Permit to Operate

Renewal Application Putnam County Department of Health
Facility Information (Please modify only if information has changed.)
Facillty o Code: .
Address 7 _ Phone
Location Jown of. S County PUTNAM
Mail To [ Permit Number

[ Permit Expiration Date }

[

Permitted |: - ' Operation 1D:
Operation |:
In Operation: \() ear-Round (O Seasonal If Seasonal: Expected Opening Date Expected Closing Date

MonthiDay MonthiDay
Capacity: Days/Hours of Operation:

Permit Applicant Information (Please modify only if information has changed.)

Legal Operator or Operating Corporation:

Person In Charge

Title First ML Last

Address

City, State, Zip v T e ~ 88N (O EIN Number

Primary Phone  { ) ; Ext WMicel Fax ( ). . Emergency Contact [_]
Other Phone {) - Ext [1 Cell E-mail ,

Owner:

Address

City, State, Zip . - .. 88N (O EIN Number

Primary Phone () Ext Vi Cell Fax (-6). . Emergency Contact [_]
Other Phone () - Ext [ Cel  E-mal .

Page10of2 Facility NameiCode: - {rev 5/11)



Permit to QOperate o
Renewal Application Putnam County Department of Health

Workers' Compensation and Disability iInsurance

Submit copies of the following documentation with the application to document compliance with the Worker's Compensation Law:
A. Workers Compensation and Disability Insurance Coverage is PROVIDED

Workers Compensation

Form C-105.2 - Certificate of Worker's Compensation Insurance OR
Form U-26,3 - Certificate of Workers' Compensation Insurance OR
Form SI-12 ~ Ceriificate of Workers' Compensation Self-insurance OR
GS| - 105.2 - Certificate of Participation in Workers' Compensation Group Self-Insurance
AND
Disabllity Benefits
DB-120.1 - Certificate of Disability Benefits OR

Form DB-155 — Certificate of Disabllity Benefits Self-Insurance
B. Workers Compensation and Disabtlity Insurance Coverage Is NOT PROVIDED
Form CE-200 — Certificate of Attestation of Exemption from NYS Workers' Compensation and/or Disability Benefits Coverage

Return Completed Application
Please return completed application to:

Putnam County Department of Health
1 Geneva Road

Brewster, New York 10509

(845) 808 - 1380

~

Signature of Individual Operator or Authorized Official (Entire section must be completed by all applicants.)

Failure to completely fill out and sign this form may delay issuance of your permit to operate. Operation without a valid
permit is a violation of the State Sanitary Code. False statements made on this application are punishable under the penal law.

Signature

Print Name Title Date
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