Checklist for Insurance Requirements for

Security Guard Companies
55 RCNY § 14-05

1. Workers Compensation Insurance.

O

The Security Guard Company submitted a certificate of workers’
compensation insurance or an exemption. (Exhibit A)

Ifnotexempt. ..

O

A Form C-105.2 or Form U-26.3 was submitted

O

The form names the Security Guard Company

0

Certificate holder is the City and/or DCAS

O

The policy effective period is current

O

The date of the form is within the past year

| If exempt.

A Form CE-200 was submitted

The “Workers' Compensation Exemption Statement” is filled in

The form names the Security Guard Company

The form lists the City and/or DCAS

OO0 0|

The date of the form is within the past three months

2. Disability Benefits Insurance.

O

The Security Guard Company submitted a certificate of disability benefits
insurance or an exemption. (Exhibit B)

Ifnot exempt. ..

A Form DB-120.1 was submitted

The form names the Security Guard Company

Certificate holder is the City and/or DCAS

The policy effective period is current

The date of the form is within the past year

A Form CE-200 was submitted

The “Disability Benefits Exemption Statement” is filled in

The form names the Security Guard Company

The form lists the City and /or DCAS

The date of the form is within the past three months




3. Commercial

General Lial;iﬁt_y Insurance.

| The Security Guard Company submitted a certificate of liability

The “insured” is the Security Guard Company

The top quarter of the form is complete

The CGL insurer has an acceptable rating (see table below)

Under Commercial General Liability, “occur” is checked off

Under Commercial General Liability, there is a policy number

Under Commercial General Liability, the expiration date has not
passed

Under Commercial General Liability, the “occurrence” limit is $1
million or more

Under Commercial General Liability, the “aggregate” limit is $2
million or more

O O O] 00000

The description of operations box lists the name of the school and
the “City of New York, including its officials and employees” as an
additional insured. [Note: Small changes in wording ok, so long as
the additional insured endorsement is correct.]

O

The Certificate Holder is DCAS and/or the City and/or the school

(1| The form is signed

Fitch Ratings

M The Security Guard Company submitted a completed “Certification of
Insurance Broker or Agent” (Exhibit D)
0 The Security Guard Company submitted an additional insured
endorsement (Exhibit E)
(]| The additional insured endorsement lists “The City of New
York, including its officials and employees” and the school (If it
| does not, ask counsel if it is ok as is)
(]| The additional insured endorsement is “at least as broad as” ISO
Form CG 20 26 (ask counsel if you are not sure)
Ratings Company Acceptable Ratings
A.M. Best A-, A A+, A++ together with...
¥ http://ratings.ambest.com VI, VIIL, IX, X, X1, X1, X1, X1V, XV
Standard & Poor’s A, A+, AA-, AA, AA+, AAA

» https://www.standardandpoor

_ s.com/en US/web/guest/home
Moody's Investor Service A3, A2, Al, Aa3, Aa2, Aal, Aaa

> https://www.moodys.com/pag
e/lookuparating.aspx

> https://wwwi fitchratings.com

A-, A, A+, AA-, AA, AA+, AAA-, AAA, AAA+




Prove It to Move It

May, 2010
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
d) participale in an authorized group self-insurance plan.

To assist State and municipal entities in enforcing WCL Section 57, businesses requesting permiis or licenses, 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:

A) Form CE-200, Certificate of Attestation of Exemption from NYS Workers' Compensation andfor Disability Benefits
Coverage;

Form CE-200 can be filled out electronically on the Board’s website, www.wcb.ny.gov. Click on the button entitled
“WC/DB Exemptions Form CE-200” (In bright yellow letters). Applicants filing electronically are able to print a
finished Form CE-200 immediately upon completion of the electronic application. Applicamts 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

B) Form 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

C) Form 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
licenses, or seeking to enter into contracts must provide one of the following forms to the entity issuing the permit or
entering into a contract:

A) CE-200, Certificate of Attestation of Exemption from NYS Workers' Compensation and/or Disability Benefits
Coverage (see above);

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

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

NYS Agencies Acceptable Proof: Letter from the NYS Department of Civil Service indicating the applicant is a New
York State government agency covered for workers’ compensation under Section 88-c of the Workers’ Compensation
Law and exempt from NYS disability benefits.

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, http://www.wcb.ny.gov/content/main/forms/bp-1.pdf)

New York Stale Workers' Compensation Board -- December, 2011 6



55 RCNY § 14-05

(c) Insurance Requirements. Upon retention by the school of a Security Guard
Company from the Qualified Provider List or a Security Guard Company licensed
pursuant to Article 7-A of the General Business Law, the Security Guard Company
must maintain throughout the term of its agreement with the school commercial
general liability (“CGL") insurance, which shall:

(i) be issued by a company that may lawfully issue the CGL policy. The company
must have an A.M. Best rating of at least A-/VIl or a Standard & Poor’s rating of at
least A;

(ii) insure the Security Guard Company, the school, and the City of New York and
protect them from any claims for injury (including death) or property damage that
may arise from or allegedly arise from operations under the agreement with the
school;

(iii) provide coverage of at least one million dollars ($1,000,000) per occurrence
and two million dollars ($2,000,000) aggregate;

(iv) provide coverage at least as broad as that provided in the most recently issued
edition of Insurance Services Office (“1S0”) Form CG 00 01 and be “occurrence”
based rather than “claims-made”; and

(v} name the school and the City of New York as an Additional Insured with
coverage at least as broad as the most recent edition 1SO Form CG 2026.

(1) The Security Guard Company shall provide the endorsement(s) naming the
school and the City as an Additional Insured and proof of CGL insurance by
submission of a certificate of insurance that:

A. satisfies the requirements of this rule;

B. identifies the insurance company that issued such insurance policy, the policy
number, limit(s) of insurance, and expiration date; and

C. is accompanied by a sworn statement in a form prescribed by the Department
from a licensed insurance broker or agent certifying that the certificate of insurance
is accurate in all material respects.

(2) A Security Guard Company must ensure that its policies are current and is
required to submit an updated certificate of insurance and certification by broker or
agent within five days of the expiration date of the current policy.

(3) A Security Guard Company shall maintain workers’ compensation insurance,
disability benefits insurance and employer’s liability insurance in accordance with
the laws of the State of New York on behalf of, or with regard to, all employees
providing services to a school, and must produce proof of such coverage within 10
days of its retention by the school, or upon demand by the Department. Satisfactory
proof shall mean:

A. C-105.2 Certificate of Workers' Compensation Insurance;

B. U-26.3 -- State Insurance Fund Certificate of Workers' Compensation

Insurance;

C. Request for WC/DB Exemption (Form CE-200);

D. Equivalent or successor forms used by the New York State Workers'’
Compensation Board; or

E. Other proof of insurance in a form acceptable to the City.



Exhibit A
Sample Workers’ Compensation Insurance Certificates and
Proof of Exemption




Prove It to Move It

Form C-105.2

STATE OF NEW YORK -
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE

1¢. Legak Nsmz & Address of Insured (Uve riswet sddress soly) | Ih, Business Tetepbone Nomber of larured

1. NY5 Upemployment insurance Emsployer
Reglstration Namber of Insured

Work Locstion 6f lnsured (Oniy required )f coverags b specifically | 14. Federal Employer len o Nomber of [ssered

thetredd o certain locatians &y New York State, Le, & Wrap-Up ar Soclal Security Nu
Policy)

2. Name and Addresa of the Entity Requesting Proof of 3o Neme of Insarsoce C
Coversga (Entlty Beling Thited a3 the Certiflcats floller)

“Thia certilss that the insurance carie :
cumpensation under the New York 5e this form, New Yark (NY) must be lated wnder Jicgn 34

ou the INFURMATION PAGE. of the workfig oo : mreng policy). Tho busurance Carrier of It licented agent will send
thls Certificaio of nsurance to the cotiy listad Al a3 th holder ix box “2°%

holder within I3 days IF a policy s ted due to monpayrient of premivme
. thaat cancel she policy or diiminate the innwred from the
Certificase i valid for gna yeer &fter
date Bsied in bax "dc”, whiphgver i

' conpeasation pelicy lndicated oo this form, if e buslaess continoes to be

et fasued by o certificate holder, the buslnes murt provide that certificats botder wih a new

g Guverage or other asiberiond proaf that the basintss ia complylog with the mazdalory
State Workevs' Compensaifos Law,

Under pexsity of perjory, 1 that T am sn sothorbied represcatative or lieeasod agent of the [nsmrznce currier refarnoced
abeve aod that the sxmed ka1 Ihe coverage 1 depleted on this form.

m‘-mdnmwﬂhwwmdhmml

Approved by: _
lgnature) (-1

Tathe: .

Tcmmnmammmuwworm caiar:
Plodse Note: Ordy bunrance carriers and thely licensed agents ore authoroed to lsue Furm C-101.2. [nswrance broters are NOT
aurhorised to izsue H,

New York State Warkers' Compensation Board -- December, 2011



Prave It to Move It

Form U-26.3

143 CHURCH STREET, NEW YPRK, NY 100071100
Phana: {212) 312 9000

CERTIFICATE OF WORKERS' COMPENSATION INSURANCE

naresr 128013200
STATE INSURANCE FUND
PHONUCTION CONTROL POLICY #1
198 CHUKCH 5T UBWS-7TH FLOCH g
NEW YORK NY 10007 o

| POLICYHOLOFR ] [ceRTrcATE HOLGLR
|

STATT INSURANCE FUND
l PRODUCTION CONTROL POLICY 111

SAMPLE CERTIFICATE

198 CHURCI I ST USWS-7TH FLGOR

NEW YORK NY 10007 |
POLICY NUMBER | CERTIFICATENUMBER | PLig | oae |
L 12660283 | b2o70r | a | &172010 ]

5 NFW YORK STATE INSURANCE
ENTIHE OUBLIGATION OF THIS POLICYHOLDER
RS OMPENSATION LAW WITH RESPECT TO ALL

THIS 15 TO CERTIFY THAT THE POLICYHOLDER NAME :
FUND UNDER POLICY NO. 1285 328.3 UNTIL 12/28/204
FOR WORKERS' COMPENSATION UNDER THE NEW
OPFRATIONS IN THE STATE OF NEW YORK, EXCEPT

i MAMNNER AS TO AFFECT THIS CERTIMCATE,
BPCIVLCN 7O TIE CCRTIFICATE HOILDER ABQVE

COMHLIANCE WITH THIS FROVISION, THTE NEW
IN THE EVENT OF FAILUKE TO GIVE SUCI NOTICE.

IF SAID POLICY 13 CANCELLED, Gt CHA!
10 DAYS WRITTEN NOTICE OF £L
NOTICE Y REOULAR MAIL SO ADDRESSESR S
YORK GTATE INSURANCE FUND DOES NOT ASTRg

THIS CEATIFICATE DOES N % A /O E{TES WHICH ARE COVERED RY QTHER INSUHANCE AN Alik
SPFCIFICALLY EXCLUDED BY [

THIS POLICY DOES i, PARTNERS ANDIOR .MEMDERS OF A LIMITED LiniTED COMPANY

INFORMATION ONLY AND CONFERS NO HICHTS  NOR INSURANCE

.HOLDER. THIS CERTIFICATE DOQES NOT AMEND, EXTEME OR ALTTR
Y.

NEW YORK STATE INSURANCE FUND

Dne. ol arr et

. DIMECTORINSLIRAHCH FUND LNDEHWRITING
This cerviicats can be validated an our web sile al hilps fiwwe.nysil com/cort/certval.asp or by caling (888) B75.5790

VALIDATION NUMBER; 591780737
-7

New York State Workers' Compensation Board - December, 2011 18



Prove It to Move It

Form CE-200

Certificate of Attestation of Exemption
From New York State Workers' Compensation
and/or Disability Benefits insurance Coverage

‘-~ This Jorm cannot be wied ta swatve the workers” compensarion rights or obligadions of any partg **
The applicant may use this Cerntificats of Attestation of Exexption ONLY to show a govermment entity that New York State
spenfic workers’ canpensation and/or disability benefits insorance 15 not requued. The applicant may NOT use thus farm
to thow another buziness o1 that bujiness’s mzuranes canter that such mauranee 13 wot requized.
Please provide this farm to the gavernment entity from whick yvou are requesting a parmit, icense or contract. This Certificate will
oot be accepied by governmeat officials one year after the date printed on the form.

In the Application of Businex Applying For:
{Legal Entity Name and Addrets): BULLDING PERMIT
JORN SMITH From: CITY OF ALBANY, DEPT OF BUILDING AND CODES
173 ALAIN STREET The Jocation of whers work will be performad is
m}'};‘;" it . mm ACGAME .wzﬁtm, ﬁtm.nj. NY 1_210:2,. o
Federal I Nomber. XXRNN6789 p::;:' are from :::-:b“gﬂ,:zm se}:’a“;;lmt;:m& e
The estiraated dollar amaunt of progect ta $25,001 - 850,000

Workers' Cotopensation Essmption Statement: g [
The sbove nsmed business ls cernfying thar 1 s NOT REQUIRED TO OBTAww} ORK STAYE SPECIFIC
WORKERS' COMPENSATION INSURANCE COK:ER.ACE&: e ol foilowing reatcn:
The businesy is owned by ope individuat sod is oot & corporation, Odmn!m:hinmmmmcmpimu, dry laber, leased
employees, borrowed employees, pirt-thne euployees, unpald \-nhmeuful:w; funily mermbers) or ubconractors.

itity Beae[its tion Statement: £ 1
‘The abore umd.bmm is cm:f}'ing mx irk VIJI R.EQL‘TRED TO OHTAIN NEW YOREK STATE STATUTORY

DISABILITY n}:m:n'rs D-SUR.—L\CE COVERAGE fior the followine resson:
mmuumdbjmmdiﬁ;nlmkl (LLC 119 PL1P or a RLED) under che lows of New York Store and 13 oot a
cmmmh:maumpmm( on, with those individials orortiny all of the siock sod bolding aft offices of the
mpamnn(m:mopmmanndcnwmnw ud:mdm&unmnbtmoﬁcuudmnhntmm::fmckjwualmmess
with a0 NY'S location. Inaddmnu,thh@ﬁunmmqmedluhbwhmeﬁn coveragn at this tirne since it has nor employed coe
or more individuals on at least 30 days in ity Salendar year in New York Store.  (Indapendent contractens sre not congidered to be
employees undsr the Divabilicy Benefits Law.)

L JOHN SMITH. zm the Sale Promiens with te shovemmed ectity. 1afftm chat dos to oy positon with Ge shove-named basize:s Ihave the
keowiedge, infoemation and aisbonry to pake tds Cenificam af of Exeroption. I beratry affim that the satemerss made berein ae troe, thet I
bave not made oy matecally false statements and § saka this Carnficae af Acesarioe of Exemptien nnder the penaliies of pejury 1 Eather affi that
1 vederstand thar mnmmmmmmuum-ﬂ!mbjmmew&lmymd mmnmmmumm
lccmduumﬂlmwm Corpencation Law and ail other New VYork Sate aws. armm;mucm Atesiation of Exexyption o the
gonerzaent endity Usted sboue 1 also hereby affirm that I clicumsunces changs 10 that wodkess' :n;mudminmmdnrdmhﬁir;buﬂ:x

mtunmimubmmdhgﬂmny imemediately 2cquire sppropriste New York Sune specific workery 3 * cotspenation lsirance and/or

ﬁm‘u&mmwm Eriinadinnety Sormsh proof of that coveraze oo furms appreved by the Chais of the Wodkers' Campersation Board 1o
%1}‘%‘}: Sigaatare: Dats:
Exemption, Cé¥fificate Number e X 2 M:;dznﬂg
2 Sg’fj’ 7 i %{"?t 1 ", NYS “‘orke&%ﬁ:{ nsation Board
CE-300 (DraB 848298)

New York State Workers' Compensation Board -- December, 2011 14



WIAYIANcw York State Insurance Fund
Workery! Compenzation & Divabiliee Rengfies Speclalisis Ninee 1014
19% CHURCH STREET, NEWYORK, N Y 10007-1100

CERTIFICATE OF WORKERS' COMPENSATION INSURANCE

AAAAL A “‘mm
ATEADFAST PROTECTION LLC
10 DORREN DRIVE
STATVEN ISLAND 04Y 10303

POUCYHOLDER CERTIFICATE HOLDER
STEADFAST PROTECTION LLC YESHIVA HAR TORAH
10 DOREEN DAVE 250-10 GRAND CENTRAL PRVAY
STATEN ISLAND NY 10300 JAMAICA NY 11428
POLICY NUMBER CERTIFICATE NUMBER POUCY PERIDD DATE
VZI78 684-2 915448 06062010 TO OS062017 10252017

THIS 1S TO CERTIFY THAT THE POUCYHOLDER MAMED ABOVE IS INSURED WITH THE HEW YORK STATE RISURANCE
FUND UNDER POUCY NO. 227D88.2, COVERING THE ENTIRE CBUGATION OF THIS POUCYHOLDER FOR
WORKERS' COMPENSATION UNDER THE NEW YORX WORKEARS' COMPENSATION LAW WITH RESPECT TD ALL
OPERATIONS IN THE STATE OF NEW YORX, EXCEPT AS INDICATED BELOW, AND, WITH RESPECT TO OPERATIONS
OUTSIDE OF NEW YOAK, TO THE POUCYHOLDER'S REGULAR NEW YORK STATE EMPLOYEES OWLY

I YOU WISH TO RECEIVE NOTIFICATIONS REGARDING SAI0 POLIGY, INCLUDING ANY NOTIFICATION DF UNCELI.ATIONS
OR TO VALIDATE THIE CEATIFICATE, VISIT QUA WEBSITE AT HTTPS IWWWWY.NYSIF.COMTERT/ERTVALASP THE

YORK STATEINSURANCE FUND 15 NOT LLABLE IN THE EVENT OF FAILURE TO GIVE SUCH NOFIFDCMFDNS

THIS POUCY DOES NOT COVER THE SOLE PROPRIETOR, PARTHERS AND'OR MEMBERS OF A LIMITED LIABILITY COMPANY,
THIS CERRFICATE 1S ISSUED AS A MATIER OF INFORMATION DMLY ANDI CONFERS NO RIGHTS NOR INSURANCE

COVERAGE UPON THE CEATIRCATE HOLDER THIS CERTIFICATE DOES NOT AMEMO, EXTEND Off ALTER
THE COVERAGE AFFORDED BY THE POULCY

NEVY YORK STATE INSURANCE FUND
H... Deofe
DRECTOR INSURANCE FUND UNDEHWR! THG

. VALIDATION NUMDER. 815437024
visa



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE

1a. Legal Namc & Address of Insured (Use streel uddress anly)

GLOBAL OPERATIONS SECURITY SERVICES, INC,
132 NASSAU STREET,

SUITFE 423

NEW YORK, NY 10038

Work Location of lnsurcd (Only required if coverage Is
specifically timited to certuln locotlons in New York State, e, o
Wrap-Up Pulicy)

1b, Business Telephone Number of Insured

(212) 243-1639
lc. NYS Unemployment Insurance Employer
Repistrotion Number of Insured

td, Federnl Employer [denlification Number of lnsured
or Socin) Sccority Number

46-4323562

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

THE CITY OF NEW YORK AND VESHIVA OF CENTRAL
QUEENS

147-37 70TH ROAD

QUEENS, NEW YORK 11367

3a. Name of Insurance Curvicr
EMPLOYERS PREFERRED INSURANCE CO.

3b. Policy Number of enlity fisted in box “1a"
EIG 2373368 W0

3c. Paticy effective period

06-)2-2016 TO 6-12-2007

3d. The Proprictor, Pariners or Exccutive Officers arc
™ includcd. (Onby ebeck box iFalt partoersivMicers inrluded)
X oll excluded or ceriain parinerséofficers excluded,

I'his certifies that the insurunce carrier indicated nbove in box "3* insures the business referenced above in box “1a” Jor workers’
compensation under the New York State Workers® Compensation Law, (To use this form, New York (NVY) must be listed under
Item 3A on the INFORMATION PAGE of the werkers' compensution insurance poliey). The Insurance Carrier or its licensed

agent will send this Centificate of Insurance 1o the entity listed nbove as the certificaic holder in box 2",

The nsurance Carrier will also notify the above certificate holder within 10 days IF a policy Is cunceled due 1o nonpuvmient of
prewiunes or within 30 days IF there ure reasons other than noupayment of premuums it cancel the puficy or elimite the insured
Jrom the coverage indicared on this Certificate {These notices may be set by regular manl.} Otherwise, this Cerdficate is valid far
one ypear after this form by approved by the insurance carrier or its licensed apent, or until the policy expiration dute listed in hux

w3ch whichever is vartler.

Pleuse Note: Upon the cnneellntion of the workers’ compensation policy indicated on this form, if the business contlnues to be
aumed on o permil. license or contract issued by u certificate helder, the business must provide that certificale holder with n
aew Certificate of Workers' Compensation Covernge or other authorized proof that the business is complying with the

mundatory covernge requirements of the New York State Warkers' Compensation Law,

Under peundty of peejury, | certify that | am an autherized representntive or licensed apent of the insurance currier refereoced

nbove nnd that the numed insured has the eoverage a5 depicted on this form,

Marshal R. Korma A

. yd

Approved by

[ nnme o apfunzgd rpfese l‘l }/ﬁ:c sud tpdnl of seurance carrier}
Approved by ; 4 i {rl / ! Movember 15, 2016
{ El_(u [Pt

Tule  President

Telephone Number of authorized represemtative or hicensed agent af insurance carrier:

Please Note: Onhy imurance carriers and their ficensed ugents are awthorized to issne Fornn C-103 2 Insprance brokers ure NOT

cithrized po ivsee of

C-105.2(9-07)

S16-781-0300

wwivaweh.state ny us




Exhibit B
Sample Disability Benefits Insurance Certificate and

Proof of Exemption



Prove It to Move It

FORM DB-120.1

STATE OF NEW YORK
WORKERS® COMPENSATION ROARD

CERTIFICATE OF INSURANCE COVERAGE UNDER THE NYS DISABILITY BENEFITTS LAW

LPART . Tobe completed by Disabillty Bensfity O

Ia. Legal Name and Addrena of Insured {Use street address o

jer or Licenyed lnsuuucc Apent of that Cnrrier

Ib. B hone Numbe ol Insured

i NY SR &, Insurance Emplayer Registration
Humb .

ioa Number of Insured or

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

- Y
,\ reod Al . purance carrier referenced above and

i

Telephane Number, i
IMPORTANT: Irboz “49” ls chiacked, und thls fbrs T""'“ A rd represeniative er NYS Righned Levarsace Agest of that
carviey, Ui ceriSficate ly COMT! -
.‘ 1 mﬁu‘”mmmmm 11 gt be malled

Under penalty oSl Iwﬁf}thatl
that the named i s NYS Dimbili

Duate Slgned

La Agenit of i insurance tarrier)

Ibon 0hta checkod, kg ceriBcate la N1
for completian fo the Workery' il ‘Un&_!rg Fark Sreet, Alsany, New Yok 17207,
PART 2. To he completad by NY§ Worhu‘: RS IR A (Only If bus “4b™ of Fart 1 bas been chocked

ork
Worke o i lon Board

According 1 informstion mainiained by tha peta” stion Boand, the shuve-named employer has pamplied with the NYS
Disability Benefits Law with respect to al] of his iy

Data Signed

&f NYS Warken’ Compenzaiion Desrd Empleyes)

Telephonte Number, Tille

“Pleate Note: Only Irourance carriers ficensad 1o write NTS dlsability bonaflis inuronce pollcles and NYS liegnsed insurance cgents of
those insurance corriers are authorized o issue Form DB-120.5, Insurance brokers are NOT authorized to {ssue this form.

DB-120.1 (306)

New York State Workers' Compensation Board -- Dacember, 2011 a8




Prove It to Move It

Form CE-200

Certificate of Allestation of Exemption
From New York State Workers' Compensation

sndterSipakiiySertfilplaurarse Couoraas

“ﬂm Jorm cannot be used to waive the workers' compensaiion rights or obligarions of any party.**

The applicant may use thiz Certificate of Attestation of Exempticn ONLY to show a govessunear entiry that New Yotk State
specific workers' compensation and'or disability beoefits inswance & not requured. The applicant may NOT use tus fonu

to show another busioess oc that business’s insurancs capier that such mnsurance 1s not requared.

Please provide this form to the gaversmnent entity from which you are requesting a pennit, license or coniract. This Certificaie will
not be accepted by govesnmant offickals ane vear afier the date printed on the lorm.

In the Applicstion of Busines: Appiying For:

(Legzl Eptity Name and Address): BUILDING PERMIT
JOHN SMITH From: CITY OF ALHANY, DEPT OF BUILDING AND € ODES
123 ALAIN STREET The Jocarien of whers work will be performed is
fﬁ%ﬁlﬁ‘ 12207 s 123 ACME .-u".-'_\;m—'_, w,:;n;\.w NY 12203, "

1. o e 1o & i G
Feeral ID Number: XXXKX4789 Parmit e v Octoer 15, 3006 f0 Mareh . 2008, e
Tke estirasted dotlar smoumt o_g mct it $15,001 - 350,000

£ s

Workers' Campemation Exemption Stalement:
The above named butsineds is cernfylng that it s NOT REQUIRED 1‘0 QETA.!N NEW YOREKE 5TATE SPECIFIC

WORKERS' COMPENSATION INSURANCE CD\'ERAGE X the followizy rexson:

mbusmu!umrudbymmdmduﬂndbwa:ﬂpu:dm Odmrwﬁtlum..t!ﬂtmmemplu\!u,d:yhbur Suzsedd
enmloyess, borowed employres, pant-tma sxployses, unpaid t‘nhmmu:ﬂntk:dingﬁlﬁlymcmbus) or subcarmactees,

R :
. B
Dirabitiry Benefjty Exemption Statement; ,.g’ y
The abora namad butimess (s L-'hl'lqllll; ot n‘h W HEQL'IRED TO OBTAIN NEW YORE STATE STATUTORY
DISABILITY BENEFITS DSL'R.L\GE COVERAGE for the Inllowing rezaan.

bnnnusumzdbymmdn{dml MMCLLPPLLPM:RM.P)mhhmﬂhmYukSthm:
corperaton, of i 4 0as OF (WO pErda g ‘orpafition, with those individusls owning all of the stock and bolding all offices of the
mrpm:nen(mamomucnﬂcmdm.mhbmumumcmcurmdmm laayt cne share of srock) of is 2 basinaas
with e MYS locatien. 1n addition, the butinesy does not require disability benefits coverage st this ime since it s not employed coe
or mare individnals on at kast 30 days i any calendar year in New York Stare. (fndependens contractors ame cot conxidered m be

| exmployees nnder the Disability Benefits Law )

1 TOHN SMITH. am the Sale Proprietos with the above-named legal ennry, 1 afErm that doe m oy posdtion with the sbore-mmed tudeess T have e
knowledge. [nformation £3d auhariry io make this Certificate of Arestation of Execprion. [ beeby affinm ot the sstacees made bareie ae ttue, a1
h:vem:mdemymuhﬂyt’:lunmmnmﬁ!mn!maCunﬁmu!AumﬁmufE:mmmduMpmuﬁudpajwv I Bmrther affirm that
1underyard ther 1oy false statement, reprasetation of concpalnest will rabject ma to feleny crimonal prosecution ischading fail and civl! Hability in
axcordince with the Worken™ Compezcrdon Lew zod 31] other New York Some Lves. By spienining this Cerificate of Anerntion of Exerprion to the
goverment ectiry tisted above 1also hereby atfirm that If circomsiances change so that washets' compensation inuatacee mdiar disshility beoefits

v is re the zbove-tamed legal ety will jmmadisely acquite zpproprizis New Yark Strie specific worken” © knwacancs znd or
mmmwmmmdmnm‘gmﬁmﬂwniwmm memnfmwnﬁ?mwmu
the guverasert extity lisred shave

SICN
BERE

Signatare: Date:

Exemption. | eir'ﬁh:ate Number s Received

‘i
2(%18 w? 97 gﬁ?‘ NYS “’2‘&1% ;[:gg Board

L.-‘f*"";

CE-200 (DraBt 042/08)

New York State Workers' Compensation Board -- December, 2011 14



Exhibit C
Sample Certificate of Liability Insurance



) B
ACORD
u

CERTIFICATE OF LIABILITY INSURANCE

DATE (MWDDIYYYY}

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,

nh

PRODUCER

NSURED

IMPORTANT: If the cerlificate holder |s an ADDITIONAL INSURED, the policy(les) must have ADDITIONAL INSURED provisions or be endorsed.
If SUBROGATION IS WAIVED, subjaect to the tarms and conditions of the pollcy, certaln policles may require an endorsement. A statement on

antis)

CONTACT
NANE: = J . s A
PHONE lFM

A | — 1.1 [
MAIL

ADDRESS:

INSURER(S} AFFORDING COVERAGE

INSURER A :

INSURERC :

INSURER D :

INSURERF :

COVERAGES

CERTIFICATE NUMBER:

REVISION NUMBER:

THIS 1S TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TQ THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR QTHER DOCUMENT WITH RESFPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLIGIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

ADGLSUHR FF
iy TYPE OF MSURANCE nvep vy POLICY NUMBER ﬁ% Jﬂﬁgﬁ% LIMITS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE H
T OAMAGE TH R
] | CLAIMS-MADE D OCCUR accurrance)_ | S
— MED EXP (Any ona parson) $
PERSONAL B ADVINJURY |$ -
GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE 3
rovey | | 5B Loc PRODUCTS - COMPIOR AGG | 3
OTHER: H
AUTOMOBILE LIABILITY fg‘ma LTy
ANY AUTD BODILY INJURY (Por parsen} | §
OWNED SCHEDULED 1
D ALY s BODILY INJURY (Per accidert)] §
HIRED NON-OWNED PROPERTY DAMAGE s
|| AUToSs onLY AUTOS ONLY | {Par periconi]
H
UMBRELLA LIAB oCCUR EACH OCCURRENCE H
EXCESS LiAB CLAIMS-MADE AGGREGATE 3
DED l | ReTenmons s
WORKERS COMPENSATION | F.Ergl - E o
AND EMPLOYERS' LIABILITY YIN
ANYPROPRIETOR/PARTNER/EXECUTIVE EL. EACH ACCIDENT s
OFFICERMEMBEEREXCLUDED? NiA
{Mandatary in NH) EL. DISEASE - EA EMPLOYEE| §
If yun, describe undar
DESCRIFTION OF OPERATIQNS below EL. DISEASE - POLICY LIMIT | $

DESCHIPTION OF DPERATIONS / LOCATIONS / VEHICLES [ACORD 101, Additiona! Remarks Schedule, may be attached It more space Is required)

CANCELLATION

1

CERTIFICATE HOLDER

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

ACORD 25 (2016/03)

© 1988-2018 ACORD CORPORATION. All rights reserved.

The ACORD namea and logo are registared marks of ACORD




ExhibitD
Certificate of Insurance Broker or Agent



CERTIFICATES OF INSURANCE

ThslIUclions 10 Mew TOrk iy chncu:s, Ucnaﬁmcnts. and LIrces

All certificates of insurance (except certificates of insurance solely cvidencing Workers’
Compensation Insurance, Employer’s Liability Insurance, and/or Disability Benefits Insurance)
must be accompanied by one of the following:

(1) the Certification by Insurance Broker or Agent on the following page setting forth the
required information and signatures;

1

—-OR --

(2) capies of all policies as certified by an authorized representative of the issving insurance
carrier that are referenced in such certificate of insurance. If any policy is not available at
the time of submission, cerlified binders may be submitted until such time as the policy is
available, at which time a certified copy of the policy shall be submitted.



CITY OF NEW YORK
CERTIFICATION BY INSURANCE BROKER OR AGENT

The undersigned insurance broker or agent represents to the City of New York that the attached
Certificate of Insurance is accurate in all material respects.

[Name of broker or agent (1ypewﬁtten)]

[Address of broker or ageni (typewritten)]

[Email address of broker or agent (type\vrittenj]

[Phone number/Fax number of broker or agent (typewriticn)]

(Signature of authorized official, broker, or agent] '

{Name and title of authorized official, broker, or agent (typewrittenﬁ_

State of v.vviieiieiiia )
) 58,
County of vvveievnniiiiiinin )
Sworn to before me this day of 20

NOTARY PUBLIC FOR THE STATE OF




Exhibit E
Sample Additional Insured Endorsement




POLICY NUMBER:

COMMERCIAL GENERAL LIABILITY
CG 20260413

THIS ENDORSEMENT CHANGES THE POLICY. PLEASE READ IT CAREFULLY.

ADDITIONAL INSURED — DESIGNATED
PERSON OR ORGANIZATION

This endorsement modifies insurance provided under the following:

COMMERCIAL GENERAL LIABILITY COVERAGE PART

SCHEDULE

Name Of Additional Insured Person(s) Or Organization(s):

Information required to complete this Schedule, if not shown above, will be shown in the Declarations.

A. Section Il — Who Is An Insured is amended o B.
include as an additional insured the person(s) or
organization(s} shown in the Schedule, but only
with respect to liability for "bodily injury”, "property
damage” or “"personal and adverlising injury”
caused, in whole or in part, by your acts or
omissions or the acts or omissions of those acting
on your behalf:

1. In the performance of your ongoing operations;
or

2. In conneclion with your premises owned by or
rented {o you.

However:

1. The insurance afforded to such additional
insured only applies to the extent permilted by
law; and

2. |f coverage provided to the additional insured is
required by a contract or agreement, the
insurance afforded to such additional insured
will nol be broader than that which you are
required by the contract or agreement to
provide for such additional insured.

With respect to the insurance afforded to these
additional insureds, the following is added 1o
Section il = Limits Of Insurance:

If coverage provided to the additional insured is
required by a contract or agreement, the most we
will pay on behalf of the additional insured is the
amount of insurance;

1. Required by the contract or agreement; or

2. Available under the applicable Limits of
Insurance shown in the Declarations;

whichever is less.

This endorsement shall not increase the
applicable Limits of Insurance shown in the
Declarations.

CG 20260413 @ Insurance Services Office, Inc., 2012 Page 1 of 1



