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This Request for Proposal (RFP) for Professional Services, to provide Public Relations Services to
the Erie County Water Authority, is being conducted pursuant to enacted legislation, New York
State Finance Law § 139-j and § 139-k and the Eric County Water Authority’s Procurement
Disclosure Policy. A copy of the latter is provided with this RFP.
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1. Purpose:

The Authority is soliciting proposals and qualifications from interested parties for public
relations services.

The Authority is seeking a firm that has the capabilities to work in collaboration with the
Authority to develop proactive public relations programs that strategically help maintain and/or
improve opinions among our various targeted constituencies. The firm should have proven
capabilities in local media relations, customer relations, organizational marketing, web site and
social media management, and issues/crisis communications, among other services as requested by
the Authority.

The contract begins on July 1, 2018 and is expected to run for a three (3) year term with
the ability to renew for two (2) additional one (1) year terms at the option of the Authority on 30
days written notice to the firm.

II. Background:

BACKGROUND INFORMATION:

Organizational Information

The Erie County Water Authority is a public benefit corporation formed in 1949 to provide
a potable water supply to the residents of Western New York. The Authority was created by an
Act of the State Legislature, codified in Sections 1050 through 1073 of Title 3 (the “Erie County
Water Authority Act”) of Article 5 of the Public Authorities Law of the State of New York (as
amended), to, among other things, finance, construct, operate and maintain a water supply and
distribution system to benefit the residents of the County of Erie, New York. The Authority
became operational in 1953. The Authority is financially self-sustaining, paying all operating
expenses from revenues generated from the sale of water to 170,042 customers.

The Erie County Water Authority is not an agency of New York State, nor an agency of
Erie County government. The Authority is completely independent with respect to budgeting,
bonding authority, debt management and credit rating.

The Erie County Water Authority is governed by a Board of Commissioners. The Board
consists of three members appointed by the Chairman of the Legislature of Erie County, subject to
confirmation by a majority of said Legislature. Each Board member is appointed for a three-year
term and continues to hold office until a successor is confirmed. The three-year terms of office are
staggered. The enabling State legislation provides that the officers of the Authority shall consist of
a Chairman, a Vice-Chairman and a Treasurer who shall be members of the Authority, and a
Secretary, who need not be a member of the Authority. The Board establishes policy and is
responsible for the overall operations of the Authority.
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III. Scope of Services:

The selected firm would be responsible for:

¢ Developing and implementing proactive public relations programs on behalf of the
Authority. Potential program areas would include, but not be limited to:
media relations, customer communications/education; public affairs/advocacy;
issues/crisis management; water quality initiatives; public awareness and community
events programming; and web site/social media content management.

e Providing strategic consultation and planning on Authority public relations programs
and matters.

» Providing strategic consultation and planning on Authority public relations matters.

» Providing strategic consultation and planning to assist the Authority in managing crises
and issues as they arise,

s  Writing and/or editing of public relations materials, such as press releases, media alerts
and statements, opinion pieces and letters fo the editor, issue and advocacy
advertisements, annual report and annual water quality report, customer
communications, and additional communications materials as requested.

¢ Consult and advise on ECWA website content and design.

¢ Monitoring, tracking, researching and distributing media reports related to the
Authority, drinking water issues/regulations, etc.

¢ Providing the Authority with routine graphic design services for placement of issues
advertisements in print publications as well as assist in the design and layout of
Authority's’s annual report, annual water quality report and additional publications and
materials as needed.

» Attend meetings with Commissioners to discuss ongoing public relations opportunities
and challenges, as requested by the Secretary to the Authority.

e Other public relations activities as requested by ECWA.

e Develop communication with ECWA employees.
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IV. Proposal Requirements:

All respondents are required to send six (6) complete sets of responses (1 original and 5
copies) which should be submitted to the Authority at the following address:

Terrence McCracken

Erie County Water Authority
295 Main Street, Room 350
Buffalo, New York 14203

Package should be marked: 2018 RFP for Public Relations Services

Proposals must be delivered via mail or hand delivery to the Authority at the above location
no later than Tuesday, June 5, 2018, Proposals delivered prior to the deadline shall remain
unopened, so long as the package is properly marked as set forth above. Late proposals will not be
accepted and will be marked "TOO LATE” and returned to the sender unopened.

All six (6) copies of the respondent’s proposal should be arranged as follows:

1.

Title Page: Showing RFP name and respondent’s name, address, telephone
number and contact person.

Letter of Introduction: One page, introducing the respondent and manually signed
by the person(s) authorized to sign on behalf of, and bind the company to,
statements made in response to this RFP.

Company Profile and Respondent Information: The following will be required
in a company overview/profile as part of respondent’s proposal:

a.

T s

Brief {(one or two paragraphs) description of the respondent’s business, its
history and its ability to provide the requested services, including number of
years in business.

Information pertinent to the respondent’s background and experience
relative to this project, public relations experience with a utility provider
and/or a public entity.

A statement of the respondent’s understanding of the scope of services.
Submit a case study of a public relations program the firm has completed for
a comparable client, including challenge presented, a description of the
program implemented and any subsequent results. Please include contact
information for the client.

Identify principals and/or officers of the respondent firm.

Firm name.

Firm address.

Telephone numbers and e-mail addresses.

Contact person,

Respondent’s size and organizational structure,

Resumes or bio's of personnel to be assigned to the project.
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1. References that respondent may wish to provide — provide at least three
references with contact name and telephone number,

4, Compensation: Please provide quotes for costs of services that will be paid at a
monthly rate with a “not to exceed” dollar amount for any given month, Please
include the total number of service hours the Authority can expect to receive under
these terms. Further under these terms, the Authority would not expect to be
limited in the number of hours it receives if such services were needed during a
catastrophic crisis event.

5.  Certifications and Insurances: All attached required NYS Finance Law
Certifications Forms A, B, C, Proposer Certification and Insurance certificates must
be submitted.

6. Additional Information: If additional services are provided by your firm that are
not specified in the SCOPE OF SERVICES (i.e., graphic design), please include

those services in your company’s response.

V. Terms and Conditions:

o All proposals become the property of the Authority.

o The Authority shall have no financial responsibility for any costs assumed by the
“Proposer” in submitting the RFP.

e Each proposal shall be prepared simply and economically, and should provide
straightforward and concise responses that satisfy the requirements of the RFP.

¢ The Authority reserves the right to request additional information from any and all
Proposers to assist in the evaluation process. It is the responsibility of the Proposer to
inquire about and clarify any aspect of the RFP that is not understood.

Acceptance/Rejection

The Authority reserves the right to accept or to reject any or all of the proposal(s)
and to select the proposal(s) which, in the opinion of the Authority, will be in the
Authority’s best interest. The Authority also reserves the right to reject the response of any
respondent who has previously failed in the proper performance of any agreement with the
Authority. The Authority specifically may choose other than the lowest cost proposal in
order to provide the requisite experience and background which are deemed to be most
appropriate for the Authority.

THE ISSUANCE OF THIS RFP CONSTITUTES ONLY AN INVITATION TO
PRESENT PROPOSALS. THE AUTHORITY AND THE RFP EVALUATION
COMMITTEE RESERVE THE RIGHT TO DETERMINE, IN THEIR SOLE
DISCRETION, WHETHER ANY ASPECT OF THE PROPOSAL SATISFACTORILY
MEETS THE CRITERIA ESTABLISHED IN THE RFP. THE AUTHORITY AND THE
RFP EVALUATION COMMITTEE RESERVE THE RIGHT TO SEEK ADDITIONAL
INFORMATION AND/OR CLARIFICATION FROM ANY RESPONDENT, THE
RIGHT TO NEGOTIATE WITH ANY RESPONDENT SUBMITTING A RESPONSE,
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AND THE RIGHT TO REJECT ANY OR ALL RESPONSES, WITH OR WITHOUT
CAUSE. IN THE EVENT THAT THE RFP IS WITHDRAWN BY THE AUTHORITY
FOR ANY REASON, INCLUDING, BUT NOT LIMITED TO, THE FAILURE TO
OCCUR OF ANY OF THOSE THINGS OR EVENTS SET FORTH HEREIN, THE
AUTHORITY SHALL HAVE NO LIABILITY TO ANY RESPONDENT FOR ANY
COSTS OR EXPENSES INCURRED IN CONNECTION WITH THE RFP OR
OTHERWISE.

Selection/Evaluation Process

1.

10.

An RFP evaluation committee will review all accepted proposals, and will have the
option of selecting firms for possible oral presentations. It is anticipated that this
process may be completed by June 14, 2018,

The RFP evaluation committee will report to the Board of Commissioners, and it is
anticipated that the committee will recommend a firm by June 14, 2018. After
acquiring the Board of Commissioners consent, the selected firm will be notified.

The Authority will negotiate with the firm deemed in its sole judgment to be the
most qualified.

The successful firm will be required to enter into a written Professional Services
Agreement with the Authority in a form approved by the Authority’s legal counsel.
The Authority reserves the right to negotiate the terms and conditions of the
agreement with the selected firm.

All proposals must state the period for which the proposal shall remain in effect,
with a minimum of 120 days from the due date of the proposal.

The Authority reserves the right to request additional information from any and all
respondents to assist in the evaluation process.

The Authority reserves the right to reject any and all proposals. The award will be
made to the firm whose proposal is deemed to be in the best interest of the
Authority at its sole discretion.

Respondents, agents and/or associates are prohibited from contacting or soliciting
any other Erie County Water Authority official, including Authority members,
during the restricted period from May 17, 2018 through the award of contract date.

Any changes to the request for proposal will be communicated in writing to all
firms who receive this RIP.

Should the Authority be unable to negotiate a satisfactory contract with the selected
firm, negotiations with that firm will be formally terminated. The Authority will
then undertake negotiations with the second most qualified firm.
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VI. Additional Information:

It is the sole responsibility of the respondent to inquire about and seek clarification on any
aspect of the RFP that is not understood.

All questions and requests for clarification should be addressed in writing to the designated
contact person, Terrence McCracken, at tmecracken(@ecwa.org. All questions and requests for
clarifications will be answered and distributed via e-mail to all firms eligible to submit a response
to the RFP.

VII1. Time Table of Fvents

May 17, 2018 - Distribute Request for Proposal (RFP)

May 29, 2018 - Deadline for submitting questions due by 4:00 PM, EDT

June 5, 2018 - RFP Responses due by 10:00 a.m.

June 5, 2018 - The review process begins and respondents may be requested to
provide additional information or requested to make oral
presentations.

June 14,2018 - RFP Evaluation Committee brings recommendation to Board of
Commissioners as a staff item and asks for authorization to
negotiate.

June 28, 2018 - RFP Evaluation Committee to seek Board of Commissioners

authorization to enter into a contract.
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FORMS A, B and C

SECTION 139 OF STATE FINANCE LAW

Pursuant to State Finance Law §139-j and §139-k, this Invitation to Bid includes and imposes
certain restrictions on communications between a Governmental Entity and an Offerer/bidder
during the procurement process. An Offerer/bidder is restricted from making contacts from the
carliest notice of intent to solicit offers, through final award and approval of the Procurement
Contract by the Governmental Entity. The designated contact is identified in the Notice to
Bidders. Governmental Entity employees are also required to obtain certain information when
contacted during the restricted period and make a determination of the responsibility of the
Offerer/bidder pursuant to these two statutes. Certain findings of non-responsibility can result in
rejection for contract award and in the event of two findings within a 4-year period; the
Offerer/bidder is debarred from obtaining governmental Procurement Contracts.  Further
information about these requirements can be found in §139-j and §139-k of the New York State
Finance law and the Erie County Water Authority’s Procurement Disclosure Policy.

« TForm A - Offerer’s Affirmation of Understanding of and Agreement pursuant to State
Finance Law.

« Form B - Offerer’s Certification of Compliance with State Finance Law.
« Form C- Offerer’s Disclosure of Prior Non-Responsibility Determinations.

« Contract Termination Provision.
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FORM A

Offerer’s Affirmation of Understanding of and Agreement pursuant to State Finance
Law §139-j (3) and §139-j (6) (b)

Instructions:

A Governmental Entity must obtain the required affirmation of understanding and agreement to
comply with procedures on procurement lobbying restrictions regarding permissible Contacts in
the restricted period for a procurement contract in accordance with State Finance Law §§139-j and
139-k. It requires that this affirmation be obtained as early as possible in the procurement process,
but no later than when the Offerer submits its proposal.

Offerer affirms that it understands and agrees to comply with the procedures of the Government
Entity relative to permissible Contracts as required by State Finance Law §139-7(3) and
§139-7 (6) (b).

By: Date:

Name:

Title:

Contractor Name:

Contractor Address;

10




Public Relations Services 2018 RFP Project #201300099

FORM B

Offerer’s Certification of Compliance
With State Finance Law §139-k (5)

Instructions:

A Governmental Entity must obtain the required certification that the information is complete,
true, and accurate regarding any prior findings of non-responsibility, such as non-responsibility
pursuant to State Finance Law §139-j. The Offerer must agree to the certification and provide it to
the procuring Governmental Entity. It is required that the certification be obtained as early as
possible in the process, but no later than when an Offerer submits its proposal.

Offerer Certification:

1 certify that all information provided to the Governmental Entity with respect to State Finance Law
¢139-k is complete, true, and accurate.

By: Date:

Name:

Title:

Contractor Name:

Contractor Address:

11
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FORM C
Page 1 of 3
Offerer’s Disclosure of Prior
Non-Responsibility Determinations

Background:

New York State Finance Law §139-k (2) obligates a Governmental Entity to obtain specific
information regarding prior non-responsibility determinations with respect to State Finance Law
§139-j. In accordance with State Finance Law §139-k, an Offerer must be asked to disclose
whether there has been a finding of non-responsibility made within the previous four (4) years by
any Governmental Entity due to: (a) a violation of State Finance Law §139-] or (b) the intentional
provision of false or incomplete information to a Governmental Entity. The terms “Offerer” and
“Governmental Entity” are defined in State Finance Law §139-k (1). State Finance Law §139+
sets forth detailed requirements about the restrictions on Contacts during the procurement process.
A violation of State Finance Law §139-j includes, but is not limited to, an impermissible Contact
during the restricted period (for example, contacting a person or entity other than the designated
contact person, when such Contact does not fall within one of the exemptions).

As part of its responsibility determination, State Finance Law §139-k (3) mandates consideration
of whether an Offerer fails to timely disclose accurate or complete information regarding the above
non-responsibility determination. In accordance with law, no Procurement Contract shall be
awarded to any Offerer that fails to timely disclose accurate or complete information under this
section, unless a finding is made that the award of the Procurement Contract to the Offerer is
necessary to protect public property or public health safety, and that the Offerer is the only source
capable of supplying the required Article of Procurement within the necessary time frame. See
State Finance Law §139-j (10) (b) and §139-k (3).

Instructions:

A Governmental Entity must include a disclosure request regarding prior non-responsibility
determinations in accordance with State Finance Law §139-k in its solicitation of proposals or bid
documents or specifications or contract documents, as applicable, for procurement contracts. The
attached form is to be completed and submitted by the individual or entity seeking to enter into a
Procurement Contract. It shall be submitted to the Governmental Entity conducting the
Governmental Procurement no later than when an Offerer submits its proposal.

12
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FORM C
Page 2 of 3
Offerer’s Disclosure of Prior Non-Responsibility Determinations

Name of Individual or Entity seeking to Enter into the Procurement Contract:

Address:

Name and Title of Person Submitting this Form:

Contract Procurement Number:

Date:

1.

Governmental Entity:
Date of Finding of Non-Responsibility:

Basis of Finding Non-Responsibility:

Has any Governmental Entity made a finding of non-responsibility regarding the individual or
entity seeking to enter into the Procurement Contract in the previous four years? (Please
circle)

No Yes
If yes, please answer the next questions:

Was the basis for the finding of non-responsibility due to a violation of State Finance Law
§139-j7 (Please circle)
No Yes

Was the basis for the finding of non-responsibility due to the intentional provision of false or
incomplete information to a Governmental Entity? (Please circle)
No Yes

If you answered yes to any of the above questions, please provide details regarding the finding
of non-responsibility below.

(Add additional pages as necessary)

13
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FORM C
Page 3 of 3

5. Has any Governmental Entity or other governmental agency terminated or withheld a Procurement
Contract with the above-named individual or entity due to the intentional provision of false or
incomplete information? (Please circle)

No Yes
6. If yes, please provide details below.

Governmental Entity:

Date of Termination or Withholding of Contract:

Basis of Termination or Withholding:

(Add additional pages as necessary)

Offerer certifies that all information provided to the Governmental Entity with respect to State
Finance Law §139-k is complete, true, and accurate.

By: Date:
Signature

Name:

Title:

14
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Contract Termination Provision
Instructions:

A Contract Termination Provision will be included in each Procurement Contract governed by
State Finance Law §139-k. New York State Finance Law §139-k (5) provides that every
procurement contract award subject to the provisions of State Finance Law §139-k and §139-
shall contain a provision authorizing the Governmental Entity to terminate the contract in the event
that the certification is found to be intentionally false or intentionally incomplete. This statutory
contract language authorizes, but does not mandate, termination. “Government Entity” and
“procurement contract” are defined in State Finance Law §139-k (1).

This required clause will be included in a covered procurement contract.

A sample of the Termination Provision is included below. If a contract is terminated in accordance
with State Finance Law §139-k (5), the Governmental Entity is required to include a statement in
the procurement record describing the basis for any action taken under the termination provision.

Sample Contract Termination Provision

The Governmental Entity reserves right to terminate this contract in the event it is found that the
certification filed by the Offerer in accordance with New York State Finance Law §139-k was
intentionally false or intentionally incomplete. Upon such finding, the Governmental Entity may
exercise its termination right by providing written notification to the Offerer in accordance with the

written notification terms of this contract.

15







INS2013-PS
Revision date: 03/01/2013

Erie County Water Authority Insurance Requirements for Professional Services
Project Number: 201300099

Description: 2018 Request for Proposals for Public Relations Services

The following minimum insurance requirements shall apply to professional setrvice
providers under agreement with the Erie County Water Authority (ECWA). The
professional service provider carries relevant insurance for the services covered. If at
anytime, in the opinion of ECWA, there is an unusual or exceptional risk, ECWA may
establish additional insurance requirements for the duration of the agreement. All insurance
required herein shall be obtained at the sole cost and expense of the professional service
provider, including deductibles and self-insured retentions, These requirements include but
are not limited to the minimum insurance requirements.

An X indicates insurance coverage is required.

_ X Commercial General Liability Insurance: (including, but not limited to, Bodily
(Personal) Injury, Premises Operations, Property Damage Liability (broad form},
Contractual Liability, Advertising Injury, Independent Contractors, Product
Liability, and Completed Operations Liability in an amount not less than
$1,000,000 combined single limit and $2,000,000 in the aggregate:

X _ Per Policy
Per Project or Job
Per Location

There should be no exclusions for any claims filed, actual or alleged, for violation
of any applicable statute including, but not limited to, the New York State or federal
labor laws, ordinances, administrative orders, executive orders, rules, regulations,
or decrees of any court of competent jurisdiction.

X Commercial Business Automobile Insurance in an amount of not less than
$1,000,000 each accident and shall cover liability arising out of any automobile
owned, leased, hired, borrowed and non-owned automobiles. Additionally, if
vehicles are used for transporting hazardous materials, the contractor shall obtain
and maintain the “broadened” coverage (endorsement CA 9948 10 01 or CA 99 48
12 93), as well as proof of MCS 90 04 00.
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Excess Umbrella Liability Insurance:

$1,000,000 in the aggregate
$2,000,000 in the aggregate
$3,000,000 in the aggregate
$4,000,000 in the aggregate
$5,000,000 in the aggregate
Per Policy
Per Project or Job
Per Location
Professional Liability Insurance: Per each occurrence and in the aggregate.
Continuous coverage shall be maintained, or on an extended discovery period (“tail
coverage™), for a period of not less than two years from the time the agreement has
been completed in an amount of not less than:
_X__ $1,000,000 in the aggregate
$2,000,000 in the aggregate
$3,000,000 in the aggregate
$4,000,000 in the aggregate
$5,000,000 in the aggregate
_X  Per Policy

Per Project or Job

Per Location
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X _ Workers’ Compensation and Employers’ Liability and New York State
Disability Benefits Insurances, as required by New York State statute.

Certificates of Insurance and renewals, on forms approved by the New York State
Department of Insurance, must be submitted to ECWA prior to the award of contract. Each
insurance carrier issuing a Certificate of Insurance shall be rated by A. M. Best no lower
than “A-" with a Financial Strength Code (FSC) of at least VII. The professional service
provider shall name ECWA, its officers, agents and employees as additional insured on a
Primary and Non-Contributory Basis, including a Waiver of Subrogation endorsement
(form CG 20 26 11 85 or equivalent), on all applicable liability policies. Any liability
coverage on a “claims made” basis should be designated as such on the Certificate of
Insurance.

To avoid confusion with similar insurance company names and to properly identify the
insurance company, please make sure that the insurer’s National Association of Insurance
Commissioners (N.A.LC.) identifying number or A. M, Best identifying number appears
on the Certificate of Insurance.

Acceptance of a Certificate of Insurance and/or approval by ECWA shall not be construed
to relieve the professional service provider of any obligations, responsibilities or liabilities.

Certificates of Insurance should be e-mailed to AALESSI@ECWA.ORG. or mailed to Mr,
Anthony Alessi, ECWA Claims Representative/Risk Manager, Erie County Water
Authority, 295 Main Street — Room 350, Buffalo, New York 14203-2494, or If you have
any questions you can contact Mr. Alessi by e-mail or phone (716) 849-8477.

Please refer to the bid and the contract document(s) for additional information regarding
insurance requirements.
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Erie County Water Authority Insurance Requirements for Profesgsional Services

CERTIFICATE OF LIABILITY INSURANCE PATE (B

THIS GERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOEE 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 1SSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policyiies) 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).

CONTACT
PRODUCER NAME:

PHONE FAX
BIC, Mo, Ext): l {AJC, No}:
E-MAIL

ADDRESS:

PRODUGER
CUSTOMER iD #:

INSURER({S} AFFORDING COVERAGE NAIC #

INSURED INSURER A ;

INSURERB :

INSURER C :

INSURER D :

INSURERE :

INSURER F :
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS8 TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW BAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REGQUIREMENY, TERM OR CONDITION OF ANY CONTRACT @R OTHER DOCUMENT WITH RESPECT TC WHICH THIS
CERTIFICATE MAY BE ISSUED CR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLIC DESCRIBED HEREIN 5 SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCELBY

TNGR ADDL|SUGH BOLICY
LTR TYPE OF INSURANCE INSR | WD POLICY NUMBER (MM/DD, LIMITS
_EENERAL LIABILITY EACH OCCURRENCE $ 1,000,000
D RENTED
X | COMMERGIAL GENERAL LIABILITY PAEMIBES o o s 100,000
| cLamsmaoe X | ocour MEDEXP (Ayoneperson) |8 2/ 000
PERSONAL & ADV INJURY | § 1,000,000
GENERAL AGGREGATE $ 4,000,000
_GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - compropase |§ 2,000, 000
l roLicy X f TR {_‘ LOG $
AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT
WX {Ea accident) $ 1,000,000
| 7 | ANY AUTG SODILY INJURY (Par persony | §
] ALL OWNED AUTOS BODILY INJURY (Per accident) | $
o] SCHEDULED AUTOS PROPERTY DAMAGE s
HIRED AUTOS (Per accidant}
NON-OWNED AUTOS $
$
X| vmerettams | X ooour EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE $
| DEDUCTIBLE Per Specific Agreement 3
retention s 10, 000 $
WORKERS COMPENSATION WC STATU- OTH-
AND EMPLOYERS® LIABILITY vin SUBMIT proof of Workerg TORY LIMITS ER
A romeoyeseeme [y | |Compensation and disability |ELmosccoor s
(Mandatory In NH) 1 hed E.L DISEASE - EA EMPLOYEE, $
e | EL DISEASE - EAEMPLOYEE § _
DESCRIPTION OF OPERATIONS beiaw as per examples attac £.L DISEASE - POLICY LIMIT | $
gr‘off’agsionalR Piagill}gy b s fic 2 c Each Claim:
aims Made: eCLrcacbive ate:
exr eclric reemen
Ocourence ; P d € Aggregate:

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (Attach ACORD 194, Additional Remarks Schedule, If more space is required)

Additional Insured on a Primary and non-contributory basis (General and Autc Liability): Erie County Water Authority
Additional Insured form CG 20 26 or equivalent.

CERTIFICATE HOLDER CANCELLATION

Erie County Water Authority SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE GANGELLED BEFORE

295 Mai : THE EXPIRATION DATE THEREOF, NOTICE WiLL BE DELIVERED IN
9 ain St, Suite 350 ACCORDANCE WITH THE POLICY PROVISIONS.

Buffalo, NY 14203

AUTHORIZED REPRESENTATIVE

Attn: Anthony Alessi




Understanding New York Workers Compensation Board
Workers Compensation and N.Y.S Disability Benefits Liability

This is a brief description for governmental organizations to validate vendor workers compensation and
NYS Disability Benefits coverage. These requirements should be used when applying for permits, licenses
or secure contracts. Copies should be obtained not only at the initial issuance but at renewal as well. A full

instruction manual can be obtained from the Workers Comp Board.

The forms discussed are:

1) Form CE-200- Affidavit of E‘.Xt‘,lﬂlf)ti() 11 (obtain at: www.web.state.ny. us/content/ebiz/we_db_exemptionsirequestExemptionOverview.jsp)
» Acceptable proof that the business listed is exempt from providing workers’ compensation
and/or disability insurance coverage.

2) Workers Compensation

e Form C-105.2: Certificate of Workers Compensation (WC) (Obtain from your insurance agent)
» All private NYS licensed workers’ compensation carriers are required to issue the C-105.2.

e Form SI- 12: Certificate of WC when self-insured. (Obtain from workers compensation board)
> Only the Self-Insurance Office of the Workers” Compensation Board issues the SI-12. The
Self-Insurance Office can be contacted at 518-402-0247. Only one legal name and Federal
Employer Identification Number can be listed on each Form SI-12. (Multiple legal entities
must not be listed.)

¢ Form GSI- 105.2: Certificate of WC when participating in a group self-insured program.
» The self-insurance administrator of the group completes the form.

e Form U-26.3: Certificate of WC
» Acceptable proof that the business has workers’ compensation coverage through the New
York State Insurance Fund. Only available through (NYSIF).

3) New York State Disability Benefits Law (DBL)

» Form DB-120.1; Certificate of DBL Insurance (obtain from workers compensation board)
» The DB-120.1 must be completed by either the NYS statutory disability benefits insurance
carrier, or a licensed NYS insurance agent of that carrier. The form can be obtained by
contacting the Bureau of Compliance. (certificates@sweb,state.ny.us)

o Form DB-155; Certificate of DBL Self-Insurance
» The Self-Insurance Office of the Workers® Compensation Board issues the DB-155, The
Board’s secretary will approve the DB-155. The Self-Insurance Office can be contacted at
518-402-0247.

4) Exemption 1,2,3,0or4 Family, Owner Occupied residence (http/Awwvaweb.state.my.us/content/main/ forms/bp- 1pdf)

NOTE: ACORD Certificates of Insurance are not acceptable proof. Must use one of the forms
noted above:




Prove it to Move [t

Form CE-200

Certificate of Attestation of Exernption
Fram New York State Workers' Compensation
andior Disability Benefs Insurance Coverage

’ .*inifi_ form cannor be wsed to waive ifie workers® compensation vights or obligatiens of any party. **
The applicant may use this Certificate of Attestation of Exemplion. ONLY to show a govenument entity that New Yok State
spieeific workers’ compensation andior dis'abiii%y benefifs insurance i 1od reqﬂjred The applicat miay NOT use this form
to show anpther business or that businesss insurance carvier that such insvrancs is not required

Pleaze provide this forin o the government éntify from which you are requesting a permif, licénse or contract. This Certificate will
not be accepted by overnmient officials one yenr after the dafe prinied on the forun,

In #he Application of Buosiness Apphying For:
{Ezgal Entity Name apmd Addressh: BUILDING PERMIT
JOBEN SMITH: ) From; CTYY DF ALBANY, DEPT OF BUILDING «u\m CODES
128 MALR STR];E? The iccatmn of wﬁﬂ‘e wosk will be porfonued £
gy a7 ] 123 ACME AVENUE, ALBANY, NY 12203,
P 1 e 058 e e
The estimated doller amoons ofmmiect 5 525,003 - $50,000

Workers” Compensation E;emﬁmn Staternent; o
The above naned busisass is certifying that itis NOT- REQUIRED T :
WORKERS" COMPENSATION INSURANCE C RA iE, for ﬁ:eri'allo‘n\'ing ez

The business is oweed by ons individual and is nota carpurstmn Chher tlghr ?hzm are no employees,; day labor, !eas{ed
ampioyees, barronedemphs}ees part-me employvess, wpaid vohinteersinchuding {amﬂy meniters) €r subcontractors.

Drisability Benefifs Exemption Stateypent:
ifvi T REQUIRED TO OBTAIN NEW YORK STATE STATUTORY
COVERAGE fir the fullowing reason

: {LLC, LLP, PLLD or a RLLP) under tha Isws of New Yark State and is not &
‘ mm, with those individvals owning all of the sfock and bolding a1l offices of the
ach individual must e a0 pEficer awd own at Jeast ane share of stock) or is a business
y'disas not require disability benefits n:nmmwe at this time since it has not employed tre
tendar year in New York Staie. {Indapenﬂem COMTACIONS are not considered 1o be

The business is owned by ane individ
carporation; of is 3 ohe OF (WO Hers
cozrporation (io 5 two persdi ovwaed wrpom‘non
witl no NYS iocation, In addition, the
o peote individoals on st least 30 days in
emptoyees ander the Disability Bensfits Law)

1, JOHN SMITH, am the Sole Proprieter with the sbove-named legal prtity.. I affirm: that chie 1o my posigon with the sbove-named bosivess 1 have the
knowledze, informatinn and aithority to make this Cenlificate of Attestation of Exemption. 1 herely affinn that the statements made herein are fmve, that
bave ot e aly waterially false staements and | make this Cartificate of Atiestation of Eseinption toder the penateies of perjury. 1 fuither affinn that
1 usiderstand that aey false sinteinens, reprasenintion ot concestusent will subject e to Sebony ¢riviing prosecotion, incfoding jail amd civil linbiity'in
acceardance with the Workers' Compansstion Law sud wil pthes Hew York State laws. By subnvining this Cénificate of Attesation of Femmption id fhe
FOVETTAEE entity bisted abowve 1 also heraby affiven that if clrousiazess chnm;e sir ik wvoskans' compensation dnstranss andior msammy hensfits
covesaze is ratnured, he above-namead legal entity will immedintely scquire agpropriate New York State spacific workers' mmpanmmn insuratoe andior
disability benafits coverape dnd alye inanedistedy ﬁm&h proni of that coverzge oi: focms appeaved by the Chair of the Waorkers® &mpensmua Board to,
the goiresnment entiy Jisted ahova.

SI(N i ngnmum. Date:

Exempuon

CE-HH} {Diraft A6-22008}

New York State Workers' Compensation Board 16



STATE OF NEW YORK
WORKERS’ COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1a. Legal Name & Address of Insured (Use street address only) | 1b. Business Telephone Number of Insured

Ie. NYS Unemployment Insurance Employer
Registration Number of Insured

Work Location of Insured (Only required if coverage is specifically | 1d. Federal Employer Identification Number of Insured

limited to certain locations in New York State, i.e., a Wrap-Up or Social Security Number
Policy)
2. Name and Address of the Entity Requesting Proof of 3a. Name of Insurance Carrier

Coverage (Entity Being Listed as the Certificate Holder)

jty listed in box “1a”

r, Partners or Executive Officers are

includell. (Only check box if all partnersfefficers included)

all excluded or certain partners/oificers excluded,

This certifies that the insurance carrier indicated 2
compensation under the New York State Workers® Co

on the INFORMATION PAGE of the w 5! jon inSurance policy). The Insurance Catrier or its licensed agent will send
this Certificate of Insurance to the entity li tificate holder in box “2".

The Insurance Carrier will also nol Wicate Holder within 10 days IF a policy is canceled due to nonpayment of premiums or

within 30 days IF there are req, - ipayment of premiums that cancel the policy or eliminate the insured from the coverage
indicated on this Certificate. ;

is approved by the insuranc n¥d agent, or until the policy expiration date listed in box “3c", whichever is earlier.

Please Note: Upon the cancellatiop of orkers’ compensation policy indicated on this form, if the business continues to be
named on a permit, license or con sued 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:
(Print name of anthorized representative or licensed ageat 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 1o issue Form C-105.2. Insurance brokers are NOT
authorized to issue i,

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




Workers’ Compensation Law

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

I. 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 past of such state or municipal department, board,
commission or office to pay any compensation fo 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 enfer into any such contract uniess 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



Prove It to Move it

Form Si-12

STATE OF NEW YORK
WORKERS' COMPENSATION BOARD
SELR-INSURAMCE OFFICE
20 PARK STREET - ROOM 206
ALBANY,NY 12207

A(Xl 2) 402-0247
(518) 902:6199

COMPLIANCE WITH 'DESABILW BENEFITS LAW:
(Pusvontis T Sethon ZAD, watsd, ol dhe Bissbiiity Benelits Luwt

EMPLOYER FEDERAL EMPLOYER IDEQMNNCATION NUMBER

LOCATION OF OPERATI

ADDRESS (HOME OR MAIN OFFICE)

‘There are'bn file with tie Workers' ,
einployer has complied with the Disabill
‘the following fuannet:

7] Byacomb
Drisabili
Datg:
By; A
Gine Wegoner
W Exdminer
0B-135 (304}

THIS AUENCY EMPLOYS A SERVES PEOPLE WITH DISADILITIES WETHOUT DISCRIMINATION

New Yark State Workers' Compensation Board 22



¢ New York State Insurance Fund
Workers! Compensation & Disability Benefits Specialisis Since 1914
199 CHURCH STREET, NEW YORK, N ¥. 100071100
Phune: {888) 0973863

CERTIFICATE OF WORKERS' COMPENSATION INSURANCE

ARAAAN

POLICYHOLDER % 'CERTIFICATE HOLDER
:
POLICY NUMBER | CERTIFICATE NUMBER | Pés"i"iéi:i"covaRED BYTHIS CERTIFICATE | DATE
.01/01/2009 TO 05/01/2010 1/8/2009

THIS IS TO CERTIFY THAT THE POLICYHOLDER NAMED ABOVE IS iNSURED WITH THE NEW YORK STATE INSURANCE
FUND UNDER POLICY NO, 2058 840-8 UNTIL 05/061/2010, COVERING THE ENTIRE OBLIGATION OF THIS POLICYHOLDER
FOR WORKERS COMPENSATION UNDER THE NEW YORKIWORKERS COMPENSATION LAW WITH RESPECT TO ALL
OPERATIONS IN THE STATE QF NEW YORK, EXCEPT A& IN ,CATEB BELOW,

IF SAID POLICY IS CANCELLED, OR CHANGED PRIOR TO 95 01f2010 IN SUCH MANNER AS TO AFFEGT THIS CERTIFICATE,
10 DAYS WRITTEN NOTICE OF SUCH CANGELLATION WILL BE GIVEN TO THE CERTIFICATE HOLDER ABOVE,
NOTICE BY REGULAR MAIL 8O ADDRESSED SHALL BE SUFFICIENT COMPLIANCE WITH THIS PROVISION. THE NEW
YORK STATE INSURANCE FUND DOES{_,N TASSUME ANY LIABILITY IN THE EVENT OF FAILURE TO GIVE SUCH NOTICE.

THIS CERTIFICATE DODES NOT APPLY TG BU{LB!NG_ DEMOL!TION,

THIS CERTIFICATE 15 iSSUEﬁ:AS AMATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS NOR INBURANCE
COVERAGE UPON THE CERTIFIGATE HOLDER. THIS CERTIFICATE OOES NOT AMEND, EXTEND OR ALTER
THE COVERAGE AFFORDED: BY /THE POLICY.

NEW YORK STATE INSURANGE FUND

RIRECTORINSURANGE FUND UNDERWRITING
This certificate can be validatad on our web site at hitps:/www.nysif comicent/certval.asp or by catling {888) 875-5790

VALIDATION NUMBER: 107031806
U263 GICD235692-21/04



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF PARTICIPATION IN WORKERS’ COMPENSATION
GROUP SELF-INSURANCE

1a. Legal Name and Address of Business Participating in id. Business Télephone Nomber of Business réferenced in box “1a”
Group- SelfeInsurance (Use Sireel Addiess Only)

le. NYS Unemployment Insurance Employer Registration Nomber
of Business relerenced in box “la”

"tb. Effective Date of Membership in the Group

le, The Pioprietor, Pariners or Exeoutive Officers are If. Federal Employer Identification Number of Business referenced
E]I included (Only check box if all parinets/ofticers in box “la"
oluded)

all excluded or certain pariners/officers excluded

2. Name'and Address of the Entity Requesting Proof of 3. Name and Addl,gi@gf Group Self-Insurer
Coverage (Entity Being Listed as Centificate Holder) R :

This certifics that the business referanced above inthox “1s j;s compiymg with the mandatory coverage
requirements of the New York State Workers’ Compensauonj,[daw asa pammpdtmg member of the Group Self-
Insurer listed above in box “3" and participation in such group self-insurance is still in force, The Group Self-
Insurer’s Administrator will send this Certificate of '1't101p'1i10n to the entity listed above ag the certificate
holder in box “2", -

The Group Self-Insurer’s Administrator wil ‘notity the above certificate holder within 10 days IF the
membership of the participant | listed in be '_f'“’I a” is terminated. (These notices may be sent by regular mail.}
Otherwise, this Certificate is 'alid iorff amaximum of one year from the date certified by the group self-insurer.

If this certificate is no longer va!:d acoardmg fo the above guidelings and the business referenced in box “la"
continues lo be named on a permil, license or contract issued by the certificate holder, the business must
provide the certificate holder either with a new certificate or other authorized proof 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 of the Group Seli-Insurer
referenced above and that the business referenced in box “Ia” has the coverage as depicted on this form.

Certified by:

[Print noeme of antlorized rerresentative of the Group Self-TInsures)

Certified by:

{Bignature) " (Dade}

Title:

Telophone Number:

GSI1-105.2 (2-02) WORKERS® COMPENSATION LAW



STATE OF NEW YORK
WORKERS® COMPENSATION BOARD

CERTIFICATE OF INSURANCE COVERAGE UNDER THE NYS DISABILITY BENEFITS LAW

| PART 1. To be completed by Disability Benefits Carrier or Licensed lnsuranceAgent of that Carrier

la. Legal Name and Address of Insured (Use steeet address only) | 1b Business Telephone Number of Tnswsed

le. WYS Uremployment Insurance Ermployer Registration
Number of Insured

1d Federal Enmployer Klentification Number of Insured or
Social Security Number

2. Nuame and Address of the Entity Reguesting Proof of 3a. Name of [nsuranee Canier
Coverage (Bntity Being Listed us the Certificate Holder)

State University of New Yeork 3b. Policy Nuttber of entity listed in box “1a™
Room 302 L

1400 Washinglon Avenue
Albany, NY 12222

3¢ I’-uligytziiéﬂ_' :

4. Policy covers: _
». ] All of the employer's employees eligible under the New York Disability Benefits Law
b L] Only the following class ar classes of the employes’s éinployees:

Under penalty of perjury, Tcertify that T am an authorized representative or licensed agent of the inswance canrier ieferenced above and
that the named insured has N'YS Disability Bepefits insurance coverage as desciibed above

Date Signed By

" (Siguantiy of insimance canrier’s sthorized represeniative or NYS Livensed taswionce Agent of that insianee giirgier

Telephone Number e Title

IMPOREANT:  If bax *da™ is checked, and (s By is signed by the insnrance curcior's anthorived representative or NYS Licensed Tnsurance Agest of {hat
enricr, this cerfificate is COMPLETE, Mail ¥t ditectly to the certificate holder.
H box %41 is checked, this certificate is NOT COMPLETE for purpases of Section 220, Subs, B of the Disabiiily Benefits Law. it must be mailed
for completion ta the Workers' Compensation Board, DB Plans Accepiance Unii, 20 Park Street, Althony, New York 12207,

PART 2. To be completed hy NYS Workers® Compensation Board (Only if box “4b” of Part 1 has been checked)

State Of New York
Workers' Compensation Board

Aceording o information maintained by the NYS Workers” Compensation Board, the above-named employar has complied with the NYS
Pisability Benclits Law with 1espect to all of bisfhet employees

Date Signed__ _ By

Signature of NYS Workers” Compensation Boast Binployee)

Telephone Nuraber Title

Flease Note: Only insurance carviers leensed to write NYS disability benefits instrance policies and NYS licensed insurance agents of
those insurance carriers are anthorized to lsse Form DB- (20,1, lisurance brokers aré NOT authovized to issue this form,

DB-1201 (5-06)



Prove It to Move It

FORM DB-155

STATE OF NEW YORK
WORKERS . COMPENSATION BOARD .
SELF-INSURANCE OFFICE
20 PARK STREET - ROUM 200
ALBANY, NY 12207

{318) 402-0247
FAX {(518) 402-6199

' COMPLIANCE WITH DISARILITY BENRFITS LAW-
{Pusiant Tiz Serilon 220, sulid. ¥ af the Disbifity Benefils Law)

CATION NUMRBER

EMPLOYER . FEDRERAL EMPLOYER 1DEL

LOCATION OF OPERAT

ADDRESS (HOME OR MAIN OFFICT)

;

OR ABOUT:

Thiere are on file with tho Workers' Co 1enis ndicating that the above-named

cmployer has complied with the Disabilit
tlie following Tmanner:

{7 By opproved selfinsurs 3211, subdivision 3 of the isability Benefits Law
[] Byascomb ance pursuant to Section 211, subdivision 3 of the
BYsabili

By~ - I
Gina Wagoner
WO Examiner

DB-155 {704}
THIS AGENCY EMPLOYS & SERVES PEOPLE WITH BISABILTIES WITHGUT DISCRIMINATION

New York State Workers' Compensation Board 39



Affidavit of Exemption to Show Specific Proof of Workers’ Compensation Insurance
Coverage for a 1, 2, 3 or 4 Family, Owner-occupied Residence

= This form cannot be used to waive the workers’ compensation rights or obligations of any party. **

Under penalty of perjury, I certify that [ am the owner of the 1, 2, 3 or 4 family, owner-occupied residence
(including condominiums) listed on the building permit that 1 am applying for, and [ am not required to show
specific proof of workers® compensation insurance coverage for such residence because (please check the
appropriate box):

(1 1am performing all the work for which the building permit was issued.

L] 1amnot hiring, paying or compensating in any way, the individual(s) that is(are) performing all the work
for which the building permit was issued or helping me perform such work.

[L]  1have a homeowners insurance policy that is currently in effect and covers the property listed on the
attached building permit AND am hiring or paying individuals a total of less than 40 hours per week
(aggregate hours for all paid individuals on the jobsite) for which the building permit was issued.

I also agree to either:

4  acquire appropriate workers® compensation coverage and provide appropriate proof of that coverage on
forms approved by the Chair of the NYS Workers” Compensation Board to the government entity issuing
the building permit it | need to hire or pay individuals a total of 40 hours or more per week (aggregate hours
for all paid individuals on the jobsite} for work indicated on the building permit, or if appropriate, file a CE-
200 exemption form; OR

¢ have the general contractor, performing the work on the 1, 2, 3 or 4 family, owner-occupied residence
(including condominiums) listed on the building permit that [ am applying for, provide appropriate proof of
workers’ compensation coverage or proof of exemption from that coverage on forms approved by the Chair
of the NYS Workers® Compensation Board to the government entity issuing the building permit if the
project takes a total of 40 hours or more per week (aggregate hours for all paid individuals on the jobsite) for
work indicated on the building permit.

(Signature of Homeowner) {(Date Signed)

Home Telephone Number

(Homeowner’s Name Printed)

Sworn to before me this

Property Address that requires the building permit:

»

M (Couniy Clerk or Notary Public)

Once notarized, this BP-1 form serves as an exemption for both workers’ compensation and disability benefits insurance coverage,

BP-1 (12/08) NY-WCB



LAWS OF NEW YORK, 1998
CHAPTER 439

The general municipal law is amended by adding a new section 125 to read as follows:
. 125. ISSUANCE OF BUILDING PERMITS. NO CITY, TOWN OR VILLAGE SHALL ISSUE A BUILDING PERMIT
WITHOUT OBTAINING FROM THE PERMIT APPLICANT EITHER:

1. PROOF DULY SUBSCRIBED THAT WORKERS® COMPENSATION INSURANCE AND DISABILITY BENEFITS
COVERAGE ISSUED BY AN INSURANCE CARRIER IN A FORM SATISFACTORY TO THE CHAIR OF THE WORKERS’
COMPENSATION BOARD AS PROVIDED FOR IN SECTION FIFTY-SEVEN OF THE WORKERS’ COMPENSATION LAW
IS EFFECTIVE; OR

2. AN AFFIDAVIT THAT SUCH PERMIT APPLICANT HAS NOT ENGAGED AN EMPLOYER OR ANY
EMPLOYEES AS THOSE TERMS ARE DEFINED IN SECTION TWO OF THE WORKERS® COMPENSATION LAW TO
PERFORM WORK RELATING TO SUCH BUILDING PERMIT.

Implementing Section 125 of the General Municipal Law

1. General Contractors -- Business Owners and Certain Homeowners

For businesses and certain homeowners listed as the general contractors on building permits, proof that they are in
compliance with Section 57 of the Workers’ Compensation Law (WCL) is ONE of the following forms that indicate that
they are:

+ insured {C-105.2 or U-26.3),

+ self-insured (SI-12), or

) are exempt {CE-200),
under the mandatory coverage provisions of the WCL. Any residence that is not a 1, 2, 3 or 4 Family, Owner-occupied
Residence is considered a business (income or potential income property) and must prove compliance by filing one of the
above forms.

2. Owner-occupied Residences
For homeowners of a 1,2, 3 or 4 Family, Qwner-occupied Residence, proofof their exemption from the mandatory coverage
provisions of the Workers” Compensation Law when applying for a building permit is to file form BP-1,

+ Form BP-1shall be filed if the homeowner of a 1, 2, 3 or 4 Family, Owner-occupied Residence is listed as the general
contractor on the building permit, and the homeowner:

0 is performing all the work for which the building permit was issued him/herself,

O s not hiring, paying or compensating in any way, the individual(s) that is(are) performing all the work for
which the building permit was issued or helping the homeowner perform such work, or

¢ has a homeowner’s insurance policy that is currently in effect and covers the property for which the building
permit was issued AND the homeowner is hiring or paying individuals a total of less than 40 hours per week
(aggregate hours for all paid individuals on the jobsite) for the work for which the building permit was issued.,

+ If the homeowner of a 1, 2, 3 or 4 Family, Owner-occupied Residence is hiring or paying individuals a total of 40
hours or MORE in any week (aggregate hours for all paid individuals on the jobsite} for the work for which the
building permit was issued, then the homeowner may not file the “ Affidavit of Exemption™ form, BP-1(11/04), but shall
either:

¢ acquire appropriate workers” compensation coverage and provide appropriate proof of that coverage on forms
approved by the Chair of the NYS Workers’ Compensation Board to the government entity issuing the
building permit {the C-105.2 or U-26.3 form), OR

& have the general contractor, {performing the work on the 1, 2, 3 or 4 family, owner-occupied residence
(including condominiums) listed on the building permit) provide appropriate proof of workers’ compensation
coverage, or proof of exemption from that coverage on forms approved by the Chair of the NYS Workers’
Compensation Board to the government entity issuing the building permit,

BP-1 (12/08) Reverse www,wcb.state.ny.us




STATE OF NEW YORK - WORKERS' COMPENSATION BOARD
ESTADO DE NUEVA YORK - JUNTA DE COMPENSACION OBRERA

NOTICE OF COMPLIANCE
WORKERS' COMPENSATION LAW

TO EMPLOYEES
IMPORTANT INFORMATION FOR EMPLOYEES WHO
ARE INJURED OR SUFFER AN OCCUPATIONAL
DISEASE WHILE WORKING,

1. By posting this notice and information concerning
your rights as an injured worker, your
compliance with the Workers” Compensation Law.

. if you do not notify your employer within 30 days of
the date of your injury your claim may be disalfewed,
s0 do so immediataly.

. You are ertitied to obtain any necessary medical
treatment and should do so immediately.

. You may choose any doctor, podiatrist, chiropractoer
or psychologist referred by a medical doctor that
accepts NY State Workers Compensation patients
and is Board authorized. However, if your employer
is involved in a certified preferred provider
organization (PPO) you must first be treated by a
provider chosen by your employer and your
employer must give you a written statement of your
rights concerning further medical care.

. You should tell your doclor to file copies of medical
reports concerning your claim with the Workers

Compensation Board and with your employer's
insurance company, which is indicated at the bottom
of this form.

. You may he entitled to lost time benefits if your
work-related injury Keeps you from work for more
than seven days, compels you to work at lower
wages or results in permanent disability to any part

of your body. You may be entitled to rehabiiitation 6.

services if you need help returning io work.

You should not pay any medical providers directly.
They should send their bills to your employers
Insurance carrier. |f there Is a dispute, the provider
must wait until the Board makes a decision before it
attempts 1o collect payment from you. Ifyou do |
pursue your clairn or the Board rules that your |
Is not work-refated, you may be responsible fo
payment of the bills. o

licensed representative, but it Is nor g
do hire a representative do not pay 4
Any fee will be set by the Baia
deducted from your award.

4 claim form or
ave any other
-related injury,
ers’ Compensalicn

. if you have difficuity in obi§
need help in filling it ould
guestions or probiems ab®
contact any office ofRgERud
Board.

WORKERS' COMPENSATION BOARDRFFICES

Albany, 12241 - 100 Broadway-Menands - (866) 750-5157

« Brooklyn, 11201 - Ill Livingston St - Brooklyn - (800) 877-1373
Singhamton, 113901 - State Office Bldg. - 44 Hawley St. - (866) 802-3604
Buffale, 14202 - Statler Tower, 107 Delaware Ave. - (866) 211-0645

« Hauppauge, 11788 - 220 Rabre Drive - Suite 100 - (866} 651-5354

*Hempstead, 11550 - 175 Fulton Avenue - (866) 805-3630

+ New York, 10027 - 215 W. 1125 St, Manhallan {80C}-877-1373

+ Peekskill, 10566 - 41 North Division St. (866) 746-0552

+ Queens, 11432 - 168-46 31st Ave., Jamaica (800) 877-1373

Rechester, 14614 .130 Main Street West - (866) 211-0644
Syracuse, 13203 - 935 James St, - (866) 802-3730
= DOWNSTATE MAIL ADDRESS
Claims-ratated mail for the Hauppauge, Hempstead, Peekskill and all NYC
offices should be mailed 1o:
PO Box 5205 Binghamion, NY 13902-5206

AVISO DE CUMPLIMIENTO
LEY DE COMPENSACION OBRERA
A EMPLEADOS
INFORMACION IMPORTANTE PARA EMPLEADOS QUE
SEAN LESIONADOS 0 SUFRAN UNA ENFERMEDAD
OCUPACIONAL MIENTRAS TRABAJAN,
1. Su patrone esta cumpliendo la Ley de Compensacion

Obrera cuando despliega este comunicado

concerniente a sus derechos como f{rabajador

iesionado.

2, Si usted no notifica a su patrono dentro del termino de
30 dias de haber sufrido su jesion su reclamacion
podria ser desestimada, por eso notifique
inmediatamente.

3. Usted fiene derecho a recibir cuaiquier tratarniento
medico ecesag_o relacionado con su lesion y debe
gestionario inmediatamente.

4. Para el tratamiento de cualquier jesion ¢ enfermedad

relacighada con el {rabajo usted puede escoger
cualquier medico, podiatra, quiropractico o psicologo
si es referido por un medico autorizado) que esta

auterizado y acepte pacientes de ia Junta de
Compensacion Obrera. Sin embaggo, si su patrono
esta autorizado a participar engina ol}'jc_i)an zagion
certificada de proveedores prelgride# (P170), uste

debera obtener tratamiento inicial Haf cugquiér lesion
o enfermedad relacionada congl #abajo de [a
correspondiente entidad. Wt participen en
cualguiera de estos pr cidos por jey

leados
(¥ sus derechos vy
J que este acogido.

ados a
escrita a

astan obli
notificacio

5. Usted debera e u Medico que radigue

copias de los formes edicos de su case enja Junta
de Compen n OBgera y en fa compania de seguros
se thdica al finai de esta forma.

de su patr

fdare Po ac mFen%acion si su iesion
con el trabajo e Impide trabajar por mas
=3, le obliga a trabajar a sUeldo mas bajo o
mcapacidad permanente de cualguier parte
enb.  Usted puede tener derecho a servicios
Bitacion si necesita ayuda para regresar al

pague a ningun proveedor medico directamente por
Arafamiento de 3u lesion o enfermedad relacionada con
® trabajo. Elios deben enviar sus facturas all
asegurador de su patrono. Siel caso es cuestionado,
el proveedor debera esperar hasta gue la junta decida
el caso, antes de iniciar gest.lon de cabro alguna
contra usted. Si usted no tramita su caso o |la Junta
con el trabago, usted podria ser responsable del pago
de [as Tacturas.

8. No es obligatoric e} estar representado en ninguno de
los precedimientos de la Junta, pero es un derecho
que usted tiene, e estar representado por abogade o
por representante licenciado si usted asi jo desea. §i
es representado, no pague al abogade o al
representante licenciado. Cuando la Junta decida su
case, los honorarios seran determinados por Ja Junta
y descontados de sus beneficios.

9. Si tiene dificultad en conseguir un formulario de
reclamacion o necesita ayuda para llenarlo o tiene
dudas sobre cualguier situacion relacionada con una
lesion o enfermedad comuniguese con ia oficina mas
cercana de la Junta.

ARY 5. WEISS CHAIR/PRESIDENTZACH

Workers' Compensation benefits, when due, will be paid by

{ Los beneficios de Compensacion Chrera, cuanda debidos, seran pagados por}:

SAMPLE

Effective From
{En vigor Desds) ~

Policy Mo.
{Paliza Yo}

Name of employer (Nombre del patrono}

THIS NOTICE MUST BE POSTED
CONSPICUOQUSLY IN AND ABOUT THE
EMPLOYER'S PLACE OR PLACES OF
BUSINESS

C-105¢4-09)
S.0.F. U-30e
“UBOSIF/SNY

PRESCRIBED BY CHAIR
WORKERS’ COMPENSATICH BOARD
SIATE OF HEW YORK

wyny.web.slate ry.us

Failure by an empfoyer to post this notice in and ahout the
employer's place or places of business may result in a $250
penalty for each violation.




STATE OF NEW YORK ESTADO DE NUEVA YORK

WORKERS' COMPENSATION BOARD JUNTA DE COMPENSACION OBRERA
NOTICE OF COMPLIANCE AVISO DE CUMPLIMIENTO
DISABILITY BENEFITS LAW LEY DE BENEFICIOS POR INCAPACIDAD
TO EMPLOYEES A LOS EMPLEADOS

1. [f you are unable to work because of an iliness or injury not 1. Si usted no puede trabajar debido a enfermedad o lesién no relacionada

work-related, you may be entitled to receive weekly benefits from your con el trabajo, podtia tener derecho a reciblr, beneficios semanales de su

employer, or his or het insurance company, or from the Special Fund for patrén o de la compafiia de seguros de elfelia o del Fondo Especial

Disability Benefils. para Beneficios por Incapacidad.

5 To claim benefits You must file a claim form, within 30 days from the 2. Para reclamar beneficios usted debe Presentar una forma de reclamacion,
" first date of your disability, but In no event more than 26 weeks from dentro de 30 dias a Parlir de |a Primera fecha de su incapacidad, pero en
ningln caso mas de 26 semanas de dicha fecha.

such date,
3. Use one of ihe following claim forms: 3. Use una de [as siguientes formas de reclamacion:

-if, when your disability begins you are employed or are unemployed for -5i, cuando comience su incapacidad usted esta empleado o ha estado .
four weeks or less, use WHITE claim form (Form DB-450), which you desempleado por cuatro semanas o menos, use |la forma de reclamacion
may obtain from your employer, his or her insurance carrier, your health BLANCA (form DB-450), la cual puede obtener de su patron o de la

provider or any office of the Workers' Compensation Board, and send it compafia de seguros de él/ella, o de su proveedor de suldados de salud, o
to your employer or the insurance carrier named below, bien de cualquier oficina de la Junta de Compensacién Obrera, y enviela a

-If, when your disability begins, you have been unemployed more than su patroh o a la qompaﬁia_de seguros nombrada abajo. .

four weeks, use the GREEN claim form (Form DB-300), which you may -8i, cuando comience suU incapacidad, usted ha estado desempleado mas
obtain from any Unemployment Insurance Office, your health provider, de clatro semanas, use la forma de reclamacion VERDE (form DB-300), la
or any office of the Workers' Compensation Board. Send completed cual puede obtener en cuaiggfer Oficina de Segurc de Desempleo, de su

claim form to the Workers' Compensation Board, Disability Benefits proveedor de salud, o &  cualquier oficina de la Junta de
Compensaciori Obrera En Brma de reclamacion, debidamente

Bureau Albany, New York 12241, : ; . o g o
IMPORTANT Before filing your claim, your health provider must terminada, a Workerw fation Board, Disability Benefits Bureau,

complete the "Health Care Provider's Statement” on the claim forrm, Albany, New York 1gRg
showing your period of disability,

_ swe presentar usted su reclamacion, es
@ de salud complete la declaracion del
(i

necesario que s0

4. You are entitled to be treated by any physician, chiropractor, dentist, médico ("Hedgfga rdd#fovider's Statement”) en la forma de reclamacién,
nurse-midwife, podiatrist or psychologist of your choice. However, unlike indicando gt pe¥od0 88 su incapacidad.

workers' compensation, your medical bills will not be paid unless your 4. Usted {iflge defgcho a ser tratado por cualquier medico, quiropractico,

employer and/or union provide for the payment of such bills under a dentigfa eMggrmera-partera, podiatra o psicologo gue usted elija, Pero,

Disability Benefils Plan or Agreement, condfaiRy Gompensacién obrera, sus cuentas médicas no seran pagadas

a R & que su patron y/o Unién haga el pago de tales cuentas médicas

5. If you are ill or injured during the time you are receiving Unemployment
Insurance Benefits, file a claim for Disability Benefits as soon as you
sustain the injury or iliness, by following the instructions outtined above.

0 Plan o Convenio de Bepeficios por Incapacidad,

Wera usted enfermo o leslonado durante el tiempo que esté recibiendo
cios del Sequro de Desempleo, presente una reclamacion para
eficios por Incapacidad, siguiendo las instrucciones arriba desctitas, tan

6. If you are out of work in excess of seven days, your employer | .
fequired to send you a Disability Benefits Statement of Rights g'rontio gomtq s&ufra la !esign ¢ la enfermedad. E o estd obliad
DB-271). ¥ 5t usted estd desempleado por mas de siete dias, sut patrén esta obligado a
) . N ) enviarle la declaracion de Derechos de Beneficios por incapacidad (Form
7. Other information about Disability Benefils may be obtained by wiifing DB-271).
or calling the nearest Workers' Compensation Board Offf 7. Ctras informaciones refalivas a Beneficios por incapacidad pueden oblenerse
escribiendo o llamando a la oficina mas cercana dela Junta de
WORKERS' COMPENSATION BOARD Q#FICE Compensacién Obrera,

ALoteort~ A Snmrbeil

Robert R. Shashall
Chairman {Presidents)

Albany, 12241 -100 Broadway-Menands- (51 8) 474-6661 _

Binghamton, 13801 - State Offlce Bldg - 44 Hawley Staf8ing
Buffalo, 14203-State Office Bldg -125 Main St - (716§
Hempstead, 11550 -175 Fulton Avenue - {516) 560-7¥
Rochester, 14614 - 130 Maln Street Wast - (716)
Syracuse, 13202 - State Office Bldg.-333 E

The undersigned employer is in compiMgee with the provisions of the Disability Benefits Law (El patrén abajo firmante esta en conformidad con las
disposiciones de la ley de Beneficios por Meapacidad),

Disability Benefits, when due, will be paid by { Los Beneficios por Incapacidad, cuando debidos, seran pagados por):

The benefits provided are {Los beneficios provistos son)

St. - (315} 4284465

Statutory Under a Plan or Agreement
{Estatutarios) ( Bajo un Plan o Convenio})
SAMPLE Class(es) of employees covered (Clasé(s) de empleados amparados)
ALL EMPLOYEES ELIGIBLE UNDER NY DBL
Effective: From ( To UNTIL CANCELLED & Name of employer (Nombre del Patron}
(En Vigor Desde) {HASTA}
Policy No
(Poliza No.)
THE WORKERS' COMPENSATION BOARD EMPLCYS AND SERVES
PEGPLE WITH DISABILITIES WITHOUT DISCRIMINATION.
LA JUNTA DE COMPENSACION DBRERA EMPLEA Y SIRVE
A PERSONAS INCAPACITADAS SIN DISCRIMINAR. / . r )
. 2 9 S
DB-120 (2-97) Prescrined by Chair | THiS NOTICE MUST BE POSTED CONSPICUOUSLY IN AND
Workers Compensation Eoard ABOUT THE EMPLOYER'S PLACE OR PLACES OF BUSINESS.

State of New York
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POLICY NUMBER: COMMERCIAL GENERAL LIABILITY

THIS ENDORSEMENT CHANGES THE POLICY. PLEASE READ IT CAREFULLY.

ADDITIONAL INSURED — OWNERS, LESSEES OR
CONTRACTORS — (FORM B)

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 11} s amended fo include as an insured the person or organization shown in the
Schedule, but only with respect to liability arising out of "your work" for that insured by or for you.

CG 20101185 Copyright, Insurance Services Office, Inc., 1984 Page 1 of 1 O




POLICY NUMBER: COMMERCIAL GENERAL LIABILITY

THIS ENDORSEMENT CHANGES THE POLICY. PLEASE READ IT CAREFULL.Y.

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:

as applicable to this endorsement.)

WHO IS AN INSURED (Section 1l) is amended to inclutg,as an insured the person or organization shown in the
Schedule as an insured but only with respect to_liability afising out of your operations or premises owned by or
rented to you.

CG 20261185 Copyright, Insurance Services Office, Inc., 1984 Page 1 of 1 a



