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The purpose of this release is to introduce the revised "Enploynent
Verification" form (DSS-3707). The formis designed to be nailed directly
to an enployer at the tine of application or recertification

The revisions to the (12/88) version, which are included in the (4/90)
version, are |listed bel ow

FACE PACE

1. To be consistent wth other Departnent forns, the title of the
form has been added to the top right-hand corner

2. At the request of the Division of Medical Assistance, in the
boxed-in section on the "Abstract of Section 143 of the NY State
Soci al Services Law', fourth line, the word "care" has been

changed to "nedical assistance".

3. In the boxed-in area for wages:
- In the box "Gross Pay Excluding EITC", "EITC*" was changed to
- TELCZOQ for "EITC*", was changed to "EIC".

REVERSE PAGE

At the request of the Division of Medical Assistance, under
qguestion #4, the information on Third Party Health Insurance (TPHI)
was reformatted as foll ows:

a. I's health insurance avail able to:
The enpl oyee? _____ Yes ____ No
The enpl oyee's fanily? _____ Yes ____ No
b. I's the enpl oyee and/ or his/ her
fam |y enroll ed? _____ Yes ____ No

If yes, who is covered?

c. Narme and address of |nsurance Carrier

Ef fective date of coverage

Policy #
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Attached is a sanple copy of the revised DSS-3707. In order to ensure that
usage of the revised form begins within a reasonabl e anbunt of tine, you nay
continue to use the existing (12/88) supply until your stock is depleted, or
until Septenber 1, 1990, whi chever occurs first.

Requests for additional copies of these fornms are to be submitted on Form
WE-47 (Rev. 9/89): "W Oder Fornl, and should be sent to:

New York State Departnment of Social Services
Wel f are Managenment System
P. 0. Box 1990
Al bany, New York 12201
Attention: O fice of Systens Devel opnent (QOSD)

Questions concerning ordering the fornms should be directed to OSD by calling
1- 800- 342- 4100, extension 6-6223.

Gscar R Best, Jr.
Deputy Conmi ssi oner
Di vi sion of | ncone M ntenance



