WE ARE YOUR DOL

Department

PaEmEEmYHT AR

I IRTT

NEW
YORK
STATE

of Labor

EREERNIELPN, EMNRRBHLPN? * [ [ &

(WIREEA T, BPESIHR. )

CREBETHGEFREAZNETMIE, BRREIZERMVE?
(EREZHETHTEIEER. 777k, FEFRERE. I ENRERSHAIESZ

Z &

(WIREEA T, BPESIHR. )
RIRESR

BnF YEEE

peN=pEcyaikehila
fing

ERITAHNNEEF)

T /AR 2

N

TR RBIE S

B/ TYFER SR

SRy R F Rt

BB E 4T

BREETEREFHFNRI? IR L&

MR ‘BT, BRAMADIRITMES

=R
|22

edlstnt (228)
(PN

TSR A

i

LS 680C (12/23)

R EL 4w bS)

%10,

H3m



THIEtREESEtutER? * LI LS

finE*
T /R - A MREZWES
TEUSR TEBESH

EEIWSMER* | Ek | jr7Fbe | OCFSHIM | Hfth - i5iPA:

FHBIRER
NFE—REREEMIIER, BREBIENERENTIENE, MUREREKIMPIABE,
BHA [RE TFa3ER SR MNHEETER

B (Fii) /
B (/i) /
F (miEh) FFH4RtiE) £ERAd{a) ISLRE FFH4Rtia) L5k Adia) Bk

THREEDNEFMEMELERE? 2 8
MR ‘B, MYBEREMA?

MR B, BRAARRER?

MMEEAXEEEMER. NATBENERNESIER. RERERAREFHRE? R 1S L FHE

R ‘B, WEA:

R ‘BT, BRESMEREESMDOHMDOLIRE THNEERBR FREFLNN? E U8 DIFHE
&

MR EHEREINE
R 2, 1BA:

HEIFPFERRSIE? 2 B LFHE

LS 680C (12/23) %2

=i

Al
/|

=i



RIBS ERA MMM RE, CHRERTREEWEIER, ZR—IIATREINEATF. BRIBEERENEL, RAI6E
CIE= R

a. ETHEEEETERBEMI? 8 U&E FHE

b. BMEFREEHASERMMNRT? 2 & LUFHE

c. EMEEREHAIKRAMUFHFNRI? [ B &L FHE

d. BHEEIRERAIFZTSIENE? [ 21 &L FHAE
THRERTRMIPLFERITR? OROH

EHEERTIRERKIET LLFXE? https://dol.ny.gov/restricted-nurse-hours-poster [1 & [1 &
BEARISHARBKIFNISARGE? *LE LS
BEEATATEAMRHERBERIRIFNESER.

LS 680C (12/23) 28301, H3m


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

	Are you an RN or LPN: Off
	operated or licensed by the Office of Child and Family Services etc: Off
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