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The New York State Office of Temporary and Disability Assistance, Bureau of Shelter Services, may issue an operating certificate only to a natural person or partnership composed only of natural persons, a not-for-profit corporation, a public corporation, a social services district or other governmental agency for the purpose of operating an adult care facility –shelter for adults.  The operation of an adult care facility-shelter for adults is governed by applicable rules and regulations of the State of New York, Department of Social Services (the department) 18 NYCRR Chapter II, subchapter D. Any person, partnership, corporation, organization, agency, governmental unit or other entity which operates an adult care facility is subject to the jurisdiction of the department and must comply with these regulations or cease operation.

DIRECTIONS

Please complete this application in its entirety, where applicable.   An operating certificate will not be issued until all documents and information have been submitted and determined to be satisfactory.

SOCIAL SERVICE DISTRICTS seeking to operate a shelter for adults, regardless of bed capacity, must apply for certification.  The application must be completed, excluding page 6.  A district budget form may be submitted in lieu of the proposed shelter budget form on page 9.
NOT-FOR- PROFIT & PROPRIETARY ORGANIZATIONS seeking to operate a shelter for adults of twenty (20) or more beds must apply for certification and complete the application in its entirety. 

If the proposed operator is a Not-for-Profit Corporation, the following additional documents are required:

1.   Listing of Board of Directors.

2. Personal History Form for the Executive Director or Chief Administrative Officer (per 485.6 (d) (7)) and for all principal officers of the Board of Directors.

3. Proposed or existing Certificate of Incorporation.

4. Name and address of all residential care facilities owned, operated or administered by this Not-for-Profit within the last ten (10) years.

Note: This application is divided into three Phases- I, II, III, however, please provide any documentation or information that is available with your initial application submission. 

NOTARIZED CERTIFICATION OF APPLICANT(S) TO OPERATE 

ADULT CARE FACILITY - SHELTER FOR ADULTS

PHASE I

--------------------------------------------------------------------------------------------------------------------

Shelter Name 




       Sponsoring Agency

_____________________________                             _________________________________

I (we) declare that to the best of my (our) knowledge and belief all information provided herein is true, correct and complete.  Further, if this application is approved, I (we) agree to operate the facility in accordance with all Department Regulations and the proposal contained herein.

I (we) agree to comply with the provision of the Civil Rights Act of 1964 (P.L. 88-352) and all requirements imposed pursuant thereto, to the end that no person shall, on the grounds of race, color or national origin be excluded from participation in, be denied benefit of, or be subjected to discrimination in the provision of any assistance, care or services. 

In addition, I (we) authorize all corporations, companies, credit agencies, education institutions, lending institutions, law enforcement agencies and persons to release information that they may have about me (us) to the Office of Temporary and Disability Assistance or its agents; further I (we) authorize the procurement of such an investigation and understand that such report may contain information as to my (our) background, character, personal reputation.
____________________________                
 ______________________________

Print Name & Title



 
   Print Name & Title

____________________________                       
   _______________________________

Signature of Proposed Operator                            
   Signature of Proposed Operator

____________________________

      
   ______________________________

Date 






   Date

STATE OF NEW YORK)




    STATE OF NEW YORK)
                                        )  ss:                                     

         ) ss:
COUNTY OF                   )                                                                             COUNTY OF                  )  




             


I

QUESTIONAIRE

1.
Why are you applying for an operating certificate?



A. ___ New Facility


 
____
1.    New Construction



____
2.    Substantial Renovation or Rehabilitation or Change of Building Use



____
3.    Existing Building or Change of Building Use



B. ___ Change in Operator.  If this application is for a change of operator, is the current 

operator or owner subject to any bankruptcy or foreclosure procedures? 



Yes ___No___.   If yes, specify the details of the bankruptcy or foreclosure 

proceedings including details of the resolution of the proceedings prior to change 

of ownership. Attach a narrative and supporting documentation on 
additional 

sheets as required.


C. ___ Other (please specify) __________________________________________


2.
What is or will be the name of this facility?


_______________________________________________________________________

3.
What is or will be the exact address of the facility?


_______________________________________________________________________

4.
What is or will be the capacity of the facility?  _________ Beds. 


a. What population will be served?     Male/  Female/  Mixed


5.
How is or will this facility be sponsored?



A. ___ Not-for-Profit 

 
B. ___ Public 

C. ___ Proprietary

 
6.
Enter the contact information for the Chairman or President of the Board of Directors, or 
Local Department of Social Services (LDSS) Commissioner: 




Name



Address


Telephone Number 

_____________________
____________________________
(    )______________


_____________________
____________________________
(    )______________

PHASE I

►BOARD OF DIRECTORS

A.  Provide information for all members of the Board of Directors as follows:

	Name, Title, and Address
	Current Employment /Business

 Name and Address

	
	


NOTE: No officer of the board of directors of a not-for-profit corporation may be, either at the time of application or thereafter, the chief administrative officer, executive director, administrator, or an employee responsible for any financial operation of the facility or program ( per regulation18 NYCRR 485.4 (f)). 
B.
PERSONAL HISTORY FORM -- Must be comp1eted for the Executive Director or 
Chief Administrative Officer and all principal members/officers of the Board of 
Directors.    This is not required of LDSS Commissioners.  See 
Personal History 
Forms- Attachment A



►CERTIFICATE OF INCORPORATION

C.  Submit a copy of your agency’s Certificate of Incorporation.

►RESIDENTIAL FACILITIES

D.  Provide the name and address of all residential care facilities owned, operated or                                                                                    
administered by this Not-for-Profit within the last ten (10) years.

PHASE I

FINANCIAL INFORMATION

1.
Proposed method for establishing shelter:  (check one)

 

_____
Lease(s) - Attach copy of current or proposed facility lease(s). 



_____ Purchase - Attach a copy of the following: 

a. contract of sale 

b. down payment agreement; method of payment

c. mortgage commitment; total mortgage amount, payback period; interest rate; holder of mortgage

d. documentation to show any other purchase agreement not covered in a, b and c of this part.


2.
Answer either a, b or c:

a. Existing Not-for-Profit Corporations who wish to establish a shelter should submit a copy of the annual report as a charitable organization on file with the Secretary of State for the last fiscal year.  Applicants who wish to incorporate for the purpose of establishing and operating a not-for-profit shelter should submit documentation of sources of funding for establishment and operation of the shelter.  This documentation could be in the form of letters of intent or pledge.

b. If applying as a private proprietary shelter, complete the Personal Financial Statement (DSS-2789), Attachment D.
c. When applying for certification of a publicly operated shelter, Social Services Districts are required to submit authorization to establish and operate a shelter issued by the appropriate governing body and either a letter guaranteeing funding or evidence of appropriated funds. 

3.
Complete the Proposed Shelter Budget on page 9.

4
Please answer the following questions and provide the name(s) and address(s) and a description of the interest held by names provided for any applicable person:

a. Does any person, directly or indirectly, beneficially own any interest in the land on which the facility is located?    

Yes______     No________

b. Does any person, directly or indirectly, beneficially own any interest in the building in which the facility is located?  
Yes_______
No________

c. Does any person, directly or indirectly, beneficially own any interest in any mortgage, note, deed of trust or other obligation secured in whole or in part by the land on which the facility is located? 
 Yes______
No________

d. Does any person,  directly or indirectly, have any interest as lessor or lessee in any lease or sub-lease of the land on which, or the building in which, the facility is located?




  Yes______
No________

5.
If any person named in response to this question is a partner, then provide the name and address of each partner. If any person named in response to this question is a corporation, then the name and address of each officer, director, stockholder and, if known, each principal stockholder and controlling person of such corporation. If applicable, please attach a copy of the current partnership agreement.

PHASE I

PROPOSED SHELTER BUDGET

	BUDGET For Twelve Months Ending: _____________ 
      
	Dollar

Amount
	Department

Use Only

	Anticipated Revenues

    Room, Board and Routine Care

    Other Resident Revenue (Attach Schedule)

    Other Revenue (Attach Schedule)

                      Total Anticipated Revenue

Anticipated Expenses 
Salaries and Wages (Schedule A) 
Payroll Taxes 
Other Fringe Benefits 
Dietary Consultant 
Raw Food Costs — Resident Meals 
Raw Food Costs — Emp1oyee Meals 
Food Supplies 
Rental of Facility 
Rental of Equipment 
Real Estate Taxes (Documentation Required) 
Water and Sewer (Documentation Required) 
Heat, Light, Power (Documentation Required) 
Repairs and Maintenance
Housekeeping Supplies 
Laundry and Linen 
Social and Recreation 
Security 
Insurance (Documentation Required) 
Interest Expense (Attach Schedule) 
Telephone (Documentation Required) 
Legal and Accounting 
Advertising 
Unincorporated Business Taxes 
Other Administrative and General Expenses (Attach Schedule) 
Depreciation and Amortization 
Other Expenses (Attach Schedule) 
Purchase Contracts (Attach Schedule) 
                      Total Anticipated Expenses 

Anticipated Resident Care Days
	________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________


	________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________

________________




PHASE II

DEMONSTRATION OF PUBLIC NEED

Publicly Operated Shelters —Pursuant to Social Services Law 461-b (6) (c), shelters operated by a Local Department of Social Services (LDSS) are exempt from demonstrating public need.  Only questions 1 and 2 need be completed for LDSS applications; all other applicants answer questions 1 through 3.

1.
Please describe the type of population you plan to serve in your facility.  


______________________________________________________________________


______________________________________________________________________

2.
How many persons are you aware of that require the type of care your facility proposes 
to offer? ______.  If you have a waiting list for your facility, how many names are 
currently listed? _______. State the reason(s) why this care is not obtainable from 
other 
facilities near your proposed one.

 
______________________________________________________________________


______________________________________________________________________


______________________________________________________________________

3.
Exp1ain how the proposed facility will meet a public need in the area to be served. Include such factors as the need for additional bed capacity, geographical factors (distance to 
other facilities and access roads for police and emergency vehicles), availability of 
qualified staff and the special needs of the population you intend to serve.  (Attach additional sheets as necessary.)


______________________________________________________________________


______________________________________________________________________

PHASE II

RESIDENT SERVICES

1.
Describe in detail, how you plan to provide, either directly or by cooperative 
agreement, the following mandated services:  room, board, supervision, information 
and referral on a daily basis.    Where services are provided by a contract or 
cooperative agreement, submit a copy of executed or proposed agreement(s).  Note:  
Local department of 
social services applicants must provide, either directly or 
through contract or cooperative agreement, social rehabilitation services and should 
describe accordingly (See regulation 18 NYCRR 491.8).


______________________________________________________________________


______________________________________________________________________


______________________________________________________________________

2.
Describe any services your agency provides in addition to the mandated services.


______________________________________________________________________


______________________________________________________________________


______________________________________________________________________

3.
List the major community support services available for use by the proposed resident 
population, in-house and outside community resources.   For each service outside 
community resource or facility, indicate:  (1) how far in miles from the proposed site, 
(2) the type of transportation available between the proposed site, and the service. 
(Attach additional sheets as necessary.)


SERVICE

    
     DISTANCE

TRANSPORTATION


_______________________
    ___________________    
_____________________


_______________________ 
    ___________________
 _____________________


_______________________ 
    ___________________
 _____________________

4.
Attach original letters of community support and need for your proposed facility.  
Required is a letter from the local department of Social Services attesting to the need 
for additional beds to serve your target population.  Additiona1 letters from the 
Parole Board, Community Mental Health Board, Local Office for 
the Aging, or other 
appropriate service providers may be included as applicable to the population you 
intend to serve. 

PHASE II

DESCRIPTION OF PHYSICAL PLANT

If you have a facility, answer the following questions about your physical plant.  If you do not have a facility, please attach a description of the physical plant you are planning to acquire.

 
1.
Facility Information




Describe/Explain
a. Facility capacity


____________________________________ 
b. Construction type


____________________________________
c. Total square footage

____________________________________
d. Age



____________________________________
e. # of stories/floors


____________________________________
f. # of beds planned per floor
____________________________________
g. #of bathrooms per floor

____________________________________
h. Basement   


____________________________________
i. Elevator (s)


____________________________________
j. Cooking facilities


____________________________________
k. Dining space square footage
____________________________________

l. Leisure space square footage
____________________________________

m. Office/Staff space


____________________________________

n. CCTV on site


____________________________________
2. 
Is the facility currently under renovation? Yes / No     If yes, please explain and 
include the anticipated completion date.

 
______________________________________________________________________
______________________________________________________________________

3. 
Was lead or asbestos abatement completed for the property?  Yes / No.  If yes, when?


____________________________________________________________________



4. 
Are there laundry facilities on the premises?  Yes _____
No_____.   If no, how will 
this service be provided? _________________________________________________

5.
Are there any outstanding violations cited by the local code enforcement agency or 
under review by the Environmental Control Board (NYC) (i.e., structural, foundation, 
electrical, system, plumbing, asbestos, infestation, mold, etc)    Yes/ No?   If yes, 
please describe deficiencies and the corrective measures to be taken or in process.


______________________________________________________________________


______________________________________________________________________

PHASE II

PERSONNEL & STAFF QUALIFICATIONS

1. The Facility Director must complete, sign and date form DSS-3233, Statement of Administrator Qualifications, pages 14-17,  in accordance with regulation 18 NYCRR 491.13(d) (3).
2. Complete the (proposed) Schedule of Staff Hours, Schedule A, page 18.  Per regulation 18 NYCRR 491.8 (10), staff hours must include the required minimum number of supervision staff on duty and on site at all times according to the following resident census:
	Resident Census
	Supervisory Staff

	1-19
	1

	20-40
	2

	41-80
	3

	81-120
	4

	121-150
	5

	151-200
	6


3. Submit job descriptions for staff listed on the proposed staffing schedule.
4. Submit documentation of training or copies of fire safety coordinator certificates for on-duty staff on each shift responsible for fire safety and evacuation (see regulation 18 NYCRR 491.8 (3) and 491.10 (g) (12)). 
5. Submit documentation indicating that at least one staff member on each shift has completed an approved basic first aid training course or its equivalent,  as required by regulation 18 NYCRR  491.12 (e).
6. Submit documentation verifying that all food service employees have had a Tuberculin Skin Test or Chest X-rays at the time they begin employment as required by regulation 18 NYCRR 491.12(f).
7. If applicable, please describe how you plan to utilize volunteers, including resident volunteers (see regulation 18 NYCRR 491.12 (g), (h), (i) (1) - (4), (j)).

______________________________________________________________________

____________________________________________________________________________________________________________________________________________
DSS-3233     NYS OFFICE OF TEMPORARY AND DISABILITY ASSISTANCE
STATEMENT OF ADMINISTRATOR QUALIFICATIONS

FOR ADULT RESIDENTIAL CARE FACILITIES

	Name (Last, First, M.I.):

	Sex:
	Social Security #:
	Birth date (Mo/Day/Yr):

	Home Telephone:
	Business Telephone:

	Home Address (Number, Street, City, State, Zip Code):

 

	EDUCATION: (Submit High School Diploma and transcripts of grades from other schools 

or college degrees).

	High School
	Name of School and City in where located:



	
	Dates of Attendance (Mo/Yr):



	
	Graduated? (Yes/No)



	
	Major/Minor



	
	Number of College Credits



	
	Degree Received/ Date of Degree



	Junior/Community College
	Name of School and City in where located:



	
	Dates of Attendance (Mo/Yr):



	
	Graduated? (Yes/No)



	
	Major/Minor



	
	Number of College Credits



	
	Degree Received/Date of Degree




DSS-3233     NYS OFFICE OF TEMPORARY AND DISABILITY ASSISTANCE

	College/University
	Name of School and City in where located:



	
	Dates of Attendance (Mo/Yr):



	
	Graduated? (Yes/No)



	
	Major/Minor



	
	Number of College Credits



	
	Degree Received/Date of Degree



	Graduate School
	Name of School and City in where located:



	
	Dates of Attendance (Mo/Yr):



	
	Graduated? (Yes/No)



	
	Major/Minor



	
	Number of College Credits



	
	Degree Received/Date of Degree



	Other (Specify)
	Name of School and City in where located:



	
	Dates of Attendance (Mo/Yr):



	
	Graduated? (Yes/No)



	
	Major/Minor



	
	Number of College Credits



	
	Degree Received/Date of Degree



	If you are not a High School Graduate, do you have a High School Equivalency diploma?
	Yes/No:

Issuing Authority:

Diploma Number:

Date: 


DSS-3233     NYS OFFICE OF TEMPORARY AND DISABILITY ASSISTANCE

	List all professional licenses, certificates and registrations currently held

	Profession
	State
	Number
	Expiration Date

	
	
	
	

	
	
	
	

	EMPLOYMENT:  Begin with your most recent employment.  Attach Formal Job Descriptions, and Resumes if available.

	Present Position:


	Appointment Date: (M/D/Y)

	Facility Where Employed:


	Supervisor/Title:

	Facility Address:
	Contact for Reference:  Yes/No

Telephone Number:

	Major Job Responsibilities:



	Position:


	Employment Period (From/To):

	Facility Where Employed:


	Supervisor/Title:

	Facility Address:


	Contact for Reference:  Yes/No

Telephone Number:

	Major Job Responsibilities:



	Position:


	Employment Period (From/To):

	Facility Where Employed:


	Supervisor/Title:

	Facility Address:


	Contact for Reference:  Yes/No

Telephone Number:

	Major Job Responsibilities:



	Position:


	Employment Period (From/To):

	Facility Where Employed:


	Supervisor/Title:

	Facility Address:


	Contact for Reference:  Yes/No

Telephone Number:

	Major Job Responsibilities:




DSS-3233     NYS OFFICE OF TEMPORARY AND DISABILITY ASSISTANCE

	Position:


	Employment Period (From/To):

	Facility Where Employed:


	Supervisor/Title:

	Facility Address:
	Contact for Reference:  Yes/No

Telephone Number:



	Major Job Responsibilities:



	REFERENCES:  Please provide three (3) references, other than relatives.

	NAME
	ADDRESS
	TELEPHONE NUMBER

	
	
	

	
	
	

	
	
	

	Yes
	No
	Questions

	
	
	1.  Have you ever been convicted of any violation of the law other than a 

       minor traffic violation?

	
	
	2.  Are any criminal or civil actions pending against you?

	
	
	3.  Are you presently under treatment for any physical or mental disability or for 

 the use of alcohol or drugs?

	
	
	4.  Do you now hold or have you ever held a professional license in NY or any 

 other State?

	
	Type:
	State:
	License #:
	Expiration Date:



	
	
	5.  Have you ever been refused a professional license or denied approval to operate an adult home, health facility, community residence, etc.; or had such license or approval revoked or suspended? (If yes, PLEASE ATTACH 

AN EXPLANATION.)

	AFFIRMATION:  I affirm, that the statements made herein and on the accompanying papers have been examined by me and of my knowledge and belief are true and correct.  I further understand that a false statement knowingly made by me may be the cause for disapproval of any future appointment as administrator or operator of an adult residential care facility.

	Signature
	Date

	
	


SCHEDULE OF STAFF HOURS

Schedule A

	NAME OF EMPLOYEE
	LIVES IN
	ANNUAL SALARY
	JOB TITLE
	WEEKLY HOURS
	Sun
	Mon
	Tues
	Wed
	Thurs
	Fri
	Sat

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


PHASE II

FACILITY POLICIES

□   ADMISSION, DISCHARGE AND TRANSFER POLICY

Before submitting this portion of the application, read carefully 18 NYCRR, Parts 491.4 and 491.5 of the Regulations governing admission, discharge and transfer of residents.


Please attach a description of your Admission, Transfer and Discharge policies

□   RESIDENT RIGHTS


Please attach the facility’s statement of Resident Rights. See Section 491.7(d) of the Regulations (must be identical to the regulation).

____________________________________________________________________________

□   HOUSE RULES (Statement of resident rules per 18 NYCRR 485.6(f) (2) (i)).

Please provide a copy of the facility’s House Rules, e.g., all terms and conditions for occupancy.

____________________________________________________________________________

□   PERSONNEL POLICIES

Please provide a copy of the facility’s personnel policies (See regulation 18 NYCRR 491.12).

PHASE II

NUTRITION PLAN

Please submit the following information pertaining to your nutrition plan and dining services (see Section 491.9 of the Regulations):

1. Sample three-day menu cycle (for facilities of 40 or less beds, or a sample two-week menu cycle for facilities of 41 or more beds).

2. Schedule of meal times.

3. If there are no kitchen facilities (or insufficient facilities) on the proposed shelter site, please describe how meals will be provided.  If meals will be prepared off-site, submit a waiver request. **

4. If there is insufficient dining space to accommodate all residents at one seating, submit a waiver request which includes the square footage of dining space available, the number of tables and chairs in the dining room and the anticipated number to be served per meal. **

**Waiver requests may be found as Attachment B at the end of application.

PHASE III

 ARCHITECTURAL PLANS

 
Two (2) complete sets of plans and specifications shall be submitted and shall include the following:

 
1.
Plot and location


2.
Floor Plans (foundation, typical floor plan, etc.)

 
3.
Building finishes and door schedules

 
4.
Wall finishes and door schedules

 
5.
All building elevations

 
6.
Structural floor and roof framing plans


7.
Sprinkler drawings and smoke detector locations


8.
Mechanical drawings

9.         Certificate of Occupancy; Existing structures must have LL-11 clearance. 
(Explanation: where applicable, this law requires all buildings 6-stories and above to 
have their Facade inspected for loose materials)
10.   Local fire department approval of fires safety installations, including (Blue Card) 
certification for all gas-line installations of new construction as well as existing  
structures that 
 have undergone renovations including gas-line work
11.       Service contracts for fire safety installations

12.       Internal Voice Communication System
Drawings must be prepared, properly stamped and signed by a Registered Architect or Professional Engineer licensed to practice in New York State and approved by the local Department of Buildings (DOB in NYC).

CONSTRUCTION SHALL NOT START WITHOUT PRIOR WRITTEN APPROVAL BY OTDA!

 
A final inspection of physical plant inspection will be required prior to the issuance of an operating certificate.  Please contact OTDA at least 30 days prior to anticipated occupancy to request an inspection.  Also provide updated documentation of compliance with all local codes and ordinances, including a copy of your certification of occupancy.
	EQUIPMENT
	Yes
	No
	CHECK BOXES WERE APPROPRIATE

	Annunciator Panel
	
	
	Connections:

□ Sprinklers           □ Smokes

	Outside Monitoring Station


	
	
	Company Name: 

	Will there be Carbon Monoxide Detectors? 
	
	
	□ Unsupervised  □ Units

□ Battery Operated □ Corridors 

□ Hardwired □


	Will there be Smoke Detectors in apartments?
	
	
	□ Unsupervised  □ Battery Operated 

□ Hardwired

	Supervised Smoke detection System (MONITORED AT PANEL) covering:
	
	
	□ Units  □ Corridors  □ Stairwells 

□ Basement     

	Sprinkler System

(MONITORED AT PANEL)  covering:
	
	
	□ Units  □ Corridors  □ Stairwells 

□ Basement     

	Emergency Lighting


	
	
	□ Landings □ Corridors  □ Stairwells 

□ Basement     

	Interior Fire Alarm /Pull Box


	
	
	□ Internal           □ Central Relay

	Fire Extinguishers


	
	
	□ Units  □ Corridors  □ Stairwells 

□ Basement     

	Strobes

	
	
	□ Landings □ Corridors  □ Stairwells 

□ Basement     

	Voice Communication SYSTEM
	
	
	□ Fire Panel □ hallway Speakers 
□ Intercom 



PHASE III

DISASTER AND EMERGENCY EVACUATION PLAN

Submit a current Disaster and Emergency Evacuation Plan for the facility that has been reviewed and approved by the local fire department.  It should describe the procedures to be followed in caring for residents in the event of an emergency or disaster, such as fire, earthquake, hurricane, flood, and energy failure or employee strike.  (See regulation 18 NYCRR 491.11).   
A Model Disaster and Emergency Evacuation Plan can be found in the Appendix. See Attach C.

Be sure to include the facility exit and evacuation descriptions and relocation procedure information found on pages 23 and 24.

PHASE III

 FACILITY EXITS & EVACUATION INFORMATION
1.
Primary Exits:

2. Alternate Exits:

3.
Routes of Evacuation:

4.
Assembly Area (internal or external):

5.
False Exits and areas to be avoided:

6.
Procedure for Removing Immobile or Disoriented Residents:

PHASE III

RELOCATION PROCEDURES

1.
Relocation Facilities:

2.
Transportation Arrangements:

3. Resident Care at New Location:

 
No resident shall be transported to another facility and left without care. The Administrator or operators shall assign sufficient staff members to care for all transferred residents at least until the accepting facility has been able to assume responsibility. Remember, if resident records were salvaged, they should accompany each resident.  If not, the accepting facility should be advised orally of the special needs or medical problems relative to each resident. Under no circumstances should any staff member leave a resident at any other facility without complete transfer of pertinent information to the extent available. Each staff member should remain with the transferring residents until released by the Administrator or operators. Information concerning resident’s status should be shared between the various relocation sites.

 
4.
Provision of Needed Resources: 


The Administrator and operators shall, as expeditiously as possible, arrange for all needed resources for the residents transferred to another facility in an emergency or disaster.  Foodstuffs may be available at the facility to which the residents have been transferred; however, foodstuffs should not be salvaged from this facility for later use for health reasons. 

ATTACHMENT A

PRINCIPAL BOARD OF DIRECTORS PERSONAL HISTORY FORM

INSTRUCTIONS

· The following items must be described in full for each principal or officer of the Board of Directors.  Signature, Board Title and date are required for each member completing this form.  Questions 1-8 may be answered or submitted in a resume or narrative format.

· Upon request by the Department, the applicant must submit letters of reference attesting to the character and competence of each applicant or Board Members.

 
1.
Name 


2.
Home address and telephone number 


3.
Business address and telephone number 


4
Name and address of High School attended, and whether or not applicant was graduated 


5.
Names of colleges and other schools attended:


-  types of diplomas, degrees or certificates received 


6.
List special training courses attended which relate to provision of care in this type 
of 
facility:

· Dates attended

· Hours credited


7.
The name and address of each facility in which the applicant or Board Member has 
served 
as:

· An incorporator

· A director

· A sponsor

· A principal stockholder

· An owner

· An administrator

· Other staff


In: 

· A private proprietary home, not-for-profit home, residence for adults, or shelter. 

· A halfway house, hostel, or other residential facility or institution for the care, custody or treatment of the mentally disabled which is subject to approva1 by the Department of Mental Hygiene.
· Any residential health care facility as defined in the public health law.

8.
Employment History:  beginning with the most recent, and working backwards, for the 
past 
ten (10) years describe:

· length of emp1oyment - (dates:  from ________  to ________ ) 
· firm name and address 

· type of business 

· your exact title

· the name of your supervisor 

· brief description of duties (attach a separate sheet if necessary) 













Check Appropriate Line











YES
    NO

9.
Were you ever dismissed or discharged from any 




   
employment for reasons other than lack of work or funds?

_____
   _____

10.
Did you ever resign from any employment rather than 

face dismissal?






_____
   _____

11.
Did you ever receive a discharge from the Armed Forces 

of the United States which was other than “honorable” 

or which was issued under other than honorable 

circumstances?






_____
   _____

12.
Have you ever been convicted of a crime (felony or 

misdemeanor)?






_____
   _____

13.
Are there any criminal actions pending against you?


_____
   _____

14.
Have you ever forfeited bail bond posted to guarantee 

your appearance in court to answer to any criminal 

charge? 







 _____
   _____

15.
Have you ever been involved as a defendant in a hearing 

before an official body in relation to the operation of a home

or institution caring for people?  (Including a nursing home,


health related facility, adult care facility or community residence)
 _____
   _____










Check Appropriate Line











Yes
   No


16.
Have you ever been denied approval to operate a home or


institution, or had any such approval withdrawn? 

(Including a nursing home, health related facility or

community residence.)





_____
   _____


17.
Have you ever been denied a professional license, or 

had any such license suspended or revoked?



_____
   _____

If the answer to any of the above is “YES” give full details below.  Include date of action, type of action, persons or facilities involved, and outcome at the space below.  Attach additional sheets if necessary. 

	


AFFIRMATION:  I affirm that the statements made herein and on the accompanying papers have been examined by me and to the best of my knowledge and belief are true and correct. 

Signed_________________________________   


Board Title______________________________  

Date_________________

ATTACHMENT B

REQUEST FOR REGULATION WAIVER FORM

Facility name and address:



Facility Sponsor name and address:

__________________________________

___________________________________

__________________________________

___________________________________

__________________________________

___________________________________

Facility Capacity: ___________________

Upon written request by the operator, the department may waive non statutory requirements of 18 NYCRR parts 485, 486, and 491 and may permit an operator to establish another method of achieving the intended outcome of the waived regulation.  An operator must request and receive written approval prior to instituting any alternative methods.  Failure to comply with a regulation before a waiver has been requested and approved may result in the imposition of a penalty.  The operator must provide the information requested below.  Incomplete or unclear requests will not be accepted.

WAIVER INFORMATION    (use additional sheets as necessary)

1.  Regulation for which waiver is sought:

2. Please explain the reason why a waiver is desirable or necessary:

3. Describe what will be done to achieve or maintain the intended outcome of the regulation and to protect the health and safety of the residents:

OPERATOR/ADMINISTRATOR:

PRINT NAME_______________________


TITLE_______________________

SIGNATURE________________________


DATE
_______________________

ATTACHMENT C

EMERGENCY AND DISASTER PLAN

(MODEL)

DATE:
INTRODUCTION:

Effective disaster control operations are dependent upon the coordination and cooperation  of shelter staff and residents as well as, police, fire, and various other public and private agencies that may be called upon to perform duties in conjunction with the occurrence. Each incident may differ by type, area, location, number of persons affected, and extent of damage; but the basic responsibilities of staff remain the same, and the following procedures are established applicable to limited area involvement type disasters.

PURPOSE:

The purpose of this disaster plan is to serve as a guide to assure the coordinated efforts of the responsible staff and the safety of all residents. It is not intended to limit or restrict initiative, judgment, or independent action required to provide appropriate and effective disaster operations. At the same time, freedom of initiative cannot be used as an excuse for failure to take necessary coordinated action to successfully accomplish objectives.

DEFINITION:


This disaster and emergency plan shall be followed for the proper protection of residents and employees in the event of an actual or threatened internal or external emergency or disaster arising from the interruption of normal service, resulting from flood, hurricane, tornado, explosion, fire, bomb threat, earthquake, strike, or other employee action, financial failure of the operator or other similar occurrences or circumstances.  In the event of such an incident, it may be necessary to evacuate either the total facility or a large segment due to unsafe conditions. The decision as to whether or not the residents are to be evacuated must be made by the administrator or his designee until fire, police and other support services arrive at the scene.

GENERAL PROCEDURES:

Do not cause excitement or fear in the residents, rather maintain your composure and keep full control over the evacuation procedure.

Once a resident has left his or her room or the facility building, they should NEVER, under any circumstances, be permitted to return for anything. 

Keep residents grouped, assist them who need assistance, proceed to the nearest available exit, and, when appropriate, have all residents evacuate the facility building as rapidly as possible.

FLOODS AND HURRICANES: 

These disasters are usually preceded by extended periods of warning. The Administrator will tune to a local radio station and await further information. If the local government advises evacuation, this will be coordinated through the local emergency preparedness agency to an approved site. 


TORNADO:

When a tornado watch is announced, the facility will listen to the local radio station for further information. If a warning is issued, all residents will be informed to stay within the facility. Residents will proceed to an appropriate designated area and away from windows.

 
EXPLOSION/FIRE:

The danger of explosion in the shelter presents the most difficult situation.

 
The danger of fire and secondary explosion exists after the first explosion. In the event of an explosion, all staff and residents must be moved from the area. The fire alarm shall be activated to alert staff and residents.


An explosion is likely to weaken the physical structure creating a dangerous situation for staff and residents. In such an event, residents must be moved immediately to a safe section of the building as designated by fire or police official or out of the building entirely. Evacuation procedures shall be followed.  (NOTE: Refer to Appendix II.)

 
ELECTRICAL BLACKOUT: 


In the event of an unexpected electrical shutdown, whether it is due to external or internal factors, the following steps should be followed: 

1. All doors should be closed to keep in heat during the winter and out in the summer.

2. When a blackout has occurred the staff should advise and attempt to prevent residents from panicking.

3. The administrator or designee will order an evacuation from the building when the inside temperature is too cold for occupants or when other factors require it.

BOMB THREAT PROCEDURE:

 
In the event that the facility receives a call that a bomb has been placed in the home, then the telephone operator or person receiving the call will follow the procedure below:

1. Prolong the conversation as much as possible.

2. Attempt to obtain specific location of the bomb and the time it will explode.

3. If possible, have a third party listen in on the call.

4. Be alert for distinguishing background noises, such as:  music, voices, aircraft and church bells.

5. Note if the caller indicates knowledge of the shelter by his description of locations.

The person receiving the call will notify the Administrator and Police Department who will notify key staff and authorities. Police should be put in complete authority upon arrival. 

Cooperation with police and others invo1ved is most important.  Shelter staff with master keys should be available if requested, along with floor plans of the facility.  Personnel will not divulge to the residents that a bomb threat has been received.

EARTHQUAKE:

If indoors, sit or stand against an inside wall or an inside doorway or take cover under a desk, table or bench. Stay away from windows and outside doors. All staff will direct residents to do this. If you are outdoors, stay away from overhead electric wires, poles or anything else that might shake loose or fall.

After the earthquake, the shelter staff will assemble residents, notify authorities to obtain additiona1 services, as needed, and make attempts to locate all residents. The administrator will compile a list of missing residents to be given to police department.

 
STRIKES, LOCKOUTS OR OTHER EMPLOYEE ACTION OR FINANCIAL FAILURES OF OPERATOR:

The administrator shall contact the OTDA, Bureau of Housing and Shelter Services about such actions, prior to the action if possible. Facility will take primary responsibility to insure the safety and continuation of services to the shelter residents.  OTDA will coordinate and approve all such plans. 


SNOW EMERGENCIES:

 
An adequate supp1y of heating fuel, food, and water must be kept during the winter months. All means of egress must be kept free of snow.  When possible, keep residents inside.

 
HEAT WAVE:

 
In the event of a prolonged period of hot weather that exceeds the comfort range of 75°F and 50% of relative humidity, the following steps should be followed:

1. Utilize air circu1ating equipment and air cooling equipment if they are available.

2.
Keep shades, blinds, or curtains closed in those bui1ding areas receiving direct sunlight.

3.
Open windows and doors as necessary to take advantage of available breezes.

4.
Avoid programs and activities that may excite residents or cause excess physica1 exertion.

5.
Regu1ar1y serve water to all residents.

6.
Keep residents out of direct sunshine.

7.
Have residents dress in loose, 1ight non-constrictive c1othing.

8.
Reduce the use of heat-generating equipment and appliances as much as possible.

9.
Temporari1y relocate any resident(s) who are seriously threatened to sites with better climate control capabilities.

10.
In the event of extreme temperatures over an extended period of time, notify OTDA for assistance in identifying alternate sites and in arranging for priority status for the residents.

11.
Contact neighboring hospitals to alert them to the emergency and the possible need of emergency care.

ADMINISTRATION:

 
The Administrator or his designee of the facility will be responsible for implementing the Disaster Plan.  However, the Administrator will use available resource persons such as fire department, police department, and local government in making administrative decisions after these support systems arrive at site. The Administrator will have a list of residents who need assistance in evacuating.

 
Call List:

 
Administrator (Home Number) 
All staff in order to be notified 
Police 
Fire Department 
Emergency Preparedness (local) 
Hospital 
Maintenance or Maintenance Service 
Red Cross 
Utilities (gas, electric, telephone companies, water department, etc.) 
OTDA Bureau of Housing and Shelter Services

MEDICAL PERSONNEL:

After the evacuation is completed, personnel are responsible for contacting residents’ physicians and notify them to review medication immediately, as necessary.  If time and situation permit, retrieve resident medical records, medications, and personal data sheets.


RECREATION & MANAGEMENT PERSONNEL:

Recreation and Management staff will allay the fears of the residents.  If evacuation decision is made, all staff shall go to their assigned stations and assist residents out of the building, using prescribed evacuation procedures, avoiding the use of elevators wherever possible.  List names of other facilities, buildings, etc. to temporarily house residents for shelter, food, clothing, etc..  Provide letters of commitment, agencies, facilities, or buildings.

GENERAL STAFF PROCEDURES:

When more than one person is on duty, the person in charge will assume the following protective measures and all items following “Resident Care”.  However, if only one person is on duty, the following steps will be carried out in substantially the order set forth.

 
1.
Protective Measures

a.
Locate the emergency or disaster source, if possible

b.
Remove resident or residents from the room in which the fire is burning and 


close the room door.

c.
If a fire, pull nearest “Fire Pull Station”.  (See Appendix II)

d.
The staff member should, or direct other staff, to phone the Fire Department as soon as possible to confirm the fire and advise the Fire Department of the fire location and any special circumstances.

e.
Evacuate all residents by means of the nearest exit (see Evacuation Procedure following).

f.
Man fire extinguisher to contain fire.

REMEMBER:  Multi-purpose ABC fire extinguisher to be used on all electrical, TV, motor, grease, flammable liquid, wood, etc. fires.  For upholstered furniture, mattresses, pillows, heavy material (cloth), etc. fires, use the Class A fire extinguisher if possible; otherwise use multi-purpose ABC fire extinguisher.

 
2.
Resident Count/Location

The staff should always be aware of the number of residents and visitors in the facility at all times, and a count should be made at evacuation.  Location of all residents that could not be evacuated should be noted and immediately told to the Fire Department personnel on arrival.

 
3.
Resident Care

 
Remember:  the care and well being of the residents is first and foremost. Nothing is more important than the safety and well being of the residents. At least one staff member should care for the residents after evacuation.

 
4.
 Resources

When possible, all spare blankets, clothing, and residents’ walkers and canes should be removed from the facility for the residents’ well being and safety.  In addition or in the alternative, towels, sheets, comforters and anything which may give the residents protection from the elements should be removed and dispensed to the residents after evacuation.

 
5.
Medications

Medications should be removed from the facility and placed under the control of the staff member in charge of the emergency or disaster permits. Remember, some residents may require medication before duplicate supplies can be obtained, particularly residents with heart, diabetic, respiratory or similar serious problems. 


6.
Records

 
If the emergency or disaster permits, remove pertinent resident and facility records and files.  Do not sort the files or pick through them, rather take a drawer at a time from the premises.  In the event of serious injury to any resident or need to transfer to another facility or agency, resident file information may be critical.  For example information on heart problems, diabetes, allergies, etc. must be provided to the receiving facility.

 
7.
Notifications

 
As soon as time permits, after the residents’ safety has been assured, notify by phone all emergency personnel, facility operators, administrator, emp1oyees, resident responsible parties, etc.  All employees should respond immediately to assist with residents in an emergency or disaster.

NEW EMPLOYEE ORIENTATION

The facility must inform all new emp1oyees of their responsibility during an emergency situation. These responsibilities should be detailed in the job descriptions required for each duty title and incorporated as part of the overall disaster plan. These procedures should be part of the in-service training package and incorporated in staff drills. The following items should be included:

1.
Location of all fire alarm boxes in the employee’s work area and the correct procedure 

      for operating a fire alarm box;

2.
Instructions as to what to do in case one discovers a fire;

3.
Locations of all exit stairways;

4.
Methods and procedures for moving residents from the fire site;

5.
Locations of and proper instruction in the use of the Fire Extinguishers;

6.
Proper methods of confining a fire;

7.
Discussion of how a fire spreads; and

8. Safety methods that prevent fires.

APPENDIX I

N O T I C E

Read these rules and regulations. They may save YOUR life and the lives of others.

 
PRIOR TO AN EMERGENCY 
1. Investigate all possible means of emergency exits from your room. Familiarize yourself with all exits.

2. Read carefully any and all instructions to residents.

3.
Do not leave any storage in the halls or stairwells.

4.
Make sure all stairwell doors and fire doors are kept closed.

PROCEDURE TO FOLLOW IN CASE OF FIRE

1. The first duty of the staff is to remove the residents from the fire area while directing other staff persons to alert the Fire Department.  THIS SAFETY TO LIFE SHOULD TAKE PRECEDENCE OVER TURNING IN THE FIRE ALARM.

2. Notify the Fire Department, giving name of the facility, address, phone number, your name, location of the fire, and alert staff through the interior alarm.

3. Remove from immediate danger any other residents in proximity to the fire and smoke area.

4. Close doors and windows - DO NOT SHOUT “FIRE” – DO NOT PANIC!
5. Feel all doors before you open them.  If they do not appear hot, open slightly.  Hold your head away from door opening; brace the door with your foot.  Put your hand across the opening to test the heat of the air.

6.
After you have notified the Fire Department and the staff of the fire, try to extinguish the fire by use of the fire extinguishers.

7.
DO NOT USE THE ELEVATORS!!

PROCEDURE TO BE FOLLOWED IF RESIDENTS HAVE TO BE REMOVED

1. Use stairs remote from fire and smoke to ground floor aid safety. Pair the residents to accompany each other.
2. Proceed to the nearest safe building.
3. If hall is not safe, stop up any openings or cracks by which smoke may enter, using wet towels, sheets, blankets, mattresses, etc.  Open window slightly and stay near it.  KEEP CALM!  Avoid hysteria. Fear and panic do as much damage as fire.  DO NOT JUMP OUT!
4. Account for all residents and remain with them.  DO NOT RE-ENTER THE BUILDING.
5. Make residents comfortable, avoid confusion and panic.
6. Upon arrival of Fire Department, administrator or designee shall immediately provide appropriate information (head count, fire location, etc.) to fire officials.
7. Follow instructions of the Fire Department regarding temporary relocation of residents.
APPENDIX II

	FIRE EXTINGUISHERS AND HOW TO USE THEM

	There are Portable Extinguisher for Every Class of Fire
	Carbon Dioxide
	Dry Chemical
	Water
	Foam

	Class A Fires
	Paper, wood, cloth, rubbish, excelsior, etc.  Where quenching & cooling effect required.
	Small surface fires only.
	Small surface fires only.
	YES
EXCELLENT
Water saturates prevents rekindling.
	YES
EXCELLENT
Has both smothering & wetting action.

	Class B
Fires
	Liquids; (gas, oil, paint, cooking fats, etc.)  Where required.
	YES
EXCELLENT
CO2 leaves no residue.
	YES
EXCELLENT
Chemical smothers fire.
	NO
Water will spread fire not put it out.
	YES 
EXCELLENT
Smothering blanket floats on top.

	Class C
Fires
	Live Electrical equipment (motors, switches, appliances).  Where a nonconducting extinguishing agent is required. 
	YES
EXCELLENT
CO2 is nonconductor, will not damage equipment.
	YES
EXCELLENT
Chemical is Nonconductor
	NO
Water, a conductor, should not be used on live electrical equipment. 
	NO
A conductor should not be used on live electrical equipment.

	HOW TO OPERATE
	See nameplate, generally, remove horn, pull locking pin, squeeze trigger.
	See nameplate generally, press lever or remove horn, press lever.
	INVERSION TYPE Soda-Acid Turn over bump on ground.  (30-40 ft. range)
PRESSURE TYPE Remove hose press lever (45 ft. range) PUMP TYPE Aim nozzle & work pump. (30-40 ft. range)
	Turn over, bump on ground.

	RANGE OF STREAM

	3 to 6 ft.

	10 to 20 ft.

	(See above)
	30 to 40 ft.


	RECHARGING PERIOD
	AFTER USE Weigh Semi-Annually.
	AFTER USE Check Pressure Gauge Semi-Annually.
	(See Note :)
	Discharge & Recharge Annually.


NOTE:
Inversion Type - Discharge and Recharge Annually

Pressure Type – Check pressure gauge Semi-Annually.

Pump Type – Inspect periodically.  Test by Discharging.

APPENDIX III

TELEPHONE PROCEDURES

BOMB THREAT CHECK LIST

The administrator in conjunction with the Bomb Squad will determine the need for evacuation.

Instructions:
Be calm. Be Courteous.  Listen, do not interrupt the caller.



Notify supervisor by prearranged signal while caller is on line.

Name of Operator:  _____________________________________________________________

Time:  __________
Date:  __________

Sex:  Male _____   Female _____   

Juvenile: _____   

Approximate Age:  _____yrs.

Origin of Call:

Local _____   Long Distance _____   Booth _____  

Internal _____ (From within the Building?) (If internal, leave plug in the board).
  

	VOICE CHARACTERISTICS
	SPEECH
	LANGUAGE

	Loud 
	
	Soft
	
	Fast
	
	Slow
	
	Excellent
	
	Good
	

	High Pitch
	
	Deep
	
	Distinct
	
	Distorted
	
	Fair
	
	Poor
	

	Happy
	
	Pleasant
	
	Stutter
	
	Nasal
	
	Foul
	
	
	

	Intoxicated
	
	
	Slurred
	
	Lisp
	
	
	
	
	

	Other: 
	Other:
	Other:


ATTACHMENT  D

DSS-2789     NYS OFFICE OF TEMPORARY AND DISABILITY ASSISTANCE

          (If partnership, submit a separate sheet for each partner)

Personal Financial Statement as of _____________________ (Proprietor)

Name:  _______________________________________   Social Security No.:  ___________________
Address:
Home:  ________________________________________________________________ 

     
Business:  ______________________________________________________________ 

Telephone Number:
Home:  _______________________________ 


          
Business:  _____________________________ 


Present Occupation or Profession:  ________________________________________________________________________________

 
A.
ASSETS AND LIABILITIES

 

Current Assets (Schedule A)




$__________

 
Non Current Assets (Schedule B)



$__________ 




Total Assets





$__________

 

Current Liabilities (Schedule C)



$__________

 
Non Current Liabilities (Schedule D)



$__________

 


Total Assets





$__________

 

Net Worth






$__________

 
B.
ANTICIPATED ANNUAL PERSONAL INCOME FROM: 

(Current calendar year exclusive of the operation of this Facility) 



Salaries & Wages





$__________ 


Interest & Dividends 





$__________ 


Investments 






$__________


Rents 







$__________


Partnerships/Proprietorships




$__________


Other Business/Interests 




$__________


Other Sources (specify) 




$__________

 


Total 






$__________

 
C.
ANTICIPATED EXPENSES

Does applicant have any continent liabilities (i.e., Note co-signer, pending lawsuits, etc.)

 
______Yes
______ No  (If yes, explain on separate sheet)

DSS-2789    
CURRENT ASSETS

Schedule A

 Current Assets are defined as cash and other assets which presumably will be converted into cash within the next twelve months.










Amount


1.
Cash on Hand 





$__________

2. 
Cash on Deposit




$__________

3.
Notes Receivab1e




$__________

4.
Accounts Receivable




$__________

5.
Temporary Investments (original cost)

$__________


6.
Other (specify) 






7.
_______________________________

$__________ 

8.
_______________________________

$__________


9.
_______________________________

$__________


10.
_______________________________

$__________ 

11.
_______________________________

$__________

12.
_______________________________

$__________

 
13.
_______________________________

$__________


14.
_______________________________

$__________


15.
_______________________________

$__________


16.
Total Current Assets




$__________

Cash on Deposit

	Name and Address

where Deposited

 
	Amount 
Number
	Amount 
	Pledged as
Collateral
	Amount Pledged 

	
	
	
	 Yes
	No
	

	
	
	
	
	
	


Total (agrees with line 2 above) 

DSS-2789    
Notes Receivable and Accounts Receivable 

	Name and Address of

Debtor/Telephone Number
	Amount
	Are Assets Pledged

 As Collateral
	Amount

 Pledged

	
	
	 Yes
	No
	

	
	
	
	
	


Total (agrees with Total of lines 3 and 4 above)

Temporary Investments

	Nature of

Investment
	Fair Market

Value
	Cost
	Pledged As Collateral
	Amount Pledged
	Name & Address

Where Verification

Can Be Obtained

	
	
	
	 Yes
	No
	
	

	
	
	
	
	
	
	


Total (agrees with line 5 above)

Other Current Assets

	Line Reference

 From Above
	Name and Address

Where Verification

Can Be Obtained
	Cost
	Fair Market

Value
	Pledged As Collateral
	Amount Pledged

	
	
	
	
	 Yes
	No
	

	
	
	
	
	
	
	


DSS-2789     
NON CURRENT ASSETS

Schedule B

Non Current Assets are defined as those assets which presumably will not be converted into cash within the next three months.

	Type of Asset
	Cost
	Fair Market

Value
	Pledged As Collateral
	Amount Pledged

	
	
	
	 Yes
	No
	

	
	
	
	
	
	


DSS-2789     
CURRENT LIABILITIES

Schedule C

Current Liabilities are defined as those obligations whose liquidation are reasonably expected to require use of existing resources properly classified as current assets or the creation of other current liabilities.  Include any liability whose regular and ordinary liquidation is expected to occur within the next twelve months.

	Name of Creditor
	Amount
	Due Date
	Assets Assigned

As Security
	Specify Assets

Offered As

Security

	
	
	
	 Yes
	No
	

	
	
	
	
	
	


NON CURRENT LIABILITIES

Schedule D

Non Current Liabilities are defined as those obligations or any part thereof which are not payable within the next twelve months.

	Name of Creditor
	Amount
	Due Date
	Assets Assigned

As Security
	Specify Assets

Offered As

Security

	
	
	
	 Yes
	No
	

	
	
	
	
	
	


On this ______day of ___________, 2010, before me, the undersigned, personally appeared _____________________, personally known to me on the basis of satisfactory evidence to be the individual whose name is subscribed to the within instrument and acknowledged to me that he executed the same in his capacity, and that by his signature on the instrument, the individual, or then person upon behalf of which the individual acted, executed the instrument and that he signed his name thereto by like order.





On this ______ day of ___________, 2010, before me, the undersigned, personally appeared _____________________, personally known to me on the basis of satisfactory evidence to be the individual whose name is subscribed to the within instrument and acknowledged to me that he executed the same in his capacity, and that by his signature on the instrument, the individual, or then person upon behalf of which the individual acted, executed the instrument and that he signed his name thereto by like order.








Notary Public





My Commission Expires: ______








Notary Public





My Commission Expires: ______





PHASE III


	


FIRE SAFETY EQUIPMENT





Complete the following chart pertaining to fire safety equipment in the facility.
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