PROOF OF INSURANCE GUIDE

THE FOLLOWING ITEMS ARE REQUIRED AS PART OF YOUR CONTRACT:
1. Workers’ Compensation (or exemption/waiver)

2. Disability Insurance (or exemption/waiver)

WORKERS’ COMPENSATION INFORMATION:

Workers’” Compensation Law (WCL) §57 & §220 requires the heads of all municipal and state entities to ensure
that businesses applying for permits, licenses or contracts document that they have appropriate workers’
compensation and disability benefits insurance coverage; or document that they are exempt from such coverage.
These requirements apply to both original contracts and renewals, whether the governmental agency is having
the work done or is simply issuing the permit, license or contract. Failure to provide proof of such coverage or a
legal exemption may result in the termination of the Agreement. An ACORD form is NOT acceptable proof of
workers’ compensation coverage.

To comply with the coverage requirements ONE of the following forms for Workers Compensation must be
provided to the Department:

A. CERTIFICATE OF WORKERS’ COMPENSATION (See A)
or
B. EXEMPTION/WAIVER (if policy is not required) (See B)
A. CERTIFICATE OF WORKERS’ COMPENSATION:
Acceptable forms must be submitted on one of the following:
e Form C-105.2
e Form U-26.3
e FormSI-12
e Form GSI-105.2

Vendors without coverage may obtain a policy for the duration of the Contract from the New York State
Insurance Fund.

Please direct all questions to the New York State Workers’ Compensation Board at 518-486-6307, their toll free
number at 877-632-4996 or go to the New York State Workers’ Compensation Board’s Website:
www.wcb.ny.gov.

See the following page for an example of a Certificate of Workers’ Compensation Coverage.



EXAMPLE OF THE C-105.2 CERTIFICATE OF WORKERS’ COMPENSATION INSURANCE COVERAGE

(Obtained from your insurance carrier)

STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE

This information
1a. Legal Mame and address of Insured (Use sireet address only) Ik, Busmess Telephone MNumber of Insurad
must match the

legal business le. NYS Unemplovment Insuranc

mplover Registration

name & address on Number of Insured This number
must correspond

your contract
Id  Federal Employer [dentification Number of Insured or

Social Security Mumber

Work Location of Insured (i
Timited to certain local

| if coverage 15 speci
tate, ie @ Wrap-T

with your legal
business name

1. MName nnd Address of the Entity Requesting Froof of Coverage [3a. Name of Insurance Carrier
{ Entity Being Listed as the Certificate Holder)

Enter the NYS
Department of
Agriculture and c.

Markets 10B

Airline Dr. Albany,

3bh. Policy Number of entity listed in box “1a™:

Palicy effective period: Policy must be in

force for the
o

duration of the

3d.  The Proprictor, Partners or Executive Cfficers are:

NY 12235 as the [ included. (onby e b if ol parmersiolficers incuded) event including
Entity ] all excluded or certain partnersfofficers exchuded. move infout
3e. Demolitionis:  Deflaition of Demolition o Reverse)
[included.
[ excluded.
This certifies that the insurance camer indicatd S ve mJ r es the buginess referenced above in bex 187 for workers” compensstion
under the MNew York State Waorkers' Compensifion g this G aw Tork (NY) must be listed under Iem 34 on the
INFORMATION PAGE of the workers” comj Shon' s o e Insurance Carrier or its licensed agent will send this
cate of Insurance 1o the entity listed abo he certif nh
o malify the above cer o with iy iv canceled dive fo nonpa IR 01

ve ave reasons otfter than nomgraent of prg ¥ that ca Ly o eliminate the fnsured | the coverage
indicated on this Certificate. [These notices may be sent by re o) Chihey s Certy) 1 is validd for o mowdmn of one year after
this forme bs approved by the insarance carvier or its licensed agent,

Flease Note: Upon the cancellation of the workers® com pensation pé Sdicatey business continues to be named
o o permit, license or coniract issued by a cerilicaie holder, the business musi provic. « holder with a new Ceriificate
of Workers' Compensation Coverage or oifher authorized proof that the business is o 2 with the mandatory coverage
requirements of the New York Stote Workers' Com pensation Law.

Under penalty of pevjury; T eertify that T am an suthorized representative or licensed Of the insurance earvige referenced above
and that the namved insured has the coverage as depicted on this form,
Approved by
TP rit s of audh onzed repeesentatie o licensed e of ins T

Approved by

{Signature} ale

Title:

Telephone Number of suthorized representative or licensed agent of insurance carmer:

FPlease Note: Only insirance carriers and their licensed agenis ave authorized fo issue the C-T1032 form Insurance brokers are NOT

erithenized f inste it

C-105.2 (12-03)
2541 1203




B. EXEMPTION/WAIVER (if policy is not required):

Form CE-200, Certificate of Attestation for New York Entities with no employees and certain out of state
entities, that New York State Workers’ Compensation and/or Disability Benefits Insurance Coverage is not
required. This form can be requested online at the Workers’ Compensation Board’s website:
http://www.wch.ny.gov/content/ebiz/wc_db_exemptions/requestExemptionOverview.jsp
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Overview

This application is for a Certificate of Attestation of Exemption, Form CE-200, from Workers' Compensation and/or Disability Benefits insurance
coverage. It may only be completed by entities with no employees and/or out-of-state entities obtaining a contract or license in which all the work is
being performed outside of New York State.

The application can be completed by using either the "Web-based Application" or the "Paper Application”. By accessing the application on-line you will
be able to complete the application and print the certificate immediately. The paper application must be submitted to the Workers' Compensation
Board for processing and the certificate will be mailed to the applicant. This process may take up to 4 weeks for completion.

+ Certificates can only be used to attest to a government entity that the applicant requesting a permit, license, or contract is not required
to carry workers' compensation and/or disability benefits coverage.

+ Certificates are only valid for the specific license, permit or contract and the period for which it is issued. Certificates for building permits are
job-specific and a separate certificate will be required for each building permit.

« Certificates are assigned a unique certificate number that can be validated by the government official issuing the license, permit, or contract.

Select to access web-based Exemption Application

Previous Page | Technical Support | On-line Services Availability |
Contact Us | Privacy Policy | Using this Site | Site Map | Download Adobe Reader ' |

COMPLETE THE EXEMPTION APPLICATION FOR AN EXEMPTION CERTIFICATE

APPROVED BY THE WORKERS’ COMPENSATION BOARD.

See the following page for an example of a Certificate of Workers’ Compensation Exemption.


http://www.wcb.ny.gov/content/ebiz/wc_db_exemptions/requestExemptionOverview.jsp

EXAMPLE OF THE CE-200 EXEMPTION FORM
(OBTAINED FROM THE WORKERS’ COMPENSATION BOARD)

Certificate of Attestation of Exemption
From Mew York State Workers' Compensation
andior Disability Benefits Insurance Coverage

This
information Please provide this form to the government entity from which you are requesting a permit, license or contract. This Certificate will
<t be accepted by zovernment official: one year after the date printed on the form. Enter the

must match In the Application of Busines: Applying For: NYS

the /4 g’;f].;t Entity Name and Address): Contract with Government Agency Department
. . SN e ;e N .
information From: NEW YOREK STATE DEPARTMENT OF AG AND MARKETS of Agrlculture

351 STATE FAIR BLVD
on your FEIN: 1000000000 and Markets

contract as the

Agencv

Warkers" Compensation Exemption Statement:

The above namead business is cemifying thar it is NOT REQUIRED TO OBTAIN NEW YORK 5TATE SPECIFIC
CE-200 can be WORKERS' COMPENSATION INSURANCE COVERAGE for the following reas
The business is owned by one individual and is not a corporation. Oiber than the owner, there are no employaes, da\ lzbor, leased
used for employees, borrowed employees, par-time emplovees, unpaid velunieers (including family members) or subcontractors.

exemption for
Worker’s

Comp.,
Disability, or
both. This silitv Benefits Exempfion Statement:
The above named business iz cerifying that i is NOT REQUIRED TO OETAIN NEW YORK STATE STATUTORY
DISABILITY BENEFITS INSURANCE COVERAGE for the following reason
shows The business MUST be either: 1} owned by one individual; OF. 2) is a parmership (incloding LLC. LLP, PLLP, RLLP, or LP) under

exemption for the laws of New York State and 1s not a corporaton; OF. 3) is 8 one or fwo person owned corporation, with those mdividuals ewning
p all of the stock and ':w]d.ing all offices of the corporation (in & two person ownad corporation each individual must be an officer and own

example

both at least one share of stock); OR 55 with no NYS location. In addition the business does not require disability benefits
coverage at this mme since it has not emploved one or more indrviduals on at least 30 days in any calandar year in New York Srate
coverages (Independent conmactors are not considerad to be employees under the Disability Benefits Law.)

SMITH, am the Sole Propristor with the above-named legal endny. [ affinm that :l 12 1o 1y posi tton with the abave- nmi business I have the

ze. wformation and anthertty to make this Certificate of Attestation of Ex Rampiio 7eby affimn that the statemerts made herein are e, that I

have not made amy m; tarial Wy false statements =r.:lI make this Certificate of Atiestation o =mpiion under the penalties of perjury. I further affirnm that

I undarstand that any § ] b]e..[ me to f& m.r.’J prosecution, including jail and liability i

accordance with the 1 State laws. By Certificate of Atestation ..i

government entity listad above I alse ';etebﬂ_' .lfﬁ_'_n that if circumstances change so that workers' compensation insurance and/or y

covarage is required, the above-named legal entity will immediately acquire appropriate New York State specific workers’ compensation insurancs and'or
f that coverage on forms approved by the Chair of the Workers” Compensation Board 1o

Valid for

Must be one year
signed by Date: after date
Vendor to be Exemption Certificate Number ? Reeeived issued

Decemberl, 2011
NYS i\'orkeiﬁ’-Coﬁp&nsmiun Board

-

valid 2(]}1_-(]53;554 (L.
14 -

P




2. DISABILITY Insurance:
Workers’ Compensation Law (WCL) §57 & §220 requires the heads of all municipal and state entities to ensure that
businesses applying for permits, licenses or contracts document that they have appropriate workers’ compensation
and disability benefits insurance coverage; or document that they are exempt from such coverage. These
requirements apply to both original contracts and renewals, whether the governmental agency is having the work
done or is simply issuing the permit, license or contract. Failure to provide proof of such coverage or a legal
exemption may result in the termination of the Agreement.

To comply with the coverage requirements ONE of the following forms for Workers Compensation must be provided to
the Department:

A. CERTIFICATE OF DISABILITY BENEFITS INSURANCE (See A)
or
B. EXEMPTION/WAIVER (if policy is not required) (See B)

A. CERTIFICATE OF DISABILITY BENEFITS INSURANCE:
Acceptable forms must be submitted on one of the following:

e Form DB-120.1
e Form DB-155

EXAMPLE OF THE DB-120.1 CERTIFICATE OF WORKERS’ COMPENSATION INSURANCE COVERAGE (This form is
obtained from your insurance carrier)

STATE OF MEW YORE
WORKERS' COMPENSATION BOARD
CERTIFICATE OF INSURANCE COVERAGE UNDER THE MNYS DISABILITY BENEFITS LAW

This information PART 1. To ba completed by Disability Benefits Carrier ?r Licensed Insurance Agent of that Carvier

la. Legal Mame and Address of Insured {Use street address only ) 1b. Business Telephone Number of Insured

must match the
This number

legal business 1e. NYS Unemployment Tnsurance Employer Registration
name & address on Number of Insured must correspond

your contract 1d. I'uu;?.'ral L-mp_lu).'u_r Identification Mumber of Insured or with your Iegal
Social Security Number .
business name

2. Name and Address of the Entity Reque: a Proot of 3a. MWame of Insurance Carrier
Coverage (Entity Being Listed as the Certificate Holder)

Enter NYS 3h. Policy MNumber of entity listed inbox "1a™:
Department of - _
Agriculture ELL i Poliny:lfediivn pariod PO“CV must be in
Markets 10B &= force for the
Airline Dr. Albany, e Al oz ” s eligible under the Mew York Disability Benefits Law duratl?n of t:he
NY 12235 as the I: : .(Jn';-rh. low Is'::‘r :::-:&Iiil'.l}:‘uj‘.|1]-ll;;::'sI:'\|.|||:I:;;rc.;lml S event InICIUdIng
Entity move in/out
Under penalty of perjury, T certify that T am an Vizeg fesend gnsed agent of the insurance camrier referenced above
and that the named insured has MY S Disabilit SEneiy i W M= described above.
Diate Signed By

forized ¢ i B[S Licensed Imsurmce Agent of that imsirance camier)

(Signatire of nsuriice cig

Telephaene Mumbar Title

IMPORTANT: Ifbox 40" b= checked. snd this foem is signad by the insurance g T s or WYS Licessed lecursnes Agent of tha
centificate bs COMPLETE. Mail it direcily o the cef¥ = halder

= NOT COMPLETE for purpdscs of Seation TITNS00d. & of () ity Benefies Law. It must be mailed for
ensation Board, DB Plans Acceptance Unit, 20 Park Street, ARy W York 12207
forkers' Comp ion Board (Only if +b" of Part 1 has been checked)
State Of New York
Workers' Compensation Bo.
According to infeemation maintsinad by the NYS Workers” Compensation Board, the above-nadis ailowrer has g o v Y5

Diisa bility Benefits Law with respect toall of his'her employes:
Diate Signed By

{Signasure of MY 5 Warkers' Comgien s on Board Enil
Telephone Murmber, Title

Please Nete: Only
af those insurance carr

B. EXEMPTION/WAIVER (if policy is not required):
This form can be used for both Workers Compensation and Disability. Please refer to Workers’ Compensation section
B regarding CE-200 for further information.

Please direct all questions to the New York State Workers’ Compensation Board at 518-486-6307, their toll free
number at 877-632-4996, or go to the New York State Workers’ Compensation Board’s Website: www.wcbh.ny.gov.



3.

LIABILITY INSURANCE:

Contractor shall obtain and maintain public liability insurance for loss, damage and personal injury arising from

their operations under the Agreement. Contractor must provide a certificate of insurance.

In addition to basic company information, the following items must be listed on the insurance form

ACORD-25:

A. List your legal business
name and address. The NYS
Department of Agriculture &
Markets cannot accept this
form if it does not match the
legal business name and
address as it appears on your
agreement.

B. Insurance must be
Commercial General Liability

and if applicable, Liquor/Golf -
Cart/Product Liability.

C. Policy must be in force for
the duration of the event,
including move in/out.

D. Each occurrence should be L

at least $1,000,000.

E. The NYS Department of
Agriculture & Markets must be
listed as the additional
insured.

F. The NYS Department of
Agriculture & Markets must be
listed as the certificate holder.

G. Contractor shall
immediately inform the NYS
Department of Agriculture &
Markets of any insurance
cancellation or material
change in coverage. F
H. Reminder: Workers’ —)
Compensation is not

acceptable on an Acord-25

form.

bl

~ ) o
ACORD
N —

CERTIFICATE OF LIABILITY INSURANCE

DATE (MM/DD/YYYY)

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 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

PRODUCER

INSURED

CONTACT
NAME:

PHONE

E-MAIL

| ADDRESS:

PRODUCER
CUSTOMERID#

INSURERA :

TFAX
| {AIC, Noj:

(S) AFFORDING COVERAGE

INSURERB :

INSURER C :

INSURERD :

INSURERE :

INSURERF :

COVERAGES

CERTIFICATE NUMBER:

REVISION NUMBER:

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 B’ D CLAIMS.
INSR[ eumance  |ADDL[SUBR 7 ) POLICY EFF LICYEXP [ T T
LTR TYPE OF INSURANCE INSR|WVD POLICY NUMBER MDD Dl “YYY) LmTs
GENERAL LIABILITY — EACH OCCURRENCE s
) DAMAGE TO RENTED -
CONMERCIAL GENERAL Lig@LITY PREMISES (Ea occurence) | $ N
___| CLAIMS-MADE [ cu c MED EXP (Any one person) $ .
| ) — X _ | PERSONAL & ADVINJURY | §
| = GENERAL AGGREGATE $
GEN'L AGGREGATE LIMIT APPLIES PER' PRODUCTS - COMPIOP AGG | §
PRO- ] s
POLICY JECT Loc
AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT | ¢
= (Ea accident)
|__| ANYAUTO BODILY INJURY (Per person) | $
|| ALL OWNED AUTOS BODILY INJURY (Per accident) | $
(|| SCHEDULED'ALTOS PROPERTY DAMAGE o
HIRED AUTOS (Per accident)
— LS 1 S
|| NoN-oWNED AUTOS $
|s
UMBRELLALIAB _J OCCUR EACH OCCURRENCE |s
EXCESS LIAB | cLams-maoe| AGGREGATE $
|__| pEpucTiBLE s
RETENTION _$ $
WORKERS COMPENSATION [ WC STATU- oTH-
AND EMPLOYERS' LIABILITY - | LTORY LIMITS | iﬂi. SEES
ANY PROPRIETOR/PARTNER/EXECUTIVE E L. EACH ACCIDENT s
OFFICERMEMBER EXCLUDED? NiA - S—

(Mandatory in NH)
If yes, describe under
DESCRIPTION OF OPERATIONS below.

L. DISEASE - EA EMPLQXE% 5

E.L. DISEASE - POLICY LIMIT | §

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

CERTIFICATE HOLDER CANCELLATION
G SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
— ACCORDANCE WITH THE POLICY PROVISIONS.
AUTHORIZED REPRESENTATIVE
|
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