Form CE-200

Certificate of Attestation of Exemption
From New York State Workers' Compensation
andfor Disability Benefits Insurance Coverage

I -"'"mfsfom cannot be used to watve the workers” compensarion rights or ebliganons of any pariy.**
The applicant may use this Certificate of Attestation of Exemption QNLY to show a government entity that MNew Tork State
spectfic workers’ compensation and/or disability benefits insmance 1s not reqmired. The applicant may NOT wse this form
to show another business or that busmess"s Insurance carrier that such inswance 15 not required.

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

In the Application of Business Applying For:
(Legal Entity Name and Address): BUILDING PERMIT
JOHNK SMITH From: CITY OF ALBANY, DEPT OF BUILDING AND CODES
123 MATN STREET The location of where work will be performed is
mlﬂf 12207 _ 123 ACME AVENUE, ALBANY, NY 12203.
Federal [} Number: XXXXXG759 ::mn areiﬁ Eﬁ?ﬁ,iuua mlE:ha;EI, zuua_‘mh e puildine
The estimated doller amount of project is $25,001 - 550,000

Workers® Compensation Exemption Statement:
The above named business is certifying thar it is NOT REQUIRED TO OETAIN NEW YOREK STATE SPECIFIC
WORKERS' COMPENSATION INSURANCE COVERAGE for the following reason:
The business is owned by one mdividual and is not a corporation.  Other than the emmer, fhere are no employees, day lzbor, leased
employees, bormowed employees, pan-time employees, unpaid vohmteers {including family members) or subcontractors.

Dizability Benefits Exempiion Statement:

The above named business is certifying thart it 1= NOT REQUIRED TO OBTAIN NEW YORK STATE STATUTOEY

DISABILITY BENEFITS INSURANCE COVERAGE for the following reason:

The busmess is oemned by one indvidual oris a parinership (LLC, LLP, PLLP or a FLLP) under the laws of New York State and is not a
corporation; of is a one or two person owned corporation, with those individuals owning all of the stock and holding all offices of the
corporation (in 3 two person owned corporstion, esch mdividual nmst be an officer and own at least one share of stock) or is a business
with no NYS location. In addidon, the buSiness does not require dissbility benefits coveraze at this time since it has not employed one
or more individuals on ar least 30 days in any calendar year in New York 5State. (Independent contractors are not considered o be
employees under the Disability Bensafits Law.)

L JOHN SMITH. am the Sole Proprietor with the above-named legal entity. I affirm that due to my position with the above-named buasiness I hawe the
knowledze. information and authonity to make this Centificate of Attestation of Exemption. I hereby affirm that the statements made herein are troe, that I
have not made any materally false statements and I make this Certificate of Attestation of Exempiion under the penalties of peqjury. I firther affirm that
I understand that amy false statement, representation or concealment will subject me to felomy criminal prosecution, including jail and civil Liability in
accordance with the Workers” Compensation Law and all other New Yook 5Siate laws. By submitting this Centificate of Attestation of Exemption to the
sovemment entity listed above I also hereby affirm that if drcumstances change so that workers' compensation insurance and/or disability benafits
coverage is required, the above-named lezal entity will immediately acquire appropriate New York State specific workers' compensation insurance and'or
disability benefits coverage and also immediately furmish proof of that coverage on forms approved by the Chair of the Workers” Compensation Board to
the povermment enfity listed above.
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