





	Date1: 
	Date2: 
	BOE-267, Claim for Welfare Exemption First Filing: Off
	BOE-267-A, Claim for Welfare Exemption Annual Filing: Off
	1 Name of Organization: 
	1 Mailing Address (number and street): 
	1 Corporate ID or LLC Number: 
	1 CITY, COUNTY, STATE, ZIP: 
	1 OCC NUMBER: 
	1 If you do not have an OCC, have you filed a claim for an OCC with the BOE?: Off
	2 Address of property (number and street): 
	2 CITY, COUNTY, STATE, ZIP: 
	2 Date Property Acquired: 
	3A1 Number of hours per week the facility is operated: 
	3A2 Persons being rehabilitated: 
	 Full-time:: 
	 Part-time:: 

	3A2 Identify the number of persons being rehabilitated based on the length of employment: Less than 6 months:: 
	3A2 Identify the number of persons being rehabilitated based on the length of employment: 6 months - 1 year:: 
	3A2 Identify the number of persons being rehabilitated based on the length of employment: 1 year - 2 years:: 
	3A2 Identify the number of persons being rehabilitated based on the length of employment: Longer than 2 years:: 
	3A3 Staff and/or others: 
	 Full-time:: 
	 Part-time:: 

	3B1 Persons being rehabilitated: 
	 Full-time:: 
	 Part-time:: 

	3B1 Identify the number of persons being rehabilitated based on the length of employment: Less than 6 months:: 
	3B1 Identify the number of persons being rehabilitated based on the length of employment: 6 months - 1 year:: 
	3B1 Identify the number of persons being rehabilitated based on the length of employment: 1 year - 2 years:: 
	3B1 Identify the number of persons being rehabilitated based on the length of employment: Longer than 2 years:: 
	3B2  Staff and/or others: 
	 Full-time:: 
	 Part-time:: 

	3C1 Persons being rehabilitated: 
	 Number of hours worked:: 
	 Number of persons involved:: 

	3C2 Staff and/or others: 
	 Number of hours worked:: 
	 Number of persons involved:: 

	NAME: 
	Area code: 
	DAYTIME PHONE NUMBER: 
	E-MAIL ADDRESS: 
	3D1 Persons being rehabilitated: 
	 Salaries and wages:: 
	 Number of persons involved: 

	3D2 Staff and/or others: 
	Salaries and wages:: 
	 Number of persons involved: 

	3E Does a person, management firm, or entity other than the organization filing this claim operate the facility?: Off
	3E If YES, provide the operator’s name and mailing address:: 
	3E Amount of salary or fee:: 
	3F Is housing for persons being rehabilitated and/or living quarters for staff provided?: Off
	4A1 Total number of persons being rehabilitated: 
	4A2 Number of unoccupied beds available for persons to be rehabilitated: 
	4A3 Number of staff members necessary to care for those persons being rehabilitated: 
	 Attach a list describing the jobs performed and the number of persons involved: 

	4A4 Number of other staff members: 
	4A5 Number of other persons who are not directly connected with the rehabilitation program: 
	4B1 Number of persons: 
	4B1 6 months - 1 year: 
	4B1 1 year - 2 years: 
	4B1 2 Years or Longer: 
	4B1 Total: 
	 This figure must agree with the total given above for persons being rehabilitated: 

	4C Do persons being rehabilitated pay, donate, or perform fund producing work for their room and board?: Off
	4C If YES, indicate which and explain in sufficient detail to determine the monthly fee per person: 
	4D Do staff members who care for those being rehabilitated pay, donate, or perform work for their room and/or board in lieu of, or from, their salary?: Off
	4D If YES, indicate which and explain in sufficient detail to determine the monthly fee per person: 
	4E Do other staff members pay, donate, or perform work for their room and/or board in lieu of, or from, their salary?: Off
	4E If YES, indicate which and explain in sufficient detail to determine the monthly fee per person: 
	4F Do the other persons not directly connected with the rehabilitation program pay, donate, or perform work for their room and/or board?: Off
	4F If YES, indicate which and explain in sufficient detail to determine the monthly fee per person: 
	NAME2: 
	TITLE: 
	DATE: 


