WE ARE YOUR DOL

Department
of Labor

NEW
YORK
STATE

BEMOEHIRRICH T BZERHALILTHE
M END®H B ZERISHT TERALTEI L,
HBTIIRNFTIBZLPNT I D, FBRBEIZLPNORETIN 2L ZW L LR
(EZED TWWRI DIFE. COTA—LICIFEBALBWVTLIZI L, )
WRELGIEEMRTEHED, FLEBEICHBLTVWECLHHD I ITH ? Z L THREREHEICL>TVLE
b(;vclg;ﬁ?ﬁ;ﬂwﬁjt LT, #&kR. BAT—L, EEREERESR. REREGURNEE. FLBRERERL
Bh SR ZRIFIMEREY) [ 13w [JLwux

(EIZED TWWZR DFEE. COTA—LICIFERBALBWVWTLIEIWL, )

sARE TR
B dog

P e
D

X ETAY as Al BERES

EEES" EX—IL

188/ B 72 T DT AR

Hiafold. EREIOREETTH? [ 1IEV [ LWL
FHEESICMALTWVWETH? CliEwy CTuwnx

NIV OFEe. O—HILEeES

FXBW
EERER

EXEOREA ENB)
‘o>

LS 680J (12/23) 13—



X B4 il M HERS
EXEOFFRECBEGZOEARIEALCTIN 2 LIV L Lwnx

D"
BT i - BEES
BEEORY, EEEOBEES

REIOFEMNE T | Mk | NEER | OCFSHR | T 0ft - BEAICEE

0k

SEHINAREREZ LTRSS B o 7cEH T IS, BY. SUFESN TV LHBRE. SLUERTN
REREZRBRL T RET L, *

=R SHDFE EE Lt E S
A/B/% Eabelisdis 7 Bhd #EBs R Eabelisdis 7 Bhd I

HRITOBRRAEIE. BHFRECEREZHBALELEL? LIIFW LJuwnx

NIV DIFE. EDOXSBIEBHTLED?

NIV DIFE. EDXSBRRATLED?

E. M. FEBEREDNESIFEPCPKE. TOMOKEZESLILEEIC. BEEZRDOSNTDTIN*?
1 EWw O whwzx [ #abh57%a0

NEwg DIFE. SHRAL TS L,

NIV OFE. ERAEIIBREFRFICERC L TOERELZDOHEDOLICHRE L TWAHQESHEH>TL
FIH? LHigw Luvwnwz L 9556740

HEREOBAENEETTORABRCHIMLIT-0OIC. BEHDNERIN-OTITH?
ChEw Luvwwz Liagh sz
Mg OFE. HEELTLETL,

LS 680J (12/23) 23—



SEHIERRDOERICK > TE. HBRICOEREZRBEERRDICODEENGENZRITERNH 272OHhH L
NEEA. ATOEMICOVWT. CHEADHBETHEEZ ST,

a. HBIODEREIF. FEEICERRZE®BELILHL? L3V L LWwWx L 9557480

b. Ha-OEAEIX. BEAFEICIECRESISERLEILED?
CHEW TwWWwWx L ahs i

c. HRBRI-OEAZEIF. BEBORXZy ZITEELFLEHA? LIEW Huwwzx L ahrs4an
d. HRBI-OEAZEIE. RESMICEKLELEEA?  LIEW LILWWR L1 9h 57450
HT-DEREICIENurse Coverage Plan (BEWB@EETZY) AHDEIH? [ 1FW [ LWWLWR

HBRI-ZOBREIINERRIAZ—2ERLELIH? hitps://dol.ny.gov/restricted-nurse-hours-poster
C1Euy JLhwhx

HBIISHEEDDICCOHEBZRLITTVWAHBESORRETIN ?* [ 1FV [J LWWXE

COHBEICEAT ZEMDIERI BNUIE. U TOZERICEEALTLIZTE L,

LS 680J (12/23) 33—


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

	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: 
	Are you an RN or LPN: Off
	operated or licensed by the Office of Child and Family Services etc: Off
	CityTown_2: 
	County_2: 
	State_2: 
	Zip Code_2: 
	Work location same as Address of business: 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: 
	Group3: Off
	Other - explain:: 
	Date 1: 
	Start Time 1: 
	End Time 1: 
	Total Hrs 1: 
	Start Time 1_2: 
	End Time 1_2: 
	Total Hrs 1_2: 
	Date 2: 
	Start Time 2: 
	End Time 2: 
	Total Hrs 2: 
	Start Time 2_2: 
	End Time 2_2: 
	Total Hrs 2_2: 
	Date 3: 
	Start Time 3: 
	End Time 3: 
	Total Hrs 3: 
	Start Time 3_2: 
	End Time 3_2: 
	Total Hrs 3_2: 
	Date 4: 
	Start Time 4: 
	End Time 4: 
	Total Hrs 4: 
	Start Time 4_2: 
	End Time 4_2: 
	Total Hrs 4_2: 
	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
	Does your employer display the required poster  httpsdolnygovrestrictednursehoursposter: Off
	Are you a union representative filing this complaint on behalf of your members: Off
	Please use the space below to provide any additional information you may have regarding this complaint: 


