
Certified: 

NIFS ID:CQHS20000113    Department: Human Services

Capital: 
SERVICE: OMH - Home Best

Contract ID #:CQHS20000113 NIFS Entry Date: 15-DEC-20 Term: from 01-JAN-20 to 31-DEC-24

New

Time Extension: 

Addl. Funds:

Blanket Resolution: 

RES# 

1) Mandated Program: N

2) Comptroller Approval Form
Attached:

Y

3) CSEA Agmt. § 32 Compliance
Attached: N

4) Material Adverse Information
Identified? (if yes, attach memo): N

5) Insurance Required Y

Vendor Info:

Name: Federation of 
Organization

Vendor ID#: 237237931

Address: 1 Farmingdale Road

West Babylon, NY 11704

Contact Person: Lloyd Ippolito

Phone: 

Department:

Contact Name: Donnie Eng

Address: 60 Charles Lindberg Blvd

Uniondale, NY 11553

Phone: 516-227-7027

Routing Slip

Department NIFS Entry: X 16-DEC-20 -- DENG

Department NIFS Approval: X 16-DEC-20 -- BHALL

DPW Capital Fund Approved: 

OMB NIFA Approval: X 22-DEC-20 -- IQURESHI

OMB NIFS Approval: X 18-DEC-20 -- NGUMIENIAK

County Atty. Insurance Verification: X 18-DEC-20 -- AAMATO

County Atty. Approval to Form: X 18-DEC-20 -- MMISRA

CPO Approval: X 29-DEC-20 -- KOHAGENCE

E-15-21
Filed with the Clerk of the 
Nassau  County Legislature
January 20, 2021 1:28pm 



 

DCEC Approval: X 04-JAN-21 -- JCHIARA

Dep. CE Approval: X 04-JAN-21 -- KROSE-LOUDER

Leg. Affairs Approval/Review: X 20-JAN-21 -- GCASTILLO

Legislature Approval: 

Comptroller Deputy:  

NIFA NIFA Approval: 

Contract Summary

Purpose: To develop and maintain a Home Based Empowerment Support Team (Home Best) in Nassau County, New York.  This 

intensive in-home program will provide youth diagnosed with Serious Emotional Disturbance (SED) and their families with resources 

that will meet their needs in the community.

Method of Procurement: RFP issued February 25, 2020.  RFP was advertised in Newsday, posted on industry websites, via email to 

interested parties, and by publication on County procurement sites.  Proposals were due on March 25, 2020.  Eight (8) were received, 

Six (6) were evaluated.  Proposals were scored and ranked.  Highest-ranking proposer was selected. 

Procurement History: Provider is part of a County-wide network of not for profit mental health providers authorized/licensed to 

deliver services by the New York State Office of Mental Health (OMH) and, where applicable, in accordance with the Mental 

Hygiene Law and the Community Reinvestment Act. The Department is required to adhere to the State aid authorization provided by 

OMH.

Description of General Provisions: The program will consist of support teams that will intervene with families of high risk-high 

need youth, in their home communities, allowing the youth to continue to strengthen their connections within their communities, 

families, and support systems.

Impact on Funding / Price Analysis: The program is 100% state funded.

Change in Contract from Prior Procurement: None.

Recommendation: (approve as submitted) 

Advisement Information

BUDGET CODES
Fund: GRT 
Control: 9C
Resp: 9CX2
Object: DE511
Transaction: 103
Project #:
Detail:

RENEWAL
% 

Increase
% 

Decrease

FUNDING
SOURCE AMOUNT

Revenue 
Contract:
County $ 0.00
Federal $ 0.00
State $ 110,000.00
Capital $ 0.00
Other $ 0.00

TOTAL $ 110,000.00

LINE
INDEX/OBJECT 

CODE AMOUNT

1 BHGRT9CX2FED/2
0/DE511

$ 110,000.00

$ 0.00

$ 0.00

$ 0.00
$ 0.00
$ 0.00

TOTAL $ 110,000.00



                                                                                                                                              

   RULES RESOLUTION NO.           – 2021 

 

 

 

 A RESOLUTION AUTHORIZING THE COUNTY EXECUTIVE 

TO EXECUTE A PERSONAL SERVICES AGREEMENT BETWEEN 

THE COUNTY OF NASSAU, ACTING ON BEHALF OF THE NASSAU 

COUNTY DEPARTMENT OF HUMAN SERVICES, OFFICE OF 

MENTAL HEALTH, CHEMICAL DEPENDENCY AND 

DEVELOPMENTAL DISABILITIES SERVICES, AND FEDERATION 

OF ORGANIZATIONS FOR THE NEW YORK STATE MENTALLY 

DISABLED, INC. (“FED”)  

 

 

 

 

WHEREAS, the County has negotiated a personal services agreement 

with FED to provide to develop and maintain a Home Based Empowerment 

Support Team (Home Best) in-home program to provide youth diagnosed 

with Serious Emotional Disturbance (SED) and their families with resources 

that will meet their needs in the community, copy of which is on file with 

the Clerk of the Legislature; now, therefore, be it 

  

 RESOLVED, that the Rules Committee of the Nassau County 

Legislature authorizes the County Executive to execute the said agreement 

with FED. 



       NIFA Nassau County Interim Finance Authority

Contract Approval Request Form (As of January 1, 2015)

1. Vendor: Federation of Organization

2. Dollar amount requiring NIFA approval: $110000

Amount to be encumbered:   $110000

This is a New

If new contract - $ amount should be full amount of contract
If advisement – NIFA only needs to review if it is increasing funds above the amount previously approved by NIFA
If amendment - $ amount should be full amount of amendment only

3. Contract Term: 2020-2024
     Has work or services on this contract commenced? Y  

If yes, please explain: State aid funded program initiated by NYS OMH

4. Funding Source:

  General Fund (GEN) X Grant Fund (GRT)
  Capital Improvement Fund (CAP) Federal %  0
  Other State % 100

County %   0

Is the cash available for the full amount of the contract?   Y

If not, will it require a future borrowing? N

Has the County Legislature approved the borrowing? N/A

Has NIFA approved the borrowing for this contract? N/A

5. Provide a brief description (4 to 5 sentences) of the item for which this approval is requested:

To develop and maintain a Home Based Empowerment Support Team (Home Best) in Nassau County, New York.  This intensive in-home program will 
provide youth diagnosed with Serious Emotional Disturbance (SED) and their families with resources that will meet their needs in the community.

6. Has the item requested herein followed all proper procedures and thereby approved by the:

Nassau County Attorney as to form  

Nassau County Committee and/or Legislature

Date of approval(s) and citation to the resolution where approval for this item was provided:

7. Identify all contracts (with dollar amounts) with this or an affiliated party within the prior 12 months:

Contract ID Date Amount
CQHS20000093 15-JUN-20 1,130,945.00



AUTHORIZATION

To the best of my knowledge, I hereby certify that the information contained in this Contract Approv
al Request Form and any additional information submitted in connection with this request is true an
d accurate and that all expenditures that will be made in reliance on this authorization are in confor
mance with the Nassau County Approved Budget and not in conflict with the Nassau County Multi-
Year Financial Plan. I understand that NIFA will rely upon this information in its official deliberation
s.

   IQURESHI   22-DEC-20

Authenticated User Date

COMPTROLLER'S OFFICE

To the best of my knowledge, I hereby certify that the information listed is true and accurate and is
in conformance with the Nassau County Approved Budget and not in conflict with the Nassau Cou
nty Multi-Year Financial Plan.

Regarding funding, please check the correct response:

  I certify that the funds are available to be encumbered pending NIFA approval of this contract.

If this is a capital project:
  I certify that the bonding for this contract has been approved by NIFA.

 Budget is available and funds have been encumbered but the project requires NIFA bonding authorization

  
Authenticated User Date

NIFA

Amount being approved by NIFA:  

Payment is not guaranteed for any work commenced prior to this approval.

  

Authenticated User Date

NOTE: All contract submissions MUST include the County's own routing slip, current NIFS pri
ntouts for all relevant accounts and relevant Nassau County Legislature communication docu
ments and relevant supplemental information pertaining to the item requested herein.

NIFA Contract Approval Request Form MUST be filled out in its entirety before being su
bmitted to NIFA for review.

NIFA reserves the right to request additional information as needed.











































Edward Varon is the Vice-President of the following related organizations of Federation of 
Organizations for the New York State Mentally Disabled. Inc. 
 
Federation of Organizations Housing Development Program 1, Inc.  
Not For Profit Corporation 
EIN – 20-1020412 
1 Farmingdale Road 
West Babylon, NY 11704 
Start Date: 1/1/05 
(required leasehold and program operation company for HUD 811 Program) 
(receives funding from U.S. Department of Housing and Urban Development for operations) 
 
 
Federation Housing II Inc. 
Not For Profit Corporation 
EIN – 30-0529952 
1 Farmingdale Road 
West Babylon, NY 11704 
Start Date: 1/1/09 
(required leasehold and program operation company for HUD 811 Program) 
(receives funding from U.S. Department of Housing and Urban Development for operations) 
 
 
Edward Varon is a Partner of: 
 
Evantage Associates 
170 Tower Drive 
Edgewater NJ 07020 
(investment partnership) 























Barbara Faron is an officer of the following related organizations of Federation of Organizations for 
the New York State Mentally Disabled. Inc. 
 
Federation of Organizations Housing Development Program 1, Inc.  
Not For Profit Corporation 
EIN – 20-1020412 
1 Farmingdale Road 
West Babylon, NY 11704 
Start Date: 1/1/05 
(required leasehold and program operation company for HUD 811 Program) 
(receives funding from U.S. Department of Housing and Urban Development for operations) 
 
 
Federation Housing II Inc. 
Not For Profit Corporation 
EIN – 30-0529952 
1 Farmingdale Road 
West Babylon, NY 11704 
Start Date: 1/1/09 
(required leasehold and program operation company for HUD 811 Program) 
(receives funding from U.S. Department of Housing and Urban Development for operations) 
 
 
Federation Building 74 GP, Inc. 
For Profit Corporation 
EIN – 27-3339317 
1 Farmingdale Road 
West Babylon, NY 11704 
Start Date: 8/27/2010 
(Required entity when Federation built a 50-bed CR/SRO using tax credits in conjunction with New York 
State Office of Mental Health) 
(no contracts or funding) 
 
 
Federation Building 74 HDFC 
Not For Profit Corporation 
EIN – 27-3339228 
1 Farmingdale Road 
West Babylon, NY 11704 
Start Date: 8/25/2010 
(Required entity when Federation built a 50-bed CR/SRO using tax credits in conjunction with New York 
State Office of Mental Health) 



(no contracts or funding) 
 
 
Federation Building 74 LP 
Limited Partnership 
EIN – 27-3339373 
1 Farmingdale Road 
West Babylon, NY 11704 
(Required entity when Federation built a 50-bed CR/SRO using tax credits in conjunction with New York 
State Office of Mental Health) 
(no contracts or funding) 
 
 
Federation Nameoke Housing Development Fund Corporation 
Not For Profit Corporation 
EIN – 84-3590819 
1 Farmingdale Road 
West Babylon, NY 11704 
(Required entity when Federation develops its affordable housing/mentally ill-supported housing beds 
in conjunction with the New York State Office of Mental Health) 
(no contracts or funding) 
 













Philip Matcovsky is an officer of the following related organizations of Federation of Organizations for 
the New York State Mentally Disabled. Inc. 
 
Federation of Organizations Housing Development Program 1, Inc.  
Not For Profit Corporation 
EIN – 20-1020412 
1 Farmingdale Road 
West Babylon, NY 11704 
Start Date: 1/1/05 
(required leasehold and program operation company for HUD 811 Program) 
(receives funding from U.S. Department of Housing and Urban Development for operations) 
 
 
Federation Housing II Inc. 
Not For Profit Corporation 
EIN – 30-0529952 
1 Farmingdale Road 
West Babylon, NY 11704 
Start Date: 1/1/09 
(required leasehold and program operation company for HUD 811 Program) 
(receives funding from U.S. Department of Housing and Urban Development for operations) 
 
 
Federation Building 74 GP, Inc. 
For Profit Corporation 
EIN – 27-3339317 
1 Farmingdale Road 
West Babylon, NY 11704 
Start Date: 8/27/2010 
(Required entity when Federation built a 50-bed CR/SRO using tax credits in conjunction with New York 
State Office of Mental Health) 
(no contracts or funding) 
 
 
Federation Building 74 HDFC 
Not For Profit Corporation 
EIN – 27-3339228 
1 Farmingdale Road 
West Babylon, NY 11704 
Start Date: 8/25/2010 
(Required entity when Federation built a 50-bed CR/SRO using tax credits in conjunction with New York 
State Office of Mental Health) 



(no contracts or funding) 
 
 
Federation Building 74 LP 
Limited Partnership 
EIN – 27-3339373 
1 Farmingdale Road 
West Babylon, NY 11704 
(Required entity when Federation built a 50-bed CR/SRO using tax credits in conjunction with New York 
State Office of Mental Health) 
(no contracts or funding) 
 
 
Federation Nameoke Housing Development Fund Corporation 
Not For Profit Corporation 
EIN – 84-3590819 
1 Farmingdale Road 
West Babylon, NY 11704 
(Required entity when Federation develops its affordable housing/mentally ill-supported housing beds 
in conjunction with the New York State Office of Mental Health) 
(no contracts or funding) 
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Business History Form

The contract shall be awarded to the responsible proposer who, at the discretion of the County, taking into 
consideration the reliability of the proposer and the capacity of the proposer to perform the services required by the 
County, offers the best value to the County and who will best promote the public interest.

In addition to the submission of proposals, each proposer shall complete and submit this questionnaire. The 
questionnaire shall be filled out by the owner of a sole proprietorship or by an authorized representative of the firm, 
corporation or partnership submitting the Proposal.

NOTE: All questions require a response, even if response is "none" or "not-applicable." No blanks.

(USE ADDITIONAL SHEETS IF NECESSARY TO FULLY ANSWER THE FOLLOWING QUESTIONS).

Date: 01/12/2021

1) Proposer's Legal Name: Federation of Organizations for the New York State Mentally Disabled, Inc.

2) Address of Place of Business: 1 Farmingdale Road/Route 109

   City: West Babylon State/Province/Territory: NY Zip/Postal Code: 11704

Country: US

3) Mailing Address (if different):

   City: State/Province/Territory: Zip/Postal Code:

Country:

  Phone:

  Does the business own or rent its facilities? Own If other, please provide details:

4) Dun and Bradstreet number: 06-455-2165

5) Federal I.D. Number: 23-7237931

6) The proposer is a: Other  (Describe) Not-for-Profit Corporation

7) Does this business share office space, staff, or equipment expenses with any other business?

    YES NO X If yes, please provide details:
    

8) Does this business control one or more other businesses?
YES X NO If yes, please provide details:
See attached

 1 File(s) Uploaded: Affiliates.docx 

9) Does this business have one or more affiliates, and/or is it a subsidiary of, or controlled by, any other business?
YES X NO If yes, please provide details:
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See attached for question 8

10) Has the proposer ever had a bond or surety cancelled or forfeited, or a contract with Nassau County or any 
other government entity terminated?
YES NO X If yes, state the name of bonding agency, (if a bond), date, amount of bond 
and reason for such cancellation or forfeiture: or details regarding the termination (if a contract).

11) Has the proposer, during the past seven years, been declared bankrupt?
YES NO X If yes, state date, court jurisdiction, amount of liabilities and amount of assets

12) In the past five years, has this business and/or any of its owners and/or officers and/or any affiliated business, 
been the subject of a criminal investigation and/or a civil anti-trust investigation by any federal, state or local 
prosecuting or investigative agency? And/or, in the past 5 years, have any owner and/or officer of any affiliated 
business been the subject of a criminal investigation and/or a civil anti-trust investigation by any federal, state or
local prosecuting or investigative agency, where such investigation was related to activities performed at, for, or
on behalf of an affiliated business.
YES NO X If yes, provide details for each such investigation, an explanation of the 
circumstances and corrective action taken.

13) In the past 5 years, has this business and/or any of its owners and/or officers and/or any affiliated business 
been the subject of an investigation by any government agency, including but not limited to federal, state and 
local regulatory agencies? And/or, in the past 5 years, has any owner and/or officer of an affiliated business 
been the subject of an investigation by any government agency, including but not limited to federal, state and 
local regulatory agencies, for matters pertaining to that individual's position at or relationship to an affiliated 
business.
YES NO X If yes, provide details for each such investigation, an explanation of the
circumstances and corrective action taken.

14) Has any current or former director, owner or officer or managerial employee of this business had, either before 
or during such person's employment, or since such employment if the charges pertained to events that 
allegedly occurred during the time of employment by the submitting business, and allegedly related to the 
conduct of that business:
a) Any felony charge pending?
YES NO X If yes, provide details for each such investigation, an explanation of the
circumstances and corrective action taken.

b) Any misdemeanor charge pending?
YES NO X If yes, provide details for each such investigation, an explanation of the
circumstances and corrective action taken.
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c) In the past 10 years, you been convicted, after trial or by plea, of any felony and/or any other crime, an 
element of which relates to truthfulness or the underlying facts of which related to the conduct of business?
YES NO X If yes, provide details for each such investigation, an explanation of the
circumstances and corrective action taken.

d) In the past 5 years, been convicted, after trial or by plea, of a misdemeanor?
YES NO X If yes, provide details for each such investigation, an explanation of the
circumstances and corrective action taken.

e) In the past 5 years, been found in violation of any administrative, statutory, or regulatory provisions?
YES NO X If yes, provide details for each such investigation, an explanation of the
circumstances and corrective action taken.

15) In the past (5) years, has this business or any of its owners or officers, or any other affiliated business had any 
sanction imposed as a result of judicial or administrative proceedings with respect to any professional license 
held?
YES NO X If yes, provide details for each such investigation, an explanation of the
circumstances and corrective action taken.

16) For the past (5) tax years, has this business failed to file any required tax returns or failed to pay any applicable 
federal, state or local taxes or other assessed charges, including but not limited to water and sewer charges?
YES NO X If yes, provide details for each such year. Provide a detailed response to all 
questions checked 'YES'. If you need more space, photocopy the appropriate page and attach it to the 
questionnaire.

17 Conflict of Interest:
a) Please disclose any conflicts of interest as outlined below. NOTE: If no conflicts exist, please expressly 

state "No conflict exists."
(i) Any material financial relationships that your firm or any firm employee has that may create a conflict 
of interest or the appearance of a conflict of interest in acting on behalf of Nassau County.
No conflict exists

(ii) Any family relationship that any employee of your firm has with any County public servant that may 
create a conflict of interest or the appearance of a conflict of interest in acting on behalf of Nassau 
County.
No conflict exists

(iii) Any other matter that your firm believes may create a conflict of interest or the appearance of a 
conflict of interest in acting on behalf of Nassau County.
No conflict exists
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b) Please describe any procedures your firm has, or would adopt, to assure the County that a conflict of 
interest would not exist for your firm in the future.
Federation has a conflict of interest procedure and all employees are required to take an annual training 
(see attached)

 1 File(s) Uploaded: Conflict of Interest Policy.pdf 

A. Include a resume or detailed description of the Proposer's professional qualifications, demonstrating extensive 
experience in your profession. Any prior similar experiences, and the results of these experiences, must be 
identified. 

Have you previously uploaded the below information under in the Document Vault?
YES NO X

Is the proposer an individual?
YES NO X Should the proposer be other than an individual, the Proposal MUST include:

i) Date of formation;
08/26/1972

ii) Name, addresses, and position of all persons having a financial interest in the company, including 
shareholders, members, general or limited partner.  If none, explain.
Company is a not-for-profit corporation and no individual person or entity has a financial interest in the 
Company

No individuals with a financial interest in the company have been attached..

iii) Name, address and position of all officers and directors of the company. If none, explain.

 
First Name Leonard
Last Name Achan
MI C Suffix
Address 1950 Monroe Avenue
City Bellmore State/Province/Territory NY Zip/Postal Code 11710
Country US
Position Board Member

First Name Greg
Last Name Durso
MI R Suffix
Address 52 Aspen Lane
City Stony Brook State/Province/Territory NY Zip/Postal Code 11790
Country US
Position Secretary-Treasurer

First Name Barbara
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Last Name Faron
MI Suffix
Address 23 Lotowana Lane
City Stony Brook State/Province/Territory NY Zip/Postal Code 11790
Country US
Position Chief Executive Officer

First Name Philip
Last Name Matcovsky
MI Suffix
Address 308 Abbington Court
City Copiague State/Province/Territory NY Zip/Postal Code 11726
Country US
Position Chief Operating Officer

First Name Stephen
Last Name McCarthy
MI Suffix
Address 114 Mystic Oaks Drive
City Bay Shore State/Province/Territory NY Zip/Postal Code 11706
Country US
Position Chief Financial Officer

First Name Nancy
Last Name Schonberg
MI Suffix
Address 42 Steuben Avenue
City Tappan State/Province/Territory NY Zip/Postal Code 11704
Country US
Position President

First Name Richard
Last Name Turan
MI Suffix
Address 1289 Roosevelt Way
City Westbury State/Province/Territory NY Zip/Postal Code 11590
Country US
Position Board Member

First Name Edward
Last Name Varon
MI Suffix
Address 1704 Tower Drive
City Edgewater State/Province/Territory NJ Zip/Postal Code 07020
Country US
Position Vice-President
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iv) State of incorporation (if applicable);
NY

v) The number of employees in the firm;
494

vi) Annual revenue of firm;
44000000

vii) Summary of relevant accomplishments
See attachment

 1 File(s) Uploaded: 2018 Relevant Accomplishments.docx 

viii) Copies of all state and local licenses and permits.

 1 File(s) Uploaded: OMH Operating Certificates.pdf 

B. Indicate number of years in business.
48

C. Provide any other information which would be appropriate and helpful in determining the Proposer's capacity 
and reliability to perform these services.
See attachment

 1 File(s) Uploaded: Other Relevant Information.docx 

D. Provide names and addresses for no fewer than three references for whom the Proposer has provided similar 
services or who are qualified to evaluate the Proposer's capability to perform this work.

Company New York State Office of Mental Health
Contact Person Martha Carlin, Director of Long Island Field Office
Address 998 Crooked Hill Road, Building 45, 3rd Floor
City West Brentwood State/Province/Territory NY
Country US
Telephone (631) 761-2058
Fax #
E-Mail Address martha.carlin@omh.ny.gov

Company Suffolk County Department of Health
Contact Person Ann Marie Csorny, Director of Community Mental Hygiene Services
Address North County Complex Building C928 725 Veterans Memorial Highway
City Hauppauge State/Province/Territory NY
Country US 
Telephone (631) 853-8500
Fax #
E-Mail Address annmarie.csorny@suffolkcountyny.gov

Company Suffolk County Office for the Aging
Contact Person Holly Rhodes-Teague, Director of the Office for the Aging
Address 100 Veterans Memorial Highway, H. Lee Dennison Building
City Hauppauge State/Province/Territory NY
Country US
Telephone (631) 853-8200
Fax #
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E-Mail Address holly.rhodes-teague@suffolkcountyny.gov
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I, Stephen McCarthy , hereby acknowledge that a materially false statement
willfully or fraudulently made in connection with this form may result in rendering the submitting business entity and/or 
any affiliated entities non-responsible, and, in addition, may subject me to criminal charges.

I, Stephen McCarthy , hereby certify that I have read and understand all the
items contained in this form; that I supplied full and complete answers to each item therein to the best of my 
knowledge, information and belief; that I will notify the County in writing of any change in circumstances occurring after
the submission of this form; and that all information supplied by me is true to the best of my knowledge, information 
and belief. I understand that the County will rely on the information supplied in this form as additional inducement to 
enter into a contract with the submitting business entity.

CERTIFICATION

A MATERIALLY FALSE STATEMENT WILLFULLY OR FRAUDULENTLY MADE IN CONNECTION WITH THIS 
QUESTIONNAIRE MAY RESULT IN RENDERING THE SUBMITTING BUSINESS ENTITY NOT RESPONSIBLE 
WITH RESPECT TO THE PRESENT BID OR FUTURE BIDS, AND, IN ADDITION, MAY SUBJECT THE PERSON 
MAKING THE FALSE STATEMENT TO CRIMINAL CHARGES.

Name of submitting business: Federation of Organizations for the New York State Mentally Disabled, Inc.

Electronically signed and certified at the date and time indicated by:
Stephen McCarthy [STEVE.MCCARTHY@FEDOFORG.ORG]

Chief Financial Officer
Title

01/12/2021 02:26:37 PM
Date



Federation of Organizations for the New York State Mentally Disabled, Inc.  FEIN 23-7237931 

(“Federation”) 

 

Federation of Organizations Housing Development Program 1, Inc.  

Not For Profit Corporation 

EIN – 20-1020412 

1 Farmingdale Road 

West Babylon, NY 11704 

Start Date: 1/1/05 

(required leasehold and program operation company for HUD 811 Program) 

(receives funding from U.S. Department of Housing and Urban Development for operations) 

 

 

Federation Housing II Inc. 

Not For Profit Corporation 

EIN – 30-0529952 

1 Farmingdale Road 

West Babylon, NY 11704 

Start Date: 1/1/09 

(required leasehold and program operation company for HUD 811 Program) 

(receives funding from U.S. Department of Housing and Urban Development for operations) 

 

 

Federation Building 74 GP, Inc. 

For Profit Corporation 

EIN – 27-3339317 

1 Farmingdale Road 

West Babylon, NY 11704 

Start Date: 8/27/2010 

(Required entity when Federation built a 50-bed CR/SRO using tax credits in conjunction with New York 

State Office of Mental Health) 

(no contracts or funding) 

 

 

Federation Building 74 HDFC, Inc. 

Not For Profit Corporation 

EIN – 27-3339228 

1 Farmingdale Road 

West Babylon, NY 11704 

Start Date: 8/25/2010 

(Required entity when Federation built a 50-bed CR/SRO using tax credits in conjunction with New York 

State Office of Mental Health) 



(no contracts or funding) 

 

 

Federation Building 74 LP 

Limited Partnership 

EIN – 27-3339373 

1 Farmingdale Road 

West Babylon, NY 11704 

(Required entity when Federation built a 50-bed CR/SRO using tax credits in conjunction with New York 

State Office of Mental Health) 

(no contracts or funding) 

 

 

River Avenue Real Estate Management Corp 

For Profit Corporation 

EIN – 83-1938174 

1 Farmingdale Road 

West Babylon, NY 11704 

Start Date: 6/28/2018 

(holds Federation’s un-related real estate investments) 

(No contracts or funding) 

 

 

Federation Nameoke Housing Development Fund Corporation 

Not For Profit Corporation 

EIN – 84-3590819 

1 Farmingdale Road 

West Babylon, NY 11704 

(Required entity when Federation develops its affordable housing/mentally ill-supported housing beds 

in conjunction with the New York State Office of Mental Health) 

(no contracts or funding) 

 

Federation Herkimer Housing Development Fund Corporation 

Not For Profit Corporation 

EIN – 85-2780517 

1 Farmingdale Road 

West Babylon, NY 11704 

(Required entity when Federation develops its affordable housing/mentally ill-supported housing beds 

in conjunction with the New York State Office of Mental Health) 

(no contracts or funding) 

 



 

Federation Herkimer LLC 

Limited Liability Company 

Federation is sole member and manager 

EIN – 85-2328748 

1 Farmingdale Road 

West Babylon, NY 11704 

(Required entity when Federation develops its affordable housing/mentally ill-supported housing beds 

in conjunction with the New York State Office of Mental Health) 

(no contracts or funding) 

 

Federation Herkimer Gardens LLC 

Limited Liability Company 

Federation is managing member 

EIN – 85-2273305 

1 Farmingdale Road 

West Babylon, NY 11704 

(Required entity when Federation develops its affordable housing/mentally ill-supported housing beds 

in conjunction with the New York State Office of Mental Health) 

(no contracts or funding) 

 

 



Updated Dec. 2018  BdDirectorsProfileConfidentialDec2018 

FEDERATION OF ORGANIZATIONS 

FOR THE NEW YORK STATE MENTALLY DISABLED, INC.  
 

BOARD OF DIRECTORS 

DECEMBER 2020 

 

 

 

NAME & ADDRESS EXPERIENCE POSITION 

 

 

Nancy Schonberg 

42 Steuben Ave. 

Tappan, NY  10983 

646-208-6834 

 

 

   Non-Profit  

      Administration 

 

President -  May 2014 

Secretary / Treasurer 

      8 Years 

 

 

 

Edward Varon 

1704 Tower Drive 

Edgewater, NJ  07020 

201-699-0557 

 

 

   Family Member 

   Businessman 

 

 

 

Vice President 

      8 Years 

 

 

Greg Durso 

52 Aspen Lane 

Stony Brook, NY  11790 

631-922-1261 

 

 

   Businessman 

 

Secretary/Treasurer 

      May 2014 

Member 5 Years 

 

 

Richard Turan 

1289 Roosevelt Way 

Westbury, NY  11590 

516-680-6565 

 

 

Businessman 

 

 

Member 4 Years 

 

 

Leonard C. Achan 

1950 Monroe Ave. 

Bellmore, NY  11710 

646-404-2756 

 

 

 

Businessman 

Healthcare Executive 

 

 

Member May 2018 
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A P P E N D I X  A  –  P R O G R A M  N A R R A T I V E  2 0 2 0  
OUTPATIENT BEHAVIORAL HEALTH SERVICES 

 
 

 
Agency Name: Federation of Organizations for the New York State Mentally Disabled,  
  Inc. 
 

Agency Address: 1 Farmingdale Road, West Babylon, NY 11704 
 

Agency Contact Person: Katrina Hill, Director of Care Coordination 
 
Telephone: 631-669-5355 Ext 4260 
 
 

Program Name: Home-BEST (Home-Based Empowerment Support Team) 
 
 
OASAS/OMH/OPWDD Program Type: OMH 
 
OASAS/OMH/OPWDD Program Code: 2680 
 
Funding Source Code: 046G 
 

 
1.  PROGRAM DESCRIPTION 
 
  A. Program Goals (Provide an overview of the program’s purpose): 
Federation will develop a Home Based Empowerment Support Team (Home-BEST) 
program designed to meet the needs of families with youth diagnosed with Serious 
Emotional Disturbance (SED).  Home-BEST is an intensive in-home program that will 
provide families with resources that will meet their needs in the community, 
preventing residential placement, regardless of insurance status. Federation’s team 
will provide mobile services to collaborate and work with the family within their own 
unique environment and community.  Cultural competence, family empowerment, 
strength-based perspectives and strengthening the connections between youth, their 
families and community networks are the cornerstone values of the program. 
Federation’s Home-BEST will have the capacity to serve thirty-six families at a time. 
 

 B. Program Objectives (Describe the type of services provided): 
 

Federation’s Home –BEST program will focus on reducing the need for residential 
placement and hospitalization for youth by providing the family with intensive 
services including education, skills, and supports within their home and community. 
Objectives of the program will include fostering family stabilization and crisis de-
escalation skill building with the participants using trauma-informed care. The family 
or caregivers will be provided with education and tools to implement effective skills 
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within the home such as routine, structure, behavior plans thus making the 
participating families feel better equipped and prepared to handle situations with 
their youth. The program will enhance positive interactions among the youth’s 
immediate support system including parents, caregivers, youth, siblings, extended 
family, etc. The families will be connected to community resources to assist in meeting 
the family’s unique needs. Overall an increase in the enhancement of positive 
interactions among family members, especially related to the youth’s mental health 
concerns will be a focus.  If services are implemented and the family is still in need of 
residential placement of the youth, the team will continue to provide services and 
collaborate with the family to enhance their ability to reintegrate the youth back in 
the home. The objective would be for the family to develop a sense of competence 
and feel prepared to successfully transition the youth back to the home and 
community.  

 
C. Target Population(s) Served: 

Home-BEST will be a voluntary program available all Nassau County youth (under 21 
years of age) regardless of insurance status. Services will be available to high risk/high 
need youth diagnosed with Serious Emotional Disturbance (SED) who are at risk of 
hospitalization or out of home placement.   

 
 

2.  PROGRAM DEVELOPMENT 
 

A. List the screening tool used in the identification of co-occurring disorders 
(may not be applicable for family support programs): 
 

  Not Applicable 

 

 
B. Please indicate which program objective(s) will be addressed in 2021: 

 
_____ Update the program mission statement to reflect that co-occurring services are 

provided or develop a service statement rather than altering the mission 
statement. 

__X__ Display and distribute literature and patient educational materials for both 
substance abuse and mental health disorders 

__X__ Assure that all psycho-education groups address both substance use disorders 
and mental health disorders including symptoms, how the presence of one 
disorder may affect the other, similarities and differences in etiology, course, 
treatment, etc. 

_____ Develop and implement a staff training plan which includes online FIT (Focus on 
Integrated Treatment) 

__X__ Family support program objective:  
 Reduce the need for residential placement and hospitalization for youth by 

providing the family with intensive service; foster family stabilization and crisis 
de-escalation skill building with participants using trauma-informed care 
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C. Programs with a population which is at least 20% adolescent (under age 21) 
should choose one of the following goals: 
 

_____ The Pediatric Symptom Checklist, CANS-NY, or other valid mental health screen 
is used for all adolescent admissions 

__X__ Parents/caregivers are routinely and regularly included in screening/assessment/ 
admission of adolescent clients 

_____  Staff uses and documents a client-centered, strength-based treatment approach 
 
 

D. What percentage of your population has both MH and CD Axis diagnosis? 
New program, unknown at this time 

 
E. What percentage of your population is maintained on psychotropic 

medications?   
       Not Applicable 
 

F. For DD Programs: Not Applicable 
 
_____ What percentage of your participants has a mental health disorder? 
_____ What percentage of your participants has a substance use disorder? 
_____ What percentage of your participants are on psychotropic medications? 
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3. SERVICE UTILIZATION 

 

A. Program Services 2019 Actual 2020 Projected 2021 Proposed 

Average Daily Census N/A N/A 36 

Average Number of Clients Served per Month   36 

Annualized Unduplicated Number of Clients Served   50 

Units of Service   180/month 

Units of Service (CFR)   180/month 

Total Direct Care Service Hours   2160 

 

B. Specialty Count 2019 Actual 2020 Projected 2021 Proposed 

Face-to-Face Contact N/A N/A 1800 

Phone Contact with Client   2000 

Face-to-Face Collateral Contact   Varied 

Number of Trainings/Forums   100 

Average Number of Attendees Training/Forum   9 

Other Services (Specify)    

 

 

 

4. CLIENT/CONSUMER OUTCOMES 
Describe in numerical terms the expected client/consumer centered outcomes 
to result from the delivery of program services. 
 
A.  Outcome 1 (all programs) – Identify an outcome from the results of the  
agency’s Client Satisfaction Survey: 
 
As this is a new, start-up program, we have no outcomes at this time. 

 
 

Describe the methods and instruments used to measure individual and aggregated 
consumer outcomes: 
The program can create a Consumer Satisfaction Survey with the assistance of 
the Compliance/Quality Management Department.  The results of the survey 
can assist the program in not only measuring the clients’/families satisfaction 
regarding program services, but will also serve as a mechanism for 
clients/families to report on whether the services they receive have had a 
positive impact on maintaining the youth in their homes and in reducing 
psychiatric emergency room visits and hospitalizations.  The surveys can be 
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disseminated to the youth and their families either by staff in person or via 
mail (with a self-addressed envelope) and be sent back to the 
Compliance/Quality Management Department for the Department to enter the 
responses into a statistical program that will analyze the data.  The 
Department will draft a report that will indicate the results of the surveys and 
identify any areas in which the program may need to improve the services that 
they render.  The program will share the results of the surveys with the 
clients/families as well.  These surveys will be disseminated to clients/families 
every January to capture data annually for services delivered in the year prior.  
This process will begin in January of 2022. 
 
B.  Outcome 2 (MH Programs) – Identify an outcome from one of the following            
areas—housing, decrease in psychiatric hospitalizations, or decrease in  
emergency departments usage: 
 
As this is a new, start-up program, we have no outcomes at this time. 
 
Describe the methods and instruments used to measure individual and aggregated 
consumer outcomes: 

• For clients that have Medicaid, program staff can utilize PSYCKES to 
identify any quality flags regarding hospitalizations, hospital 
readmissions, etc. and access their clients’ clinical summaries for the 
same purposes as indicated above.  This can only occur if clients’ 
written consent is received.  This is particularly a good resource for 
clients who are not good historians or who choose not to report 
incidents to staff. 

• The program can follow the Agency’s Suicide, Violence and High Risk 
Policy and Procedures in order to identify clients that are high risk for 
suicide and/or violence.  Clients can be screened at intake and at the 
time of a critical event, i.e. emergency department visit or inpatient 
hospitalization.  The program can follow the Agency’s High Risk Policy 
and can maintain a High Risk Log and hold quarterly High Risk meetings 
to discuss all clients that have been identified as high risk to determine 
appropriate interventions to reduce the chance of residential 
placements, emergency department visits or inpatient hospitalizations.  
All High Risk meetings will be documented and staff will document in 
clients’ progress notes whether clients have been added or removed 
from the High Risk Log.  

• Staff can run reports in the program’s electronic health record to collect 
appropriate data regarding client hospitalizations and any other 
outcomes that staff wishes to measure in which the electronic health 
record has the capability to collect data on. 

• The program staff will be responsible to report any incidents that occur 
with clients that the regulations dictate (if applicable) or that the 
Agency identifies as being reportable.  These incidents will be discussed 
in the appropriate Incident Review Committee that meets monthly.  In 
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addition, the Compliance/Quality Management Department will include 
this program’s incidents when completing incident trending quarterly. 

• The program can maintain a client Hospitalization Log to monitor 
clients’ hospitalizations and hospital readmissions.   

• Clients’ Service Plans/Service Plan Reviews will include clients’ goals 
that may include maintaining housing with their families, reducing 
emergency department visits and inpatient admissions, etc. and will 
also assist the staff in measuring clients’ progress in these areas. 

• Program staff can facilitate weekly supervision with their staff and 
monthly group supervision in which clients can be discussed with 
regards to the indicators discussed above.   

 
C.  Outcome 3 (CD & DD Programs) – Identify an outcome specific to your 
program. 
 
 
Not Applicable 
 
 
Describe the methods and instruments used to measure individual and aggregated 
consumer outcomes: 

 
 

 

Not Applicable
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5. STAFFING 

POSITION TYPE FTE 2020 YTD FTE 2021 BUDGETED 

Social Worker N/A – Start-up 3.0 

Program Coordinator  1.0 

Family Therapist   

Psychiatrist   

Director   

Office Manager   

Receptionist   

Clerical   

Contract Specialist   

Other (specify)  1.5 – Care Coordinator 

Other (specify)  3.0 – Peer Worker 

 
 
   
6.  FISCAL SUMMARY      

 2019                      
Actual 

2020 
Actual/Annualized 

2021 Proposed 
Budget 

Gross Cost N/A N/A – Start-up 552,820 

Medicaid Revenue    

Medicare Revenue    

Access Revenue    

Sales Revenue    

CSP Revenue    

Other Revenue    

Total Revenue    

Net Cost   552,820 

Federal Funding   552,820 

State Funding    

County Funding    

Agency Contribution (LA 
only) 

  0 

Total Deficit Funding   552,820 

Surplus (or Deficit)   0 

    

 





















Universal Budget Form

Nassau County Human Services

Staff Title/Name # of 

Staff

Explanation/Description of 

Function/Expense 

FTE Salary $ Fringe      

$

Total $

Registered Nurse 1 1.00 $72,054 $14,411 $86,465

Case 

Manager/Coordin

1 1.00 $49,602 $9,920 $59,522

Peer Specialist 1 1.00 $31,328 $6,266 $37,594

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

Line 1 Total n/a n/a $152,984 $30,597 $183,581 

Notes:

Line 1 - Personnel

Cost of salaries and/or wages of personnel assigned to the project

-------- Contract Amount Only -------

1.  Personnel cost is salaries and/or wages (including base, OT, differentials, etc.) of personnel assigned to the 

project.

Return to Summary Page

2. For each position, provide the:  job title; name, if known; time commitment to the project as a full-time 

equivalent; annual salary; and/or hourly wage rate.  If salary other than 100% of FTE note salary amount in 

description
Nassau County Human Services

Universal Budget Form

12/15/2020



INSR ADDL SUBR
LTR INSR WVD

DATE (MM/DD/YYYY)
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NAME:

FAXPHONE
(A/C, No):(A/C, No, Ext):

E-MAIL
ADDRESS:

INSURER A :

INSURED INSURER B :

INSURER C :

INSURER D :

INSURER E :

INSURER F :

POLICY NUMBER
POLICY EFF POLICY EXP

TYPE OF INSURANCE LIMITS(MM/DD/YYYY) (MM/DD/YYYY)

COMMERCIAL GENERAL LIABILITY

AUTOMOBILE LIABILITY

UMBRELLA LIAB

EXCESS LIAB

WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)

AUTHORIZED REPRESENTATIVE

INSURER(S) AFFORDING COVERAGE NAIC #

Y / N

N / A
(Mandatory in NH)

ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED?

EACH OCCURRENCE $
DAMAGE TO RENTED

$PREMISES (Ea occurrence)CLAIMS-MADE OCCUR

MED EXP (Any one person) $

PERSONAL & ADV INJURY $

GENERAL AGGREGATE $GEN'L AGGREGATE LIMIT APPLIES PER:

PRODUCTS - COMP/OP AGG $

$

PRO-

OTHER:

LOCJECT

COMBINED SINGLE LIMIT
$(Ea accident)

BODILY INJURY (Per person) $ANY AUTO
OWNED SCHEDULED BODILY INJURY (Per accident) $AUTOS ONLY AUTOS

AUTOS ONLY
HIRED PROPERTY DAMAGE $

AUTOS ONLY (Per accident)

$

OCCUR EACH OCCURRENCE $

CLAIMS-MADE AGGREGATE $

DED RETENTION $ $
PER OTH-
STATUTE ER

E.L. EACH ACCIDENT $

E.L. DISEASE - EA EMPLOYEE $
If yes, describe under

E.L. DISEASE - POLICY LIMIT $DESCRIPTION OF OPERATIONS below

POLICY

NON-OWNED

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE    EXPIRATION   DATE    THEREOF,    NOTICE   WILL   BE   DELIVERED   IN
ACCORDANCE   WITH   THE   POLICY   PROVISIONS.

THIS  IS  TO  CERTIFY  THAT  THE  POLICIES  OF  INSURANCE  LISTED  BELOW  HAVE BEEN ISSUED  TO THE  INSURED  NAMED ABOVE  FOR THE  POLICY PERIOD
INDICATED.   NOTWITHSTANDING  ANY   REQUIREMENT,  TERM  OR  CONDITION OF  ANY  CONTRACT OR  OTHER  DOCUMENT  WITH  RESPECT  TO  WHICH  THIS
CERTIFICATE  MAY  BE  ISSUED  OR  MAY  PERTAIN,   THE  INSURANCE  AFFORDED  BY  THE  POLICIES  DESCRIBED  HEREIN  IS  SUBJECT  TO  ALL  THE  TERMS,
EXCLUSIONS  AND  CONDITIONS  OF  SUCH  POLICIES.   LIMITS  SHOWN  MAY  HAVE  BEEN  REDUCED  BY  PAID  CLAIMS.

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement. A statement on
this certificate does not confer any rights to the certificate holder in lieu of such endorsement(s).

COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

CERTIFICATE HOLDER CANCELLATION

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORDACORD 25 (2016/03)

ACORDTM CERTIFICATE OF LIABILITY INSURANCE

Philadelphia Indemnity Insurance Co.

9/08/2020

Rampart Brokerage Corp.
1983 Marcus Avenue, Suite C130
Lake Success, NY  11042
516 538-7000

Jen Elferis
516.390.3704 15163903705

JElferis@Rampartinsurance.com

Federation Of Org. For The NYS Mentally
Disabled, Inc.
1 Farmingdale Road
West Babylon, NY  11704

18058

A X
X

PHPK2150565 06/17/2020 06/17/2021 1,000,000
100,000
5,000
1,000,000
3,000,000
3,000,000

A X X

X 10000

PHUB728400 06/17/2020 06/17/2021 5,000,000
5,000,000

 
The County of Nassau is named as an Additional Insured, as required by written contract or agreement.

Nassau County -Department of
Human Services
60 Charles Lindbergh Blvd.
Uniondale, NY  11553

1 of 1
#S918194/M909513

FEDER15Client#: 56493

CMY
1 of 1

#S918194/M909513



SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

INSURER(S) AFFORDING COVERAGE

INSURER F :

INSURER E :

INSURER D :

INSURER C :

INSURER B :

INSURER A :

NAIC #

NAME:
CONTACT

(A/C, No):
FAX

E-MAIL
ADDRESS:

PRODUCER

(A/C, No, Ext):
PHONE

INSURED

REVISION NUMBER:CERTIFICATE NUMBER:COVERAGES

IMPORTANT:  If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement.  A statement on
this certificate does not confer rights to the certificate holder in lieu of such endorsement(s).

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW.  THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

OTHER:

(Per accident)

(Ea accident)

$

$

N / A

SUBR
WVD

ADDL
INSD

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED.  NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

$

$

$

$PROPERTY DAMAGE

BODILY INJURY (Per accident)

BODILY INJURY (Per person)

COMBINED SINGLE LIMIT

AUTOS ONLY

AUTOSAUTOS ONLY
NON-OWNED

SCHEDULEDOWNED

ANY AUTO

AUTOMOBILE LIABILITY

Y / N

WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY

OFFICER/MEMBER EXCLUDED?
(Mandatory in NH)

DESCRIPTION OF OPERATIONS below
If yes, describe under

ANY PROPRIETOR/PARTNER/EXECUTIVE

$

$

$

E.L. DISEASE - POLICY LIMIT

E.L. DISEASE - EA EMPLOYEE

E.L. EACH ACCIDENT

ER
OTH-

STATUTE
PER

LIMITS(MM/DD/YYYY)
POLICY EXP

(MM/DD/YYYY)
POLICY EFF

POLICY NUMBERTYPE OF INSURANCELTR
INSR

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES  (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)

EXCESS LIAB

UMBRELLA LIAB $EACH OCCURRENCE

$AGGREGATE

$

OCCUR

CLAIMS-MADE

DED RETENTION $

$PRODUCTS - COMP/OP AGG

$GENERAL AGGREGATE

$PERSONAL & ADV INJURY

$MED EXP (Any one person)

$EACH OCCURRENCE
DAMAGE TO RENTED

$PREMISES (Ea occurrence)

COMMERCIAL GENERAL LIABILITY

CLAIMS-MADE OCCUR

GEN'L AGGREGATE LIMIT APPLIES PER:

POLICY
PRO-
JECT LOC

CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/DD/YYYY)

CANCELLATION

AUTHORIZED REPRESENTATIVE

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION.  All rights reserved.

CERTIFICATE HOLDER

The ACORD name and logo are registered marks of ACORD

HIRED
AUTOS ONLY

1/8/2021

Haylor, Freyer & Coon, Inc.
PO Box 4743
Syracuse NY 13221

Rachel Brand
315-451-1500

certificates@haylor.com

Security National Insurance Company 19879
FEDERATIOO

Federation of Organizations for the NYS
Mentally Disabled Inc.
1 Farmingdale Road
West Babylon NY 11704

741462832

A X

Y

SWC1326107 1/1/2021 1/1/2022

1,000,000

1,000,000

1,000,000

NASS. CTY. DEPT. OF HUMAN SVCS
60 CHARLES LINDBERGH BLVD S200
UNIONDALE NY 11553-3687



CERTIFICATE OF
NYS WORKERS' COMPENSATION INSURANCE COVERAGE

1a. Legal Name & Address of Insured (use street address only)

Work Location of Insured (Only required if coverage is specifically limited to
certain locations in New York State, i.e., a Wrap-Up Policy)

1b. Business Telephone Number of Insured

1c. NYS Unemployment Insurance Employer Registration Number of 
Insured

1d. Federal Employer Identification Number of Insured or Social Security
Number

2. Name and Address of Entity Requesting Proof of Coverage
(Entity Being Listed as the Certificate Holder)

3a. Name of Insurance Carrier

3b. Policy Number of Entity Listed in Box "1a"

3c. Policy effective period
 to 

3d. The Proprietor, Partners or Executive Officers are
included. (Only check box if all partners/officers included) 
all excluded or certain partners/officers excluded.

This certifies that the insurance carrier indicated above in box “3" insures the business referenced above in box “1a” for workers'
compensation under the New York State Workers' Compensation Law. (To use this form, New York (NY) must be listed under Item 3A
on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its licensed agent will send
this Certificate of Insurance to the entity listed above as the certificate holder in box “2".

This certificate is issued as a matter of information only and confers no rights upon the certificate holder. This certificate does not amend,
extend or alter the coverage afforded by the policy listed, nor does it confer any rights or responsibilities beyond those contained in the
referenced policy.

This certificate may be used as evidence of a Workers' Compensation contract of insurance only while the underlying policy is in effect.

Please Note: Upon cancellation of the workers' compensation policy indicated on this form, if the business continues to be
named on a permit, license or contract issued by a certificate holder, the business must provide that certificate holder with a
new Certificate of Workers' Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers' Compensation Law.

Under penalty of perjury, I certify that I am an authorized representative or licensed agent of the insurance carrier referenced
above and that the named insured has the coverage as depicted on this form.

Approved by:
(Print name of authorized representative or licensed agent of insurance carrier)

Approved by:
(Signature) (Date)

Title:

Telephone Number of authorized representative or licensed agent of insurance carrier:

Please Note: Only insurance carriers and their licensed agents are authorized to issue Form C-105.2. Insurance brokers are NOT
authorized to issue it.

C-105.2 (9-15)                                                                                                                                                 www.wcb.ny.gov 

Will the carrier notify the certificate holder within 10 days of a policy being cancelled for non-payment of premium or within 30 days if 
cancelled for any other reason or if the insured is otherwise eliminated from the coverage indicated on this certificate prior to the end of 
the policy effective period?         YES NO

X

631-669-5355Federation of Organizations for the NYS
Mentally Disabled Inc.
1 Farmingdale Road
West Babylon NY 11704

237237931

NASS. CTY. DEPT. OF HUMAN SVCS
60 CHARLES LINDBERGH BLVD S200
UNIONDALE NY 11553-3687

Security National Insurance Company

SWC1326107

1/1/2021 1/1/2022

X

James D. Freyer, Jr

1/8/2021

CEO

315-451-1500



Workers' Compensation Law

Section 57. Restriction on issue of permits and the entering into contracts unless compensation is secured.

1. The head of a state or municipal department, board, commission or office authorized or required by law to issue any
permit for or in connection with any work involving the employment of employees in a hazardous employment defined
by this chapter, and notwithstanding any general or special statute requiring or authorizing the issue of such permits,
shall not issue such permit unless proof duly subscribed by an insurance carrier is produced in a form satisfactory to
the chair, that compensation for all employees has been secured as provided by this chapter. Nothing herein,
however, shall be construed as creating any liability on the part of such state or municipal department, board,
commission or office to pay any compensation to any such employee if so employed.

2. The head of a state or municipal department, board, commission or office authorized or required by law to enter into
any contract for or in connection with any work involving the employment of employees in a hazardous employment
defined by this chapter, notwithstanding any general or special statute requiring or authorizing any such contract, shall
not enter into any such contract unless proof duly subs cribed by an insurance carrier is produced in a form satisfactory
to the chair, that com pensation for all employees has been secured as provided by this chapter.

C-105.2 (9-15) REVERSE
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