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AUTHORIZED REPRESENTATIVE

CANCELLATION

DATE (MM/DD/YYYY)CERTIFICATE OF LIABILITY INSURANCE

LOCJECT
PRO-POLICY

GEN'L AGGREGATE LIMIT APPLIES PER:

OCCURCLAIMS-MADE

COMMERCIAL GENERAL LIABILITY

PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $

MED EXP (Any one person) $

PERSONAL & ADV INJURY $

GENERAL AGGREGATE $

PRODUCTS - COMP/OP AGG $

$RETENTIONDED

CLAIMS-MADE

OCCUR

$

AGGREGATE $

EACH OCCURRENCE $UMBRELLA LIAB

EXCESS LIAB

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

INSR
LTR TYPE OF INSURANCE POLICY NUMBER

POLICY EFF
(MM/DD/YYYY)

POLICY EXP
(MM/DD/YYYY) LIMITS

PER
STATUTE

OTH-
ER

E.L. EACH ACCIDENT

E.L. DISEASE - EA EMPLOYEE

E.L. DISEASE - POLICY LIMIT

$

$

$

ANY PROPRIETOR/PARTNER/EXECUTIVE

If yes, describe under
DESCRIPTION OF OPERATIONS below

(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?

WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N

AUTOMOBILE LIABILITY

ANY AUTO
ALL OWNED SCHEDULED

HIRED AUTOS
NON-OWNED

AUTOS AUTOS

AUTOS

COMBINED SINGLE LIMIT

BODILY INJURY (Per person)

BODILY INJURY (Per accident)
PROPERTY DAMAGE $

$

$

$

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 BY PAID CLAIMS.

INSD
ADDL

WVD
SUBR

N / A

$

$

(Ea accident)

(Per accident)

OTHER:

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 endorsement(s).

COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

INSURED

PHONE
(A/C, No, Ext):

PRODUCER

ADDRESS:
E-MAIL

FAX
(A/C, No):

CONTACT
NAME:

NAIC #

INSURER A :

INSURER B :

INSURER C :

INSURER D :

INSURER E :

INSURER F :

INSURER(S) AFFORDING COVERAGE

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

SAMPLE CERTIFICATE OF GENERAL LIABILITY 
TO BE SUBMITTED BY A CBO NOT 
PARTICIPATING IN CIP

CBO NAME
CBO ADDRESS
CBO CITY, STATE, ZIP

UNDERWRITER NAME REQUIRED

X
X

X

REQUIRED REQUIRED $1,000,000

The City of New York, including its officials and employees, is included as an Additional Insured

The City of New York
123 William Street, 17th Floor
New York, NY 10038



POLICY NUMBER: COMMERCIAL GENERAL LIABILITY
CG 20 10 04 13

THIS ENDORSEMENT CHANGES THE POLICY.  PLEASE READ IT CAREFULLY. 

CG 20 10 04 13 © Insurance Services Office, Inc., 2012 Page 1 of 2

ADDITIONAL INSURED – OWNERS, LESSEES OR  
CONTRACTORS – SCHEDULED 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) Location(s) Of Covered Operations 

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

A. Section II – Who Is An Insured is amended to 
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 advertising injury" 
caused, in whole or in part, by: 
1. Your acts or omissions; or
2. The acts or omissions of those acting on your

behalf;
in the performance of your ongoing operations for 
the additional insured(s) at the location(s) 
designated above. 
However:  
1. The insurance afforded to such additional

insured only applies to the extent permitted by
law; and

2. If coverage provided to the additional insured is
required by a contract or agreement, the
insurance afforded to such additional insured
will not be broader than that which you are
required by the contract or agreement to
provide for such additional insured.

B. With respect to the insurance afforded to these 
additional insureds, the following additional 
exclusions apply: 
This insurance does not apply to "bodily injury" or 
"property damage" occurring after: 
1. All work, including materials, parts or

equipment furnished in connection with such
work, on the project (other than service,
maintenance or repairs) to be performed by or
on behalf of the additional insured(s) at the
location of the covered operations has been
completed; or

2. That portion of "your work" out of which the
injury or damage arises has been put to its
intended use by any person or organization
other than another contractor or subcontractor
engaged in performing operations for a
principal as a part of the same project.

The City of New York, including its officials and 
employees

All locations of operations that are listed in 
the contract (s)

Required & should match policy number 
on Acord form



Page 2 of 2 © Insurance Services Office, Inc., 2012 CG 20 10 04 13

C. With respect to the insurance afforded to these 
additional insureds, the following is added to 
Section III – 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. 



SAMPLE

POLICY NUMBER: COMMERCIAL GENERAL LIABILITY

THIS ENDORSEMENT CHANGES THE POLICY.  PLEASE READ IT CAREFULLY.

CG 20 26 11 85 Copyright, Insurance Services Office, Inc.,  1984 Page 1 of 1 oo

ADDITIONAL INSURED – DESIGNATED PERSON OR
ORGANIZATION

This endorsement modifies insurance provided under the following:

COMMERCIAL GENERAL LIABILITY COVERAGE PART.

SCHEDULE

Name of Person or Organization:

(If no entry appears above, information required to complete this endorsement will be shown in the Declarations
as applicable to this endorsement.)

WHO IS AN INSURED (Section II) is amended to include as an insured the person or organization shown in the
Schedule as an insured but only with respect to liability arising out of your operations or premises owned by or
rented to you.

Required & should match policy number on 
Acord form

The City of New York, including its officials and employees
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CERTIFICATE HOLDER

© 1988-2014 ACORD CORPORATION.  All rights reserved.
ACORD 25 (2014/01)

AUTHORIZED REPRESENTATIVE

CANCELLATION

DATE (MM/DD/YYYY)CERTIFICATE OF LIABILITY INSURANCE

LOCJECT
PRO-POLICY

GEN'L AGGREGATE LIMIT APPLIES PER:

OCCURCLAIMS-MADE

COMMERCIAL GENERAL LIABILITY

PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $

MED EXP (Any one person) $

PERSONAL & ADV INJURY $

GENERAL AGGREGATE $

PRODUCTS - COMP/OP AGG $

$RETENTIONDED

CLAIMS-MADE

OCCUR

$

AGGREGATE $

EACH OCCURRENCE $UMBRELLA LIAB

EXCESS LIAB

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

INSR
LTR TYPE OF INSURANCE POLICY NUMBER

POLICY EFF
(MM/DD/YYYY)

POLICY EXP
(MM/DD/YYYY) LIMITS

PER
STATUTE

OTH-
ER

E.L. EACH ACCIDENT

E.L. DISEASE - EA EMPLOYEE

E.L. DISEASE - POLICY LIMIT

$

$

$

ANY PROPRIETOR/PARTNER/EXECUTIVE

If yes, describe under
DESCRIPTION OF OPERATIONS below

(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?

WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N

AUTOMOBILE LIABILITY

ANY AUTO
ALL OWNED SCHEDULED

HIRED AUTOS
NON-OWNED

AUTOS AUTOS

AUTOS

COMBINED SINGLE LIMIT

BODILY INJURY (Per person)

BODILY INJURY (Per accident)
PROPERTY DAMAGE $

$

$

$

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 BY PAID CLAIMS.

INSD
ADDL

WVD
SUBR

N / A

$

$

(Ea accident)

(Per accident)

OTHER:

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 endorsement(s).

COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

INSURED

PHONE
(A/C, No, Ext):

PRODUCER

ADDRESS:
E-MAIL

FAX
(A/C, No):

CONTACT
NAME:

NAIC #

INSURER A :

INSURER B :

INSURER C :

INSURER D :

INSURER E :

INSURER F :

INSURER(S) AFFORDING COVERAGE

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

SAMPLE CERTIFICATE OF GENERAL LIABILITY TO BE 
SUBMITTED BY A CBO NOT PARTICIPATING IN CIP AND 
PROVIDING SERVICES IN A DOE OR NYCHA SITE

CBO NAME
CBO ADDRESS
CBO CITY, STATE, ZIP

UNDERWRITER NAME REQUIRED

X
X

X

REQUIRED REQUIRED $1,000,000

The City of New York, and the Department of Education of the City School District of the City of New York [or New 
York City Housing Authority] including their officials and employees, are included as an Additional Insured

The City of New York
123 William Street, 17th Floor
New York, NY 10038



POLICY NUMBER: COMMERCIAL GENERAL LIABILITY
CG 20 10 04 13

THIS ENDORSEMENT CHANGES THE POLICY.  PLEASE READ IT CAREFULLY. 

CG 20 10 04 13 © Insurance Services Office, Inc., 2012 Page 1 of 2

ADDITIONAL INSURED – OWNERS, LESSEES OR  
CONTRACTORS – SCHEDULED 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) Location(s) Of Covered Operations 

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

A. Section II – Who Is An Insured is amended to 
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 advertising injury" 
caused, in whole or in part, by: 
1. Your acts or omissions; or
2. The acts or omissions of those acting on your

behalf;
in the performance of your ongoing operations for 
the additional insured(s) at the location(s) 
designated above. 
However:  
1. The insurance afforded to such additional

insured only applies to the extent permitted by
law; and

2. If coverage provided to the additional insured is
required by a contract or agreement, the
insurance afforded to such additional insured
will not be broader than that which you are
required by the contract or agreement to
provide for such additional insured.

B. With respect to the insurance afforded to these 
additional insureds, the following additional 
exclusions apply: 
This insurance does not apply to "bodily injury" or 
"property damage" occurring after: 
1. All work, including materials, parts or

equipment furnished in connection with such
work, on the project (other than service,
maintenance or repairs) to be performed by or
on behalf of the additional insured(s) at the
location of the covered operations has been
completed; or

2. That portion of "your work" out of which the
injury or damage arises has been put to its
intended use by any person or organization
other than another contractor or subcontractor
engaged in performing operations for a
principal as a part of the same project.

The City of New York, and the Department of 
Education of the City School District of the City of 
New York [or New York City Housing 
Authority]including their officials and employees

All locations of operations that are listed in 
the contract(s)

Required & should match policy number 
on Acord form



Page 2 of 2 © Insurance Services Office, Inc., 2012 CG 20 10 04 13

C. With respect to the insurance afforded to these 
additional insureds, the following is added to 
Section III – 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. 



SAMPLE

POLICY NUMBER: COMMERCIAL GENERAL LIABILITY
Acord form

THIS ENDORSEMENT CHANGES THE POLICY.  PLEASE READ IT CAREFULLY.

CG 20 26 11 85 Copyright, Insurance Services Office, Inc.,  1984 Page 1 of 1 oo

ADDITIONAL INSURED – DESIGNATED PERSON OR
ORGANIZATION

This endorsement modifies insurance provided under the following:

COMMERCIAL GENERAL LIABILITY COVERAGE PART.

SCHEDULE

Name of Person or Organization:

(If no entry appears above, information required to complete this endorsement will be shown in the Declarations
as applicable to this endorsement.)

WHO IS AN INSURED (Section II) is amended to include as an insured the person or organization shown in the
Schedule as an insured but only with respect to liability arising out of your operations or premises owned by or
rented to you.

Required & should match policy number on 

The City of New York, and the Department of Education of the City School District of the City of New 
York [or New York City Housing Authority], including their officials and employees 



DB-120.1 (9-15)

CERTIFICATE OF INSURANCE COVERAGE

UNDER THE NYS DISABILITY BENEFITS LAW

PART 1. To be completed by Disability Benefits Carrier or Licensed Insurance Agent of that Carrier

1a. Legal Name & Address of Insured (use street address only)

Work Location of Insured(Only required if coverage is specifically limited to
certain locations in New York State, i.e., a Wrap-Up Policy)

1b Business Telephone Number of Insured

1c NYS Unemployment Insurance Employer Registration Number of
Insured

1d Federal Employer Identification Number of Insured or Social Security
Number

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

3a Name of Insurance Carrier

3b Policy Number of Entity Listed in Box"1a"

3c Policy effective period:

4. Policy covers:

A. All of the employer's employees eligible under the New York Disability Benefits Law

B. Only the following class or classes of employer's employees:

Under penalty of perjury, I certify that I am an authorized representative or licensed agent of the insurance carrier referenced above and that the named
insured has NYS Disability Benefits insurance coverage as described above.

Date Signed By

(Signature of insurance carrier's authorized representative or NYS Licensed Insurance Agent of that insurance carrier)

Telephone Number 123-123-4567 Title: Manager

IMPORTANT: If Box "4a" is checked, and this form is signed by the insurance carrier's authorized representative or NYS Licensed
Insurance carrier, this certificate is COMPLETE. Mail it directly to the certificate holder.
If Box "4b" is checked, this certificate is NOT COMPLETE for purposes of Section 220, Subd. 8 of the Disability Benefits Law.
mailed for completion to the Workers' Compensation Board, DB Plans Acceptance Unit, 328 State Street, Schenectady, NY 1

PART 2. To be completed by the NYS Workers' Compensation Board (Only if Box "4b" of Part 1 has been checked)

State of New York

Workers' Compensation Board

According to information maintained by the NYS Workers' Compensation Board, the above-named employer has complied with the
NYS Disability Benefits Law with respect to all of his/her employees.

Date Signed By
Signature of NYS Workers' Compensation Board Employee)

Telephone Number Title

Please Note: Only insurance carriers licensed to write NYS disability benefits insurance policies and NYS licensed insurance
agents of those insurance carriers are authorized to issue Form DB-120.1. Insurance brokers are NOT authorized to issue this form.

13-620269213-622692

X

12/27/2018

 Insurance Company

12/1/18 to 12/1/19

CBO Name
Street, 
City, State, Zip

555-555-5555

12-345689

12-345-6789

City Of NY
Department of Youth and Community Development
2 Lafayette Street, 21st Floor
New York NY 10007

Signee

SAMPLE



DB-120.1 (9-15) Reverse

Additional Instructions for Form DB-120.1

By signing this form, the insurance carrier identified in box "3" on this form is certifying that it is insuring the business
referenced in box "1a" for disability benefits under the New York State Disability Benefits Law. The Insurance Carrier or
its licensed agent will send this Certificate of Insurance to the entity listed as the certificate holder in box "2".

Will the carrier notify the certificate holder within 10 days of a policy being cancelled for non-payment of premium or within 30 days if
cancelled for any other reason or if the insured is otherwise eliminated from the coverage indicated on this certificate prior to the end of

the policy effective period? YES NO

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 policy listed, nor does it confer any rights or responsibilities beyond those contained in the
referenced policy.

This certificate may be used as evidence of a Disability Benefits contract of insurance only while the underlying policy is in effect.

Please Note: Upon the cancellation of the disability benefits policy indicated on this form, if the business continues to be named

on a permit, license or contract issued by a certificate holder, the business must provide that certificate holder with a new

Certificate of NYS Disability Benefits Coverage or other authorized proof that the business is complying with the mandatory

coverage requirements of the New York State Disability Benefits Law.

DISABILITY BENEFITS LAW

§220. Subd. 8

(a) The head of a state or municipal department, board, commission or office authorized or required by law to issue any
permit for or in connection with any work involving the employment of employees in employment as defined in this article,
and not withstanding any general or special statute requiring or authorizing the issue of such permits, shall not issue such
permit unless proof duly subscribed by an insurance carrier is produced in a form satisfactory to the chair, that the payment
of disability benefits for all employees has been secured as provided by this article. Nothing herein, however, shall be
construed as creating any liability on the part of such state or municipal department, board, commission or office to pay any
disability benefits to any such employee if so employed.

(b) The head of a state or municipal department, board, commission or office authorized or required by law to enter into any
contract for or in connection with any work involving the employment of employees in employment as defined in this article
and notwithstanding any general or special statute requiring or authorizing any such contract, shall not enter into any such
contract unless proof duly subscribed by an insurance carrier is produced in a form satisfactory to the chair, that the
payment of disability benefits for all employees has been secured as provided by this article.



SAMPLE

STATE OF NEW YORK 

WORKERS’ COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE 

1a. Legal Name & Address of Insured (Use street address only)

Provider Name
Street Address City, 
State Zip

Work Location of Insured (Only required if coverage is specifically 

limited to certain locations in New York State, i.e., a Wrap-Up 

Policy) 

1b. Business Telephone Number of Insured 

123-456-7890
1c. NYS Unemployment Insurance Employer 

      Registration Number of Insured 
12345

1d. Federal Employer Identification Number of Insured 

       or Social Security Number 

2. Name and Address of the Entity Requesting Proof of

Coverage (Entity Being Listed as the Certificate Holder)

The City Of New York
Department of Youth and Community Development 
2 Lafayette Street, 21st Floor
NY NY 10007

3a.  Name of Insurance Carrier 

ABC Insurance Company
3b. Policy Number of entity listed in box “1a” 

1234567890
3c.  Policy effective period 

       ____________________ to ____________________ 

3d.  The Proprietor, Partners or Executive Officers are

 included.  (Only check box if all partners/officers included) 

 all excluded or certain partners/officers excluded. 

This certifies that the insurance carrier indicated above in box “3" insures the business referenced above in box “1a” for workers’ 
compensation under the New York State Workers’ Compensation Law. (To use this form, New York (NY) must be listed under Item  3A 
on the INFORMATION PAGE of the workers' compensation insurance policy).  The Insurance Carrier or its licensed agent will send 
this Certificate of Insurance to the entity listed above as the certificate holder in box “2". 

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of premiums 
or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured from the 
coverage indicated on this Certificate.  (These notices may be sent by regular mail.)  Otherwise, this Certificate is valid for one year after 
this form is approved by the insurance carrier or its licensed agent, or until the policy expiration date listed in box “3c", whichever is 
earlier.   

Please Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continues to be 
named on a permit, license or contract issued by a certificate holder, the business must provide that certificate holder with a new 
Certificate of Workers’ Compensation Coverage or other authorized proof that the business is complying with the mandatory 
coverage requirements of the New York State Workers’ Compensation Law.   

Under penalty of perjury, I certify that I am an authorized representative or licensed agent of the insurance carrier referenced 
above and that the named insured has the coverage as depicted on this form. 

Approved by: Jane Doe 
________________________________________________________________________ (Print name of authorized representative or licensed agent of insurance carrier) 

Approved by: ________________________________________________________________________ 
(Signature) (Date)

Title: 

Telephone Number of authorized representative or licensed agent of insurance carrier: _______________________

Please Note: Only insurance carriers and their licensed agents are authorized to issue Form C-105.2. Insurance brokers are NOT 

authorized to issue it. 

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

12-3456789

07/01/2016 06/30/2017

Signature 09/30/2016

Title

123-456-7890



SAMPLE

Workers’ Compensation Law 

Section 57.  Restriction on issue of permits and the entering into contracts unless compensation is secured. 

1. The head of a state or municipal department, board, commission or office authorized or required by law to issue any permit for or in

connection with any work involving the employment of employees in a hazardous employment defined by this chapter, and notwithstanding 

any general or special statute requiring or authorizing the issue of such permits, shall not issue such permit unless proof duly subscribed by 

an insurance carrier is produced in a form satisfactory to the chair, that compensation for all employees has been secured as provided by this 

chapter. Nothing herein, however, shall be construed as creating any liability on the part of such state or municipal department, board, 

commission or office to pay any compensation to any such employee if so employed. 

2. The head of a state or municipal department, board, commission or office authorized or required by law to enter into any contract for or

in connection with any work involving the employment of employees in a hazardous employment defined by this chapter, notwithstanding 

any general or special statute requiring or authorizing any such contract, shall not enter into any such contract unless proof duly subscribed 

by an insurance carrier is produced in a form satisfactory to the chair, that compensation for all employees has been secured as provided by 

this chapter. 

C-105.2 (9-07) Reverse 



Form CE-200 

Certificate of Attestation of Exemption 
From New Yofk state Workers' Compensation 
and/or !Disability Benefits Insurance Coverage 

••111iJ form ca,inot .be Ks11'1 to miriv� the M-<oi-i:en' compensation 1ights or obligatio1u .of any pal"IJ! "'"' 
The applicam �• use 11m Certificate of A.ttesla6cn of &emption ONLY to- shaw a go,.WDIDl!!If eefity-that New Y odt Stale 
specinc \\'tld.:ers' compensation and/or disability benefits insm.m.ce is not reqaired. The applicant may NOT use this fmm 
to snow another 'business or ,that busmess's insuranoe c:anier 'that snd,. iDsm'ance is not� 
Plu54! pro.idle this form to the gvven1.11111�:U:t Bti.ty from nicb you. 11:n! 1:equstimg a permif;, lf,cmse or catract. This Catific.aie will.I 
a_ot be ucepteet by g,o,,emmeaf ofllrials one year after the cla:fe printed GO tbe· famt.

In the Ap_plkaDIIII of 
(uga) Elltity Name an Addreu): 

JOH!, SPiilTH 
1'2:3 M:..UN STREET 
ALBANY, NY 12207 
U.1-lllsllll 
Federal m Number: nxx:Kti78!1 

Workers' Compmsaticm b.emptiDll Sfafl!mmt: 

,---------------------------, 

Buim.- App-:lyhr,g For: 
 

Fnm: THE CITY OF NY/DYCD  

Tue 11.bon named basiD.ess is c.emfymg that it is NOT REQUIRED TO �BT-ajN° ?Ii� YORK STATE SPEC.'IFIC 
WORKERS' OOMPENSATIO.S INSURANCE CO\"EltA.�filr du!·fiillomngnasoa: 

Thi! business is omaed by one indmcfwjl and is .nor a coq,on,'lioo.. Other tl:iim tlie�, -� III! na �-ees, day l&bor,, leased 
employees, bomm-.ed emplay&s, pm-tim!, employees, uapaid '!.'tlluoteer.((iDduding� mmlbers) « mbcentn.ctors. 

lmabilih· Btaefds Esempti.011 Statement: 
� a.bo.e 1U1medbusfn.ess is �ing �it� NOT REQUIRED to OBTADi SEW YORK STATE STATUTORY 

DISABILii'Y BENEFITS INSU;IU.��-co¥ERAGE mr ttie mllowmg ll!asim:. 
Thi! business. is owued by oae � crisi,"�{lLC, LLP; PILP « a Rl.LP)Ullds the laws of Nfi'l'Ymk Swe md is 110t a. 
cotpmation; or is a ona ar twa p� mmed co� with tho� il!.di.ic1nals awning all of die s.1Xlck and bD1diDg all offices. of the 
CDfPOiatio11 (in a m-o person llWl1ed cotpal'll1iim, eac;h iDdi,,idul mnst be m offica and mm at least aae :dum! of stodt) « is a business 
l\ith.DO NYS loca.tiDG. ID additiOD:, l!h.e �-does u.ot require disability bl!Dtfi1s cm� at this lime :smce it has II.Cit empkl)-m Drll!! 
or mare mdn,iduals on ar least JO days ia my caleSldar �ar ill New Yarlt Stm. QndP(JemSent 00111ractors are not cc:a.siicleracl 10 be 
employees muler die Disability .Bl!!llll!lits l.&w.) 

I, JOHN SMITH, am 1be SclePmpri.etorlrilhtbeabm/Hamedle,gaJer.1i1)'. I aflilm.tbal due110 Dl.}'pll5mDII vmh.tbe.ibm,re;11md :bosme.,-s !m,elhe 
lbl.olrl!dge. iDfimllillioc andolUlbaritJ1tomab this C'enificaee of Atle!lt11timiaf�D- I hereb)• affitm. !h&tlhe 5.1iltemellti JJ:111dehseilure1rue, lba!.I 
bl,.-e, :II.Qt I!lllcle llCY mtmal.ly false sta1mlmts and I ID.ab thi;. Certifia.11! of .Anestation of&empuon UDder Ebe pemlne; of petjlll}·. I further affinn ibat 
I miderslalld cha! 11JJ :lalsil! staliement, Je}Rientmon or coacealmen! IWill �E me 110 � aimiDal proseculioo. indndmgjw .md mil lil:biiitJ in 
accm1W1Cu,i1h� Worlffl' Compem;mon'uwlllldlD.adu!t'NsYm State.la.ws.. By1ubmitlillg !his Ctnificde oL�rmoaofExem,rum 10t11e 
piem:mem wil!,· listed 1.1:lo.121 � he.-eby &ffiml. 1hlltif tire� clwJge so t1w walkers· t:Mll!)en,-uiml. immmce m·or disability beoefils 
ca..-er�e is teqoil'ed,, 12le a.blWNliltled le€nl entityltill immediately ICquim ilppRlpli&1e Nm Ym:ls. Stal!!e.pedfic wmker:s' mmJll!D� illsma!xe md.'or 
disabili1}•benefis c«om�mi a!;oimmw.rtely fumishproof ofllatcawra;ge OD fimns appromby theCbairof!be wcnm· Compensation Board 110 
!he, p;emmmt emity fute4 abow.. 

I flf� I 
Sipatuft: 

ExemptionJ�e��te Nwnber 

2���,t97

a:-�00 ([)nfi: 06.'02'111) 

ll'. 

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

Date: 
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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 (typewritten)] 
 

 

      _____________________________________________________  
      [Address of broker or agent (typewritten)] 

 

        

      _____________________________________________________  
      [Email address of broker or agent (typewritten)] 

 

 

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

 

 

      _____________________________________________________ 
      [Signature of authorized official, broker, or agent] 

 

 

      _____________________________________________________  
      [Name and title of authorized official, broker, or agent (typewritten)] 

 

 

 

State of ……………………….) 

      ) ss.: 

County of …………………….) 

 

Sworn to before me this _____ day of ___________ 20___ 

 

_______________________________________________________ 

NOTARY PUBLIC FOR THE STATE OF ____________________ 
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	Sworn to before me this 1: 
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