NEWYORK | Agriculture

STATE OF

OPPORTUNITY. and Markets

NYS FAIR INSURANCE INFORMATION & SAMPLES

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

Late Fees:
e A $50.00 late fee will be invoiced for each required document not received by the specified due date
(Agreement Cover Page, Form 139JK, Vendor Responsibility Questionnaire, Insurance Certificates, etc.).
o A late fee for 5% of the amount due will be invoiced for payments not received by the specified due date.
e The contract/event may be cancelled if charges and/or late fees are not paid by the specified due date.
e If fees are not paid by the specified due date, and the event organizer's/vendor’s contract is not being
cancelled, additional late fees may be invoiced every thirty (30) days at the discretion of the department.

1. Workers’ Compensation (or exemption/waiver)
2. Disability Insurance (or exemption/waiver)

3. Liability Insurance

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

Event organizers/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.

Mailed To: NYS Fair Licensing Office
581 State Fair Blvd.
Syracuse, NY 13209

Emailed To: sfpaperwork@agriculture.ny.gov
(This is the only acceptable email address to use)

Personally Delivered: NYS Fair Administration Building
Licensing Office (M-F 9:00AM to 4:00PM)

Please note: Faxes or photos are NOT acceptable.
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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
(pages 2-3) and disability benefits insurance coverage (pages 6-7); or document that they are exempt from such coverage
(pages 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. 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 pages 4-5):

e FormC-105.2

e FormU-26.3

e Form SI-12

e Form GSI-105.2

Event organizers/vendors without coverage may obtain a policy for the duration of their event from the New York State
Insurance Fund.

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

See the following page for an example of a Certificate of Workers’ Compensation Coverage.
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EXAMPLE OF THE C-105.2 CERTIFICATE OF WORKERS’ COMPENSATION INSURANCE COVERAGE (Obtained from your
insurance carrier)

STATE OF NEW YORK
WORKERS" COMPENSATION BOARD

The Fair cannot CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE
accept this form
if this information

does not match the ) ) )
. le. NYS Unemployvment Insurance Em plover Regisiration
legal business name Mumber of Insured
and address as it
F Work Location of Insured (2l
ppears on your limited ta certain locations i
agreement

la.

Legal Name and addrass of Insured (Use sireet address only) 1z Business Telephone MNumber of Insured

This number must
correspond with

required if coverage is speci| h 1d  Federal Employer [dentification Mumber of Insured or
¢ York State, ie. a Wrap-Up Policy) Social Security MNumber

your legal business
name

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

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

Enter the NYS

Policy mustbe in
Department of 3¢, Policy effective period: force for the
Agriculture and i duration of the
eventincludin
MarkEts as the dd.  The Proprictor, Pariners or Executive Cfficers are: . g
Entity: O imcludedd. (Coy et b if sl partnersofTicers indced) move in/o
] all excluded or certain partners/afficers exchuded.
581 State Fair Blvd. 3c. Demolitionis:  (Definition of Demelition o Reverse)
Syracuse, NY 13209 [ included,
[ excluded.
This certifies that the insurance camer indicati S ve md "4 es the business referenced above in boee “18” for workers” compensation
under the Mew York State Workers' Compensifion o this fa s Yo (WY} must be listed under Iem 3A on the
INFORMATION PAGE of the workers” comyj ation iz ! he Insurance Camer or its leensed apent will send this
Certificate of Insurance 1o the entity listed above as the'cerifi nh
The Insurance Carvier will also matify the above certificar: o with vy 1 iv comceled diie fo nonpayment of preasumes or
withinn 30 days IF there ave reasons other than Ranpaymaat of prg ¥ that oz iy o eliminate the insured from the coverage
tedd on this Certificate. (These motices may be sent by regulal ) Oy stix Cerry s valid fora modmum of one year after
n‘.-as.;.-arm is approved by the insierance carvier or its leensed agent,
Please Note: Upon the cancellation of the workers' compensation pd anbicatey i, i A5 bansiness contines to be named
on o permit, license or contract issued by o certificate holder, the busitiess must prosyie i ces ¢ holder with a new Cerfificate
of Workers” Compensation Coverage or siher authorized proof that the business i e @ with the mandaiory coverage
requirements of the Mew York Stofe Workers' Compensation Law,
Under penalty of perjury, T certily that T am an authorized representative or lieensed of the insuranee carrige referenced above
and that the named insured has the coverage as depleted on this form,
Approved by
r s ol sBnrized represenalive o licensed s OF inSs ST
Approved by .
{Signafure} aie )
Title:
Telephone Mumber of suthorzed representative or licensed agent of insurance carmer:
Please Note: Cnle inswrmce cariers and their livensed agents ave authorized o isswe the C-100.2 form Insurance brokers are NOT
arifhowized fo iesrie it
C-105.2 (12-03)
92541 1203
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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  Govemment  Local Location  Translate.

Workers’ Workers ~ Employers  Health Care Providers  Payers  Representatives  Forms  Locations

Compensation Board

Language Assistance: (877) 6324996 = Language Access Policy  Espaiiol  Pyccknii | Polski | %37 | ltaliano | Kreyol ayisyen = 2t=0{

WC/DB

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

Overview

Th applcalon for @ Corilcal of Atltaton of Exerpto,Form CE-20 m Werkers, Compenseficn anior Dby an Pak sl Lo Banofis oveioga may o i comploed by enies 44 o employses ardor
out.of-state entities obtaining a contract or license in which all the work is being performed outside of New York St

. “ . + Cerificates can only be used 1o attest to a government entity that the applicant requesting a permit, license, or contractis not required to carry workers' compensation and/or disabilty benefits coverage.
Click on “Guide for AN o e o S5 BBl o Ao e o B s e o S ' Sl s ot s Sk
« Certificates are assigned a unique certificate number that can be validated by the government offcial issuing the license, permit, or contract

Businesses
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 addiional assistance, contact the New York Business Contact Center at (518)-485-5000.

Select o access web-based Exemption Application

Workers' Compensation Board

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

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

from Workers' Compensation and/or Disability and Paid Family

please follow the instructions on this page. e e e e

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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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
and/or Disability Benefits Insurance Coverage

“=This form cannet be used to waive the workers’ compensation vights or ebligarions of any pargy.®*®

The applicant may use this Certificate of Attestation of Exemption ONLY to show a government entity that New Yotk State
specific workers' compensation and/or v benefits msurance 15 net required. The applicant may NOT use this foun
to show another business or that business's insurance carrier that such insurance 15 not raqurad.

Fleasze 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 vear after the date printed on the form.

Business Applying For:
Contract with Government Agency

In the Application of
(Legal Entity Name and Address):
JOHN I. 5MITH
581 STATE FAIR BLVD
SYRACUSE, NY 13109
55  FEIN: X200000000

Enterthe NYS
Department
of Agriculture
and Markets
as the Agency

From: NEW YORK STATE DEFARTMENT OF AG AND MARKETS

Workers" Compensation Exemption Statement:
The above named business 15 cemifying that iris NOT REQUIRED TO OBTAIN NEW YOREK STATE SPECIFIC
WORKERS® COMPENSATION INSURANCE COVERAGE for the following reason:
The business is owned by ons individual and is not 2 corperation. Crther than the owner, thare are no employees, day labor, leased
employees, borrowed employees, pan-time empleyess, wnpaid voluwteers (incnding family members) or subconmactors.

Disabilitv Benefits Exemption Statement:

Tha above named business s centifying that it is NOT REQUIRED TO OETAIN ¥XEW YORK STATE STATUTORY

DISABILITY BENEFITS INSURANCE COVERAGE for the following reason

The business MUST be either: 1) oweed by cwe individual; OF. 2} is a parinership (inclading LLC, LLP, PLLP, ELLP, or LP) under
the laws of New York State and is not a corporaton; OF 3) is 8 one or fwo person owned corporation, with those mdividuals owning
all of the stock and holding all offices of the corporation (in 2 two person ownad corperation each individual must be an efficer and own
at least one share of steck); OB 4) is a busines: with no WYS location. In addidon, the business does not reguire disabilicy benefis
coverage at this mme since it has not emploved one or mere individuals oo at least 30 days in any calendar year in Mew York State
{Independent conmactors are not considerad 1o be employees under the Disabilicy Benafits Law.)

L JOHN I. SMITH, am the Sple Proprietor with tha above-pamed legal entty. I affinm that due to my position with the above-named business T have the
knowledge, imformation and anthonty to mak i that the statements ma
have not made any ma v false stateme under the penalties of pa]
T undarstand that am ssentarion or tion, including jail
accordance with the Werkers' C safion Law acd all N
government sntity listed abowe I also hereby affim that if ciroumstance
= requirad. the above-named legal entiny will immedia
v benefits coverage and also immediately furmish proof of that
mment entity lsted above

oriare Mew York State spe
coverags oo fomas approved by the Chair of the W

Compensatior Board 1o

Valid for

HERE ‘ Signature: Date: one year
Exemption Certificate Number ; Received after date
20}1‘06’3554 [ 1 DE‘EE!“'JEI'_"]:; 2011 issued
et 4 LEA NYS Workess! Compénsation Boara
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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
(pages 2-3) and disability benefits insurance coverage (pages 6-7); or document that they are exempt from such coverage
(pages 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:

PROOF OF 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
pages 4-5):

e FormDB-120.1
e Form DB-155

Please direct all questions to one of the following; New York State Workers’ Compensation Board at 518-486-3331 or
go to the New York State Workers’ Compensation Board’s Website: www.wch.ny.gov or contact Walter Peretti at
518-402-8330 or email Walter.Peretti@wcb.ny.gov

See the following page for an example of a Certificate of Disability Coverage.

12.17.25


http://www.wcb.ny.gov/
mailto:Walter.Peretti@wcb.ny.gov

EXAMPLE OF THE DB-120.1 CERTIFICATE OF DISABILITY INSURANCE COVERAGE (This form is 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 appea
on your agreement

Enter the NYS
Department of
Agriculture and
Markets as the

Entity:
581 State Fair Blvd.

Syracuse, NY 13209

'E OF NEW YORE
F CORPENSATION BOARD

WORKEF
CERTIFICATE OF [NSURANCE COVERAGE UNDER THE NYS DISABILITY BENEFITS LAW

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

1a. Legal Mame and Address of Insured {Use street address only) : s p e
S L x B e VL D0 e B 55 0N b, Prusiness elephone Mumber of Insured

lc. NS Unem ploym ent Insurance Employer Registration
Mumber of Insured

1d. Fed r Identification Mumber of Insured or
Social Security Number

2. Name and Ad 3a. Mame of Insurance Carrier

Coverage (E

ess of the Entity Requesting Proof of
Being Listed as the Certificate Holder)

3b. Policy Number of entity listed mn box "1a":

3¢, Policy effective period

4 Policy covers

a [ V5 em under the Mew York Disability Benafits Law

b [ Only theliiows las, asses of thammployer's emplovess
Under penalty of perjury, T certify that T am an Tizeg T encn prsed agent of the insurance camier referenced above
and that the namexd insured has MY'S DisabilitrS8nefiy = " M= described above.

Daate Signed

e of insuridfice cuyy Yorized g -l V5 Licensed Insurmnce Agent of that imsurance camier)
Telephone Number Title
slened by the insurance cag B3 o MYE Licessed Insurance Agent of that

IMPORTANT:  Hfbox 40" is chedoed. snd o
euTier = >

ni 8§ of 1 Mty &
a el Ally = Vork
PART 2. To be completed by NYS Workers' Compensation Board (Only if b «b"” of Part 1 has been checked)
State Of New York
Workers' Compensation Bo.

efits Law, It nst be mailed for

Apeording to mfoemation mamtzinad by the MY S Worker anpensation Board, the above-naiy anlower has g ol wuth Y S

Disabality Benefits Law with resps all of histher empic
Date Signed By

{Signature of MY5 Warkers' Compenstian Baard Enl s
Telephome Number Title

mice carrers licewsed to wiile N ability henefits insurance policies and NTS leenses
= are anthorized to isswe Form LI Insurance brokers are NOT authorized to issue this form.

Please Note: Onily

i LSNPS OEETls
af those insurance ca

DB-120.1 (5-06)

This number must
correspond with

your legal business
name

Policy must be in
force for the
duration of the
eventincluding
move in/out
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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.

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

A.

List your legal business name and
address. The name must match
the name on your agreement.

Additional insured must be
checked Y

Policy must be in force for the
duration of the event including
staging, move-in and move-out.

Insurance must be Commercial
General Liability with the
following limits:

Each Occurrence - $1,000,000
General Aggregate - $2,000,000
Also if applicable:

Vehicle - $1,000,0000

Liquor Liability - $1,000,000
Golf Cart - $1,000,000

The Certificate Holder must read:
New York State Department of
Agriculture & Markets

New York State Fair

581 State Fair Blvd.

Syracuse, NY 13209

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

PLEASE NOTE — Workers’
Compensation is not acceptable
on an ACORD-25 form.

J?D@ DATE (MWDOAFY)
A&? CERTIFICATE OF LIABILITY INSURANCE

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 MOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER{S). AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIOMAL INSURED, the policy{ies) must have ADDITIONAL INSURED provisions or be endorsed.
If SUBROGATION 15 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).

PRODUCER SONTACT

A2 b, xt: %, wor
(SDOREZZ.

IN3URER(S) AFFORDING COVERAGE HAIGE
INBURER &

REURED INBURERE -

A INBURER G :

INBURER D -
COVERAGES CERTIFICATE NUMBER: REVISION NUMEER:

INBURERE :
THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABCVE FOR THE POLICY PERIOD

INZURERF -
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.
WER ETLTEE] FOLICT EFF | POLICT EXP

e TYPE OF INSURANCE a0 | POLICY NUMBER MMWDONYYY] | MWDDN YY) LTS
COMMERGIAL GENERAL LIABILITY EACH OCCURRENCE 5
| ENTED
CLAIME-MADE I:l OCCUR SREMIZES (2 occumence) | §
MED EXP [Any one persan; i3
~ FERSONAL & ADV IMJURY
GENL ABGREGATE LIMIT AFPLEES FER: GENERAL AGGREGATE 5
POLICY = l:l Lot ) FRODUCTE - COMPIOP AGG | §
OTHER ¥
COMEINED SINGLE LT
AUTOMOBILE LIASE ITY T2 aecdert i
ANY AUTO SOOLY INJURY (Fer person) | §
CAWNED SCHEDULED = 4
MY iy SOOLY INJURTY (Per accident) | §
[ Hire NOM-GWHED FROCERTY DAMAGE s
|—| AuTOS ONLY ALTOS oMLY [Per accident]
¥
UMERELLALIAR OCCUR EACH OCCURRENCE 5
EXCERS LB cLAMEMADE | ASGREGATE L]
DED | | RETENTION $ ¥
WORKERE COMPENEATION PER o
AND EMPLOYERY LIABILITY N e | [&
E IPARTNER] CUTIVE E.L EACH ACCIDENT 5
OFFICERMEMBER EXCLUDH HPA
(Mandatory In NH) E.L DISEASE - EA EMPLOYEE| §
If yes, gescrive under - -
DESCRETION OF CEERATIONS peiow EL DISEASE-POLICY LIMIT | §

DEBCRIPTION OF DPERATIONS i LOCATIONS | VEHICLES (ACORD 104, Addiional Remarks Sohedule, may be attaohed  mare space Is required)

CERTIFICATE HOLDER CANCELLATION

THE EXPIRATION DATE THEREOF, MOTICE WILL BE DELIVERED IN

ACCORDANCE WITH THE POLICY PROVISIONS.
AUTHORIZED REPRESENTATIVE

F SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE

@ 1988-2015 ACORD CORPORATION. All rights reserved.

ACORD 25 (2016/03) The ACORD name and logo are registered marks of ACORD
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