*% SAMPLE

ACORD, CERTIFICATE OF LIABILITY INSURANCE

DATE {(MM/DD/YYYY}

01/30/2009

PRODUCER

NAME OF INSURANCE

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 POLICIES BELOW.

BROKER
INSURERS AFFORDING COVERAGE NAIC #
NAME OF CONTRACTOR o

COVERAGES

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 BOCUMENT WITH RESPECT TG 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. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

INER ADo TYPE OF INSURANGE POLICY NUMBER OATE PN | ORE (A LIMITS
| GENERAL LIABILITY EACH OCCURRENCE s 1,000, 000)
X | coMmERCIAL GENERAL LIABILITY DANACETS RENTED s 100,000
| cLams mave [ X] occur REQUIRED REQUIRED |REQUIRED | MED EXP (Any ons persar) | s 5,000
A & | PERSONAL & ADV INJURY | § 1,000, 000
] GENERAL AGGREGATE § 2,000, 000,
GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMPIOP AGG | § 1,000, 000
] rouey [ X 58% [ |roc
AUTOMOBILE LIABILITY
| AU COMBINED SINGLE LIMIT
X | ANY AUTD {Ea accidant) 5 1,000,000
|| A ownED AUTOS BODILY IAURY ‘
'ar person|
L SCHEDULED m‘rué REQUIRED REQUIRED | REQUIRED
X | HIRED AUTOS D ' BODILY INJURY "
X | non-owNep AuTos o {Par accidant)
| PROPERTY DAMAGE 5
- {Per accident)
| GARAGE LIABILITY AUTO ONLY - EA ACGIDENT | &
|| anvauto RN EAACC | §
AUTO ONLY: GG | 5
EXCESS/UMBRELLA LIABILITY EACH OCCURRENCE s
0CCUR GLAIMS MADE AGGREGATE $
A L 5
DEDUCTIBLE s
RETENTION  § 5
WORKERS COMPENSATION AND . WE STATL. oTH-
WORKERS COMPENSA MUST BE ON: [ e iihsl |
A | ANY PROPRIETORIPARTNERJEXECUTIVE ) RL. FACH ACCIOBNT -
OFFICER/MEMBER EXCLUDED? C105.2, U26.3, CE-200.,SI-12 E.L DISEASE - EA EMPLOYEE| §
n rg& describe undar
SPECIAL PROVISIONS belaw E.L. DISEASE - POLICY LIMIT | §
DISABILITY MUST BE ON:
CE-200, DB-120.1, DB-155

DESCRIPTION OF OPERATIONS / LOCATIONS [ VEHICLES / EXCLUSIONS ADDED BY ENDORSEMENT | SPECIAL PROVISIONS
THE CERTIFICATE HOLDER IS LISTED AS

ADDITIONALLY INSURED

INSURERS ARE ALL LICENSED TO DO BUSINESS

IN THE STATE OF NEW YORK

CERTIFICATE HOLDER

CANCELLATION

TOWN/VILLAGE OF HARRISON

1 HEINEMAN PL
HARRISON, NY 10528

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANGELLED BEFORE THE
EXPIRATION DATE THEREOF, THE ISSUING INSURER WILL ENDEAVOR TO MAIL
_*30 _ pAyS WRITTEN NOTIGE TO THE CERTIFICATE HOLDER NAMED TO THE LEFT,
BUT FAILURE TO MAIL SUCH NOTIGE SHALL IMPOSE NO OBLIGATION OR LIABILITY
OF ANY KIND UPON THE INSBRER, ITS AGEN¥S OR REPRESENTATIVES,

AUTHORIZED REPRESENTATIVE

ACORD 25 (2001/08) FAX:
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A)

B)

©)

A)

B)

O

December 1, 2008

WORKERS’ COMPENSATION REQUIREMENTS UNDER WORKERS’ COMPENSATION LAW §57

To comply with coverage provisions of the Workers’ Compensation Law (“WCL”), businesses must:
A)  be legally exempt from obtaining workers’ compensation insurance coverage; or
B)  obtain such coverage from insurance carriers; or
C)  be a Board-approved self-insured employer or participate in an authorized group self-insurance plan.

To assist State and municipal entities in enforcing WCL Section 57, businesses requesting permits or seeking to
enter into contracts MUST provide ONE of the following forms to the government entity issuing the permit or
entering into a contract:

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;

Starting December 1, 2008, Form CE-200 can be filled out electronically on the Board's website, www.web.state.ny.us, under
the heading “Forms.” Applicants filing electronically are able to print a finished Form CE-200 immediately upon, completion
of the electronic application. Applicants without access to a computer may obtain a paper application for the CE-200 by
writing or visiting the Customer Service Center at any District Office of the Workers' Compensation Board. Applicants using
the manual process may wait up to four weeks before receiving a CE-200. Once the applicant receives the CE-200, the
applicant can then submit that CE-200 to the government agency from which he/she is getting the permit, license or contract.

OR

C-105.2. - Certificate of Workers” Compensation Insurance (the business’s insurance carrier will send this form to
the government entity upon request) PLEASE NOTE: The State Insurance Fund provides its own version of this
form, the U-26.3; OR

SI-12. -- Certificate of Workers” Compensation Self-Insurance (the business calls the Board’s Self-Insurance Office
at 518-402-0247), OR GSI-105.2 -- Certificate of Participation in Worker’s Compensation Group Self-Insurance
(the business’s Group Self-Insurance Administrator will send this form to the government entity upon request).

DISABILITY BENEFITS REQUIREMENTS UNDER WORKERS’ COMPENSATION LAW §220(8)

To comply with coverage provisions of the WCL regarding disability benefits, businesses may:
A)  be legally exempt from obtaining disability benefits insurance coverage; or
B) obtain such coverage from insurance carriers; or
C) be a Board-approved self-insured employer.

Accordingly, to assist State and municipal entities in enforcing WCL Section 220(8), businesses. requesting permits
or seeking to enter into contracts MUST provide ONE of the following forms to the entity issuing the permit or
entering into a contract:

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;

Starting December 1, 2008, Form CE-200 can be filled out electronically on the Board's website, ynww.web state.ny.us, under
the heading “Forms.” Applicants filing electronically are able to print a finished Form CE-200 immediately upon, completion
of the electronic application. Applicants without access (o a computer may obtain a paper application for the CE-200 by
wriling or visiting the Customer Service Center at any District Office of the Workers' Compensation Board. Applicants using
the manual process may wail up to four weeks before receiving a CE-200. Once the applicant receives the CE-200, the
applicant can then submit that CE-200 to the government agency from which he/she is getting the permit, license or contract.

OR

.DB-120.1. -- Certificate of Disability Benefits Insurance (the business’s insurance carrier will send this form to the
government entity upon request); OR

.DB-155. -- Certificate of Disability Benefits Self-Insurance (the business calls the Board’s Self-Insurance
Office at 518-402-0247).

Please note that for building permits ONLY, certain homeowners of 1, 2, 3 or 4 family owner-occupied residences
serving as their own General Contractor may be eligible to file Form BP-1. (The homeowner obtains this form from either
the Building Department or on the Board’s website, .www.wcb.state.ny.us, under the heading “Forms.” )

s



STATE OF NEW YORK -
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE

1a. Lega) Name & Address of Insured (Use street address only) | 1b. Business Telepbone Number of Insured
CO m MV,/\.Q/ le. NYS Unemployment Insurance Emplayer
Registration Number of lnsured

Work Location of Insured (Only required if coverage is specifically | 1d. Federal Employer Iden Number of Insured
limited 1o certain locations in New York State, Le., a Wrap-Up or Social Security Nu

Policy)

2. Name and Address of the Entity Requesting Proof of 3a. Name of Insurance Ca
Coverage (Enlity Being Listed as the Certificate Holder)

Town [ Villtee of Harnigs ===

| Himemn VA e R
W[NN// éM’ ’@ d Proprieior, hers or Executive Officers are

/ 06—28 i inctuded. (Only check box i all partasrs/oMerrs included)

\‘ %8 Wik cacluded or certain partners/ofMficers exciuded.

. [ 4
This certifies that the insurance cartie above in bigk “3" [N fhe business referenced above im box *12" for workers®
compensation under the New York Statd Wolg ansatio {TURSE this form, New York (NY) must be listed under Item JA
o8 the INFORMATION PAGE of the workiy cothiiian Sysurang? policy). The Insurance Carrier o its licensed agent will send
this Certificate of Insurance to the entity listed abiye as the'® e holder in box “2°.

The Insurance Carrier will 3Bmaotify the above certifitge holder within 10 days IF a policy is canceled due to nompayment of prepiums
ar within 30 days IF there a £ ather than nonp, B of premiums that cancel the policy or eliminate the insured from the
coverage indicated on this Ce "B 2 notices may Gyvent by regular masl) Otherwize, this Certificate is valld for ane year after
this form is approved by the i nCE ) ey lceped apent, or unil the policy expiration dote listed in box *3c", whichever is
earlier, ' _

rs' compensation policy indicated on this form, if the business continues to be

Please rU cancellatiof of the work
named §f a permit, license or contiiet issucd by » certificate bolder, the business must provide that certificate holder with a new
Ce of W 3 @0 Goverage or other suthorized proof that the business is complying with the mandatory

covery State Workers’ Compensation Law.

Under penalty of perjury, 1 that I am an avthorized representative or licensed agent of the insurnnce covrier referenced

above and that the named i has the coverage as depicted on this form,
Approved by:
(Primt namt of antbonized represcatative or bicensed agent of insurance carrier)
Approved by:
{Simnalure) (Dae)
Title:

Telephone Number of authorized representative or licensed agent of insurance carrier:
Please Note: Only insurance carriers and their licensed agents are awhorized to isswe Form C-105.2. Insurance brokers are Nor
authorized to isswe it

C-105.2 (9-07) : www.web.state.ny us

-15-



W73 New York State Insurance Fund
Qi orkers Compensation & Disawliy Benefits Spectalise Since 19 "

189 CHURCH STREET, NEW YORK. N.Y. 10007-1100
Phone: (212) 587.0076

. CERTIFICATE OF WORKERS' COMPENSATION INSURANCE

o ]

i e an mil JEe—— | l
COmple\\f Nam€. ! g F H_Cx(ﬁgo 2
16 SQAE

— EOLICY NOWBER | CERTIFICATE NUMBER  PE DATE

e e i e o s ’ ) . _

THIS I8 TO CERTFY THAT THE POLICYHOLDER NAMED : EW YORK STATE INSURANCE
TION OF THIS POLICYHOLOER

FUND UNDER POLICY NO, 1186 111-8 UNTIL CAM G200
FOR WORKERS' COMPENSATION UNDER THE NEV

N SUCH MANNER AS TO AFFECT THIS

CERTIFICATE, 10 DAYS WRITTEN NO RLL BE GIVEN TO THE CERTIFICATE HOLDER

ABOVE. NOTICE BY REGULAR
THE NEW YORK STATE INSURANCE

BUCH NOTIGE.

=1 QPINFORMATION ONLY AND CONFERS NO RIGHTS NOR INSURANCE
A THIS CERTIFICATE DOES NOT AMEND, EXTEND Oft ALTER THE

NEW YORK STATE INSURANGE F

(uttrm

This ceriilicate can bo vallialed on our web site u'mmmmm%
U-20.3 _ V. TION NUMBER: 37183

s [P



STATE OF NEW YORK

WOHKERS COWENSUA'EUN BOARD e A p—
:umm:slm'r mwm *mi%mmn

COMPLIANCE WITI'I DISA

EMPLOYER - %Y RATION NUMBER

ADDRESS (HOME OR MAIN OFFICE)

&

@ that the above-named

There are o
u«bemnplnyus,

emplo a3
in the ollo

By Hak ? ] ) 1 ! ','. i f'!hﬁD a0 : 3 Bmﬁtsuw,

By a combination of 2 at to Sec. 211, %ubd. 3 of the

Disability Benefits Law an . . ‘ﬁ fd insurance carrier(s).
Date:
E.Q mm&r
DB-155 (1/98)

= 35 -



Prove It to Move It

FORM DB-120.1

STATE OF NEW YORK
WORKERS® COMPENSATION BOARD

CERTIFICATE OF INSURANCE CO E UNDER THE NYS DISABILITY BENEFITS LAW

.PAR’I‘I. To be campleted by Disabili Eﬂeﬁts jer or Licensed Insurance Agent of that Carrier

la. Legal Name and Address of Insured (Use'strugt sddress onl ¢ Number of Insured

; g Insurance Employer Registration

Company name and address
on Number of Insured or

2. Name and Address of the Entity Requesting Proof of
Coverge (Entity Being Listed a3 the Certificate Holder)
| Town/Village of Harrison E
4 1 Heineman Place
Harrison, NY 10528

4Pnhcy co

----- : tive of seed 6l | ghoe carrier referenced above and

pee Agent of that insunance carrier)

IMPORTANT: Whex “4a" is chocked, s i g ' : '- iztd represeniutive ar NVS Rijieed Insurnace Agest of
carvier; Wifs coetiicnts iy Eunt
mmumﬁmm» 0 \ C ; SET: mmlmmmm Bt mpgt be mafled

ty e Worbery' Compenend oty Siveed, Aauy, N

PART 2. Tohaeem M NYS Workers' Lo ; (Gnlrlfhx"&h"oﬂ‘:rtlhubmchedned)

ork
don Board

on Board, the shove-named employes has complied with the NYS ‘

Acoording 10 information meintained by the N
Disgbility Benefits Law with respett to ofl of hisl

Dato Signed

of NYS Warkers' Compansation Beard Employes)
Telophone Number. Title '

Plesse Note: inswranca carriers licensed fo wriie NYS disability benefita ingwranes fes amd NI lioensed Inswrance agents of
mwmmMmmmb&Imf :gwmemﬁormmmmmmm e

DB-120.1 (5-06)

New York State Workers' Compensation Board 37
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