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https://dol.ny.gov/restricted-nurse-hours-poster

	operated or licensed by the Office of Child and Family Services etc: Off
	First Name: 
	Last Name: 
	Your mailing address: 
	CityTown: 
	Zip Code: 
	Your Phone Number: 
	Your Email: 
	Job Title/Description of job duties: 
	Are you an hourly employee: Off
	Union Membership: Off
	If Yes Local name and number: 
	Name of Business: 
	Address of Business including county: 
	CityTown_2: 
	County_2: 
	State_2: 
	Zip Code_2: 
	Are you an RN or LPN: Off
	Work location if not the address of business headquarters including county: 
	CityTown_3: 
	County: 
	State: 
	Zip Code_3: 
	County_3: 
	Supervisor's Phone Number: 
	Other - explain:: 
	Group3: Off
	Work location same as Address of business: Off
	Date 1: 
	Date 2: 
	Date 3: 
	Date 4: 
	Start Time 1: 
	Start Time 2: 
	Start Time 3: 
	Start Time 4: 
	End Time 1: 
	End Time 2: 
	End Time 3: 
	End Time 4: 
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	End Time 1_2: 
	End Time 2_2: 
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	Did your employer explain the reason for the mandatory overtime: Off
	If Yes what reason was given: 
	If Yes what were the circumstances: 
	catastrophic event: Off
	If yes please explain: 
	DOH and DOL: Off
	emergency: Off
	If Yes please explain: 
	a Did your employer ask for volunteers to work overtime: Off
	b Did your employer contact employees who made themselves available to work extra time: Off
	c Did your employer contact per diem staff: Off
	d Did your employer contact a temporary agency: Off
	Does your employer have a Nurse Coverage Plan: Off
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	Please use the space below to provide any additional information you may have regarding this complaint: 


