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This form can be submitted via our document upload link on nycbers.org.  
You may also submit this form via fax to (718) 935-4124 or (718) 935-3830.
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Name of Medical Professional

Employer

Address 

Telephone Number 	 Email Address

License#	 Registration #

State licensed in	

CERTIFICATION OF COVID-19 DIAGNOSIS AND/OR CAUSE OF DEATH 

This form should be completed by a medical professional who has treated and/or examined the 
decedent (including a posthumous examination).

The Eligible Beneficiary of BERS member/retiree ______________________________ (name 
of decedent) has applied for a COVID-19 death benefit under Chapter 89 of the Laws of 2020. 
In order to be eligible for this benefit, the eligible beneficiary must provide proof that: 

(a)	 the decedent was diagnosed with COVID-19 either by a positive laboratory test or as 
diagnosed by a licensed, certified, registered or authorized physician, nurse practitioner, 
or physician’s assistant currently in good standing in any state or the District of Columbia, 
or a physician, nurse practitioner, or physician’s assistant authorized to practice in New 
York by Executive Order during the declared COVID-19 State of Emergency and that 

(b)	 COVID-19 caused or contributed to the Member/Retiree’s death as documented on 
the death certificate or as certified with a reasonable degree of medical certainty by a 
licensed, certified, registered or authorized physician, nurse practitioner, or physician’s 
assistant currently in good standing in any state or the District of Columbia, or a physician, 
nurse  practitioner, or physician’s assistant authorized to practice in New York by Executive 
Order during the declared COVID-19 State of Emergency.

 Physician           Nurse Practitioner           Physician’s Assistant  

Occupation (check one)

QF9105- -
7777777707070700077763434255573100772607715760300107100217333241027072520233641375100766752562611766407752137735076010077672706035777000777777707000707007
4444444404040400040404444004444000400400004400440004400400040440000044404004000444000400004040000400004004440000444040044444040444444040444444404000404004QF9105- -



Page 2 of 2   

MAILING ADDRESS | 55 WATER STREET, 50TH FLOOR
NEW YORK, NY10041

02/18/2025 
DEATH BENEFIT

CE
RT

IF
IC

A
TI

O
N

 O
F 

CO
V

ID
-1

9 
D

IA
G

N
O

SI
S

I hereby certify the following (check all that apply):

□ 	 I am a physician, nurse practitioner, or physician’s assistant licensed, registered, certified, or authorized in the 
state of _________________, or authorized to practice in New York by Executive Order during the declared 
COVID-19 State of Emergency, and I am currently in good standing. 

□ 	 I examined and/or treated the above individual during the time period: _ ________________________ (dates).

□ 	 This individual was diagnosed with COVID-19 on _________________________  (date; may be posthumous). 

□	  I can confirm, with a reasonable degree of medical certainty, that COVID-19 caused or contributed to the death 
of the above individual.

I acknowledge and certify that this representation is accurate to the best of my knowledge. 

Name: _____________________________________________

Pursuant to the Penal Code of the State of New York, offering a document containing false statements or false information 
constitutes a felony punishable by a maximum of 4 years imprisonment. All documents suspected of containing false 
statements will be referred for investigation.

Signature	       	
REQUIRED	 Date
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