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POLICY BULLETIN #06-161-OPE

OBSOLETE CHILD CARE AND EMPLOYMENT FORMS

Date: Subtopic(s):
December 11, 2006 Obsolete Forms

This procedure can The purpose of this policy bulletin is to inform all Job Center staff that
now be accessed on the | the following employment and child care forms are obsolete. This
FlAweb. policy bulletin serves as information for all other staff.

The following child care forms are being made obsolete because the
Office of Child Care has moved to the Administration for Children’s
Services (ACS):

Child Care Appointment Notice (M-528))

Summer Child Care Call-In Letter (W-559G)

Summer Child Care Appointment Notice (W-500Q)

Work Plus ESP; Mandatory Appointment Notice for Part-Time
Employed Participants (W-500A)

The following employment forms are being made obsolete because
these forms are no longer used and no replacement form was issued
or needed:

e Voluntary Appointment Notice (M-74f)

e Mandatory Appointment Notice; NPA Food Stamp Participant
Referral to FIA Caseworker (W-138J)

e Appointment Letter (W-25J)

The electronic versions | The paper versions of the following forms are no longer used. These

S;ti:lese forms are still | gre systemic forms accessible through NYCWAY:

e Job Notice (FIA-3A)

e Pilot Employability Assessment and Employment Plan (EXP-
584A)

HAVE QUESTIONS ABOUT THIS PROCEDURE?
Call 718-557-1313 then press 2 at the prompt followed by 765 or
send an e-mail to FIA Call Center

Distribution: X



PB #06-161-OPE

e BEGIN Mandatory Job Search Notice (EXP-53FF)

The action code associated with this form is no longer in use.

See PB #02-201-EMP e Mandatory Appointment Notice Tempforce Employee to

Employment Vendor (EXP-53JJ)

Tempforce is no longer an employment vendor affiliated with
the Human Resources Administration (HRA).

Center Directors must ensure that all previous versions of the forms,
including the multilingual equivalents, are removed from circulation
and recycled.

Effective Immediately

Please use Print on Attachments:

Demand to obtain copies

of forms. EXP-53FE

EXP-53JJ

EXP-584A

FIA-3A
M-74f
M-528]
W-25J
W-138J

W-500A

W-500Q
W-559G

BEGIN Mandatory Job Search Notice (Obsolete)
Mandatory Appointment Notice Tempforce Employee
to Employment Vendor (Obsolete)

Pilot Employability Assessment and Employment Plan
(Obsolete)

Job Notice (Obsolete)

Voluntary Appointment Notice (Obsolete)

Child Care Appointment Notice (Obsolete)
Appointment Letter (Obsolete)

Mandatory Appointment Notice; NPA Food Stamp
Participant Referral to FIA Caseworker (Obsolete)
Work Plus ESP; Mandatory Appointment Notice for
Part-Time Employed Participants (Obsolete)
Summer Child Care Appointment Notice (Obsolete)
Summer Child Care Call-In Letter (Obsolete)

FIA Policy, Procedures and Training

2 Office of Procedures
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~ The CITY of NEW YORK

Form EXP-53FF (face)

7124102 Human Resources Administration
|_ _| e” Family Independence Administration
M 1
Date:
Center:
Case Number:
Case Type:
Caseload:
BEGIN MANDATORY JOB SEARCH NOTICE
Dear Sir/Madam:
As a condition of yolil emplay ity Program, ypu arg|requit attend a one day
a week job search af the BE il releas amr the¢ day a GIN will document
your attendance. Pl supenfisor. Pleasg [report to:
| | L |
PLACE:
DATE:
TIME:
CONTACTS:

TELEPHONE NUMBER:

TRAVEL DIRECTIONS:

If there is an emergency and you cannot report as scheduled you must call the telephone number above
to reschedule.

Seth Diamond
Executive Deputy Administrator/Commissioner
Family Independence Administration

CASH ASSISTANCE IS TIME LIMITED. A JOB IS YOUR FUTURE



Form EXP-53FF (reverse) Human Resources Administration

7124/02 Family Independence Administration
[ 1
Fecha:
Centro:
[ 1 Numero del Caso:
Tipo de Caso:

Carga de Casos:

AVISO PARA BUSQUEDA DE EMPLEO OBLIGATORIA DEL PROGRAMA BEGIN

Estimado(a) Sefior(a):

Como condicion de su leo ;
una busqueda de em a\v
y BEGIN documentayg/su te
de presentarse al:

Op unidadﬁ reguiere que usted asista a
ama BEGIN eadar (le itira salir por el dia

a documentacion al superyisor de su empleo. Favor

— 1 | —]

LUGAR:

n
ST \-7A /AN —

HORA:

CONTACTOS

NUMERO DE TELEFONO:

INDICACIONES DE VIAJE:

Si surge una emergencia y no le es posible presentarse como se ha programado usted debe llamar al
namero de teléfono que aparece arriba para programar otra cita.

Seth Diamond
Subadministrador/Subcomisionado Ejecutivo
Family Independence Administration

LA AYUDA EN EFECTIVO ES POR TIEMPO LIMITADO. SU FUTURO ESTA EN UN EMPLEO



S The CITY of NEW YORK

E Human Resources Administration
“%¥ Family Independence Administration

Form EXP-53JJ (face)
7/23/02

Notice Date:
Job Center:
Case Number:
Case Type:
CIN:

SSN:

Action Code:

MANDATORY APPOINTMENT NOTICE
Tempforce Employee to Employment Vendor

Dear Tempforce Employee:

you arg] currently

ance verification, you
You will also receive

Please give a copy 0fthis appointmentTetter to your supervisor, and also bring a copy of it with you to the
employment vendor appointment. Bring a copy of your resume, any school/training certificates or other
information about your employment skills and history that you think might be helpful to the goal of gaining
permanent employment.

Please contact if you are unable to keep this appointment because of a
documented emergency.

APPOINTMENT INFORMATION
Vendor Location:

Appointment Date: Time:

Travel Directions:

Seth Diamond
Executive Deputy Administrator/Commissioner



Form EXP-53J3J (reverse)
7/23/02

AVISO DE CITA OBLIGATORIA
Empleado(a) Temporario (Tempforce) al Vendedor de Empleo

Estimado Empleado Temporario:

Human Resources Administration
Family Independence Administration

Fecha del Aviso:

Centro de Empleo:

Numero del Caso:

Tipo de Caso:

CIN:

NSS:

Cddigo de Accién

Como un empleado contratado a través del Programa Tempforce, usted esta actualmente trabajando en
un empleo temporario con salario subS|d|ado Debido a que su empleo es temporario, se requiere segln

el  programa, que ¢

dampletq
SEmMana

idr) comp
a)) a reu

y sin $fbsi

con un ven

leta de su p
nirse con el

superv

idio. |Rara as]stlrle ensu
edor|de empleo, que le

te. E>e§l'm ia confirmacion
endedor de empleo. Usted

sor, y de ta

biénjtraer u;ha copia con

usted a la cita con el'vendedor de empleo. Traiga una copia de su hoja de vida, cualquier certificado de
escuela/entrenamiento u otra informacion sobre sus habilidades laborales e historial que usted piense
gue pueda ser beneficiosa para las meta de obtener empleo permanente.

Favor de comunicarse con

a una emergencia documentada.

si usted no puede acudir a esta cita debido

Local del Vendedor :

INFORMACION SOBRE LA CITA

Fecha de la Cita:

Hora:

Indicaciones de Viaje:

Seth Diamond

Subadministrador/Subcomisionado Ejecutivo



Form EXP-584A (page 1)
6/12/02

The CITY of NEW YORK

Human Resources Administration

*Family Independence Administration

Brooklyn, Manhattan, Staten Island and Special Needs Regions
Employability Assessment and Employment Plan

. EMPLOYABILITY ASSESSMENT

Demographics

Case/App Reg Number: Suffix: Line Number:

Last Name: First Name: MI:
Sex: [ |Male [ | Female Date of Birth: [ or Social Security Number: - -
Is this a(n): month/day/year

D Update Assessment Date: (month/day/year)

[ ] New Assessment/Plan  Date: (month/day/year)

/AN [N /7N /[ | | |
—— l— p— S —.
1. Language Proficiency Aggess t
A. Enter Y below for the [ahguage($) [ypu spga ad and/gr write
Li rguage\ \\ Sbeak Réad Write

English \\ - \\
Spanish \ / } \\ } /
Russian \\// _j \U \\// I I _l
French/Creole NS N~ e —
Chinese
Laotian
Hindi/Urdu
Other (Specify):
B1. Is English your primary language? | Yes [ ]No B2. English studied as a second language? | Yes [ ]No

2. Assessment-Primary Questionnaire

A. Do you have an alcohol or drug problem? [ | Yes I No
1. Is screening form (LDSS-4571) completed? [ ] Yes I No
B. Claiming personal issues? [ ]ves [ INo
1. Do you have a medical problem? | ] Yes | I No
A. Has the task List (W-680F/W-680W) been completed? ] Yes I No
B. Physician's Employability Report (W-538) provided? | ] Yes [ INo
2. Needed at home? [ lYes []No
3. Special Assessment? | ] Yes [ ]No
4. Other Claims? [ lYes []No
C. Have you been convicted of a felony? [ | Yes [ I No

Nature of Felony

Date Convicted




Form EXP-584A (page 2) Human Resources Administration
6/12/02 Family Independence Administration

3. Children Associated with Case
A. Enter information for every child known to WMS.

Licer:rs]fec?”gglilgacr:re el Cost or No Cost
S Child's Date | Special Needs: Age 13 to 19 . Arrangement
Child's Name of Birth (Y or blank) 1. Licensed 2. Informal | ; ~ot 5 No Cost
3. Not in Place - Arrange 3. Not Required
4.Not Required '
B1. Any child(ren) not known to WMS? [ ] Yes [ | No B2. If so, is child care required? [ ] Yes [ | No

4. Referral and Return Appointments

N\ — yanN ] 1 [ ]

Referral Tyyéf\\ _T\ff I Go eﬂfﬂﬁ\é\ra Date Ap.pﬁ_.é.itine.rt @utcome Code Oué‘;‘t)?e
Foster Care I } I \ \ =
Full Special Assessmet|{Waive _"< \\ —] ]

Medically disabled
Needed at Home for Caré Purppges ﬂ )

Partial Special Asssessmeat Waivef L \\_/ \ / | | I

Other-requires investigation_/ A 4 N | | — I
SA Treatment (Alcohol/Drug)
Have all referrals and return appointments been made? | | ves [ I No
5. Exemptions
Type XMP Date/Outcome Override

Age 50 or (FS only)
Aged 60 or older (PA only)
Foster care

Full special assessment waiver

Has child(ren) under 6 years old (FS only)
Has child(ren) under 13 weeks (PA only)
Medically disabled

Needed at home for care purposes
Other-requires investigation

Over 8 months pregnant (PA only)

Pregnant (FS only)
SA treatment (alcohol/drug)
SSl received

UIB received

Under age 18/19 and HS

Work, WEP, Training for 33/36 Months (ABAWD)
Works 30 or more hours




Form EXP-584A (page 3)

6/12/02

Human Resources Administration
Family Independence Administration

6. Continue Assessment/Refer Individual to SAP
Do you wish to refer individual to SAP?

[ ] Yes

[ ] No

You are referring individual to SAP?

[lyes [ |No

7. Personal Circumstances

A.

B. Have you ever participated in any educational or training program?

Veteran? | | Yes [ |No
1. Active Duty? [ ]Yes

2. Campaign Veteran? | | Yes
3. Disabled Veteran? [ ] Yes
4. Seperated Veteran? [ | Yes

2. How many of these programs did you complete?

3. Number of months in training?

4. What is the name of the last program you completed?

[ ] No
[ ]No
[ ] No
[ ]No

[ JYes [ |No

1. How many educational or training programs have you attended in the past 3 years?

5. When did you complete the last educational or training program?

[ Jves [ ]

Ever employed?

No

Job Title/Job Type”™ \

T N\Fof N\ A\

To

Pays

Balary Freq | Leave

[/ \\

Iy

A\W/a\

]
O

J

)

/

~ |~ ||

D. Do you have any licenges? ds

1. Driver's License []

5

@

2. Licensed Practical Nufse | [Yes | | No

3. Food Handler Certificate
4. Other

[ lYes [ |No
[ lYes [ |No

Do you have a High School Diploma or GED?

[ ]Yes [ |No

What is the highest grade you completed in school?

LI

L

Completed by SAP or Begin Managed Program
Reading Skills: grade level

Math Skills: grade level IR

8. Experiences and Preferences (CheckkA all that apply)

OO OO0 OO m
(I O | R A

Maintenance

Janitorial

Mechanic

Food Service
Domestic

Building Maintenance
Security
Housekeeping
Construction

House Painting
Other:

DO OO m

L]
[

Human Services

OO e

Child Care
Health Care
School Aide
Hospital Work
Home Care
Livery / Taxi
Beauty Culture

Other:

OO0t m

[
[

Office and Other

Dot

Clerical

Computer Technology
Data Entry
Receptionist

Word Processing
Messenger

Sales

Other:




Form EXP-584A (page 4) Human Resources Administration
6/12/02 Family Independence Administration

I. EMPLOYMENT PLAN

9.Work Activity Schedule(s)

A. Activity and Category (select one choice each item from Sections 1and 2 below)

1. ACTIVITY 2. CATEGORY
L] 1. work Experience Program (WEP) and Education "] 1. Maintenance
[ ] 2. WEP and Vocational Training L] 2. Human Services
[] 3. Training and Education ] 3. Office Work/Other
[ ] 4 ESL
B. Assignments
ADVENT Project Cooperation
BEGIN Employment Plus Refugees
BEGIN Managed Activities SAP
ESP /Special Pop. /Sanctioned Substance Abuse
Job Search Training Enroliment
LIVES 'Wage Subsidy
POISED sanctioned [ J|___|
Pride |

]

time. | ust complelel each} step of the plan. Failure to
iblic ass|stance and{dr Fodd Stamp benefits.

Y e s O 1 O

[ ] 2.The plan is unable to incorporate your preferences to the extent possible because:

i

10. Applicant's/Parti
| understand that | ar

D

Q
o
3
o
@
—
@
o
>
<
©
(]
=
<.
<
D
<
=
®
O

[ ] The type of assignment requested is unavailable.

[ ] You seek to enroll in a disapproved program.

[ ] You do not meet the requirements of the requested program at this time.
[ ] You have already completed 12 months of education or training

[ ] Other

Applicant's/Participant's Signature Date

FIA Worker's Signature Date



Human Resources Administration
Family Independence Administration

Form EXP-584A (page 5)
6/12/02

ANSWERS FOR QUESTIONS REQUIRING ENTRIES

Question 1A Answers:

Afrikaans
Albanian
Ambharic
Arabic
Armenian
Ashanti
Bengali
Bosnian
Bulgarian
Burmese
Croat
Czech
Danish
Dutch
Estonian
Farsi

Question 2C Answers:

» Aggravated Sexual Assaylt

* Arson

* Assault upon Police or P€ea
Officers

* Attempted Murder

* Burglary

+ Criminal Possession
of Weapon

Question 7C Answers:

Occupations

» Armed Forces

» Automation-Related
Occupation

* Banking-Related Occupation

+ Beautification/Barber

» Bookkeeping

* Bridge/Tunnel Toll Clerk

* Child Care

* Coach

* Computer Operator

« Contractor

* Data Entry

* Delivery Person

Frequency:
1 Yearly
2 Monthly

Reasons for Leaving:
1 Quit
2 Fired

Questions 7F Answers:
00 No Formal Education
01 Grade 1
02 Grade 2
03 Grade 3
04 Grade 4
05 Grade 5
06 Grade 6

Finnish
Georgian
German
Greek
Guijarati
Hebrew
Hungarian
Icelandic
Ingush
Italian
Japanese
Khmer
Korean
Kurdish

* Doctor

* Food/Drink Services

* Home Health Aide/Attendant
* Hospital-Related Occupation
* Housekeeper

* Jewelry-Related Occupation
* Laborer

* Legal Occupations

* Lodging-Related Services

* Machine Operator

* Maintenance

* Manager

* Medical-Related Occupation

3 Twice a Month
4 Every Two Weeks

3 Laid Off
4 Job Ended

07 Grade 7

08 Grade 8

09 Grade 9

10 Grade 10

11 Grade 11 or Disabled
with IEP Certification

12 High School Graduate

Macedonian
Malay
Mongolian
Montenegran
Norwegian
Native American Lngs.
Pashto
Patois
Persian
Polish
Portuguese
Punjabi
Romanian
Serbian

Sign Languages
Slovakian
Swahili
Swedish
Tagalog
Tamil

Thai
Tibetan
Turkish
Ukrainian
Uzbek
Vietnamese
Wolof
Yiddish

Croater] [ ]

sion of Contrjo|led
nce

| Other

I' Sexual Conduct against

a Child
* Sodomy
* Other

]

Sale of Narcotics

Messenger

Ministry Field
Miscellaneous Clerical
Musician/Artist
Nurse/Nurse Aide

Parking Attendant
Personal Services
Postal-Related Occupation
Protective Services
Recreational Services
Research-Related Occupation
Sales-Related Occupation
School Crossing Guard

5 Weekly
6 Daily

5 Medical
6 Moved

13 1 Year of College

14 Vocational School

15 Some College, No
Degree

16 Associate's Degree

17 Graduate School

18 GED

* Shipping/Receiving Clerk

* Social Work

* Tailor/Seamstress

* Teacher

* Teacher Aide/Student Aide
* Telephone Operator/Repair
* Theatrical

* Translator

* Transportation Occupation

* Travel-Related Occupation

* Other

7 Hourly

7 Retired

19 Bachelor's Degree
20 Master's Degree
21 Doctorate



Form EXP-584A (S) (page 1)
Rev. 10/22/02

The CITY of NEW YO RK

Human Resources Administration

Family Independence Administration

Plan Modelo de Empleo y de Evaluacion de Empleabilidad

I. EVALUACION DE EMPLEABILIDAD

Datos Demograficos

Numero Fijo de Caso/Solicitud: Sufijo: Numero de Linea:
Apellido: Nombre: Inicial:
Sexo: [ ] Hombre [ | Mujer Fecha de Nacimiento: /] o NUmero de Seguro Social: - -
mes/dia/afio
Se trata de:
[ ] Una Evaluacién Actualizada Fecha:
(mes/dia/afio)
[ ] Una/un Nueva/o Evaluacjén/Plan cha: _
. \ / (me&dla/aﬂ) \ | |
1. Evaluacién de Competei¢ia Linyiilstica l\j
A. Anote S mas abajo para todo$ log idiom us le, le@ /0 escriba
llah ;.u.ag’e/ \\ ____Speak ___Read Write
inglés \ | |
espafiol \ a \
\\// JIW\_JI\\__//
francés/criollo \\/ / / \\/ \\/ / | |
; p— = — 1 = 1
chino
laosiano
hindi/urdu
otro idioma (especifique)

B1. ¢Es elinglés su idioma principal? [ | Si

[ | No B2. ¢Ha estudiado usted el inglés como segundo idioma? [ Si

[ ]No

2. Evaluacion-Cuestionario Principal

A. ¢Tiene usted problemas con alcohol o drogas?

1. ¢Se ha llenado el formulario preliminar (LDSS-4571)?

2. ¢Desea usted referir a la persona a una evaluacion de CASAC?
B. ¢Esta usted alegando razones personales?

1. ¢Padece usted de algun problema médico?

A. ¢Se ha llenado la Lista de Tareas (W-680F/W-680W)?
B. ¢ Desea usted referir a la persona a una evaluacion de HSS?

2. ¢Se le necesita en el hogar? [1si [ INo
3. ¢Se necesita una Evaluacién Especial? []Si [ ]No
4. ¢Esta usted alegando otros problemas? []si ] No
C. ¢Hasido usted condenado(a) por un delito [ ]Si [ ] No

grave?

[]Si [ ]No
[ ]Si [ ] No
[]Si [ ]No
[]Si [ ]No
[ ]Si [ ] No
[]Si [ ]No
[]Si [ ]No

Tipo de delito

Fecha de la Condena




Form EXP-584A (S) (page 2)

Rev. 10/22/02

Human Resources Administration
Family Independence Administration

3. Nifios asociados al caso

A. Anote la informacion de cada nifio reconocido por WMS.

Cuidado Infantil -
Autorizado o Cuidado Arreglos Con o Sin
Fecha de Requisitos E iales: Edad Inf | Costo
Nombre del Nifio(a) Nacimiento del | ~€9UISItOS ESpeciales: taades ALOrstiuk 1. Con Costo
L= de 13a 19 (S o en blanco) 1. Autorizado 2. Informal »
Nifio(a) 3. No planificad 2. Sin Costo
» WD) [AFIIEENS 3. No se necesita
4. No es requerido
B1. ¢Hay nifios que no sean reconocidos por WMS? [JsSi [ ]No
B2. ¢ De ser asi, se necesita cuidado infantil’> D Si D No
1 ] ]
4. Referencias y Citas Subf'fn'e\\es j\ /m\ //\\ —J J —
odlgo d alde la g Cadigo de Fecha del
Tipo de R tleI’ICIa\ Z Sraen R rdrlcia Hora de la Cita Resultado Resultado
S
Cuidado adoptivo
Renuncia total a la evaluatipn espegia )
Incapacidad médica \\_// \ \\\_// ' —
Se le necesita en el hogar vaee--eu-‘rdaéo \\/ | - |
Otro tipo-requiere investigacion
Tratamiento de SA (alcohol/drogas)
¢Se han hecho todas las referencias y programado todas las citas subsecuentes? L Isi [ ]No
5. Exenciones
Tipo XMP Fecha/Resultado Anulacion

De 50 afios de edad o més (s6lo CA)

De 60 afios de edad o mas (s6lo AP)

Cuidado adoptivo

Renuncia total a la evaluacion especial

Tiene nifios menores de 6 afios de edad (s6lo CA)

Tiene nifios menores de 13 semanas (s6lo AP)

Incapacitacion médica

Se le necesita en el hogar para proveer cuidado

Otro tipo-requiere investigaciéon

Con mas de 8 meses de embarazo (s6lo AP)

Embarazada (s6lo CA)

Tratamiento SA (Alcohol/Drogas)

Recibié SSI

Recibié UIB (S6lo AP)

Solicité UIB (Sélo CA)

Menor de 18/19 afios de edad y en High School

Trabaja 30 0 mas horas




Form EXP-584A (S) (page 3)
Rev. 10/22/02

Human Resources Administration
Family Independence Administration

6. Continuar la evaluacion/referir la persona a SAP.

¢Desea usted referir la persona a SAP? [ | Si [ ]No ¢ Esta usted refiriendo la persona a SAP? [ ] Si [ ]No

7. Circunstancias Personales

A. ¢Es usted veterano(a)? []Si [ ]No
1. ¢Servicio Activo? [ Jsi [ ]No
2. ¢Veterano(a) de Guerra? Jsi [INo
3. ¢Veterano(a) Incapacitado(@)? [/ Si [ ] No
4. ¢Veterano(a) Licenciado(a)? 1si [JNo

B. ¢ Ha usted participado alguna vez en un programa docente o de entrenamiento?

[]

Si

[ ] No

1. ¢A cuantos programas docentes o de entrenamiento ha usted asistido durante los Gltimos 3 afios?

2. ¢Cuantos de dichos programas ha usted terminado?
3. ¢Cuantos meses de entrenamiento ha usted terminado?

4. ¢ Cual es el nombre del Gltimo programa que usted ha terminado?

5. ¢Cuéndo termind us alti gral ente cacignal? I | _| I
6. ¢Participa usted e program UNY~ e
C. ¢Ha ejercido usted algyna vez Uin [tfabaj L1 (/1]
Funcién/Tipo de T{dbajo |__//Deste_ Hasta Horh$ | Dias | Salario | Frec |Permiso

—Y N\ /

Va7
\N/A T /A\\W/R

T/ =\ 1=

D. ¢Posee usted alguna licencia o permiso? []Si [ ] No
1. Permiso de Conducir []Si [ ]No
2. Licencia de Enfermera(o) []sSi [ ] No
3. Certificado de Servicio de Comidas []sSi [ ]No
4. Otra licencia o permiso [ ]Si [ ] No

E. ¢Posee usted un Diploma de High School 0o GED? [ | Si [ ] No
F. ¢Cual es el grado escolar mas alto que usted ha terminado ?

El SAP o BEGIN Managed Program ha de llenar esta casilla

Nivel de lectura: grado escolar [_] [ ].[] Nivel de matematica: grado escolar [ ] [ ].[]

8. Experienciay Preferencias (Marque[v] todo lo que sea pertinente)

Mantenimiento Servicios Humanos

E P E P

(][] Limpieza ] [ Cuidado Infanti

L ][] Mecanica ][] Servicios Médicos
[ ] [ ] Servicio de Comidas ] [ ] Ayudante Escolar
][] Trabajo Doméstico [] [] Trabajo de Hospitales
[ ] [ ] Mantenimiento de Edificios ] [] Cuidado Doméstico
][] Seguridad [ ][] Servicio de Taxis
][] Manejo Doméstico [] [] Cuidado de Belleza
[ ] [ ] Construccion

[ ] [ ] Pintor de Casas

[] [ ] Otro tipo de trabajo : [ ] [ ] Otro tipo de trabajo:

Trabajos de Oficinay

otros tipos de trabajo

OO o fm

]

P

i Oficinista

[ ] Computacién

[ ] Proceso de Datos

[ ] Recepcionista

[ ] Procesamiento de Textos
[ ] Mensajero

[ ] Ventas

[ ] Otro tipo de trabajo:




Form EXP-584A (S) (page 4)
Rev. 10/22/02

Human Resources Administration
Family Independence Administration

II. PLAN DE EMPLEO
9. Horarios/Preferencias de Actividades de TRABAJO
A. Actividad y Categoria (seleccione una de cada una de las Secciones 1y 2 mas abajo)

1. ACTIVIDAD 2. CATEGORY
[ ] 1. Programa de Experiencia Laboral (Work Experience Program-WEP) || 1. Mantenimiento
[] 2. WEP y Entrenamiento Vocacional ] 2. Servicios Humanos
(] 3. Entrenamiento y Educacion [ | 3. Trabajo de Oficina/Otro tipo de Trabajo
[ ]4.ESL
B. Asignaciones
ADVENT Proyecto Cooperacion
Empleo Plus BEGIN (BEGIN Employment Plus) Refugiados
Programas Administrados BEGIN (BEGIN Managed Programs) SAP
ESP/Pob. Especial/Sancionado Abuso de Substancias
Busqueda de Trabajo Inscripcion en Entrenamiento
LIVES Subvencion Salarial
POISED P WEP/Sancionado
PRIDE T ] |

Yo entiendo que se espgra que ! ic R iempo. T
El no terminar cualquier 4 S
para alimentos.

[ ] 1. El plan incorpora s

. i i§ e
[ ] El tipo de asignac! .
[ ] Usted desea inscribirse en un programa que no ha sido aprobado.

[ ] Usted ya ha terminado 12 meses de educacion o entrenamiento.
[ ] Otra razén:

piigo-tenobligadion de'terminar cada fase del plan.
ién de mi-asistencial publica neficios de cupones

Firma del Solicitante/Participante Fecha

Firma del Trabajador de la FIA o del Trabajador Autorizado Fecha



Form EXP-584A (S) (page 5)
Rev. 10/22/02

Human Resources Administration
Family Independence Administration

Ill. RESPUESTAS PARA PREGUNTAS QUE REQUIEREN ANOTACIONES

Respuestas a la Pregunta 1A:

Afrikaans
Albanés
Aleman
Ambharico
Arabe
Armenio
Bengali
Birmano
Bosnio
Bulgaro
Checo
Coreano
Croata
Curdo
Danés
Eslovaco

Respuestas a la Pregunta
* Asalto Sexual Agravante
* Incendio Intencional
* Asalto a Policias
u Oficiales de la Paz
* Intento de Homicidio
* Rateria
* Posesion Criminal de Armal

Respuestas a la Pregunta 7C:

Ocupaciones

* Fuerzas Armadas

» Ocupaciones Relacionadas a
la Automotriz

« Ocupaciones Relacionadas

o ala Banca

« Estilista/Barbero

* Contabilidad

* Empleado(a) de Peaje de

o Puentes/Tuneles

 Cuidado Infantil

* Entrenador(a)

* Operador(a) de

» Computadora

« Contratista

- Proceso de Datos

* Repartidor(a)

Frecuencia:
1 Anualmente
2 Mensualmente

Estonio
Farsi
Finlandés
Georgiano
Griego
Guijarati
Hebreo
Holandés
Hungaro

Idiomas de los indios americanos

Islandés
Ingush
Italiano
Japonés
Khmer

» Secuestro

* Doctor(a)
» Servicio de Comidas/Bebidas
* Asistente/Ayudante de
Salud Doméstica
* Ocupaciones de Hospital
* Manejo Doméstico
» Ocupaciones Relacionadas a
o la Joyeria
* Trabajador(a)
* Ocupaciones Legales
* Servicios Relacionados
al Hospedaje
» Operador(a) de Maquinarias
» Mantenimiento
* Gerente
* Ocupaciones Relacionadas a
la Medicina

3 Dos veces al mes
4 Cada dos semanas

Razones por las cuales dejé el trabajo:

1 Renuncia
2 Despido

Respuestas a la Pregunta 7F:

00 Ninguna Educacién Formal
01 Primer Grado

02 Segundo Grado

03 Tercer Grado

04 Cuarto Grado

05 Quinto Grado

06 Sexto Grado

3 Paro forzoso
4 Fin del trabajo

07 Séptimo Grado

08 Octavo Grado

09 Noveno Grado

10 Décimo Grado

11 Onceavo Grado o
Incapacitado(a)
con Certificacion IEP

Lenguajes Gestuales
Lituano
Macedonio
Malayo
Mongol
Montenegrino
Noruego
Pashto

Patua

Persa

Polaco
Portugués
Punjabi
Rumano

Sueco
Swabhili
Tagalo
Tamil
Tailandés
Tibetano
Turco

Twi
Ucraniano
Uzbeco
Vietnamés
Wolof
Yidish
Otro idioma

erbocval:;—l |_ _l

 [Homicifio sin Premeditacidn

|

* Delito Sexual contra
Menores

as I Sodomia

* Otro delito

]

* Mensajero

» Campo del Ministerio

» Oficinistas Miscelaneos

» Musico/Artista

* Enfermera(o)/Asistente de
Enfermera(o)

* Guardacoches

* Servicios Personales

* Ocupaciones Relacionadas
al Correo

* Servicios de Proteccion

* Servicios de Recreacion

* Ocupaciones Relacionadas a
la Investigacion

» Ocupaciones Relacionadas a
la Venta

5 Semanalmente
6 Diariamente

5 Razén médica
6 Mudanza

12 Titulo de Bachiller (High School)

13 Primer Afo de Universidad

14 Escuela Vocacional

15 Alguna Educacion Universitaria,
sin Titulo

16 Titulo Asociado

* Guardian(a) de
Cruces Escolares

* Oficinista de

* Envios/Recibos

* Trabajador(a) Social

* Sastre/Costurera(o)

» Maestro(a)/Profesor(a)

* Asistente Escolar

» Operador(a)/Reparador(a)
de Teléfonos

* Ocupaciones de Teatro

* Traductor(a)

» Ocupaciones de Transporte

» Ocupaciones Relacionadas
a los Viajes

» Otra ocupacion

7 Por hora

7 Retiro

17 Escuela de Posgraduados
18 GED

19 Licienciatura

20 Maestria

21 Doctorado



Form FIA 3A (face) C Job Notice ) Human Resources Administration

Rev. 3/22/01 Family Independence Administration
Completed by: Unit/Program:

Phones:| | | [ [ [ H{ T T 1] °-*°=1|1~;|Il-||l||| | m_‘
Current Status

Rebudgeted Yes [ |No (] Closed Yes [ INo meuadclvn [(CJNo ] Recoup PA [JF$ [ ]

i. Applicant/Participant Last Name o First Name

Employed Person: (Please Print) rl l T l l I I I ] l I ] I I [ l l I [ l l
Vendor Enroliment Date:

Case Name (if different): I l ] _, T j 'I l I ] —I
Case#&Sufﬂx:L [ I ] I l ’ J - l ] Line#:[l____‘ ) Last Day with Vendor

on| | [ [T T T 1] e e e

h— N Applicant | PA Category:

Center: EE‘ Caseload: L | | Participant _ 1)FA D 2) SNA D 3)NPAFS D
il. Employment Information (You must complete all information) Social Security: l ] I |L , IL | | | |
Salary: $ Hiy OJ wky (] Biwky [T Monthly [] J This job replaces present job. U
Number Hours Worked per Week: (check [] one) Job Status Changes: Same job, increase in income/hours. [ ]
(1 hours vary, use average) F-rom M m’ AMPM ) Second job in addition to present job. [ ]
Employer: Public [] Private []  Job'Title: Subsidized [ Unsubsidized [
Address: EmpoyerPhone#: [ | | |-[ [ [ ][ [ [ [ |
Third Party Health insurance (TPHI) Ind. [] FA.[J Amt| | | | | |

Documentation provided? Yﬂo - '5_|
If Yes, specify: /\ "l I —I‘I I l | '
[ HRERRIEREN

il. Child Care Information For
(Attach additional pages for than

Does applicant/participant have child
care costs for children under

If Yes, complete section below:
(Note: If participant is currently receiving child care

C re Payment Code
(for EPU completion) l:l:]

thly childcare expenses:. $
i n: |
care povlded_l per week:

payment he/she should still complete this section.) Child care site: 1) Child's Home
Child's Name Date of Birth 2) Registered Family Day Care Home
I 1 _l ] l I | I 3) Group Family Day Care Home
4) Day Care Center
I ] - l 5) Unlicensed Provider's Home Enter #

]
LT

Is provider a relative? Yes [ |No [ ]
Provider's SS# I | I —| l | I —' L ] l I I If Yes, what is provider's relationship to the child?
ro : - - :
Is provider on public assistance? Yes [ | No [ |
Provider's address: iy, tor "
‘es, enter Case #:
Is provider caring for more than two children who are NOT related to

Provider's name:

theprovider?  Yes [ | No
Provider's phone #: - -
* s phone I [ l I L l l I I [ J I —I Has provider been convi of any crime against
License/Registration #: children? Yes No [yj
Expiration Date: Is provider under 18 years of age? Yes [ | No [ ]

in signing this Job Notice, | certify that the information in items |, Il and Il is accurate and income will be rebudgeted by agency.
Applicant's/Participant's Signature: Date:

The information annotated was reportedby: [ ] Mall [ ] Phone [ ] Fax [ ] In Person

Contractor/FIA Worker's Signature: Date:
Response from income Clearance Program (ICP) or Centsr to FIA Employment Processing Unit:
Action taken as a result of FIA 3A Recurting Child Care Supplemental Payment
. Entered Yes [ | No [ |
Case Active, Eamings Rebudgeted Yes [JNo [
Case Closed Yes [(JNo [ Cloging Code: ; Closing Date:
PA Recoupment initiated Yes (JNo [ Amount $
FS Recoupment initiated Yas [JNo [ Amount § ;
If no action was taken to close or redice the grant, indicate the nuon(clrebﬂvmbw):
01 Case closed prior to receipt of FIA 3A 05Notemployed ______ Date lost job:
02 Person removed from PA case prior to receipt of FIA 3A 06 Fair hearing pending, aid continuing
03 Eamed income budgeted prior to recaipt of FIA 3A 07 Other
04 Employed but income does not excesd expenses :
Eligibllity Specialist Signature: : Date:
Supervisor Signature: Date:




Form FIA 3A (reverse) Human Resources Administration
Rev. 3/22/01 Family Independence Administration

The Job Nofice FIA 3A Is to be completed for all applicants/participants who have obtained employment. The staff member filling out or completing information on the FIA 3A
with the applicant/participant must complete all sections. Staff at Centers, contractors, vendors, and Emg)ulgrmen: BEGIN Managed Programs. SNA intake (Conference and
Conclliation), Ressurce Development. Attendance Verfication Unit, Work Experience Program (WEP), ness Lirk, Independent Job Search, and Department of Labor
(DOL), are respansibie for completing all the sections on the FiA 3A

The Employment Service Unit (ESU) worker must complete the FIA 3A with the applicant/participant who has obtained empioyment. The FIA 3A must then be submitted
immediately to the Case Management Unit (CMU) worker for processing.

Fleld Name: Annotation:
Completed by: Worker prints his/her name on this line.
Unit/Program: " Enter unit's name and location. (Example: JIC #53)
Telephone: Waorker enters his/her office telephone number.
Date: Enter date on which FIA 2A Is completed. Write in number of month, day and all four digits of the year. (Example:(01/24/2000)
Source Code: Fill in the three-digit code that shows where the employment information originated.
Current Status: Leave dlank.
Rebudgeted: Check Yes or No.
Closed: Check Yes or No.’
Recoupment Needed: Chezk Yes or No.
Recoup PA or FS: Check Yes or No.
\. Applicant/Participant Information:
Empioyed Person: Print applicants/participant's last name, first name. :
Casa nama (if differant): Cormnplate only if case name is different from the applicant's/participant's name.
Vendor Ervoliment Date: The: date the applicant/participant was enrolled by the vendor (use most recent date if applicant/participant left and returned).
Last Day with Vendor: The: last day with the vendor.
Case # and Suffix: Wirite the case number in the first seven digits of the boxes. In the one box after the dash, write the applicant's/participant’s suffix.
Line #: Fill In two digit code (from WMS screen).
CIN # Write the applicant's/participant's CIN number.
. Enter two digit Center number.
Casaload: Enter the three digit caseload number.
Applicant/Participant: Check the box that applies.
Category: 1) gA Wirite the number In the box that corresponds to the public assistance category to which the applicant/participant is assigned.
2) SNA
J)NPAFS
Il. Employment Information:
(You must complete all information).
Social Security #: Entar applicant's/participant's Social Security number.
Salary: Wriiz in the salary exactly as it is quoted to you in terms of hourty, weekly, biweekly or monthly salary.
Per: Hour, Weekly, Bl-weekly or Monthly: Check which applies.
Number Hours Worked per Week: Fill i the number of hours per week the applicant/participant works. Fill in the hours that the participant works.
(if varies, use average) from am/pm to am/pm
Job Status Changes: This job replaces present job, same job, increase income/hours, second job In addition o prasent job. Check cormect box.

Job Title: Print in capital letters the titie that best describes the applicant's/participant’s job. Check box for subsidized/unsubsidized.

Empioyer: Public/Private cant’s/participant’s mpany If applicable. Check Public/Private box.
Address: & third line, jprint the cify] state and p|code. I
Employer Telephone:
Documentation Provided?
if Yes, specify: ~
Third Party Health Insurance:
1) Individua!
2) Famity I
3) Amount
Unemployment Insurance
Date Job Started: applicanl/participant started this job. If the month
know ihé month the applicant/participant started
Know appircani/participarnt got & job soime
Date of First Pay: H:I

lil. Child Care Information for all Children:
(Attach additional pages if necossary for more
than one provider,)

(Left Hand Column)
Doss applicant/participant hava child care
costs for children under 137 Yas or No. Check the Yes or the No box.

if Yes, complete information below:

{Note: I applicant/pariicipant |s currently
recetving child care payment he/she should
still complete this section)

Chiid's Name Date of Birth: Enter the child’s name/date of birth (month/day/year).
Wiite in the numbers, the month, day and the four digits of the ysar of the birth of the child covered by this child care fee.

Provider's Name: r""'"ﬁnmm““m care provider in capital letters: first name first, then last name. ff it is a day care center, print the full name
n capl 5

Provider's Social Security #: i this Is & private sitter, Gll in the person's Social Security number. If the provider is licensed, write N/A (not applicable) on the line.

Provider's Address: On the first line write the provider's address, city, state and zip code.

Provider's Telephone #: Fill In the provider's area code and telephone number.

Licensed/Registration #: if the provider is licensed or has a registration number, write the license/registration number on this line.

Expiration Date: Write the expiration date of the license on this line. If provider is & private sitter, write N/A. It is important to get this information. If
the provider Is licensed; and the license number |s nol providid, the case will be treated as an unlicensed provider, and the

applicant/participant will receive less than the amount due.
(Right Hand Column)

Child Care Payment Code Leave these two boxes blank.
(for EPU completion)
Monthly Child Care Expenses: Wirite the child care cost per month. If the amount quoted is hourly, muﬂpgnlhe hourly rate by the total daily hours and then convert
tg“s':rg:.nonmty Multiply the semi-monthly by two to convert to monthly. this line, record the monthly amount on an amount per
s.
Date Care began: Write the numerical date that the children entered day care (private sitter or day care center).
Number of hours of care per week: Enter number of hours the provider cares for the child(ren), If mora than one child Is involved, enter the highest number of hours
Type of Child Care: Enter 1,2,3.4,5 or 6, according 1o the type of child care used in the box.
1) Child's Home Unlicensed privals sitter cares for the child{ren) in the chiid(ren]'s home.
2) Reglstered Family Day Care Reglstered family day care in provider's home which cares for up 1o 6 children.
3) Group Family Day Care Registared family day care with up to 12 childran, with two providers. (Such facliities are rare in NYC.)
4) Day Care Ceriter A day Gare center opeaied in compiance willh lederal laws and reguiations for such child cars services.
§) Unlicensed Providers A person providing child care for a child who is not related, in the child's home or in the provider's own home.
Is provider a relative? Enter Yes or No.
if ?ﬂs'd;nnt is provider's relationship Specify relationship: i.e., aunt, cousin, or grandmother, etc.
to
ls provider an public assistance? Enter Yes or No.

if Yes, provider's Public Assistance Case #:  Enter seven digit case number plus sulfix.
1% provickar caring for mors than iwo children  Enter Yes or No. If Yes, the worker must help the applicant/participant find a different provider.
at the same time who anz NOT related to the

provider?
Has provider been convicted of a Enter Yes or No. 1f Yas, this 1a egal and the worker must help the applicant/participant find different chitd care.
CHiTS Egaiisl CIWikiren?
Is provider under 18 years of age? Enter Yes or No, If Yes, the provider must have working papers and must adhere o the following guidelines: Providers 14 and 15
old mmm?maummm.hmmsdeny.orm twurs of 7pm and 7am.
o viders 16 and 17 years old must not provide care during school hours, for more than 4 hours per day, or between 10pm and
m.
Statoment:
In signing this Job Notice, | certify that the informaition in items |, 1l and lll is accurate and income will be rebudgeted by agency.
Applicant/Participant Signature/Date: Applicant/participant must sign full name and date in ink if present.
Statement:

The information annotated was reported by.  Check Mail, Phone, Fax or In Person.
FiA/Contractor/Worker Signature/Date: Conilractor/worker must sign full name and date.



Form M-74f (face)
12/5/01

The CITY of NEW YORK

lHuman Resources Administration

Familylndependence Administration

Date:

Appointment Date:

Appointment Time:

Case Number:

CIN Number:

Center:

Social Security Number:
Action Code:

B | N |

tment [Notice

— 1 | —]

Dear Sir/Madam:

AT,

You have volunteered t W pe opulatior Vendor | Lh.e_SdeciEd Popum Vendor will work with
you to enhance your skills and help you to find employment.

Your Special Population Vendor appointment is indicated below.

If you are unable to keep this appointment, please contact the Special Population liaison at (212) 896-8784.

Location:

Orientation Date:

Time: a.m.[] p.m.D

Travel Directions:

Seth Diamond,
Deputy Commissioner



Form M-74f (reverse)
12/5/01

The CITY of NEW YORK

lHuman Resources Administration
Familylndependence Administration

Fecha:

Fecha de la Cita:

Hora de la Cita:

Numero de Caso :

Numero CIN:

Centro:

Namero de Seguro Social:

Cadigo de Accidn:

B | N |

oluntaria

— 1 | —]

Estimado Sefior(a):

Usted se ha voluntariado —Pob’acio’n—Eépec:i—al (Sp;-tDopulation Vendor).

El Vendedor de Poblacién Especial trabajara con usted para mejorar sus habilidades para ayudarle a
encontrar empleo.

Su cita con el Vendedor de Poblacién Especial esta indicada a continuacion.
Favor de notraer nifios a su cita.

Si usted no puede acudir a esta cita, favor de comunicarse con el enlace de Poblacién Especial al
(212) 896-8784.

Lugar:

Fecha de Orientacion:

Hora: _ am.[] pm.[]

Indicaciones de Viaje:

Seth Diamond,
Deputy Commissioner



" The CITYof NEW YORK

& Human Resources Administration
" FamilyIndependence Administration

Form M-528j
1/22/04

n N

Date:
Case Type:

Case Number:

Case Name:

Center:

Caseload:

Hours:
Action Code:

Child Care Appointment Notice
Dear Parent/Guardian:

It is time to start planning for your school year child care needs! Below is the child care provider currently on record as caring for your
school age child(ren) (ages five through 12).

Child(ren)'s Name(s) Provider's Name

First Name Last Name First Name Last Name
First Name Last Name First Name Last-Name
First Name Last Name First Name Last Name

Is this information correct? Is a provider listed? Are you keeping the same provider for the school year?

If the information above is incorrect, or| you need to make a ‘change, then you must visit your Job Center, An appointment has been
scheduled for you. This appointment is not mandatory. When you come in for your appointment, bring a new Child Care Provider
Application and Voucher Form — Part | (W-273B) completed by your provider and the necessary documentation. If you are no longer
using the provider, contact your Worker immediately, and ask the provider to write in a termination date on the HRA1 Child Care
Attendance and Fee Record.

Child care payments for any preschool children will continue as usual. Please note that in order for HRA to pay for child care, you must
either be employed or in a work-related activity such as the Work Experience Program (WEP), Employment and Services Placement
(ESP), Skills Assessment and Placement (SAP), or an approved educational training program.

Appointment Information

Appointment Date: Time: Phone:

Location:

Location Name

Address Line 1

Address Line 2

City State Zip Code

Travel Directions:

May you and your family enjoy the rest of the summer.

Sincerely,

Kay Hendon
Executive Director

Enclosure: Child Care Provider Application and Voucher Form — Part | (W-273B)



Form W-25J (face) Human Resources Administration
Rev. 1/8/01 Family Independence Administration

APPOINTMENT LETTER

From: Learning Lab at Date:

To: Participant Name Case No.:

Dear Participant:

You have been assigned to the FIA Reassessment Center. Now that you have completed your allotted time in the
Learning Lab, you are required to be re-evaluated for your readiness to get a paying job. Reassessment will help
you take the next step toward that goal.

You are scheduled to report on , promptly at 9:00 AM to:

Date of Appoint _l |_ _l _l

FIA Reassessment C¢
248 Duffield Street
(between Fulton ang
5th Floor
Brooklyn, New York

]

i

B #3 to| F tre
#4445 to NS Stree
A, C, E, G to Hoyt-Schermerhorn
N, R to Lawrence Street

Train Directions:

|

Your appointment is MANDATORY. Failure to comply may result in the reduction of your public assistance benefits.
In case of an emergency, call (718) 222-5505 before your scheduled reporting date.

Please do not bring your children with you, since the reevaluation process may take from three to four hours. Itis
only a one-day appointment that will place you in an appropriate activity in the borough in which you live.

It is essential that you arrange child care for your children under 13 at least two weeks prior to the reassessment so
you can begin your next activity immediately.

If you have been receiving full-time child care while in the Learning Lab, your care will continue without interruption.

Learning Lab Worker: Telephone:

Signature



Form W-25J (reverse) Human Resources Administration
Rev. 1/8/01 Family Independence Administration

AVISO DE CITA

De: Laboratorio de Aprendizaje en Fecha:

A: Nombre del Participante Nam. del Caso:

Estimado(a) Participante:

Usted ha sido asignado(a) al Centro de Revaluacion de la FIA (FIA Reassesment Center). Ahora que usted ha
completado su espacio de tiempo concedido en el Laboratorio de Aprendizaje (Learning Lab) se le requiere que
sea revaluado para estar preparado para conseguir un empleo a sueldo. La revaluacién le ayudara a tomar el
proximo paso hacia ésa meta.

Usted esta programado a presentarse el , puntualmente alas 9:00 a.m. a:

B | N |

FIA Reassessment Cg
248 Duffield Center
(entre las calles Fultg libughby
5to piso
Brooklyn, New York

]

i

|

Como llegar por tren:\ —#Z o #3 hasta

4 0 #5 hasta Ne
A, C, E, G hasta Hoyt-Schermerhorn
N, R hasta Lawrence Street

Su cita es OBLIGATORIA. El no cumplir puede resultar en la reduccion de sus beneficios de asistencia publica.
En caso de emergencia, llame al (718) 222-5504 antes de la fecha programada a presentarse.

Favor de no traer a sus hijos con usted, ya que el proceso de revaluacién puede durar de tres o cuatro horas.
La cita es unicamente de un solo dia que le colocara en una actividad apropiada en el condado en cual usted
reside.

Es esencial que usted haga arreglos de cuidado para nifios para sus hijos menores de 13 afios de edad por lo
menos dos semanas antes de la revaluacion para que usted pueda comenzar su proxima actividad
inmediatamente.

Si usted ha estado recibiendo cuidado para nifios por tiempo completo mientras ha estado en el Laboratorio de
Aprendizaje, su cuidado continuara sin interrupcion.

Trabajador(a) del Laboratorio de Aprendizaje: Teléfono:

Firma



Form W-138J (face)
7424/02

The CITY of NEW YORK

Human Resources Administration

Family Independence Administration

Notice Date:

FSC:
Case Number:

Case Type:
CIN:

SSN:

Mandatory Appointment Notice
NPA Food Stamp Participant Referral to FIA Caseworker

Dear NPA Food Stamp Participant;

Food Stamp Employment and Tralnlng (FSET) is a federal requirement for mandated work activities for
individuals who receiye e 3 = rk activities for up
to 30 hoursfweek tofoart S-{ire ) F f '€ from-work

ch, you alg re

3 3 & ired to accept a referral
appomtment for plemen i ror b ; b eﬂssign ent

ill be detemined

While you are at th an FIA Casewonker who will answer any
questions you ma [ t noli‘y, includi ing you find an
Employment Services Plg ) i b placem training services.
The FIA Caseworker will also, if necessary, help you to find a child care provider.

Below is important information that shows your appointment date and time to report.

Appointment Information

Appointment Date:

Time:

Location:

Contact Telephone Number:

Travel Instructions:

FAILURE TO KEEP THIS APPOINTMENT OR FAILURE TO PARTICIPATE AS REQUIRED MAY RESULT IN THE
REDUCTION/TERMINATION OF YOUR FOOD STAMP BENEFITS.

Sincerely,

Seth Diamond

Executive Deputy Administrator/Commissioner
Family Independence Administration



Form W-138J (reverse) Human Resources Administration
7124102 Family Independence Administration

Fecha del Aviso:
FSC:
Nidmero del Caso:

Tipo de Caso:
CIN:
NSS:

Aviso de Cita Obligatoria

Referencia para el Participante de Cupones para Alimentos No de Asistencia Pablica (NPA)
al/a la Trabajador(a) de Casos de la FIA

Estimado Participante De Cupones para Alimentos No de Asistencia Publica:

El Programa de Cupones para Alimentos, Empleo y Entrenamiento (Food Stamp and Training - FSET) es un
requerimiento federal para actividades de trabajo obligatorias para personas que reciben cupones para

, I HRA puede dsjgnar a tvidade‘f calificables hasta
& keciblen cupones para jglimertps que no sean exentos

dades|de|trabajo| De sér as|, justed esta fequerido a aceptar
i ion de actividad de trabajo.|Ernumero de horas de

i e as” par i tosusted| sera | e istado{a) por un(a)
Trabajador{a) de Case p alqm&Ee usted pn:drr::lener acerca de la
politica de empleo actual de la Agencia, mcluyendo ayudare a encontrar un vendedor de Servicios de
Colocacion de Empleo (Employment Services Placement - ESP) que le asistirA con servicios de
entrenamiento y colocacién de empleo. Elfla Trabajador(a) de Casos de la FIA le ayudara, si es necesario, a

encontrar un proveedor de cuidado infantil.

A continuacién se encuentra informacion importante que indica la fecha y hora para presentarse a su cita.
Informacion de la Cita

Fecha de la Cita:

Hora:

Lugar;

Numero de Teléfono de Contacto:

Indicaciones de Viaje:

EINO ACUDIR A ESTA CITA O EL NO PARTICIPAR COMO ES REQUERIDO PUEDE RESULTAR EN LA
REDUCCION/TERMINACION DE SUS BENEFICIOS DE CUPONES PARA ALIMENTOS.

Atentamente,

Seth Diamond
Subadministrador/Subcomisionado Ejecutivo
Family Independence Administration



Form W-500A (face)
1/13/03

» The CITY of NEW YORK

ff2 Human Resources Administration

[ o

Al Family Independence Administration

Date:

Case Number:

CIN:

Center:

SSN:

Action Code:

Work-Rlus ESP
Mandatory \Appeintment-Noticefar Part-Time-Employed-Participants

Dear Sir/Madam:

As long as you are not employed full-time_and continue to receive public assistance, New York State law
requires that you be engaged in| an activel and continuing search for employment. As part of this
obligation, you are required to work|\with @ Work Plus Employment Services| Provider (ESP) vendor that
will assist you in enhancing|your skills and in finding full-time employment.

If you have children under thirteen (13) years of age, you may need to make child care arrangements. If
you already have a child care provider, have your provider complete and return the enclosed Child Care
Provider Form (W-273B) to you. You can obtain the W-273B from your JOS/Worker. You must bring or
mail the completed form to the Child Care Services Unit located at 109 East 16" Street, 10" Floor, New
York, NY 10003.

If you are unable to find a child care provider, call the Child Care Services Unit at (212) 835-7610. Itis
your responsibility to make child care arrangements, or to let us know that you have been unable to find
appropriate child care. In order to avoid delays, all child care arrangements must be completed at least
one week before your appointment.

Your Work Plus ESP appointment is indicated below. If you cannot come to this appointment, you must
call the provider at least twenty-four (24) hours in advance at the number below to reschedule your
appointment. Failure to do so may subject you to sanctions (see below).

LOCATION: PHONE:

APPOINTMENT DATE: TIME:

TRAVEL DIRECTIONS:

You must keep this appointment. FAILURE TO KEEP THIS APPOINTMENT OR FAILURE TO
PARTICIPATE AS REQUIRED MAY RESULT IN THE REDUCTION OF YOUR CURRENT PUBLIC
ASSISTANCE BENEFITS FOR A SPECIFIC PERIOD OF TIME OR TERMINATION OF YOUR PUBLIC
ASSISTANCE BENEFITS. Please bring this letter to your appointment.

Please note: “Failure to comply with public assistance work requirements has no effect on your Medicaid

eligibility. There are no work requirements for Medicaid.”

Seth Diamond
Executive Deputy Commissioner



Form W-500A (reverse) Human Resources Administration
1/13/03 Family Independence Administration

Work Plus ESP
Aviso de Cita Obligatoria para Participantes Empleados a Tiempo Parcial

Estimado(a) Sefior(a):

Mientras usted no esté trabajando a tiempo completo y continlde recibiendo asistencia publica, las leyes del
Estado de Nueva York requieren que usted se mantenga buscando trabajo activa y seguidamente. Como
parte de esta obligacion, se le requiere que colabore con un vendedor proveedor de servicios de empleo de
Work Plus Employment Services Provider. (ESP) que le ayudard a mejorar sus capacidades de trabajo y a
encontrar empleo & tiempo completo.

Si usted tiene nifios menores de trece |(13) afios de edad; puede que usted necesite hacer arreglos de cuidado
infantil. Si usted ya tiene un_proveedor.de cuidado infantil, haga (que _su proveedor| llene y le devuelva el
formulario (W-273B (S)) adjunto del Proveedor|de Cuidado Infantil (Child |Care| Provider Form). Usted puede
obtener el W-273B (S) de su Trabajador/JOS) Usted tiene que traer o enviar porcorreg el formulario rellenado
a la Unidad de Setvicios de Cuidado [Thfantil (Child Care Services Unit) localizado en el 109 East 16" Street,
10" Floor, New York, NY 10003.

Si usted no puede encontrar un proveedor de cuidado infantil; llame ala Unidad de Servicios de Cuidado
Infantil (Child Care Services Unit) al (212) 835-7610. Usted tiene la responsabilidad de hacer arreglos para
cuidado infantil, o avisarnos de que usted no ha podido encontrar cuidado infantil apropiado. Para evitar
demoras, todo arreglo de cuidado infantil debe ser llevado a cabo por lo menos una semana antes de su cita
con Work Plus ESP.

Su cita con Work Plus ESP esta indicada méas abajo. Si usted no puede asistir a esta cita, usted tiene que
llamar al proveedor por lo menos veinticuatro (24) horas de anticipacion al nimero mas abajo para cambiar la
fecha u hora de su cita. El no hacerlo puede exponerle a sanciones (vea mas abajo).

LUGAR: TELEFONO:

FECHA: HORA:

INDICACIONES DE VIAJE:

Usted debe presentarse a esta cita. EL NO PRESENTARSE A ESTA CITA O NO PARTICIPAR COME SE LE
REQUIERE PUEDE RESULTAR EN QUE SUS BENEFICIOS DE ASISTENCIA PUBLICA ACTUALES SEAN
REDUCIDOS POR UN PERIODO DE TIEMPO ESPECIFICO O QUE SUS BENEFICIOS DE ASISTENCIA
PUBLICA SEAN DESCONTINUADOS. Favor de traer esta carta a su cita.

Notese por favor: “El no cumplir con los requisitos de trabajo de asistencia publica no afecta su derecho a
Medicaid. No existen requisitos de trabajo para Medicaid.”

Seth Diamond
Subcomisionado Ejecutivo
Family Independence Administration



" The CITYof NEW YORK

Human Resources Administration
Family Independence Administration

Form W-500Q
1/22/04

n N

Date:

Case Name:

Case Number:
CIN:

Job Center:

Action Code:

Summer Child Care Appointment Notice

Dear Parent or Guardian:

It is time to plan and prepare for thesummer, Even though” youn children are notin schopl during the summer, you are still required
to attend your assigned/ activity) Therefore, lyou may need to make a change in child care arrangements for your school-age children
(ages five [5] through twelve [12])\or need/help finding child care far the summer.

An appointment has been set up for_you\to comein.| It is NOT| A]MANDATORY APPOINTMENT._If you are currently receiving
part-time child care payments for your school-age\child(ren), the provider jwill be paid for full-time days by filling in the "“full-time
day" column on the Child Attendance and Fee Recard (HRAL)./ Child care payments for your preschool children will continue as
usual.

Keep your scheduled appointment if you:

e want to enroll your child(ren) in a summer camp program;

¢ need help finding a summer camp or other summer arrangements for your child(ren);

¢ are using a different child care provider for the summer.

Do not come to your appointment if:

® you are not changing child care providers;
¢ your child(ren) will attend a "Summer in the City" camp program.

In order for HRA to pay for child care, you must either be employed or be participating in a work-related activity such as the Work
Experience Program (WEP), Employment and Services Placement (ESP), Skills Assessment Program (SAP), or an approved
education training program.

Appointment Information

Appointment Date: Time: Phone:

Location:

Location Name

Address Line 1

Address Line 2

City State Zip Code

Travel Directions:

If you keep this appointment, you must bring a Child Care Provider Application and Voucher Form — Part | (W-273B) completed by
your provider and the necessary documentation.

Enclosure: Child Care Provider Application and Voucher Form — Part | (W-273B)



The CITYof NEW YORK

f Human Resources Administration

Form W-559G (face)

5/20/02
Family Independence Administration
Return Address: Mail Date:
Case #:
SS #:
Participant’s First Name, Last Name: Job Center #:
Participant’s Street Address: NYCWAY Action Code:

City, State, Zip:

Dear Parent:

It is time to plan and prepare for the summer! As you know, you are required to participate in your work activity or
work over the summer months. We recognize that you may need to make a change in your child care
arrangements for your school-age children (ages 5 through 12) or you may need help finding full time child care or
a summer camp.

An appointment has been set up-foryou to,come in. ItissNOT-a MANDATOR Y-appointment:

If you are currently receiving\part time! child care lpayments for your school-age child/children, and will use the same
provider full time during the summer (6/orimore hours a day), your provider can get the full time rate. S/he should
write on the attendance form (HRAT) sent'qut at the end of the month the number of full time days s/he cared for
your child in the month in the|“FT Days” column.\ Child care payments for-any pre-schoolchildren you have will
continue as well.

Please note that in orderfor HRAt0 pay for’child care,/you -must either-be employed-orin a work-related
activity such as WEP, ESP/SAP-or-an appreved edueation/training-program.

KEEP YOUR SCHEDULED APPOINTMENT IF:

e You want to enroll your child(ren) in a summer camp program.
e You need help finding a summer camp or other summer arrangement for your children.
e You are using a different child care provider for the summer.

DO NOT COME TO YOUR APPOINTMENT IF:

e You are not changing child care providers.
e Your child/children will attend a “Summer in the City” camp program.

APPOINTMENT INFORMATION

Location:
Day: Date: Time:
Travel Directions:

If you keep this appointment, you must bring a Child Care Provider Application and Voucher Form completed by
your provider and the necessary documentation.

Sincerely,

Kay Hendon

Director, HRA/FIA Office of Child Care

Enclosures: Flyer, Child Care Provider Application and Voucher Form

(Vea al dorso)



Form W-559G (reverse)
Date 5/20/02

i Human Resources Administration
Family Independence Administration

Remitente: Fecha de Envio:

NUmero del Caso:

Ndmero del SS:
Nombre, Apellido del Participante: Numero del Centro de Empleo:
Direccién y Calle del Participante: Caodigo de Accion NYCWAY:
Ciudad, Estado, Cédigo Postal:

Estimados Padres:

iEs tiempo de planificar y prepararse para el verano! Como usted sabe, se requiere que usted continle en su
actividad de trabajo o de trabajar durante los meses de verano. Nosotros reconocemos que usted puede necesitar
hacer cambios en sus planes de cuidado infantil de sus nifios de edad escolar (edades de 5 a 12 afios) o que
puede necesitar ayuda para encontrar cuidado infantil a tiempo completo o un campamento de verano.

Hemos fijado una cita para que usted se presente. NO es una cita OBLIGATORIA

Si usted esté actualmente recibiendo pagos para cuidado infantil a tiempo parcial por su(s) nifio(a)(s) de edad
escolar y va a usar el mismo, praveedor para cuidadg’infantil, pero a tiempo completo durante el verano (6 o mas
horas diarias) a su Provéedor se le puede pagar la tafifa‘de tiempo completo. Lo Unico que el o ella tiene que
hacer es escribir en la columna tituladal (Dias alTiempo Completo) “FTT days” en la hoja de asistencia (HRA1) que
se envia al fin del mes, el nimera de.dias que el o ella cuido|a tiempo|completo a su nifio(a). También continuaran
los pagos para cuidado infantilpor cualquier nifio(a) de edad preescolar que usted tenga.

Favor de notar que para que/la HRA pueda pagar por su cuidado infantil usted debe estar empleado(a),
participando en una actividad/relacionada ¢on trabaja, como WEP & ESP/SAP o en un|programa de
entrenamiento/educacion que este aprobado.

ACUDA A SU CITA PROGRAMADA SlI:

o Usted desea matricular a su(s) hijo(s) en un programa de campamento de verano.

o Usted necesita ayuda para encontrar un campamento de verano o para hacer otros planes de verano para sus
hijos.

e Usted esta usando otro proveedor diferente de cuidado infantil de nifios durante el verano.

NO ACUDA A SU CITA SI:

e Usted no esta cambiando de proveedores para cuidado infantil.
e Su(s) nifio(s) van a asistir a un programa de campamento de “Verano en la Ciudad” (Summer in the City.)

INFORMACION SOBRE SU CITA:

Lugar:

Dia:

Instrucciones Fecha: Hora:
Para Llegar:

Si usted va acudir a esta cita usted debe traer el formulario de Solicitud Y Comprobante del Proveedor de Cuidado
infantil completado por su proveedor y acompafiado de la documentacion necesaria.

Atentamente,

Kay Hendon
Director, HRA/FIA Oficina para el Cuidado Infantil

Incluidos: Volantes, Solicitud de Proveedor para Cuidado Infantil y Formulario de Comprobante

(See other side)



