
DOH C H R C 102 
NYS Department of Health 

ACKNOWLEDGEMENT AND CONSENT FORM FOR FINGERPRINTING AND DISCLOSURE OF CRIMINAL 
HISTORY RECORD INFORMATION 

THIS FORM IS TO BE RETAINED BY THE AGENCY- DO NOT FORWARD TO THE DOH CHRC UNIT. 
chrciahealth.state.nv.us 

The purpose of this form is to obtain consent from the subject individual for fingerprints and criminal history record 

information pursuant to Article 2 8 - E of the Public Health L a w and Section 845-b of the Executive Law. 

SECTION 1 - SUBJECT INDIVIDUAL INFORMATION 
LAST Name FIRST Name M.I. 

Date of Birth (mm/dd/yyyy) Mother's Maiden Name Alias: AKA 

Mailing Address (street) City State Zip 

SECTION 2 - ATTESTATION 

1. I have appiied to an agency to provide direct care or supervision to residents or patients. I understand that as part of the application process, the 

Public Health Law (PHL) Article 28-E requires that the New York State Department of Health perform a criminal history check on me with the New 

York State Division of Criminal Justice Services (DOS) and the Federal Bureau of Investigation (FBI). 

2. I acknowledge and consent to having my fingerprints taken for the purpose of a criminai history record check by the DOS and the FBI. 

3. I have been advised that DOH is authorized by law to receive the results of the criminal history record check from DCJS and the FBI for the purpose 
of developing a criminal history record summary to be provided to the agency to which I applied for a position to provide direct care or supervision 
to residents or patients. I have been advised that the criminal history record summary will indicate whether I have a criminal history, as maintained 
by DOS or the FBI, including convictions of a crime (felony or misdemeanor) or criminal charges which do not reflect a disposition. I have been 
advised that by law, DOH is authorized and may be required to provide the results of the criminal history record check through a criminal history 
record summary to the agency. The criminal history record summary prepared by DOH and sent to the agency will contain the results of the 
criminal history record check performed by DOS. I have been advised that the information shall be confidential pursuant to applicable federal and 
state laws, rules and regulations and shall only be disclosed to persons authorized by law. 

4. I hereby consent to DOH sharing with any DOS agency to which I appiied for a position to provide direct care or supervision, any criminai history 
record check information provided to DOH by the FBI, including the specific crime(s) for which I was convicted or charged, the date of the arrest for 
such charge, and/or date of conviction, and the jurisdiction in which the arrest or conviction took place. 

5. I have been informed of the procedures and my rights to obtain, review and seek correction of my criminal history information pursuant to 

regulations and procedures established by the DOS and the FBI. 

6. I understand that I have the right to withdraw my application for employment, without prejudice, any time before employment is offered or 
declined, regardless of whether an agency, DOH or I have reviewed my criminal history information. 

7. I certify to the best of my knowledge and belief that I (check as appropriate): 

• Have ^ Have not been convicted of a crime in New York State or any other jurisdiction 

• Do Q Do not have a final finding of patient or resident abuse 

If you have checked either "Have" and/or "Do", please provide a brief explanation. (Optional) 

8. My current mailing or home address is indicated in Section 1 of this form. 

9. I have read this form and hereby consent to the request by the agency to use my fingerprints to obtain my criminal history record, if any, from the 

DOS and the FBI. I hereby consent to the redisclosure of any convictions or open charges on my criminal history record, received by DOH from 

DOS, to the requesting agency. I declare and affirm that the information I have provided on this consent form is true, complete and accurate and 

that the fingerprints to be submitted are my own (not applicable for Expedited Review submitted pursuant to CHRC Form 104). 

Applicant Signature: 

Signature of Parent or Legal Guardian 
(if subject individual is under 18 years of age) 

Date: 

Date: 

SECTION 3 - AGENCY AUTHORIZED PERSON INFORMATION 

Agency Name: Eva Homecare Agency, Inc. PFI/Operating License Number: 2164L001 

Print Name of Authorized Person: Title: 

Signature of Authorized Person: Date: 



Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form 1-9 

0MB No. 1615-0047 

Expires 03/31/2016 

•START HERE. Read Instructions carefully before completing this form. The instructions must be available during completion of this form. 

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which 

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 1-9 no later 

tfian tfie first day of employment, but not before accepting a job offer) 

Last Name {Family Name) First Name (Given Name) Middie Initiai Other Names Used (if any) 

Address {Street Number and Name) Apt. Number City or Town State Zip Code 

Date of Birth (mm/dd/yyyy) U.S. Social Security Number E-mail Address Telephone Number Date of Birth (mm/dd/yyyy) Telephone Number 

I am aware that federal law provides for impr isonment and/or f ines for false s ta tements or u s e of fa lse documents in 

connect ion with the complet ion of this form. 

I attest, under penalty of perjury, that I a m (check one of the following): 

Q A citizen of the United States 

I I A noncitizen national of the United States (See instructions) 

Q A lawful permanent resident (Alien Registration Number/USCIS Number): 

.. Some aliens may write "N/A" in this field. I I An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy) 

(See instructions) 

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number: 

1. Alien Registration Number/USCIS Number: 

O R 

2. Form 1-94 Admission Number: . 

3-D Barcode 
Do Not Write in This Space 

If you obtained your admission number from GBP 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 instructions) 

Signature of Employee: Date (mm/dd/yyyy): 

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the 

employee.) 

I attest, under penalty of perjury, that I have a s s i s t e d In the completion of this form and that to the best of my knowledge the 
information is true and correct . 

Signature of Preparer or Transiator: Date (mm/dd/yyyy): 

Last Name (Family Name) First Name (Given Name) 

Address (Street Number and Name) City or Town State Zip Code 

Employer Completes IS'ext Pa^e 
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Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 
must physically examine one document from List A OR examine a cornbination of one document from List B and one document from List C as listed on 
the "Lists of Acceptable Documents" on the next page of this form. For each document you review, record the following information: document title, 
issuing authority, document number, and expiration date, if any.) 

Employee Last Name, First Name and Middle Initial from Section 1: 

List A O R 
Identity and Employment Authorization 

L i s t B 
Identity 

AND L I s t C 
Employment Authorization 

Document Title: 

Issuing Authority: 

Document Number: 

Expiration Date (if any)(mm/dd/yyyy): 

Document Title: 

Issuing Authority: 

Document Number: 

Expiration Date (if any)(mm/dd/yyyy): 

Document Title: 

Document Title: Document Title: 

Issuing Authority: Issuing Authority: 

Document Number: Document Number: 

Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy): 

Issuing Authority: 

Document Number: 

Expiration Date (if any)(mm/dd/yyyy): 

3-D Barcode 
Do Not Write in This Space 

Certification 

I attest, under penalty of perjury, that (1) I have examined the document (s ) presented by the above -named employee, (2) the 
above-l isted document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the 
employee is authorized to work in the United States . 

The employee's first day of employment (mm/dd/yyyy): ( S e e instructions for exemptions.) 

Signature of Employer or Authorized Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative 

Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name 

E v a Homecare Agency , I n c . 
Employer's Business or Organization Address (Street Number and Name) 

10470 Queens B l v d . S u i t e 503 
City or Town 

F o r e s t H i l l s 
State 

NY 
Zip Code 

11375 

Section 3. Reverlflcatlon and Rehires (To be completed and signed by employer or authorized representative.) 

A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) (Vliddle initial B. Date of Rehire (if applicable) (mm/dd/yyyy): 

C. if employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee 
presented that establislies current employment authorization in the space provided below. 

Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy): 

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

Signature of Employer or Authorized Representative; Date (mm/dd/yyyy): Print Name of Employer or Authorized Representative: 
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Eva hiomeCZstrG Agency; Inc 

104-70 Queens Boulevard, Suite 503 Forest Hills, New York 11375 

Tel: (718)896-2218 Fax: (866)875-9868 

A F F O R D A B L E C A R E A C T U P D A T E S 
WAIVER OF COVERAGE 

Having met the eligibility requirements, you are being offered the opportunity to enroll in health 

coverage offered by Eva Homecare Agency Inc. You have the right to decline, or waive coverage. 

If you do waive coverage for yourself, you may not cover dependents under the health plan of 

Eva Homecare Agency Inc. 

Note that if you waive coverage considered affordable and minimum essential under the Patient 

Protection and Affordable Care Act (ACA), you will not qualify for government credits and 

subsidies to purchase individual health insurance on the Marketplace. 

The decision to waive coverage has consequences for you. For example: 

• If you waive this coverage and do not obtain coverage on your own, you will be subject 

to a penalty under the individual responsibility requirement of the ACA. 

• If you waive coverage, you cannot enroll in the health plan of Eva Homecare Agency Inc. 

until the next open enrollment, unless you experience a qualified change in status. 

Examples include if you are covered under another plan but that coverage is lost, or if 

you gain a new dependent through birth, adoption, or marriage. However, you must 

request to enroll in your plan within 30 days of the qualified change in status. If you miss 

the 30-day enrollment deadline, you must wait until open enrollment. 

I acknowledge that Eva Homecare Agency Inc. has offered me affordable minimum essential 

coverage, as defined under the ACA, for the period from to . I have 

read the above and I understand the consequences of my waiver of coverage. 

Name of Employee 

Signature of Employee Date 

As a representative of Eva Homecare Agency Inc., I received this Waiver of Coverage from the 

above employee on (Date). 

Signature of the representative of Eva Homecare Agency Inc. 


