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Birth Certificate, Passport, Naturalization Certificate and/or Resident Alien Card

Social Security Card

Driver’s License or Non-Driver’s Photo ID

High School Diploma, General Equivalency Diploma; or College Degree (s)/Official transcript
$9 and/or $75 Money Order(s)

Copy of military ID (active members) or a copy of your DD-214 Form (If applicable)

Any certificates or licenses necessary for your job title/trade (if Applicable)

Court Dispositions (if applicable)

Driving Abstracts (if applicable)



K ONn the lINnK pelow In ordaer to complete tne 1oliowing rorms. Ne Nex
few slides mirror the online forms and have been highlighted to assist you
with filling them. Please print and scan them back to your assigned Staffing
Specialist.

http://www1.nyc.qgov/site/jointheboldest/civilian/new-hire-processing.page



http://www1.nyc.gov/site/jointheboldest/civilian/new-hire-processing.page

DCAS Designation of Beneficiary

Federal Tax Form W-4

Employee Withholding Certificate Form IT-2104
Social Security and Pension Form

Oath of Office Agreement

PREA

NYCERS

Direct Deposit

Tenant Parking Information Form



IDENTIFICATION CARD INPUT SHEFT

DATE: _ OO0/ (WA 0H
LAST NAME: DOE FIRST MAME: JANE NIT:

SOCIAL SECURITY NUMBER: _ (0000 -0

ALARITAL STATUS: MARRIEIWSINGI E
DATE OF BIRTh: 00/00/0000

CENDER: MALE FEMALF {l:l].
RACEETHNICITY :_ HISPANIC

SHIELD NUMBER:

DY OT CAREY AN OFF-DUTY FIREARMT YTES d:l] N
CIVIL SERVICE TITLE: COMMUNITY COORDINATOR

ELOOD TYPE: A+

FENSION

NUMBER: /A FACILITY/UNIT: HR
WEIGHT: 150 HEICHT: 54 HATE. COLOFE: R EYE COLOR: RBR
COMPLETE
HOME ADDRESS: T5-20 ASTORIA BLVD
EAST ELMHURST, NY 11355
TELEPHONE NUMBER.: { 000 ) -0 00 ALTERNATE NUMBER:

CIVIL SEEVICE STATUS:

PERAMANENT PROVISIONAL NON-COMPETITIVE
( )] ( )] C »

FULL-TIME PART-TIME

( 2 ( 2

FOR HR USE QONLY
CITILTIANS ONLY: ESCORT REQUIRED ¢ ) NOESCORT REQUIRED _j|
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NYCAPS Mew Hire Packet - Personal Data | Print Form ]
(To be completed by the Employee)

o | |
sl :l Internal Use Only Employeas Initials: 7.2 Drate: 040, 00 OO
First Name [JANE | mu [N7H
Last Name |[DOE | Suffix |:|
Name
Prefix [MR./MS. |
First Name [JANET | Middle Name Ty |
Last Mame [LFOE |
- Suffix [ |
é Biographical Information
3 =
-§‘ Date of Birth [00/ 00,0000 |
o
ﬁ Highest Education Level [FHD
Marital Status [MARRIEDVSINGLH
[[] Full-Time Student (chack if applicabls)
Mational 1D
National ID (Social Security Mumber) [ooo-oo-0o00
Address
f"':d’:“' [75.20 NORTHERN BIVD |
i ress 1)
=
=
£ Apt.No. [F330 |
E (Auddress 2)
% City [EAST ELMHURST | state [NY |
H Zip Code [TT370 |
i (Postaly
County [QUEENS
(Required)




Page 2of 6

NYCAPS New Hire Packet - Personal Data
(To be completed by the Employee)

D | |

Effective Date [ | Internal Use Only | Employee Initials: 2D pate 00/00/0000
FirstName [TANE | M [ ]
LastName [DOE | Suffix | |

Add a Person Page (cont)

Phone Information

Phone 1E Telephone [[0007-000-0000 | Extension Preferred
s | [HOME | ] et e
. Phone Telephone Extension Preferred
£ ] e [CELL | [(000)-000-0000 | [ 1 g Preferred
g Emnail Addresses
S

Email PERSONAL Email JANEDOE@DOC.NYC.GOV

Type Address

History
B usa

Military Status [N/ A

Citizenship  [[T.5 PASSPOURT |
(Proof 1)

Regional

Citizenship | |
(Proof 23

Eligible to Work in U.5. ;checkif applicabile)

Driver's License Page (if applicable)

Driver's License # [123-456-789 |

state [}V
valid from [00J0O070000 | validte  [D0/00/0000 |

License Type [E |

Drivers Lice nse




Page 3 of 6

NYCAPS New Hire Packet - Personal Data
(To be completad by the Employee)

o | | internal Use Only Employea Initials: ﬁ'z:} Date: 00/ 00/ 0000

First Mame [JAMNE | | Il
LastName [DOE | suffixc [

Contact Name ”AI\E DOE |

o Relationship te Employee [HTUSHEANDY | Primary Contact (check if applicable;

E Same Address as Employee? Yos [] Mo iif no, complete address fizlds below)

] Street | |
o (Address 1)

= Apt.No. | |
'é (Address )

-

£ State [ | City | | Zip Code | |
!3 (Postal)

County (Required) | |
Same Phone as Employee? []¥es Mo  Contact Phone [

Additienal Phone Phone Type = = i
Numbers for Contact: cell 1(000)-000-0000 | [ Business

Other
Phone
Numbers

Contact Name ANE DOE

Relationship te Empleyee FTOTHER |

E Same Address as Employee? Yes [ Mo if no, complete address fields below)
= Street | |
E (Address 1)
= Apt. No.
E (Address 2) | |
k=]
s Zip Code
E == | ZipCode | |
County (Requirad; [ |
Same Phone as Employea? [ Yes Mo  Contact Phone [(COD0 ) - 00 0- D000
ECTI =
CcORRECTIQN 7
P2 NG 35 5[ staomatoene oot ) cot (OUOEOTOD00T ] [ e | |
B =2 -
=

1 certify that | have personally completed this application, and everything | hawve written within is, to the best of my knowledge and belief, true and

complete.
Sign Hene

Employee Signatura:




EQUAL EMPLOYMENT OPPORTUNITY
SELF-IDEMTIFICATION FORM

[[»] | | Imternal Use Only

The City of New York is an equal opportunity employer and is strongly committed to a policy of non-discrimination. Additionally, we
are committed to recruiting a diverse and inclusive talent pool. All forms of illegal discriminatory actions against applicants for
employment and Oty employees are prohibited. In order to comply with certain federal regulations, the City of New York invites
applicants and employees to voluntarily respond to the following questionnaire. This information is confidential, will not be induded
inm personnel files, or disclosed to individuals making employment decisions, and will only be used in accordance with the provisions
of applicable laws, executive orders and regulations, including those that require the information to be summarized and reported to
the federal government for dvil rights enforcement purposes. When reported, data will not identify any spedfic individual.
Refusal to provide this self-identification information will not subject you to anmy adverse treatment.

FirstName [Jane |~ [
Last Name [Dloe | suffia [ ]
Social Security Number [000-00-0000 | Date of Birth (00/00/0000 |

Gender (K] ramsiecraman [ wseermen [ yrmsmmmienser - L o D ioigzces

Ethnicity (check, if applicable]:
EI Hispanic or Lating - A person of Cuban, Mexican, Puerto Rican, Dominican, South or Central American, or other Spanish culture or origin,
regardless of race.
Race (check one):
American Indian or Alaskan Native - a person having origins in any of the original peoples of Morth or South america (induding central
America) who maintains cultural identification through tribal affiliation or community attachment.

Asian - A persan having origins in any of the original peoples of the Far East, Southeast Asia, the Indian Subcontinent, including for
example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, vietnam.

Black or African American - & person having origins in any of the Black racial groups in africa.

Mative Hawailian or other Padific |slander - & person having orgins in any of the peoples of Hawail, Guam, Samoa, or other Pacific Islands.

White - A person hawving origins in any of the original peoples of Eurcpe, Morth Africa, or the Middle East.

oooo o O

Two of more races - all persons who identify with more than one of the above races.
Veteran Status (check amy that apply):

Disabled Weteran - & weteran who is entitled to compensation (or who but for the receipt of military retired pay would be entitled to
compensation] under laws administered by the Secretary of Weterans Affairs, or was discharged or released from active duty because of a
service-connected disability.

Becenthy Separated Veteran - aAny weteran during the three-year period beginning on the date of such veteran's discharge or release from
active duty.

Other Protected Veteran - any person who served on active duty during a war or in a campaign or expedition for which a campaign badge
hias been avthorzed, under laws administerad by the Department of Defense.

X O O

I:I Armed Forces Service Medal Veteran - any person who, while serving on active duty in the armed Forces, participated in 3 United States
military operation for which an Armed Forces service medal was awarded pursuant to Executive Order 12985

1 affirm that | have truthfully answered all of the gquestions abowe.
Signature of Employee: .., Here Date: 00/ 00/0000




Citywide Administrative
Services
DESIGMNATION OF EEMEFICIARY FORM (FOR ALL EMPLOYEES)

As an employee of the City of New York, your family members or other persons of your choice may receive a
cash benefit representing all or some of your unused annual leave, compensatory ime or accrued sick leave in
the event of your death. They may also receive a death benefit if your death results from an injury occurring
in the course of your employment through no fault of your own. This form provides you an opporiunity to
designate as beneficiaries the persons who you wish to receive those payments.

Ifyou do not designate a beneficiary on'this form, any such payment will be paid to your "estate.” That
means that the money will be distributed inaccordance with the instructions inyour Will, if yvou have one,
or pursuant to an order of a Court under the laws of the State inwhich yvou reside, if you do not hawve a WiIll.

For all Non-Managerial employees: Mayor's Execufive Order Mo. 34 dated March 26, 1971, and Labor
Relations Order No. 74/46 and its successors, describes the lump sum cash payment for accrued annual leave
and accrued compensatory time and any Accidental Death Benefit of 325,000 that are to be paid upon death.

For all Managerial employees:. Personnel Order Mo. 88/5, as amended, describes the lump sum cash payment
for accrued annual leave, accrued sick leave and accrued compensatory time and any Accidental Death Benefit
of $25,000 that are to be paid upon death.

Mame {Print) JANE DOE Employee Reference Number

Tile COMMUNITY COORDINATOR Agency DOC

Iwish to name the following persons as beneficiaries to receive any payments for accrued leave,
compensatory time or accidental death to be paid upon my death:

1. Mame and Address of Beneficiar Date of Birth Email and TeleQhone # RelationshiQ  %oof Benefit
AGMAIL.COM 000-000- T
JADE DOE . SPOUSE 100%:

(To designate additional beneficiaries see reverse side of form. )

The total %of benafit must equallO 0%

2. ldo notwish to name any beneficiaries. lunderstand that if ldo not designate a named beneficiary, all

benefits will be paid to my estate and distributed under my Will or by a court, if Ido not hawve a will.




DESIGHMATION OF BEMNEFICIARY FORM (FOR ALL EMPLOYEES)

All previous designated bensficianes are hereby cancelled and it is directed that paymenis be made upon my

death as specified abowve.
75-20 ASTORIA BLVD

SIGH #ERE

Signature of Employee (DO NOT PRIMNT) Address of Employee
TODAY'S DATE

Signed at (City, State) Date Signed

Signature of Witness (DO NOT PRINT) Address of Wiiness

Signed at (City, State) Date Signed

Mote: Itis your responsibility fo submit a new designation of beneficiary whenever changes in personal
circumstances make a beneficary designation update necessarny.

1. (List additional beneficiaries below, if needed.)

bame and sddress of Beneficigny Date of Bith  Email and Telephohe #  Relationship 2007 Denehil

Thetotal %Y%of benefitmustequal TO 100%




Form W-4 (2019

Future developments. For the latesd
information about any future developments
relatad to Form W-1, such as lagslation
enactaed after it was published, go to
WA, s ol FormnlAd,

Purpose. Complete Form W-4 so that your
employer can withhold the comect federal
Incorme tax from your pay. Consider
completing a new Form We-4 each year and
when your parsonal or financial Eutuatlun
changes.

Exemption from withholding. You may
claim exemption from withholding for 2019
it bath of the fallowing apply.

= Far 2018 you had a right to a refund of ali
fedaral income tas withheld becsuse you
had ro Lax Eability, and

= For 2018 you expect a refund of all
faedaral income tax withheld because you
expact to have no tax liability,

If you're exempt, complets only lines 1, 2,
3, 4, and T and asign the form o valldats it,
Your exemption for 2019 expires Fetruary
17, 2020. See Pub., 505, Tax Withhalding
and Estimated Tax, to lbearm maore about
whather you gualify for exemption from
withtholding.

General Instructions

Iy aren't exermpt, follow the rest of
thase instructions to determineg the number
of withholding allowances you ehould claim
for withholding for 2019 and any additional
arncurt of tax to have withheld, For regular
wages, withholding must be based on
allovances you claimed and may not be a
fiet amouwnt or percantage of wages.

You can ako use the caloulator o
wwwvirs. gov/WSApR to datermine your
tax withholding more accurataly. Considar

uging this calcukator if you have a more
complicated tax situation, such as if you
tave a working spouse, mone than ane job,
or a large amouwnt of nonwage mcoma not
subject to withholding outside of your job.
Aftar your Form W-4 takes affect, you can
alen use this calculator to Sae how the
amaunt of tax you're having withhedd
comparas to your projacted total tax for
2019, If you use the calculator, you dom't
noed 1o complete any of the worksheats for
Form W-d.

Mobe that if you have too much bax
withheld, you will recaive a refund when you
fibe wour tax returm. If youw hawve too lithle tax
withheld, you will owe tax when you file youwr
ax return, and you might owe & penalty.
Filers with multiple jobs ar workdng
spouses. If you have more than one job at
a i, oF if you're mearried filing jointly and
your spouse is also working, read all of the
instructions including the instructions for
the Two-Eamerz/Multiple Jobs Worksheat
before beginning.

Homwage income. If you have a lamge
amount of nomyage income not subject 10
withholding, such as interest or dividends,
consider making estimated {ax paymants
using Form 1040-E5, Estimated Tax for
Individuala. Otherwiza, you might owea
additional tax. Or, you can use tha
Deductions, Adjustments, and Additionsal
Incame Waorkshest on page 3 or the
calculator at www.irs.gow Wddoe to make
swre you have enough tax withheld from
your paycheck. i you have pension ar
annuity income, see Pub, 605 or use the
calculator at waw.irs. gov/ WaApe 1o find
ot if you showld adjust your withhobding
an Form W-d or W-dP.

Nonresidant alien. if you're a nonresident
alien, see Notice 1392, Supplemental Form
W-4 Instructions for Monresident Abans,
bafore complating this form.

from withholding s

Specific Instructions
Pearsonal Allowances Worksheet

Complete this worksheet on page 3 first to
datermine the number of withhalding
allowances to claim.

Line C. Head of household please note:r
Generally, wou may clalm hesd of household
filing status an your tax returm only IF you're
ursmarriesd and pay more than 50% of the
coats of keeping up a home for yourset and
a quakfying indivicdsal. Ses Pub. 501 for
more information about filing stabus.

Line E. Child tax cradit. Wen you file yaur
tax returm. you may be eligible to claim a
child tax credit for each of your elgible
children. To gualify, the child must be wnder
age 17 as of December 31, must be your
depandent who livea with you for more than
hadf the year, and must have a valid social
sacurity number, To lsam more about this
credit, see Pub, 872, Child Tax Credit, To
reducs the tax withheld from your pary by
taking this credit into account, follow the
instructions on line E of the worksheet. On
the warksheet you will be asked about your
total mooma. For this purpose, total incorme
includes all of your wages and oiher
imcomea, inciuding iIncome eamed by a
spousa if you are filing & joint returm,

Line F. Credit for other dependenis,
Wian you file your tas returmn, you rmay b
eligible to claim & cradit for othar
dependents for whom a child tax cradit
can't be claimed, such as a quakfying child
who doasn't meet the age or social
sacurity number raquirernant for the child
tax credit, or & qualifying redative. To leam
more about this credit, see Pub. 872, To
reduce the tax withheld from your pay by
taking this credit into accownt, follow the
instructions on line F of the worksheaeat. On
the workshest, you will be asked about
wour total incoma. For this purpose, total

Separate here and give Form W-4 to your employer. Keep the worksheet(s) for your recordg, --s-r-s-=ss—ssee—meee—e-

Employee’s Withholding Allowance Certificate

- W thar you'ne antitied to claim & certaan i all ar e

L2005 Mo, 1525-0074

2019

an:u?&rxr:# aubjact to reviow by the RS, Your employer may be réguired o send nupﬂr ;alfﬂﬂln form to the IRS.
1 “our first nama and middie Feal T Vour soclal sscurily aumber
JANE DOE 000-00-0000

Homs sfdress fnumber and street or nural routs)

75-20 ASTORIA BLVD

3 []Single [JMamed || Mamed, but wihhold at higher Sigle rate.
Miste: |f ramrind filing separsiely, check “Marded, bt withheld at higher Single rate "

atxie, and 55 code

ASTORIA. NY 11370

4 I your jast nama differs from that shewn on your social seoursty cord,
chack hara, You mast call 800-TT2-1213 for a replacement card. = D

5 Total number of allowances you're clairing (from the applicai:;lu workshest on the following pages) . .

L] Additional amaunt, if amy, you want withheld from each paycheck . . . . -

7 | elaim examiption from withholding for 2019, and | certify that | mest both of the faHuwlng canditicns ror -exﬁrmmn
= Last year | had a right to a refund of all federsl incoms tax withhald because | had no tax liakility, and
= This year | expact a refund of all federal income tax withheld because | axpect to have o tax Babi

I you meset both condstions, write “Exempt™ here . . .

s T

Unwder penalties of parury, | declars that | have examined this r.arﬂﬁ-.-.ats El'rd to 1]15 b-aa-rnl rry knowledge and balief, it ks frue, comect, and Gompleta.

Employes's signature

[This fonm s not valid unlsss you sign B - Date =
B Employer's nama and adidress (Employer: Complete bowes B and 10 # sending o [RS and compiets. 8 First date of 180 Emulower ideritication
boxaes 8, @, and 10 I sending to State Dirsctory of Mo Himes.,] Bmployment niaribeer JEIN)
dégue hene 00/00/0000 |
Cal, Mo, 102200 Form W= 019

For Privacy Act and Papersark Reduction Act Notice, see page 4.




wa Lepariment of Taxation and Famance

YoRK  Employee’s Withholding Allowance Certificate

1-2104

2019 New York State » New York City = Yonkers

First name and middia mitial Last naire our Bocial sacisity
JANE DOE 000- [H] 0000

Fammnrt mﬁr b ‘?t; rucal roote) Aparmant number Singie o Hoad ofhousshald L1 Manisd
75- zﬂhmgtm A ﬁi — — | nawied, but wihincid at nighar singla rate

or pas L suche N m =

N RS [i570_|mmmerges

Are you a residant of New York City? ... Mo [ ]

. Yes m
Are you a resident of Yonkers? ... D
Complete the worksheet on page 3 before making any entries.

2 Total number of allowances for Mew York City (fram Kre 35) ..

4 New York City amaount . _....oooooeiiiiicccianaanees
5 YonkKers amount ...

Mo %)

1 Total number of allowances you are claiming for New York State and Yonkers, if appllc-ahla (frovm line 201

Use lines 3, 4, and 5 below to have additional withholding per pay period under special agreement with your employer.
3 New York S1ate SmOUNT ... s s s s s

112
22

3 |if applicable

4 * - 1
5 | if applicable

| certify that | am entitied to the number of withholding allowances claimed on this cedificate.

Employes's signature
Sign

e
00,/00/0000

F'anal'ty =A penallf of 3500 may be imposed for any false statement you make that decreases the amount of money you have withheld

from your wages. You may also be subject to criminal penalties.

Employee: detach this page and give it to your employer; keep a copy for your records,

Employer: Keep this certificate with your records.

Mark an X in box A andfor box B to indicate why yvou are sending & copy of this form to New York State (see instructions):

A Employee claimed more than 14 exemption allowances for NYS ...

B Employee is & new hire or a rehire ...

Are dependant health insurance banefits available for this employes? ............

all

Bl:l First date employes performed services for pay (mm-ad-yr) (es s |:|

Yas G M l:l

If Yes, enter the date the employee gualifies fmm-dd-yyyy): |

Employar's name and address (Expler: compiels s section osly f you aee sending a copy of bes fom fo She WYS T Degarisant )

Employar iderificalion number

Instructions

Changes effective for 2019

Foam |T-2104 has been revised for tax year 2018, Additional allowances
are allowed for covered employess of employers who elected to pay

{he employer compansation expense tex and for employesas who made
contributions to a Mew York Charitable Gifls Trust Fund during 2018,

The workeheel on page 3 and the charls beginning aon page 4, used to
compute withholding alfowances or to enter an additional dollar amount on
lineis) 3, 4, or 5, hawe been revised, If you previously filed a Form IT-2104
and used the warkshesl or charts, you should complete a new 2019
Farm I T-2104 and give it to your smployer.

Whe should file this form

This certificate, Form IT-2104, Is completed by an employes and given

to the employer to instruct the employer how much New York State (and
News York City and Yonkers) tax to withhold from the employes's pay. The
more allowances claimed, the lower the amount of tax withheld.

If you do not file Form 1T-2104, your employer may use the same number
of allowances you claimed on federal Form W-4. Due to differences in
tax law, this may resull in the wrong amount of tax withbeld for Mew York
Stavte, MNew York City, and Yonkers, Complata Form IT-2104 each vear
and file it with your emplayer If the number of allowances you may claim

is diffarant from faderal Form W-4 or has changed, Comman reasons for
compleling @ new Form IT-2104 each year include the following:

= “ou staried a new job.

+ “ou are no longer a dependent,

= Your individual clrcumatances may have changed (for eeample, you
ware manied or have an additional child),

s Wou maved inte or out of NYG or Yonkers. )

= “Wou iberize your deductions on your personal income T retum,

fou claim alowances for New York State credits.

¥ou owed bax or received a large refind when you Bled your pergonal

income tax returm for the past year.

= Yourwages have increased and you expect to eam $107,650 or more

during the tax year,

The total income of you and your spouse has increased to $107 650 or

miare lof the tax yaar.

Wou have significantly more or less income from other sources or fram
job

» vou na longer qualify for exemption from withholiding.




MEW YOREK CITY DEPARTMENT OF CORRECTION
Cynithia Brann, Commiseioner

Wadene M. Pinnock, Deputy Commissioner
Claudette Wynter, Ascictant Commissioner

Human FesonIces

T5-20 Astoria Boulevard, Saite 320

Easzt Elmhurst, Mew York. 11370

718 = 545 = 3100

Fax 713 = 278 = 6084

MEMORANDIUM

After six (§) months, all FPERMANENT emplovees MUST join the New York City Retirement System
(Pension). You may however, join immediately if vou so desire.

Pension membership is optional for PROVISIONAJ, and NON-COMPETITIVE employees.
Once you join the Pension System you cannot withdraw unless you resign.
Are vou currently a NYCERS Member? Yes - No |
a) IfYes. please insert vour pension number: _00000
b) I No, would you like to join the pension: Yes - No |
Cwrrent City Service? Yes - No |

Name of the Agency if applicable

a) If Yes, which agency

b) City Start Date: 00/00/0000

Prior City Services? Yes I?' MNo I_I

a) I Yes, which agency MName of the Agecny if applicable

00/00/0000 Sieue Here

DATE SIGNATURE




NEW YORE CITY DEFARTMENT OF CORRECTION
Cynthia Brann, Compuissiomer
MNadene M. Pinnock, Deputy Commissiomer

Claudette Wynter, Assistant .

Lomer

AL e
5 e ] T3-20 Astoria Boularard, Suite 320
et East Elmhorst, MNeor York 11370

Tel T18 = 546 = 3100
Fax 718278 6034

A §9.00 FEE IS REQUIRED FOR FILING THIS FORM WITH THE CITY CLERE.
(PAYABLE BY U.5. POSTAL MONEY ORDER ONLY)

1_JANE DOE do hereby pledze and declare that I will support the
{Please Print)

Constitution of United States and the Constitution of the State of New York and that T wall
faithfully discharge the duties of the Position of COMMUNITY COORDINATOR
(Title of Position)
in the Department of Personnel of the City of New York, according to the best of nxy ability.

Sign Here
(Signature)
SUBSCEIBED AND SWOEN BEFORE ME THIS
Diay of 20
AND FILED IN THE OFFICE OF THE CITY CLEEK, THIS DAY
aF CITY CLERE.




Employment Eligibility Verification USsCIS

. Form I-9
Department of Homeland Security OMB No. 1615-0047

U.S. Citizenship and Immigration Services Expires 03/31/2016

P> START HERE. Read instructions carefully before completing this form. The instructions must be available during pletion of this form.
ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form -9 ria later
than the first day of employment but nict before accepting a job offer.) =l 1
Last Name (Famiy Name) First Name (Given Naene) Midgdée Initial | Other Names Used (if any}

DOE JANE
Address (Street Number and Name) Apt. Number | City or Town c State Zip Code

75-20 ASTORIA BLVD #320 EASTEL MHURST NY 11370

Date of Birth immiddiyyy) |U.S. Socal Securty Number | E-mail Address Telephons Nurmber
00/00/0000 [00 o}[o0lb 0 00|/ JANE.DOE@GMAIL.COM || (000)-000-0000

| -

| 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.

| attest, under penalty of perjury, that | am (check one of the following):
A citizen of the United States

A noncitizen national of the United States (See instructions)
A lawful permanent resident (Alien Reagistration NumberfUSCIS Number):

An aten authorized to work until (expiration date, if applicable, mmvdd lyyyy) - Some aliens may write "N/A" in this field,
(Sea instructions}

For aliens authonzed to work, provide your Alien Registration Number/USCIS Number OR Form -84 Admission Numbser

1. Alien Registration Number/USCIS Number:
OR 3-D Barcode
Do Not Write in This Space

2. Form 1-94 Admission Number: =

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A” on the Foreign Passport Number and Country of Issuance fields. {See inslructions)

| Signature of Employee: 5@, %w Date (mm/adyyyy): 00/00/0000

Preparer and/or Translator Certification (7o be completed and signed if Section 1 is prepared by a person other than the
employee.)

| attest, under ponalty of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the
information is true and correct.

- . ]




CORRECTION DEPARTMENT
CITY OF NEW YORK

HUMAN RESOURCES CHECKLIST a G‘FF'RRF'E:* 1547
RELATING TO PRISON RAPE ELIMINATION ACT '
(PREA) (2003) ive: 12/01/2016

FORM:
HR-PREA-2018

NAME OF EMPLOYEE: JANE DOE

POSITION TITLE: COMMUNITY COORDINATORpATE OF REVIEW 00,/00/0000

I, JANE DOE . was interviewed by
CANDIDATE (PRINT NAME)

s on

INTERVIEWER'S NAME TODAY'S DATE
for the position of COMMUNITY COORDINATOR

THE BELOW QUESTIONS ARE PREMISED O PREA, 28 CopE OF FEDERAL REGULATIONS (CFR
HIRING AND PROMOTION DECISIONS. EACH APPLICANT'S CASE 1S INDEPENDENTLY CONSIDERED nND

EVALUATED BASED (3N THLTGTA‘L|T\' (]F THE AFPI’_."_,.-\.NT’E VERIFIA BRLE ACCUMULATED INFORMATION:
RK EXPERIENCE, QUALITY OF INTERVIEWS

T'DC.. IN RELATION TO THE DIUTIES ANI'.I RESPOMNSIBILITIES OF THE POSITION{S} FOR WHICH THE
APPLICANT APFLIED.

28 CFR SIS I7: HIRING AND PROMOTION DECISIONS

fa) The agency shall not ire ar promote aryone who may have contact with inmates, and shall not enlisi the
services of any contractor who may have contact with inmates, who -

(1) Has engaged in sexual abuse in o prison, jall, lockup, community confinement facility, fuvenile
JSacility, or other institution (as deffned in 42 U8 C 1997);

(20 Has been convicted of engaging or attempting fo engage in sexwal activity fa the community
Jucilitated by force, overs or implied threats af force, or coercion, or if the viciim did noef consent or
way unable to consent or réfuse; or

(3} Has been civifly or administratively odfudicated fo have engaged in the activity described in
paragraph (e)(2) of this sectfon.

by The agency shall consider any incidents of sexuwal harassment in defermining wherher to kire or promaoite
anyone, or tee enlist the services of any contractor, whe may kave confact with inmales.

fc) Before hiring new emplovees who may fave contact with inmates, the agency shall:
(1} Perform a criminal beckground records check; amd

(2} Consisrent with Federal, Stare, and local law, make iis best gfforts to contact all prior institetiomnal
employers for information on substantiared alfegavions of sexual abuse or any resignation during a
pending investigation aof an allegation of sexual abuse.

(d} The agency shall also perform a criminal background recards check before enlisting the services of any
contractor wito may have comfact with fnmates,

(el The agency shall either conduct criminal bockground records checks af least every five years of current
emplopees and contractors wio may frave contact with fnmaies or have in place a spstem for otherwise capturing
such informeation for current employess.

) The agency shall ask olf applicanes and employess who may frave contact with inmates directly abour
previous misconduct described in paragraph (a) of this section fn written applications or interviews for hiring or
promorions and in any interviews or weinten self-evaluarions conducted ax part of reviews of current employees.
The agency shall also impose wpon emygployees a continuing afffrmaiive duly fo disclose any such misconduct.




1.

BASED ON THE ABOVE LAW, I AFFIRM THE FOLLOWING:

I have not intentionally, recklessly, or negligently materially omitted or withheld any relevani, imporiant, or
required information regarding past misconduct, which may serve as grounds for termination or forfeiture of my

eﬂlnfnf with the Department Truc_ [ /] : False [ ] «  Tnitial.

T have not provided any materially fulse information that may be discovered in the course of my employment

with the Department that may serve as grounds for termination or forfeiture of my emplovment with the
Department. True ¥ . False ] __ Initial. JT r

I am aware that I have an affirmative duty to inform the Department if | en r have ¢ ed in sexual abuse
in a prison, jail, lock up, community confinement facility, juvenile facility, other institution, or in the community,
True . False . Initial,

1 have never been convieted of engaging or attempling to engage in sexual activity in the community facilitated by
force, overt or implied threats of foree, or coercion, or if the victim did not consent or was unable © consent or
refuse. True 4 . False . Initial. JD

| have never been civilly or administratively adjudicated to have engaged in or attempted to engage in sexual
activity in the community facilitated by force, overt or implied threats of force, or coercion, ’:]-_Lflﬁ victim did not

consent of was unable to consent or refuse. True ¥ . False Initial,
D

[ have never been invelved in incidences or accused of sexual harassment. True ___- .
False . Imitial. .

| do not currently have any pending or unresolved offenses against the law, True - .
False Imitial. JD .

I have never engaged in sexual abuse in a prison, jail, lockup, community confinement facility, juvenile facility, or
other institution (42 LLS.C. §1997(1) defines “fmstifudion™ as any facility or institution which is owned, operated,
or managed by, or provides services on behalf of any State or political subdivision of a State; and which is (i) for
persons who are mentally ill, disabled, or retarded, or chronically ill or handicapped; (ii} 2 jail, prison, or other
correctional facility, (iii) a pretrial detention facility; (iv) for juveniles held awaiting trial; residing in such facility
or institution for purposcs of receiving care or treatment; or residing for any State purpose in such facility or
institution (other than a residential facility providing only elementary or secondary education that is not an
institution in which reside juveniles who are adjudicated delinquent, in need of supervision, neglected, place in
Stare custody, mentally ill or disabled, mentally retarded, or chronically ill or kandicapped); or (v) providing skilled
nursing, intermediate or  long-term  care, or custodial or residential  care),  Tree ﬂ "
Falze . Initial. _JI)

1 JANEDOE

1 HEREBY CERTIFY THAT 5 TITLE,
HAVE READ THE FOREGOIMG DOCUMENT AND ANSWERED ALL
QUESTIONS TRUTHFLLLY. | ALSO CERTIFY THAT | WAS ADVISED OF MY DUTY AND ON-GOING OBLIGATION TO

CONFORM TO PREA (2003) AND INFORM THE DEPARTMENT IF ANY OF THE AROVE ANSWERS CHANGE.
MATERIAL OMISSIONS REGARDING THE TYPES OF MISCONDUCT DESCRIBED HEREIN, OR THE PROVISION OF
MATERIALLY FALSE INFORMATION, SHALL BE GROUNDS FOR MY TERMINATION,

Sign Here 00/00/0000
CANDIDATE'S SIGNATURE DATE

INTERVIEWER"S SIGNATURE DATE




NYCERS USE ONLY F103
NYCERS

Application for Membership

For NYCERS-Eligible Employees
This application 1s for City employess who wish to apply for NYCERS membership. You are to also nominate a beneficiary for a death
benefit payable if you die while m City Service. Please read the Instruchions Page before completing this form. You nst submit this
ENTIFE form. even if you intentionally leave some of the sections blank. Should you have any questions regarding this application,
please contact our Call Center at 347-643-3000.

Social Secumity Number  Date of Birth paenoorvrn - Daytime Phone Mumber  Email Address

000-00-0000 00 ; 00 0000 (000 Y-000-0000 ABCaGMAIL.COM

First Name MIL__ Last Name Sex (M ar )
JANE DOE F

In Care of (if applicable)

Address Apt. Number
ENTER YOUR ADDRESS

City State Fip Code
FLUSHING NY 11355

Agency Pass Mumber (Transit Only)
DOC

Four job title as it appears on payrell Date of Appointment poancarnrg  Civil Service Appointment Date
COMMUNITY COORDINATOR 00, 00 ;, 0000 00 ; 00 ; 0000

Classification (Check one) || Competitive [ ] Exempt [ | Labar [ ] Mon-Competitive || Provisional
Beneficiary Selection: A designated beneficiary is the person who is on file at NYCERS to receive a survivor benefit upon
the death of a member in active service.

I 'mmderstand that should T nominate more than one beneficiary, my death benefit will be paid in accordance with the percentages I
have mdicated on this form (combined percentages should total 100%5). If no percentage 15 mdicated. the death benefit wall be shared
equally. [ vnderstand that should I survive the beneficiary(ies), the benefit will then be payable to nyy estate.

The beneficiary(ies) whom I wish to nominate to receive my death benefit 1s:
First Name MI  TLast Name

JANE JR. DOE

Full Soctal Security Number Date of Birth peanornng Relationship

000-00-0000 00 ;00 ; 0000 DAUGHTER

Address Apt. Number

City State Zip Code

SAME AS ABOVE

Primary Beneficiary

If this beneficiary is a minor, check here and complete the Percenta %
[=] guardian information on Form 137 =




THE GITY OF NEW YORK SUBMIT COMPLETED FORM TO:
PAYROLL MANAGEMENT 3YSTEM YOUR AGENCY DIRECT DEFOSIT COORDINATOR OR

Direct Deposit of Net Pay YOUR PAYROLL OFFICE
Enrollment

wranwr. NS gowpaynod|

TYPE OF
ACTION e

EMPLOYEE SECTION

Attach a voided check or most recent sawvings statement.

EMPLOYEE FIRST BALL LAST
wentiricarion | [TJANE| | [ | [ ][] ] L] PRETTTTTTITITT]
REFERENCE HUMBER WORK TELEPHONE AGENCY

COCCEDE HEEEEESHEEE

PERSON(S) NAMED ON ACCOUNT (PRINT EXACTLY - INCLUDE TRUSTEE OR JOINT OWHER)
PERSOM 1

DlaNEDOfE] [ [ [ [ [ [TTTITT1T{]]

| DOC |

ENROLLMENT| _————
HINIEEEEENEEEENEEEEEEEEEE
ABSA NUMBER® ACCOUNT HUMBER** .ﬂ:GCDU;LT?H;E
[ofofolojofefop | lojo[oojo]olofofofol |  [Heames [enecwme
. (™5 check, pamsbook or acoount Salement v scrour’ numbe

CHEGHKING ACCOLUNTS — The ASA numiber is ihe fis! nine () numbears pror o/ IHe S0nount numiber S the botom st comer of e Gheck.
SAVINGE ACCOUNTS — Confact your bank fior ASA UMb, ot KoL

EMPLOYEE AUTHORLZATION

| nereby autorize The City of Mew York io geposit my net pay directly into my checking or savings account as requested. | also
g’ant guthorization for the reversal of a credit to m"-ﬁl}:ﬂ}l.ll'lt In the event the credit was made In emor. | understand that, under
the "Maticnal Automated Clearing House Assoclation™ operating guidelines and rules, The City of Mew York can only reverse

the amownt of the Incomsct direct deposit. | agres Mat this authorization will remialn in effect wntl | provice to my agency 3 written
cancellation o terminate the service. -

MORNTH YEAR
cweLovee  Séow Here [o[o}fo]olfo o]

DIDCUMENT & I I I I I I CHECK DIGIT I I JSH I PaYROLL & I I I

EMNRCLLMEMNT INACTIVE
REJECTION REASOMNS LEAVE STATUS OTHER
MONTH DY TEAR
MANAGER! SUPERVISOR Name Signature
{Flaasa Prind)

MONTH D WEA

ENTERED INTQO PMS | Mame Signature




Bulova Corporate Center
75-20 Astoria Boulevard
Tenant Parking Information Form

Tenant/Company Name: NYC Dept. of Correction

Employee Name: JANE DOE

Eluplayﬁg Unit: HUMAN RESOURCE

ECIII])]D}'EE Title: COMMUNITY COORDINATOR

Employee Contact Phone #:; 000-00-0000

Vehicle Information

Model: 2019

Color: WHITE

License Plate #; ABC000

Reserved Partking: NO




* Charter 1136
e Charter 2603
« Mayor’s Executive Order 16




NOTICE TO EMPLOYEES

Pursuant to the requirements of the Federal Drug-Free Workplace Act of 1998, the unlawfial
manufacture, distribution. dispensation. possession. or use of a controlled substance 1s prohibited
in the workplace. Wiolations of this policy will subject an employee to discipline up to and
including discharge.

The Federal Dmig-Free Workplace Act of 1998 also requires that anyv employee convicted for a
criminal drmug offense. occurring in the workplace, notify the agency within five days of the
conviction. The Federal Dimg-Free Workplace Act reguires that such notification be made a
condition of employment. Accordingly, employvees mmst notify the agency head and agency
persomnel officer within five davs of conviction for a crinunal drug offense occurning in the
workplace. A conviction includes a finding of muilt, a no contest plea (" nolo contendere™). or the
imposition of a sentence by any judicial body charged with determining wviolations of any
criminal statute involving the manufacture, distribution, dispensation. use, or possession of any
confrolled substance.

This is to certify that I have read and received this notice.

JANE DOE

MName of Fmnlowves (Print or Type) R
Sips B 06/00/0000

Signature of Emplovee Dhate

Signature of Individual Dhate
Witnessing Employvee Signature

MNWame and Title of Individual Diate
Witnessing Employee Signature (Print or Tvpe)




AGREEMENT UNDER SECTION 1127 OF THE NEW YORK CITY CHARTER®*

Under the provisions of Section 1127 of the New York City Charter, every person seeking employment with the City
of New York (the "City") or any of its agencies, must sign an agreement as a condition precedent to such employment
to the effect that if such person is or becomes a nonresident individual as defined in Section 11-1705(b} (Note: the City
Charter incorrectly refers to Section 11-1706) of the Administrative Code of the City of New York (*the Code") or any
similar provision of the Code at any time during such employment, the person will pay to the City an amount by which
a City personal income tax on residents computed and determined as if such person was a resident individual during such
employment exceeds the amount of any City earmnings tax and City personal income tax imposed on such person for the
same period.

In furtherance of this requirement and as a condition precedent to employment, [ hereby agree that if [ am or become
a City Nonresident Individual as defined below:

v i I will pay to the City an amount by which a City personal income tax on residents computed and determined as
if I were a resident individual, as defined in Section 11-1705(b) of the Code, during my employment, exceeds
the amount of any City eamings tax and City personal income tax imposed on me for the same taxable period.

2. The City may, at each payroll period, deduct and withhold from my wages or compensation, an amount equal
to the amount it would be required to withhold for City personal income tax on residents if | were a resident
individual as defined in such section, to be credited to my City eamnings and/or income tax liability and to my
liability under this agreement and said Section 1127 of the New York City Charter.

3. Within ten days of filing them, I will furnish the Commissioner of Finance of the City with copies of my Federal
income tax return and my State income tax return (if any).

4. Whenever my status as a nonresident individual or a resident individual changes, I will notify the head of the
agency by which I am then employed, the City Personnel Director, and the Commissioner of Finance of such
change.

Resident and Nonresident, as defined in the Administrative Code Section 11-1705(b):

d City Resident Individual - For purposes of Section 1127 of the New York City Charter, City resident individual
means an individual:
a. who is domiciled in this City, unless,
(i) he/she maintains no permanent place of abode in this City, maintains a permanent place of abode
elsewhere, and spends in the aggregate not more than thirty days of the taxable year in this City,

or

(ii) within any period of 548 consecutive days hefshe is present in a foreign country or countries for
at least 450 days, and during such period of 548 consecutive days he/she is not present in this
City for more than 90 days and does not maintain a permanent place of abode in this City at
which his/her spouse (unless such spouse is legally separated) or minor children are present for
more than 90 days, and during any period of less then 12 months, which would be treated as a
separate taxable period pursuant 1o Section 11-1754, and which period is contained within such
period of 548 consecutive days, he/she is present in this City for a number of days which does
not exceed an amount which bears the same ratio 1o 90 as the number of days contained in such
period of less than 12 months bears to 548, or

b. who is not domiciled in this City but maintains a permanent place of abode in this City and spends in the
aggregate more than 183 days of the taxable year in this City, unless such individual is in active service
in the armed forces of the United States.

2 City Nonresident Individual - For purposes of Section 1127 of the New York City Charter, City nonresident
indivi( Erjhopsas 1?}.;&]!&' ® who is not 2 City resident.

Signature: _| =S CHE same ®rins JANE DOE  pa. 04/08/16




CERTIFICATION FOR CITY EMPLOYEES
PURSUANT TO CHARTER #1136

Hon. Michael McSweeney
City Clerk

141 Worth Street

New York, NY 10013

Dear Mr. McSweeney:

Pursuant to Charter #1136, I hereby certify that I have read and shall conform to
Chapter #49 of the Charter.

Sincerely,

JANE DOE

Name

COMMUNITY COORDINATOR
Title

NY.C. Department of Correcrion

Agency

00/00/0000
Date




Conflicts of Interest Board
2 Lafayette Street, Suite 1010
WNew Tork, INY 10007

KE: Charter§ 2603(b)(2) Certification

Pursuant to Charter§ 2603(b)(2), I hereby certifyy that I have read and shall
conform to the provisions of Chapter 68 of the New York City Cha[Mo Title]

Sign Fere

Signature

JANE DOE
Print Name

COMMUNITY COORDINATOR
Print Title

NI C Department of Comrection
Agency

000 00 DD
Date




NEW YORE CITY DEPARTMENT OF CORRECTION
Cynthia Brann, Commissioner

Angel Villalona, Firct Deputy Commissioner

MNadene M. Pinnocl, Dreputy Commissioner

Claudette R. Wynter, Assictant Commiseioner

Human Rezources

75-20 Astora Boulevard, Saite 320

Easzt Elmhurst, Mew York. 11370

Tel 718 » 345 = 3100

Mavor’s Executive Order No. 16
Issued July 26, 1978

1 JANEDOE

hereby acknowledge receipt of a copy of

Name

Executive Order No. 16 on 00/00/0000
Date

I read and understand Mayor’s Executive Order No. 16 Scgn Hore
Signature

Date 00/00/0000







City of New York employees hired on or after
July 1, 2019, and their eligible dependents, will

NeW York City only be eligible to enroll in the EmblemHealth

HIP HMO Preferred Plan, and must remain in the
Summary Program Description (SPD) HIP HMO Preferred Plan for the first year (365
Health Benefits Program days) of employment.

After 365 days of employment, the employee
will have the option of either remaining in the
HIP HMO Preferred Plz lecting a diff

&A
w ’ '» :“'f

' “\\A

« NYCAPS (212) 487-0500
 \Waiting period is 90 days
Exceptions:

1.  City Transfer

2. Civil Service List

3. Non-Competitive Title




New York City
Deferred Compensation Plan

Summary Guide of
457 & 401(k) Plan Provisions

Welcome to the New York City Deferred Compensation Plan!

This booklet briefly describes the New York City Deferred Compensation Plan (NYCDCF),
an umbrella program consisting of the 457 Plan and the 401(k) Plan. NYCDCP is a retirement
savings plan which lets you save for the future through easy payroll deductions.

Contributions made on a pre-tax basis into the 437 and the 401(k) allow you to put aside a
portion of your pay before federal, state, and local income taxes are taken out. Your taxes will
be reduced as a result of the contnbutions you make, and your contributions and the earnings on
them will accummlate tax-deferred.

Contributions made on an after-tax basis into the Foth 457 and the Roth 401(k) allow you
to contobute a portion of your pay after taxes have been taken out and the eamings on your
confributions may be tax-free upon withdrawal.

These programs contain many attractive features. They are tax-favored plans, where you have
the choice of either creating your own mvestment portfolio usmg NYCDCP's core mvestment
options or selecting a single professionally managed pre-arranged portfolio.

Within this booklet, you will find a comparison chart of the 457 and 401(k) programs, as well as
information about NYCDCP’s mvestment offenings. An Enrollment Form 15 attached  Please
refer to the Summary Guide of 457 and 401(k) Plan Provisions, or visit NYCDCP online at
nyc.gov/deferredcomp, for more information about the program and its mvestment offenings.

As you take the step to enroll, also consider consohdating your other retirement savings in the
low-cost NYCDCP. Every dollar you don’t pay In investment management fees results in one
dollar more m mvestment return. The 401(k) Plan can accept rollovers from eligible refirement
plans and IRAs. The 457 Plan can accept transfers from other employer 437 plans. Keepmg
track of your retirement assets is easier when they are all in the same place.

We are pleased to offer you these programs and feel they are an excellent opportunity for you to
save now for the firture.

New York City Deferred Compensation Plan
(212) 306-7760 = Outside NYC: 888-DCP-3113 - TTY: (212) 306-7707

Df‘ ® omer Service Center: 22 eet, 12 ew 't
New York Clty m B3 VAPA Customer Service Cent mu:;ﬁ;df;s[.:&:m;mn York, NY 10007

Deferred Compensation Plan nycdcp

RRECTIQN
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Flexible Spending Accounts Program

Plan Year 2019




The 95-a

Program

Bill de Blasio
Mayor

Lisette Camilo Victor Calise

Commissioner Commissioner
Department of Citywide Mayor’s Office for
Administrative Services People with Disabilities




You can contact DOC HR Help Desk
at 718-546-3100
Or

Contact your Staffing Specialist for
any question or concern.




