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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.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) 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

certiflcate holder in lieu of such endorsement(s).

PRODUCER

CONTACT
NAME:

PHONE
(AJC, No, Ext):

FAX
{AIC, No):

E-MAIL
ADDRESS:

INSURER(S) AFFORDING COVERAGE

NAIC #

INSURER A :

INSURED

INSURER B :

INSURER C :

INSURER D :

INSURERE :

INSURER F :

COVERAGES

CERTIFICATE NUMBER:

REVISION NUMBER:

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,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

| INSR]| ADDL[SUBR POLICY EFF | FOLICY EXP
LTR TYPE OF INSURANCE INSR | WvD POLICY NUMBER (MM/DD/YYYY) | (MMDDIYYYY) LIMITS
GENERAL LIABILITY EACH OCCURRENCE s 1,000,000
B DAMAGE TO RENTED
| A COMMERCIAL GENERAL LIABILITY PREMISES [Ea occurrence) | 8 1 5 0004 000
| | clams-maoe OCCUR X| X MED EXP {Any one person) | § .5,000
PERSONAL & ADVINJURY |5 1,000,000
GENERAL AGGREGATE $ 2.000.000:
GEN'L AGGREGATE LIMIT APPLIES PER: PRODUCTS - COMPIOP AGG | $ 2 . 000 _QQ0
[ PoLicy [ | RS- Loc 5
COMBINED SINGLE LIMIT
AUTOMOBILE LIABILITY {Ea accidant) $ 1,000,000
ANY AUTO BODILY INJURY (Per person) | $
ﬁblrl'ggVNED S(giggULED BODILY INJURY (Per accident) | $
-OWNED PROFERTY DAMAGE
X HIRED AUTOS AUTOS {Par accidant) s
[ $
X | UMBRELLALIAB | X | occur EACH OCCURRENCE s 1,000,000
EXCESS LIAB SRS TADE | AGGREGATE s 1,000,000
DED | f RETENTION § | s
WORKERS COMPENSATION WC STATU- OTH-
AND EMPLOYERS' LIABILITY YIN TORY LIMITS E8. L
ANY PROPRIETOR/PARTNER/EXECUTIVE E.L. EACH ACCIDENT S
OFFICER/MEMBER EXCLUDED? [:I N/A
(Mandatory In NH) E.L. DISEASE - EA EMPLOYEE| §
If yes, describe under
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT | §

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (Attach ACORD 101, Additional Remarks Schedule, if more space is required)
Rye Neck UFSD, Rye Neck PTSA, New York State PTA, its Boards, empioyees & volunteers

included as Additional Insureds with respects to the General Liability on a primary and
non—contfibutory basis, with a waiver of subrogation.

CERTIFICATE HOLDER

CANCELLATION

Rye Neck PTSA

New York State PTA
Rye Neck UFSD

310 Hornidge Rd

Mamaroneck, NY 10543

|

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

AUTHORIZED REPRESENTATIVE
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THIS ENDORSEMENT CHANGES THE POLICY. PLEASE READ IT CAREFULLY.

ADDITIONAL INSURED - DESIGNATED
PERSON OR ORGANIZATION

COMMERCIAL GENERAL LIABILITY
CG 20260413

POLICY NUMBER:

This endorsement modifies insurance provided under the following:

COMMERCIAL GENERAL LIABILITY COVERAGE PART

SCHEDULE

Name Of Additional Insured Person(s) Or Organization(s):

RYE NECK PTSA, NEW YORK STATE PTA, Rye Neck UFSD
310 HORNIDGE RD
MAMARONECK, NY 10543-3805

Information required to complete this Schedule, if not shown above, will be shown in the Declarations.

A

CG 20260413

Section Il - Who Is An Insured is amended to
include as an additional insured the person(s)
or organization(s) shown in the Schedule, but
only with respect to liability for "bodily injury",
"property damage" or "personal and advertising
injury" caused, in whole or in part, by your acts
or omissions or the acts or omissions of those
acting on your behalf:

1. In the performance of your ongoing
operations; or

2. In connection with your premises owned by
or rented fo you.

However:

1. The insurance afforded to such additional
insured only applies to the extent permitted
by law; and

2. If coverage provided to the additional
insured is required by a contract or
agreement, the insurance afforded to such
additional insured will not be broader than

© Insurance Services Office, Inc. 2012

that which you are required by the contract
or agreement to provide for such additional
insured.

With respect to the insurance afforded to these
additional insureds, the following is added to
Section Il - Limits Of Insurance:

If coverage provided to the additional insured is
required by a contract or agreement, the most
we will pay on behalf of the additional insured is
the amount of insurance:

1. Required by the contract or agreement; or

2, Available under the applicable Limits of
Insurance shown in the Declarations;

whichever is less.

This endorsement shall not increase the
applicable Limits of Insurance shown in the
Declarations.

Page 1 of 1
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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

1c. NYS Unemployment Insurance Employer
Registration Number of Insured
Applied For

Work Location of Insured (Only required if coverage is

specifically limited to certain locations in New York State, i.e., a | 1d. Federal Employer Identification Number of Insured
Wrap-Up Policy) or Social Security Number

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

Rye Neck UFSD 3b. Policy Number of entity listed in box “1a”
310 Hornidge Rd

Mamaroneck, NY 10543 3c. Policy effective period

to-

3d. The Proprietor, Partners or Executive Officers are

] included. (Only check box if all partners/officers included)
X all excluded or certain partners/officers excluded.

This certifies that the insurance carrier indicated above in box “3" insures the business referenced above in box “la” for workers’
compensation under the New York State Workers” Compensation Law. (To use this form, New York (NY) must be listed under Item
3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its licensed agent
will send this Certificate of Insurance to the entity listed above as the certificate holder in box “2".

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of premiums
or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured from the
coverage indicated on this Certificate. (These notices may be sent by regular mail) Otherwise, this Certificate is valid for one year
after this form is approved by the insurance carrier or its licensed agent, or until the policy expiration date listed in box “3c",
whichever is earlier.

Please Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continues to be
named on a permit, license or contract issued 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 authorized representative or licensed agent 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 to issue Form C-105.2. Insurance brokers are NOT
authorized to issue it.

C-105.2 (9-07) www.wcb.state.ny.us
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NEW U L4
s WGl [Workers. . CERTIFICATE OF INSURANCE COVERAGE
¥= | Board NYS DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

PART 1. To be completed by NYS disability and Paid Family Leave benefits carrier or licensed insurance agent of that carrier

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

1c. Federal Employer Identification Number of Insured

. or Social Security Number
Work Location of Insured (Only required if coverage is specifically limited to

certain locations in New York State, i.e., Wrap-Up Policy)

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

Rye Neck UFSD ¥
310 Hornidge Rd
Mamaroneck, NY 10543

3b. Policy Number of Entity Listed in Box "1a"

3c. Policy effective period

4, Policy provides the following benefits:
A. Both disability and paid family leave benefits.
|:| B. Disability benefits only.
|:| C. Paid family leave benefits only
5. Policy covers:
|Z| A. All of the employer's employees eligible under the NYS Disability and Paid Family Leave Benefits Law.
|:] B. Only the foliowing class or classes of employer's employees:

Under penalty of perjury, | certify that | am an authorized representative or licensed agent of the insurance carrier referenced above and that the named
insured has NYS Disability and/or Paid Family Leave Benefits insurance coverage as described above.

Date Signed By

(Signature of insurance carrier's authorized representative or NYS Licensed Insurance Agent of that insurance carrier)

Telephone Number . Name and Title

IMPORTANT: If Boxes 4A and 5A are checked, and this form is signed by the insurance carrier's authorized representative or NYS
Licensed Insurance Agent of that carrier, this certificate is COMPLETE. Mail it directly to the certificate holder.

If Box 4B, 4C or 5B is checked, this certificate is NOT COMPLETE for purposes of Section 220, Subd. 8 of the NYS
Disability and Paid Family Leave Benefits Law. It must be emailed to PAU@wcb.ny.gov or it can be mailed for
completion to the Workers' Compensation Board, Plans Acceptance Unit, PO Box 5200, Binghamton, NY 13902-5200.

PART 2. To be completed by the NYS Workers' Compensation Board {Only if Box 4B, 4C or 5B have been checked)

State of New York

Workers' Compensation Board
According to information maintained by the NYS Workers' Compensation Board, the above-named employer has complied with the
NYS Disability and Paid Family Leave Benefits Law(Article 9 of the Workers' Compensation Law) with respect to all of their employees.

Date Signed By

(Signature of Authorized NYS Workers' Compensation Board Employee)

Telephone Number Name and Title

Please Note: Only insurance carriers licensed to write NYS disability and paid family leave benefits insurance policies and NYS licensed insurance
agents of those insurance carriers are authorized to issue Form DB-120.1. Insurance brokers are NOT authorized to issue this form.

081204 (12.21) mmHIIIHIIIIHIIIII!IIIIIIIl!IIIIIIIIIIIIIIIIIHHm

DB-120.1 (12-21)
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NEw | Workers' Certificate of Attestation of Exemption
state | Compensation from New York State Workers’' Compensation and/or
Board Disability and Paid Family Leave Benefits Insurance Coverage

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

The applicant may use this Certificate of Attestation of Exemption ONLY to show a government entity that New York State
specific workers’ compensation and/or disability and paid family leave benefits insurance is not required. The applicant

may NOT use this form to show another business or that business's insurance carrier that such insurance is not required.
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 officials one year after the date printed on the form.

In the Application of Business Applying For:
(Legal Entity Name and Address): OTHER: baseball field permit
From: RYE NECK . USFD DISTRICT
PHONE: . FEIN:

Workers’ Compensation Exemption Statement:
The above named business is certifying that it is NOT REQUIRED TO OBTAIN NEW YORK STATE SPECIFIC
WORKERS’ COMPENSATION INSURANCE COVERAGE for the following reason:
The business is a LLC, LLP, PLLP or a RLLP; OR is a partnership under the laws of New York State and is not a corporation. Other
than the partners or members, there are no employees, day labor, leased employees, borrowed employees, part-time employees, unpaid
volunteers (including family members) or subcontractors.

Partners / Members:

Disability and Paid Family Leave Benefits Exemption Statement:
The above named business is certifying that it is NOT REQUIRED TO OBTAIN NEW YORK STATE STATUTORY

DISABILITY AND PAID FAMILY LEAVE BENEFITS INSURANCE COVERAGE for the following reason:
The business MUST be either: 1) owned by one individual; OR 2) is a partnership (including LLC, LLP, PLLP, RLLP, or LP) under
the laws of New York State and is not a corporation; OR 3) is a one or two person owned corporation, with those individuals owning
all of the stock and holding all offices of the corporation (in a two person owned corporation each individual must be an officer and own
at least one share of stock); OR 4) is a business with no NYS location. In addition, the business does not require disability and paid
family leave benefits coverage at this time since it has not employed one or more individuals on at least 30 days in any calendar year in
New York State. (Independent contractors are not considered to be employees under the Disability and Paid Family Leave Benefits Law.)

1, Anthony LeDonne, am the Member with the above-named legal entity. I affirm that due to my position with the above-named business I have the
knowledge, information and authority to make this Certificate of Attestation of Exemption. I hereby affirm that the statements made herein are true, that I
have not made any materially false statements and I make this Certificate of Attestation of Exemption under the penalties of perjury. Ifurther affirm that
I understand that any false statement, representation or concealment will subject me to felony criminal prosecution, including jail and civil liability in
accordance with the Workers’ Compensation Law and all other New York State laws. By submitting this Certificate of Attestation of Exemption to the
government entity listed above I also hereby affirm that if circumstances change so that workers’ compensation insurance and/or disability and paid
family leave benefits coverage is required, the above-named legal entity will immediately acquire appropriate New York State specific workers’
compensation insurance and/or disability and paid family leave benefits coverage and also immediately furnish proof of that coverage on forms approved
by the Chair of the Workers’ Com pﬁqsaﬁon Board to the gove~=uelit « ~tity listed above.

- —_— A —
%IEEE Signature: Date:
Exemption Certificate Number ’ Redeived

NYS Workers’ Compensation Board

CE-20001/2018



