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FIRST NONPROFIT

Unemployment Insurance (Ul f
P prlication Form ( ) % np

Organization Profile
Organization

Name

Physical Cit State Zi

Address 4 2

Contact Title Website

Telephone Fax Email

Operations Profile

Type of Entity (D 501c3 O Government ) Tribe Date Est. When is your fiscal year?

Description of Applicant’'s Operation

Current Ul .

Funding Method: D Paying State Unemployment Tax State FEIN
Reimbursing (self-insured) Acct. No.

If taxpaying: If reimbursing:

Have you paid unemployment taxes for at Ov On Check current management method:

least two years? es ° D Internal Staff D Third Party Administrator O Group Program

Are you currently in good standing with the O v O N Current administrator/program
es o

state? (if applicable):

Employment Profile Please attach an additional sheet of paper, as needed, to more fully answer the following questions:
Number of Full-time Employees Number of Part-time Employees Number of W-2s from Prior Year

1. Do you anticipate any loss or reduction in overall revenue within your organization that will result in Yes O No O

layoffs, and/or reduction in employees’ hours or wages within the next 12 months?

If yes, please explain and include estimated number
of affected employees and date(s) of action.

2. Do you anticipate any elimination or reduction of any revenue source(s) within your organization Yes O No D
that will result in layoffs, and/or reduction in employees’ hours or wages within the next 12 months?
If yes, identify the source and provide an explanation
(include number of affected employees and date(s) of
action.)

3. Do you anticipate any restructuring within your organization that will result in layoffs, and/or Yes O No D
reduction in employees’ hours or wages within the next 12 months?

If yes, please explain and include estimated number
of affected employees and date(s) of action.

4. Have you experienced any layoffs/staff reductions, other than regular seasonal during the last 12 Yes O No
months? )

If yes, please explain. Include number of affected
employees and the dates on which layoffs or staff
reductions took place.

5. Do you anticipate an increase in the hiring of employees who will be affected by seasonal layoffs Yes O No D
over the next 12 months?

If yes, please explain. Include number of employees
and date(s) of action.




Unemployment Insurance Application Form cont’d

Employment Profile cont’d

6. Are you currently or have you, in the past 12 months, had employees whose wages are exempt Yes D No O
from unemployment?

If yes, please explain. Include number of exempt
employees and their term of employment.

7. How many of your employees are seasonal and when is their 8. How many of your employees are employed in a Head Start
seasonal break? program and when is their term of employment?

9. Please enter the following estimates:

Ul Benefit Charges Ul Tax Rate

Current Year
Prior Year One
Prior Year Two

Prior Year Three

11. Approximately how many of

10. Approximately how many
those claims are protested?

claims do you have annually?

12. Estimated Wages for Calendar Year 2021:

Funding Profile

1. What percentage of your annual payroll is attributable to the following funding 2. Are there any upcoming funding issues, not previously
sources: mentioned on this application, specific to your organization
or your sector that might affect your employment levels?

City/County
How did you hear about us? Please specify (i.e. Agency Name, Google, Webinar, etc.):
D Insurance Agency D Nonprofit Association O website/Search Engine
O Advertisement O Event D Other
Signature

Fundraising or
Operations

Grants/Other
(Please specify.)

The information provided on this application form has been confirmed by all necessary parties within this organization to be true, accurate, and
complete to the best of our knowledge. We acknowledge that any misrepresentation will result in immediate cancellation of any service or
coverage pursuant to the terms of this product for which this application is submitted.

Signature (No electronic signatures, please.) Name

Date Title

Email back to: tferentino@firstnonprofit.com PAGE 2 OF 2

Questions? Call (516) 297-1672.




2020 COVID-19 @ fn p

Supplemental Application FIRST NONPROFIT

Please attach an additional sheet of paper, as needed, to more fully answer the following questions:

1. Has your organization entered into a Short Term Compensation Plan or Work Share Program 7~
since March 1, 2020? Yes No (O

If yes, please provide a copy of the application submitted to the State.
If yes, have there been any modifications or changes made since the application? Yes O No O

Provide changes and modifications:

2. Has your organization applied for a Payroll Protection Program (PPP) Loan? Yes No QO
Yes No

@]

If yes, were you approved?

If approved, when did your loan become
effective?

Amount of loan:

3. Has your organization been subject to any closures, furloughs or layoffs due to City, Federal or State Stay-at- Yes No
Home Orders? b

If yes, what date was this effective?

How many employees were impacted?

4. Have you recalled any previously furloughed or laid off employees? Yes O No O

If yes, please provide number of employees
recalled and date(s) of recall.

5. Did any staff reject the offer to return to work? Yes No O

If yes, how many staff rejected the offer?

Signature

The information provided on this application form has been confirmed by all necessary parties within this organization to be true, accurate, and
complete to the best of our knowledge. We acknowledge that any misrepresentation will result in immediate cancellation of any service or
coverage pursuant to the terms of this product for which this application is submitted.

Signature (No electronic signatures, please.) Name

Date Title

Email back to: tferentino@firstnonprofit.com PAGE 1 OF 1

Questions? Please call (516) 297-1672.



- Quarterly Combined Withholding, Wage Reporting,
NYS-45 @) SANPLE ArYd UnemploymentInsurgancesl’qeturﬁ v e "l |I|I !JJM!L!LI ||| “l

Mark an X in only one box to indicate the quarter (a separate
return must be completed for each quarter) and enter the tax year.

Reference these numbers in all correspondence:

UI Employer )
registration number 1 2 3 4 Y Y For office use only

Jan1- Apri- July 1 - Oct 1 - Tax Postmark
Withholding Mar 31 Jun 30 Sep 30 Dec 31 year

identification number Are dependent health insurance benefits
Employer legal name: available to any employee? .........cccceeuee. Yes No Received date

If seasonal employer, mark an Xin the box .........

Number of employees a. First month b. Second month c. Third month
Enter the number of full-time and part-time covered Ul Al si WT
employees who worked during or received pay for SK SK
the week that includes the 12th day of each month.
Part A - Unemployment insurance (UI) information Part B - Withholding tax (WT) information
1. Total remuneration paid this 12. New York State
quarter ........coeeveeeeveeeennn. .00 tax withheld ...........ccccoevein. .
2. Remuneration paid this quarter ;
to each employee in excess of 00 13. New York City
$8,500 since January 1 ........... . tax withheld .........ooovvveeeeeees .
3. Wages subject to contribution 14. Yonkers tax
(subtract line 2 from line 1) ........ . 00 withheld ........cccooeiiiiis .
4. UI contributions due 15. Total tax withheld
Enter your . X Wi
Tax rate |:| . I:I % . (add lines 12, 13, and 14) ........... .
5. Re-employment service fund 16. WT credit from previous
(multiply line 3 x .00075) .............. . quarter’s return (see instr,) ...... .
6. UI previously underpaid with 17. Form NYS-1 payments made
interest ..o . forquarter ........cccovvriieneene .
18. Total payments
7. Total of lines 4, 5,and6........... . (add lines 16 and 17) ......ceveeeens .
19. Total WT amount due (ifline 15
8. Enter Ul previously overpaid..... . is greater than line 18, enter differenc) ... .
20. Total WT overpaid (if line 18
9. Total UI amounts due (if line 7 is is greater than line 15, enter difference
greater than line 8, enter difference) ... . here and mark an X in 20a or 20b)* .. .
10. Total UI overpaid (if line 8 is ) ,
greater than line 7, enter difference 20a. Apply to outstanding or 20b. C_redlt t0_ next quarter
and mark box 11 below)* ............ . liabiiities and/or refund ...... withholding tax .......
11. Apply to outstanding liabilities
and/or refund.........oooeeeerrneees 21. Total payment due (add lines 9 and 19; make one
remittance payable to NYS Employment Taxes) ........... .
* .
An overpayment of either tax cannot be used to offset the amount due on the other tax.
Complete Parts D and E on back of form, if required. This is a scannable form; please file the original.
Part C — Employee wage and withholding information
Quarterly employee/payee wage reporting information (/f more than five employees or if Annual wage and withholding totals
reporting other wages, do not make entries in this section; complete Form NYS-45-ATT. DO NOt | it s return is for the 4th quarter or the last return you will be fing
use negat/ve numbers; see instructions. ) for the calendar year, complete columns d and e.
a Social security number |b  Last name, first name, middle initial | c Tmsgﬁlt{,?smg‘ﬁfrﬂfrbn d digﬁ%ﬁ%éﬁ"gj‘e’ instwcions) | © Jotal NYS, NYC, and
Totals (column ¢ must equal remuneration on line 1; see instructions for exceptions) .
Sign your return: | certify that the information on this return and any attachments is to the best of my knowledge and belief true, correct, and complete.
Taxpayer’s signature Signer’s name (please print) Title
Date Telephone number
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Motice of Reimbursable Billing

nit due far ) i anes Benefit Reimbursement charges, Interest or Penally is elow as
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If the amount shewn as "Current Balance" is preceded by the word “Overpaild” you will be receiving a refund of this
overpaymant,

Payment on current quarter charges shown as "BR" is due by the end of the month following the end of the quarter or 15 days
from the billing date, whichever is laler.

This notice does net include amounts assessed for Failure to File Penalties or Benefll Claim Penalties. |f you have penalties
due you will be advised by separale nollce.

Interest is assessed on late payment of benefil reimbursement charges al the rate of 12 percent per year,
Charge Molices, |A 96R, included in billing are dated:
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NEW YORK STATE DEPARTMENT OF LABOR
Unemployment Insurance Division
PO Box 15122
ALBANY,N.Y. 12212-5122
www.labor.ny.gov

NOTICE OF EXPERIENCE RATING CHARGES

DATE MAILED EMPLOYER REG. NO.
08707/15

SAMPLE
THIS IS NOT A BILL

PLEASE REVIEW PROMPTLY

BENEFIT PAYMENTS MADE TO THE CLAIMANTS LISTED HAVE BEEN CHARGED TO YOUR ACCOUNT, EACH PAYMENT IS FOR FOUR EFFECTIVE
DAYS{ONE WEEK) UNLESS OTHERWISE INDICATED. TO HELP PROTECT YOUR ACCOUNT AND THE UNEMPLOYMENT INSURANCE FUND:

- Verify that each claimant was employed by you.

- If you failed to respond to information requested in the Notice of Potential Charges(FORM LO 400} or any other subsequent request
for information about a claim in a timely or adequate manner, the law prohibits the relief of charges under most circumstances,

- If you have any information you were not aware of when you received the Notice of Potential Charges that might affect the claimant’s
benefit rights, we must receive your response within ten calendar days of the date of this notice in order to be relieved of charges.
Please write to the NYS Department of Labor, PO Box 15122, Albany, NY 12212-5122 or fax to (518) 485-6172.

4. If you have work available, please contact the claimant directly. Should the claimant refuse the job or not report to work, please
write to the NYS Department of Labor, PO Box 15130, Albany, NY 12212-5130 or fax to (518) 485-7377. If you are unable to contact
the claimant or would like assistance in meeting your hiring needs, contact the DOL Employment Service nearest you.

5. A (P) printed next to the amount of benefits paid shows that a pension reduction is already being made. If you are aware that
a claimant is receiving a pension to which you contributed and no reduction is shown, please write to the address in #4 above
or fax to (518) 485-7377.

6. If you object to any of these charges for other reasons, write to the Liability and Determination Section at the address in the header
or fax to: (518) 485-6172. Provide the claimant’s name, SS#, week ended dates, and reason s)Uyou b;\alieve the charges are incorrect.

A —

w

IF YOU DISAGREE WITH THIS DETERMINATION, YOU MAY REQUEST
HEARING WITHIN 30 DAYS FROM THE MAILING DATE OF THIS NOTICE, PAGE 1
SOCIAL SEC. WK ENDED EFF |DoL | [socIAL sec. WK ENDED EFF DO
ACCOUNT # NAME  |MO DY YR| AMOUNT |DAY |OFF|| AGCOUNT % NAME  |MO DY YR| AMOUNT |DAY |OFI
612815 |420.00 831 ' 710515 |az0.00 83
711215 |420.00 831 711915 |420.00 83’
612815 |420.00 801 710515 {420, 00 80
711215 |620.00 801 711915 |420.00 80
712615 (420 00 801 612815 [420.00 80’
710515 [420.00 801 || , 711215 |420.00 80"
711915 [420.00 gol|| ! 712615 |420.00 80°
:
1
|
1
1
H
: 2015 CHARGES TO DATE $35,167 .62 $5880.00 TOTAL
THESE CHARGES WILL BE USED IN DETERMINING

fOUR CONTRIBUTION RATE FOR CALENDAR YEAR 2016.
A CR SYMBOL CANCELS A PREVIOUS CHARGE. J;;agr'
AN ASTERISK (%) IS AN ADJUSTMENT. .
IA 96 (12-13)

CARL BOORN, DIRECTOR
UNEMPLOYMENT INSURANCE DIVISION
FOR THE COMMISSIONER OF LABOR



N.Y.5. DEPT. OF LABCOR, Ul DIVISION
Employar Account Adjustment Section
W A Harriman State Campus

Albany, New Torkwlgga&[]éf‘!s

¢y ¢ Bl

NOTICE OF UNEMPLOYMENT 0
INSURANCE (U}f) RATE - 2015
n2-11-18
Employer Reg.
For assistance call 1-888-899-8810
Web Site; www labor.ny. gov
YOUR Ul RATE -
! Normal Rate 2.700%
Subsidiary Rate 0.625
W1, Rate : 3. 325z

Re-employment Service Fund _ 0.075%!

YOUR U.I. RATE INCLUDES THE 2.7% NORMAL RATE AND THE 0.62%% SUBSIDIARY RATE - BOTH BASED ON
YOUR POSITIVE ACCOUNT PERCENTAGE. THE RATE CALCULATION I5 SHOWN BELOM.

Explanatir.;;l Compiriation
Each empioyer has an agcount used solely as a 1. Employer account balance 171714 944,852,351
means to measure experience within the U!
program. *Your account balance includes T

Ll - a. PLUS normal contributions credited

contributions attributable to your normet rate if
paid ontine ‘ 12731-14 onwages from the payroll year: £17,119.78
Contribulions of your subsidiary raté and the b. MINUS benefit payments charged in 2014 $16,945.30
Re-employment Service Fund (RSF} are not
included.
The payroll year is from October 1 - Seplern‘berv 2. Employer account balance 172731714 667,003.79
30. Your average payroll subject to contribulion is | 3 Average payroll subject 1o contributions: 616,580
determined by totaling your payrel from the last
five payroll years and then dividing that total by 4. Account percentage: 7 &2

the number of slich payroll years in which you
were liable,

¥Yaour account percentage = Your employer
account balanca (ltem 2) divided by your average
payroll subject 10 contributions (ftem 3). An
equattzation taclor is applied if you have a positive
account percentage and have been liable for 5 fo
21 consecutive calendar quarters.

Your normal rate is defermined by matching your

account percentage to the Size of Fund Index in

the contribution rate table {located on our website
labor state. ny. us/ui/bpta/contri

shim).

The subsidiary rate is assigned to employers
based on your account experience and the
balance in the General Account on the
computation date (located on our website at

wwwwy, |abor, state. ny, us/ui/bpta/sublable shim).

The Re-employment Service Fund of 0.075% is
uniformly assigned to el rated employers, It
cannot be used as a credit on the Federal IRS
Form 840,

1A 9T (03-13)

5. Size of Fund Index Range:  {gs$ THAN B.0%

6. Qeneral Account Balance: LESS THAN %0

it

Keep this notice. Use your 2015 Ul Contribution Rate to calculate L
Contributions Due (lina 4) on the "Quarterly Combined Withholding,
VVage Reporling and Unemployment insurance Relurn” (NYS-45),
Returns are due on &-30/15, 7-31715, 10-31/15 AND 1/31/16.

For more information on calculation of rates, you may request our
brechure "Experience Rating” by cortacting us at the above address.

Card N, Boom, Dirgctor
Unemployment insurance Division
Forthe Commissioner of Labor
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