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NYS FAIR INSURANCE INFORMATION & SAMPLES

THE FOLLOWING ITEMS ARE REQUIRED AS PART OF YOUR AGREEMENT AND MUST BE RECEIVED AND CORRECT BY
THE SPECIFIED DUE DATE.

Late Fee Penalties - $50.00 late fee for each contract and each supporting contract document submitted after
deadline (i.e. signed contract, insurance certificates etc.) and/or 5% of unpaid invoice. Payments for late fees not
made by the specified due date will result in cancellation of the contract and loss of event space.

THE FOLLOWING ITEMS ARE REQUIRED AS PART OF YOUR AGREEMENT.
1. Workers’ Compensation (or exemption/waiver)
2. Disability Insurance (or exemption/waiver)

3. Liability Insurance

It is the vendor’s responsibility to submit the correct insurance documents to the NYS Fair. Insurances cannot be sent
on your behalf from your insurance company.

Vendors are responsible for ensuring all requirements (Legal Business Name, Address, Endorsements, etc.) have been
met. Only if the documents are correct should they be forwarded to the NYS Fair. If insurances are incorrect you must
have them fixed with your insurance company before providing them to the Fair.

Please note: Faxes or photos are NOT acceptable.

1. WORKERS’ COMPENSATION INFORMATION:

Workers’ Compensation Law (WCL) §57 & §220 requires the heads of all municipal and state entities to ensure that
businesses applying for permits, licenses or contracts document that they have appropriate workers’ compensation
(page 2) and disability benefits insurance coverage (page 5); or document that they are exempt from such coverage
(page 3-4). These requirements apply to both original contracts and renewals, whether the governmental agency is
having the work done or is simply issuing the permit, license or contract. Failure to provide proof of such coverage or a
legal exemption may result in the termination of the Agreement. An ACORD form is NOT acceptable proof of workers’
compensation coverage.

To comply with the coverage requirements ONE of the following forms for Workers Compensation must be provided to the
Department:

PROOF OF CERTIFICATE OF WORKERS’ COMPENSATION:

Acceptable forms for proof of Workers’ Compensation must be submitted on one of the following (OR a CE-200
Waiver see page 3-4):

Form C-105.2

Form U-26.3

Form SI-12

Form GSI-105.2



Vendors without coverage may obtain a policy for the duration of the New York State Fair from the New York State

Insurance Fund.

Please direct all questions to one of the following: New York State Workers’ Compensation Board Website
www.wcb.ny.gov or contact Walter Peretti at 518-486-3331 or Walter.Peretti@wch.ny.gov.

EXAMPLE OF THE C-105.2 CERTIFICATE OF WORKERS’ COMPENSATION INSURANCE COVERAGE (Obtained from your

insurance carrier)

The Fair cannot
accept this form
if this information
does not match the
legal business name
and address as it
appears on your
agreement

Enter the NYS
Department of
Agriculture and
Markets as the

Entity:
581 State Fair Blvd.
Syracuse, NY 13209

WORKERS' COMPENSATION BOARD
CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE

1a, Legal Name and address of Insured (Use street address only) 1lx.  Business Telephone Number of Tnsured

le. NYS Unemployvment Insurance Em plover Regisiration
Mumber of Insured

1d  Federal Employer Identification Number of Insured or
Soeial Security Mumber

Work Location of Insured (Only reguired if coverage is specifis
fimited to certain locations in New York State, Le. a Wrap-Up Folicy)

1. MName and Address of the Entity Requesting Proof of Coverage (3a. Name of Insurance Carrier
(Entity Being Listed as the Certificate Holder)

3b.  Policy Number of entity listed in box “1a™:

Je. Policy effective period:

o

dd.  The Proprictor, Partners or Executive Officers are:
[ imcluded. (Coy e b if sl pantsersoflicers incced)
[ all excluded or cortain partners/afficers exchided.
3. Demolitionis:  @Definiion of Demelition on Reverse)
[ included.
[ excluded.

This certifies that the insurance eamer indicatf S hve mJ ‘o= the buginess referenced above in bex 187 for workers” compensation

under the New York State Workers” Compensifion K1y thas _f w Vork (NY) must be listed under Iiem 34 on the
INFORMATION PAGE of the workers” comj Snorg ara e Insurance Carmier or its licensed agent will send this

Certificate of Insurance fo the entify hsted above as the'certfy nk

The Insurmnce Carvier will alse notify the above cer e = with hays 113 iv comceled diie fo nonpayment of prervums or

withiing 30 days IF there are reasons other than nornpayment of prg ¥ that cg iy pov eliminate the fnsured from the coverage
indicated on i ificate. (These motives may be sent by regulal ) Cithey Stix Certy ' is valid fora modmum of ene year after
this farm is approved by the inserance carvier or its licensed agent,
Flease Note: Upon the cancellation of the workers® compensation pé andicates i, i A5 bassiness. continues to be named
on o permit, license or contract issued by a certificate holder, the busitiess must prosie. s cey ¢ holder with a new Cerfificate
of Workers” Compensaiion Coverage or eiher authorized proof that the business i cgy 2 with the mandaiory coverage
requirements of the Mew York State Workers' Compensation Law,
Under penalty of perjury, T eertify that T am an authorized representative or licensed O the insuranee earrige referenced above
and that the named insured has the coverage as depleted on this form,

Approved by

{Priod rues ol auionzed represen lalive o licen sed s of ind AT
Approved by .
{Signafare} )

Title:

Telephone Mumber of suthorized representative or licensed agent of insurance camer:

Please Note: Onle inswrmnce carpiers and their licensed agenty ave authorized jo isswe the C-103.2 form Insurance brokers are NOT
ifhovined fo fvste if

C-1056.2 (12-03)
a2541 1203

This number must
correspond with

your legal business
name

Policy must be in
force for the
duration of the
event including
move in/out
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EXEMPTION/WAIVER (if policy is not required):

Form CE-200, Certificate of Attestation for New York Entities with no employees and certain out of state
entities, that New York State Workers’ Compensation and/or Disability Benefits Insurance Coverage is not
required. This form can be requested online at the Workers’ Compensation Board’s website:

http://www.wcb.ny.gov/content/ebiz/wc_db exemptions/requestExemptionOverview.jsp

Services  News  Government  Local Location  Translate

Compensation Board

Language Assistance: (877) 6324996 | Language Access Policy  Espafiol | Pyccwnt | Polski | 93 | ltaliano | Kreyol ayisyen | &30

WC/DB Exemptions

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

Overview

‘The application for a Certficate of Attestation of Exemption, Form CE-200, from Workers' Compensation and/or Disabilty and Paid Family Leave Benefits coverage may only be completed by entities with no employees andior
out.of-state enities obtaining a contract or license in which all the work is being performed outside of New York State.

. « . + Cartfcates can only be used fo atest to a government entity that the applicant requesting a permit icense, or contract is not required to carry workers' compensation andior disabilty beneffs coverage.
Cl IC k on G ul d e fo r « Certificates are only vaiid for the specific license, permit or contract. Cerificates for building permits are job-specific and a separate cerliicate will be required for each building permit
« Cerificates are assigned a unique certiicate number that can be validated by the government offial issuing the license, permit, or contract

Upon selecting the button to the web based application below, you will be routed to New York Business Express to complete your application.
Help Guides For New York Business Express
« Guide for Businesses %)

« Guide for Homeowners %)
« Guide for Not.For-Profit Organizations )

Ifyou need additional assistance, contact the New York Business Contact Center at (518)-485-5000

[ Select to access web-based Exemption Appiication

Workers' Compensation Board

About wes Forms & Services Communt ication Website Language Assistance: (877) 632-4996

Workers'
Compensation
Board

e You will be brought to the following page — Certificate of Exemption

Instructions for obtaining and filing a Certificate of Exemption

please fo”OW the instructions on this page, from Workers’ Compensation and/or Disability and Paid Family

Leave Benefits (CE-200) through New York Business Express

Follow these steps:

1. Goto businessexpressygov
2. Sdectlog
B

COMPLETE THE EXEMPTION APPLICATION FOR AN EXEMPTION CERTIFICATE APPROVED BY THE WORKERS’
COMPENSATION BOARD.

See the following page for an example of a Certificate of Workers’ Compensation Exemption.
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http://www.wcb.ny.gov/content/ebiz/wc_db_exemptions/requestExemptionOverview.jsp

EXAMPLE OF THE CE-200 EXEMPTION FORM (OBTAINED FROM THE WORKERS’ COMPENSATION BOARD)

Complete
information
about your

business —
must match

what is

printed on
your
agreement.
FEIN# must
match with
our records.

CE-200 can be used
for exemption for
Worker’s
Compensation,
Workers’ Disability,
or both. This
example shows
exemption for both
coverages

Must be
signed by

Vendor to
be valid

Certificate of Attestation of Exemption
From Mew York State Workers' Compensation
andior Disability Benefits Insurance Coverage

“=*This forin cannot be nsed to waive the workers”’ compensation rights or ebligatons of any parey.™®

The applicant may use this Certificate of Attestation of Exemption ONLY to show a govermment entity that New York Stata
spacific workers' compensation and'or disability benefits inswrance 15 not required. The applicant may NOT use dhs foom
to show another business ar that business's insurancs carrter that such insurance 1= not raguivad.

Please provide this form to the government entity from which you are requesting a permit, license or contract. This Certificate will
not be accepted by government official: one year after the date printed on the form.

In the Application of Business Applying For: Enter the NYS
(Legal Entity Name and Address): Contract with Government Agency

TR LD From: NEW YORK STATE DEPARTMENT OF AG AND MARKETS Depa.rtment
of Agriculture

SYRACUSE, NY 13

PHONE: 315
and Markets
as the Agency

FEIN: 30000000

Waorkers” Compensation Exemption Statement:
The above named business 1= cemifying that it is NOT EEQUIRED TO OBETAIN NEW YORK 5TATE SPECIFIC
WORKERS® COMPENSATION INSURANCE COVERAGE for the following reason:
The business is owned by ons individual and is not 2 corporation. Other than the owner, there are no employees, day labor, leased
emplayees, borrowed emiployees, pam-tims employess, unpaid volunreers (including family members) or subconmactors.

Abilitv Benefit: Exempiion Statement:

The above named business is cemifying that it isNOT REQUIRED TO OBTAIN NEW YORK STATE STATUTORY

DISABILITY BENEFITS INSURANCE COVERAGE for the following reason:

The busingss MUST be either: 1) owned by one individual; OF ) is a parmership (inchding LLC LLP, PLLP, RLLE, or LP) under
the laws of New York State and is not a corporadon; OF 3) is a one or two person owned corporation, with those mdividuals owning
all of the stock and holding all offices of the corporation (in 3 two person ownead corporation each individuzl must be an officer and own
at least pne share of stock); OF 4) is a busivess with no NYS location. In addifon, the tusiness does not requirs disabiliny benefits
cowveraze &t this mme since it has not emploved one or more individunals on at least 30 davs in any calandar year i Wew York Srate
(Independent conTactors are not considarad to be employees under the Dizabiliry Benafirs Law.)

L JOHN I. SMITH, am the Sele Proprietor with the above-named legal entity. [ affinm that due to ny postiton with the above-named business I have the

knowledge, mformation and authenty to make this Cerificate of Atestation of Exemption. I hereby affimn that the statemerts made herein are e, that I

have not made any marerially false stateme 2 this Cartficate of Anesmtion of Exemption under the penalries of per 1 further affirm that
0. including | liability in

= cate of Attestatio =mpiten to the

1z’ compensatien insurance andor disability benefirs

riate Wew York State specific workers™ compensation insurance and'or

govemnment entity lsted abeve I alse hereby affimm that if circumstance
2 15 required. the above-named legal entty will immedia

v benefits coverage and also immediataly fumish proof o coveraga on forms approved by the Chair of the Workers” Compensation Board
the governmeant entity listed above .
- Valid for
S5IGN Si . Dates
HERE iznature: ate: one year
Exemption Certificate Number ! Received after date
20}1'063.664 I ] De[e!‘IDEr,‘l'; 2011 issued
A ] 4 13 1 =
s ) | L] < | NYS Workes#is' Campensation Boara

CE-200 112008
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2. DISABILITY INFORMATION:

Workers’” Compensation Law (WCL) §57 & §220 requires the heads of all municipal and state entities to ensure that
businesses applying for permits, licenses or contracts document that they have appropriate workers’ compensation
(page 2-3) and disability benefits insurance coverage (page 6-7); or document that they are exempt from such coverage
(page 4-5). These requirements apply to both original contracts and renewals, whether the governmental agency is
having the work done or is simply issuing the permit, license or contract. Failure to provide proof of such coverage or a
legal exemption may result in the termination of the Agreement.

To comply with the coverage requirements ONE of the following forms for Workers Compensation must be provided to the
Department:

A. CERTIFICATE OF DISABILITY BENEFITS INSURANCE:
Acceptable forms for proof of Disability must be submitted on one of the following (OR a CE-200 Waiver see page
4-5):

e Form DB-120.1

e Form DB-155

Please direct all questions to one of the following; New York State Workers’ Compensation Board at 877-632-4996 or
go to the New York State Workers’ Compensation Board’s Website: www.wcb.ny.gov or contact Walter Peretti at 518-

402-8330 or email at Walter.Peretti@wcb.ny.gov

EXAMPLE OF THE DB-120.1 CERTIFICATE OF DISABILITY INSURANCE COVERAGE (This form is obtained from your
insurance carrier)
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STATE OF NEW YORE
. WORKERS' COM BATION BOARD
The Fair cannot accept CERTIFICATE OF INSURANCE COVERAGE UNDER THE NYS DISABILITY BENEFITS LAW
this form
if this information
does not match the This number must
|ega| business hame le. MYS Unem ployment Insurance Employer Registration correspond with
. Number of Insured N
and address as it your legal business
1d. Federal Employer Identification Number of Insured or
appears on your Sacial Security Number name

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

la. Legal Name and Address of Insured (Use strect address onlyy : - p .
L B Eag Ot i e B s S 1. Pusiness Telephone Mumber of Tnsured

2, Name and Address of the Entity Requesting Proob of 3a. Mame of Insurance Carrier
Coverage (Entity Being Listed as the Certificate Holder)

Enter the NYS
Department of
Agriculture and

Markets as the Entity:

581 State Fair Blvd. a ]
Syracuse, NY 13209 b

3hb. Policy NMumber of entity listed in box "1a":

Policy must be in

3¢ Policy effective period force for the

duration of the
event including
4 Policy covers move in/out

V5 em es eligible under the New York Disability Benefits Law

ko s mses of thamployer's emplovees

Under penalty of perjury, T eertify that T am an iz cocod tof the insurance carrier referanced above

and that th sured has MY 5 Dsabilin™ S nefiy i " above.
Date Signed Ey
i Signahure of insurince g \orized ¢ it BVS Licensed lnsurmice Agenl of that insirmnce camier]

Telephone Mumber
IMPORTANT.  Ifbox "4
i

e jor NVS Licemsed Insurmnce Agent of that

i 5 of ) Wity Benefits Law. I st be mailed for

o1, Al W Work 12207

«b" of Part 1 has been checked)

State Of New York
Workers' Compensation Bo.

According to information maintained by the NYS Work: cenpensation Board, the abow e-narfy pilower has g ol vt Y5

Disabality Benefits Law with respect foall of histher emy
Diate Signed By

{Signature of NY'S Warkers” Compensation Board Efi d
Telephone Number Title

Flease Note: Cwly insnroice corviers licensed to write NYS divability bengfioy insurance policies and NYS lcensed insrance ggernis
af thoze imsrance carviers are auihorized to issie Form DE-1201. Inswrance brokers are NOT authorized to isswe this form.

DB-120.1 (5-08)

3. CERTIFICATE OF LIABILITY INSURANCE:

Concessionaires, exhibitors, sponsors and promoters shall obtain and maintain public liability insurance for loss, damage
and personal injury arising from their operations under the Agreement. Concessionaires, exhibitors, sponsors and
promoters must provide a certificate of insurance.

In addition to basic company information, the following items must be listed on the insurance form
ACORD-25:

1.12.23



A. List your legal business name and

address. The Fair cannot accept
this form if it does not match the
legal business name and address as
it appears on your agreement.

B. Insurance must be Commercial
General Liability and if applicable,
Liquor/Golf Cart/Product Liability.

C. Policy must be in force for the
duration of the event, including
move in/out.

D. Each occurrence should be at
least $1,000,000.

E. The New York State Department
of Agriculture & Markets must be
listed as the additional insured.

F. The New York State Fair,
Department of Agriculture and
Markets must be listed as the
certificate holder:

581 State Fair Blvd.

Syracuse, NY 13209

G. Concessionaires, exhibitors,
sponsors and promoters shall
immediately inform the New York
State Fair of any insurance
cancellation or material change in
coverage.

Reminder: Workers’ Compensation
is not acceptable on an Acord-25
form.

* ) o
ACORD
N

CERTIFICATE OF LIABILITY INSURANCE

DATE (MM/DDIYYYY)

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.

the terms and conditions of the policy, certain policies may require an
certificate holder in lieu of such endorsement(s).

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed. If SUBROGATION IS WAIVED, subject to
7 5

on this does not confer rights to the

PRODUCER

A _—

| ADDRESS:

INSURER A :
INSURER B : B

CONTACT
NAME:

PHONE
EMAIL

FAX
{AIC, No):

PRODUCER
CUSTOMER ID #:

INSURER(S) AFFORDING COVERAGE NAIC #

INSURERC:
INSURERD ;
INSURERE :
INSURERF :

COVERAGES

CERTIFICATE NUMBER:

REVISION NUMBER:

B

POLICIES. LIMITS SHOWN MAY HAVE

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,

BEEN REDUCED BY PAID CLAIMS.

-EXCLUSIONS AND CONDITIONS OF SUCH
& TYPE OF INSURANCE

ADDL|SUBR] POLICY EFF | POLICYEXP |
INSR | WVD. POLICY NUMBER IM/DDIYYYY) | (MM/DDIYYYY) LS
GENERAL LIABILITY [ EACH OCCURRENCE L] —
- [DAMAGE TO RENTED N
COMMERGIAL GENERAL LIABILITY PREMISES (Ea ocourrence) | 3 -
‘j CLAIMS-MADE [ UR MED EXP (Any one person) | § -
| Y | PERSONAL & ADVINJURY | § —
| GENERALAGGREGATE | $ -
GEN'L AGGREGATE PRODUCTS - COMPIOP AGG | $ _
POLICY R i
AUTOMOBILE LIABILITY ‘COMBINED SINGLE LIMIT | ¢
t (Ea accident) i
{L_LiABHYCATIIE BODILY INJURY (Per person) | $
L SO S BODILY INJURY (Per accident)| $
|| scHEDULED AUTCS PROPERTY DAWAGE -
HIRED AUTOS | (Per accident) B =
|| NoN-owNED AUTOS
E
UMBRELLA LIAB J OCCUR EACH OGCURRENGE |s
EXcEssLME || cLams.mae| AGGREGATE s
|__| DEDUCTBLE = )& IS
H RETENTION $ $
WORKERS COMPENSATION [WC STATU: aTH-
AND EMPLOYERS® LIABILITY - || TORY LIMITS ‘ J_EB_ e
ANY PROPRIETOR/PARTNER/EXECUTIVE EL EAGH ACGIDENT s
OFFICER/MEMBER EXCLUDED? NJA ' -
{Mandatory in NH) E.L DISEASE - EA EMPLOYEE| §
If yes, descrie under . -
|| DESCRIPTION OF OPERATIONS below ELL. DISEASE - POLICY LIMIT | §

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

I ‘ . “ERTIFICATE HOLDER

CANCELLATION

_—_—

G
—)

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

AUTHORIZED REPRESENTATIVE

ACORD 25 (2009/09)

© 1988-2003 ACORD CORPORATION. All rights reserve

The ACORD name and logo are registered marks of ACORD
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