eligible to work in the United States. (State employment agencies may omit the date the employee began employment.)

Employee's Signature Date (month/day/year)

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

Print NamePreparer's/Translator's Signature

Date (month/day/year)

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

ANDList B List CORList A
Document title:

Issuing authority:

Document #:

Expiration Date (if any):

Document #:

Print Name TitleSignature of Employer or Authorized Representative

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

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

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

Document #: Expiration Date (if any):Document Title:

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

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

employee began employment on

Expiration Date (if any):

Department of Homeland Security
U.S. Citizenship and Immigration Services

Form I-9 (Rev. 05/31/05)Y Page 2

  Employment Eligibility Verification
OMB No. 1615-0047; Expires 03/31/07

NOTE: This is the 1991 edition of the Form I-9 that has been rebranded with a
current printing date to reflect the recent transition from the INS to DHS and its
components.

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

Theseus Roche Program Director

Manhattan Youth Recreation & Resources, Inc. 120 Warren Street, New York, NY 10007



For persons under age 18 who 
are unable to present a 
document listed above:   

LISTS OF ACCEPTABLE DOCUMENTS

LIST A LIST B LIST C

2.   Permanent Resident Card or Alien 
Registration Receipt Card (Form 
I-551)

7.   Unexpired employment 
authorization document issued by 
DHS (other than those listed under 
List A)

1.   Driver's license or ID card issued by 
a state or outlying possession of the 
United States provided it contains a 
photograph or information such as 
name, date of birth, gender, height, 
eye color and address

1.   U.S. Social Security card issued by 
the Social Security Administration 
(other than a card stating it is not 
valid for employment)

9.   Driver's license issued by a Canadian 
government authority

1.   U.S. Passport (unexpired or expired)

2.   Certification of Birth Abroad 
issued by the Department of State 
(Form FS-545 or Form DS-1350)

3.   An unexpired foreign passport with a 
temporary I-551 stamp 

4.   An unexpired Employment 
Authorization Document that contains 
a photograph 

      (Form I-766, I-688, I-688A, I-688B)   

3.   Original or certified copy of a birth 
certificate issued by a state, 
county, municipal authority or 
outlying possession of the United 
States bearing an official seal

3.   School ID card with a photograph

5.   An unexpired foreign passport with 
an unexpired Arrival-Departure 
Record, Form I-94, bearing the same 
name as the passport and containing 
an endorsement of the alien's 
nonimmigrant status, if that status 
authorizes the alien to work for the 
employer

6.   Military dependent's ID card

4.   Native American tribal document

7.   U.S. Coast Guard Merchant Mariner 
Card

5.   U.S. Citizen ID Card (Form I-197)

8.   Native American tribal document

6.   ID Card for use of Resident 
Citizen in the United States (Form 
I-179)

10.   School record or report card

11.   Clinic, doctor or hospital record

12.   Day-care or nursery school record

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

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

Form I-9 (Rev. 06/05/07) N Page 2

4.   Voter's registration card

5.   U.S. Military card or draft record

Documents that Establish Both 
Identity and Employment 

Eligibility

Documents that Establish  
Identity 

Documents that Establish  
Employment Eligibility

OR AND



 
 

SCR USE ONLY LDSS-3370 (Rev. 04/2009) FRONT 
NEW YORK STATE 

OFFICE OF CHILDREN AND FAMILY SERVICES 
STATEWIDE CENTRAL REGISTER DATABASE CHECK 

Agency Use Only 

REQUEST I.D.: 

      

  ALL INFORMATION MUST BE COMPLETE. PLEASE PRINT OR TYPE  
 AGENCY CODE: 

DOH 
 RESOURCE I.D. (RID) 

336 
  CHILD CARE FACILITY SYSTEM (CCFS) NUMBER: 

217639 
CATEGORY USE ALPHA CODE:  

Y 
PHONE NUMBER (Area Code): 

(212) 766 - 1104 
  PRINT BELOW THE ADDRESS ASSOCIATED WITH YOUR RID/CCFS NUMBER: 

AGENCY 
NAME: 

 Manhattan Youth 

AGENCY 
LIAISON: 

Theseus Roche 

STREET 
ADDRESS

120 Warren Street 

CITY: New York STATE: NY  ZIP CODE: 10007 

The particular classifications of persons who must or may be 
screened are set forth on the reverse side of this document. The 
alpha codes to complete the “Category” box above are also on 
the reverse side of this form 

FOR ALL CATEGORIES: Complete the following for yourself, 
your spouse, your children and any other person(s) in your 
home at the present time. MAKE SURE YOU COMPLETE ALL 
MAIDEN NAME/ALIAS SECTIONS THAT APPLY.  IF NONE, 
STATE “NONE” List RELATIONSHIP in the fields below  

(see reverse side for instructions) Attach additional page if 
necessary.  

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

                                            APPLICANT/HOUSEHOLD MEMBER AREA             *PLEASE TYPE OR PRINT CLEARLY                     

RELATIONSHIP TO  
APPLICANT 

LAST NAME FIRST NAME SEX 
M/F 

DATE OF BIRTH
 

APPLICANT                        

MAIDEN/ALIAS                        

                             

                             

                             

                             

                             

                             

                             

Please provide your current address and any other addresses at which you have resided for the last 28 years, including street, city and state. For Adoption, 
Foster Care, Family and Group Family Day Care, also include the same address history for household members 18 of age and older.  

 CURRENT STREET ADDRESS 
      

APT # 
      

 CITY 
      

 STATE 
      

 ZIP 
      

FROM 
      

TO 
      

 PREVIOUS STREET ADDRESS 
      

APT # 
      

 CITY 
      

 STATE 
      

 ZIP 
      

FROM 
      

TO 
      

 PREVIOUS STREET ADDRESS 
      

APT # 
      

 CITY 
      

 STATE 
      

 ZIP 
      

FROM 
      

TO 
      

 PREVIOUS STREET ADDRESS 
      

APT # 
      

 CITY 
      

 STATE 
      

 ZIP 
      

FROM 
      

TO 
      

 PREVIOUS STREET ADDRESS 
      

APT # 
      

 CITY 
      

 STATE 
      

 ZIP 
      

FROM 
      

TO 
      

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

      
  APPLICANT’S SIGNATURE  DATE 

      

EIGHTEEN YEARS OLD OR OVER: 
I 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 I have provided will be used to inquire of the Statewide Central Register to determine if I am the subject of an indicated 
report of child abuse or maltreatment. 
 SIGNATURE  DATE 

      
  SIGNATURE  DATE 

      



LDSS-3370 (Rev. 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 From To 

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    

                                    



LDSS-4434-3 (Rev 2/2006) 

 Applicant Medical Statement 
    INSTRUCTIONS 

    
 

 A Health Care Provider’s signature is required in both sections of this form 
 Please print clearly 

 
 

Submit Maintain 
On-Site  

Applicant Name:  
        

Date of Birth: 
        

   

 

Tuberculin Test Information 
 Date of Test:   /  /       

 Mantoux Result:     Positive   Negative       mm  TB Test 
 If applicant was previously Positive, indicate date:   /  /      Health Care Provider 

 If  Positive:   Signature: 

           Was a Chest X-ray ordered?    Yes    No   Name:       

 
                   If No, attach health care provider’s statement 
                   indicating why it was not ordered. 

 
 Title:       

                    If Yes, is Chest X-ray normal?  Yes     No   Phone:  (   )     -      

                    If  No, attach health care provider’s statement 
                   documenting treatment and follow-up.  

 Date:     /  /     
  

(mm / dd / yyyy) 

(mm / dd / yyyy) 

(mm / dd / yyyy) 

 
Medical Condition 
 On the basis of my findings and on my knowledge of the above named individual, I find that he/she is fit to provide 

child care and is not currently exhibiting signs or symptoms suggestive of a communicable disease that could be 
transmitted during child care.     Yes     No 

   

   
  Medical Condition 
  Health Care Provider 

   Signature: 

   Name:       

   Title:       

   Phone:  (   )     -      

 

Comments:       

  Date:     /  /     

(mm / dd / yyyy) 
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