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State Office Campus
Economic Development Services Unit

State Office Building Campus T [ ]

Building 12, Room 200 m@,

Albany, New York 12240
1-800-HIRE-992

New York State Department of Labor M

Job Applicant: Fill in the lines below and check any boxesthat apply.

Your name Social Security Number

Street address where you live

City or town, state, and ZIP code

Telephone Number ( )

Workerswith Disabilities Tax Credit

Have you received Vocational Rehabilitation Services under awritten plan from the New Y ork
State Education Department's Office of Vocational and Educational Services for Individuals with
Disahilities (VESID),

Or

Have you received services by the Office of Children and Family Services Commission for the
Blind and the Visually Handicapped (CBVH)

I nfor mation Release Authorization

The Office of Vocational and Educational Services for Individuals with Disabilities (VESID) has my
permission to release or to obtain information from agencies [including the Client Assistance Program
(CAP)], individuals, or employers as are concerned with my vocational rehabilitation. Thisinformation
may include reports about my physical or mental condition, official school records, facts necessary to
determine my financial need or other information that VESID needs to determine my digibility and to
provide vocational rehabilitation services.

| understand that:
- All such information will be treated confidential and privileged;

The information will be used only for the purpose of obtaining services offered through
VESID;

| can withdraw my permission to release or obtain information by writing to VESID (this will
not effect actions already taken with my permission); and
VESID may need to use the information to administer the vocational rehabilitation program.

Signature Date
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Employer Information

The employer must fill out the following:

Employer Name FEIN

New York State Employer Identification Number

Employer Address

Employer City, State, and ZIP Code

Employer Telephone Number ( ) Employer Contact

Person to contact, if different from above

Street Address

City, State, and ZIP Code

Date applicant was hired

Date applicant began employment

Wages

Under penalties of perjury, | declarethat | completed thisform and that theinformation | have
furnished is, to the best of my knowledge, true, correct, and complete. Based on the information the
job applicant furnished on page 1, | believe the individual isa member of the targeted group. |
hereby request a certification that theindividual isa member of thetargeted group.

Employer Signature: Date:

I nstructions

The purpose of thisform isto pre-screen applicant’s eigibility for the Workers with Disabilities Tax
Credit. Submitting thisform is but one step in qualifying an employee for the Workers with Disahilities
Tax Credit. New York State Department of Labor must certify the job applicant as a member of the
targeted groups. After starting work, the employee must meet the minimum number of hours worked
requirement. The employer may eect to take the tax credit by filing the applicable credit form.

Complete this form to apply for the New Y ork State Workers with Disahilities Tax Credit after the job
applicant begins work for you. Submit completed form to the New York State Department of Labor,
State Office Campus, Bldg. 12, Room 200, Albany, NY, 12240. Keep copies of the form, along with
any transmittal letters you submit, for the administration of New Y ork State tax provisionsrédating to the
Workers with Disabilities Tax Credit.
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