Disability Benefits

Employers must obtain this form from either their NYS statutory disability benefits insurance carrier or

a licensed NYS insurance agent of that carrier. Disability Benefit Requirements under the Workers’

Compensation Law, one of the following documents must be provided:

A. CE-200, Certificate of Attestation of Exemption from NYS Workers’ Compensation and/or Disability

Benefits Coverage; OR

B. DB-120.1, Certificate of Disability Benefits Insurance (vendors’ insurance carrier will send this form to

the State Fair upon vendors’ request); OR

C. DB-155, Certificate of Disability Benefits Self Insurance ( vendor can call the Board’s Self-Insurance

Office at 518-402-0247).

Please direct all questions to the New York State Workers’ Compensation Board at 518-486-6307 or their toll
free number 877-632-4996 or the New York State Workers’

www.wcb.ny.gov.

Below is a sample of Form DB-120.1 that you must provide.

STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF [INSURANCE COVERAGE UNDER THE NYS DISABILITY BENEFITS LAW

PART 1. Ta becompleted by Disability Benefits Carvier or Licensed Insurance Agent of that Carrier

la Legal Mame ané Address of Insared (Use strect address only) - F i -1 =
o ¥ {h. Business elephone Number of Insurad

Te, MY3 Unemployment Insuranes Employer Begistration
Num'ber of Insured

1dl. Federal Employver Identification Mumber of Insured or
Social Secunty Number

1. Name and Address of the Entity Requesting Proot of 5a. Name of Insurance Carmrier
Coverage (Enuty Being Listed as the Certificate Holder)

3b. Policy Number of entity bsted mn box "1a";

3¢ Policy effective petiod

4 Poloy covers:

Under pengity of perjury, T eettify that I am g
and that the named msured has BYS Disablity 58

prsed agent of the insurance carrier referanced above
A s deseribed above

Date Signed By il S
(Signature of mauriice cugd S orized o g h
ot 4 X

Telephone Number Title

IMPORTANT  Bhox 40" i checked nod this form (5 alened by ihe insrnce cagd e
i MPLETE. Ml it direily o the cefs wlder.
i

o NVE Licessed Insnrince Agent of that

V3 Liconsed Insurmmee Agent of @1t imsurmee curierl |

NOT COMPLETE fi b & of Aty Hoches Law, Tt mue b inallcd o
ers' Compensalion Boward, DB Plas Acceptnee Unil, 20 Sty ) o Yok 12207,
'YS Workers' Compensation Board (Only if

' __:at::' of Part 1 has been checked)

State Of New York & =
Workers' Compensation Ba.,

According to mfeemation mamtzinad by the NYS Workers” Compensation Board, the above-nat8 anlover has g8 w1 8
T bality Benefits Low with respect toal] of s/ber enplmess - . i

Diate Signed By ]
{Sigmure af NY'5 Warkers' Compenstim Baard I'I-I.i}. Y,

Telephone MNumber Title

Pietise Nete: Ornly imsuvinice copriers Fodhised to write NYS disabality hengfits insirance policies and NTS Ioenved msitravice agenls
af those imsurance covriers ave anthorized to jssue Foom DE-1200 Inswrance brokers are NOT quthorized fo issae this form,

DE-120,1 (5-06)

Compensation Board’s Website:

Policy dates must be effective

August 15, 2013 through
September 9, 2013.

s

A licensee’s exempt
from such NYS
insurance coverage,
may find the
appropriate form
(WC/DB Exemptions
Form CE-200)
on the NYS Workers’
Compensation Board’s
web site at
www.wcb.ny.gov

The CE-200 must be
approved by the
NYS Workers’
Compensation.




CE-200 Exemption for Workers Compensation AND/OR
Disability Insurance

Licensee’s exempt from such New York State insurance coverage, may find the appropriate form
(WC/DB Exemptions Form CE-200) on the New York State Workers” Compensation Board’s website

at www.wcb.ny.gov.

Instructions:
e Go to www.wcb.ny.gov
e Scroll to the bottom and on the right hand side of the page click —
e Fill in information about your business as required

.. | _WC/DB
S \ Exemptions

Below is an Example of the CE-200 Exemption Form

The CE-200 must be
Certificate of Attestation of Exemption
From Mew York State Workers' Compensation approved by the New

andfor Disability Benefits Insurance Coverage York State Workers’
Compensation.

**This form cannor be used ro waive the workers’ compensation vighes or obliganons of any parn.=*
The applicant may use this Cernficate of Attestation of Exemption ONLY to show a zovermment entify that New Tork Stata
spacific workers' compenzation and’or disability benefits insurance 1s not required. The appheant may NOT usa thiz form A ThlS exception
to show another business or that business's insuranee carrier that such msurance iz not requived
must be done

Please provide thiz form to the government entity from which you are requesting a permit, license or contract. This Certificate will

not be accepted by government officials one year after the date printed on the form. during the cu rrent
In the Application of Buzines: Applying For: ear
(Legal Entity Name and Address): Contract with Government Agency y -
JOHN J. SMITH s e _— o —
S Erhe FAE AL From: NEW YORK STATE DEPARTMENT OF AG AND MARKETS

g’%i%&;}!ﬁ}l 1.1::-_:::_9 FEIN: XOOCCKM000 B. Be sure the
licensee signs the
C. bottom of the form

or it is invalid.

Workers’ Compenzation Exempfion Statement:
The above named businsss s certifying that it i: NOT REQUIRED TO OBTAIN NEW YOREK STATE SFECIFIC

WORKERS® COMPENSATION INSURANCE COVERAGE for the following reason: C The |Ssu|ng
The business is owned by one individual and i= not 3 corporation. Other than the owner, there are no emplovees, day lzbor, leased '
employees. borrowed employees, par-time employeas, unpaid velucteers (incinding family members) or subconmactors. department must

be New York State
Department of Ag
and Markets

Disability Benefits Exempiion Statement:

The above named business s certifying that 0 is NOT REQUIRED TO OETAIN NEW YORK STATE STATUTORY

DISABILITY BENEFITS INSURANCE COVERAGE for the following reason:

The tusiness MUST be gither: 1} oweed by ove individual; OF. 2} is 3 partership {inclnding LLC, LLP, PLLE, RLILE, or LF) under
the laws of New York State and is ot a corporaton: OR 3) is a one or two person owned corporation, with those mdividaals owning
all of the stock and holding all effices of the corporation {in a two person ownad corporztion each individual must be an officer and own
at least one share of stock): OFR 4) i3 8 busipes: with oo WY'S locaton. In addioon. the business does not reguire disability benefits
coverage st this nme since it has not emploved one or more ndoviduals oo at least 30 davs in any calendar year m MNew York Stame
{Independant conwactors are ot considerad to be employses under the Dizabilioy Benafits Law.)

I, JOHN I SMITH, am the Sole Proprieter with the above-zamed legal eptity. I affinm thar due to my pesition with the above-named business I have the
knowledze, mfonmarior and anthomty to make this Certificate of Anestation of Exemption [ heseby affimn that the statemerts mads herein are te, that T

have mot made aoy materally false statements apd T maks this Certif --=- -F *~-—ation of Exsmption under the penalties of perjury. 1 further affirm thaz
I understand that any false statement, representation or concealment 1 1o fal rmical presecution. inchading panl and covil labality in
accardance with the Workers” Comipersation Law 2ed all othar Mew B ws. By submitiing this Cartificate of Attestation of Exsmption to the
government entity listed above [ also hereby affirm that if circuagsta; o 1 thatworkers' compersation insumance and'or disabiity bensfits

5 te above-ramed legal entny will o
dizability benefits coverags and also immediately fumizg
the government entity lsted above.

priate Mew Vork State speciiic workers” compensation msutanoe and'or
i v mnge e S0M0E 3pproved by the Chair of the Workers” Compensation Board fo

CE-200 1272002

SIGN :
HERE Siznature:

Exemption Certificate Number A _.RH‘H"T'?‘I
2011063664 p N December/1, 2011 - A.
e o=t | i e NYS Workess® Compensation Board

Date: I



http://www.wcb.state.ny.us/
http://www.wcb.state.ny.us/

