-‘,}Affidavit of Exemption to Show Specific Proof of Workers’ Compensation Insurance
| Coverage for a 1, 2, 3 or 4 Family, Owner-occupied Residence

Under penalty of perjury, I certify that T am the owner of the 1, 2, 3 or 4 family, owner-occupied residence
(including condominiums) listed on the building permit that I am applying for, and I am not required to show
specific proof of workers’ compensation insurance coverage for such residence because (please check the
appropriate box): :

[ 1am performing all the work for which the building permit was issued.

[] 1am not hiring, paying or compensating in any way, the individual(s) that is(are) performing all the work
for which the building permit was issued or helping me perform such work.

[] Inavea homeowners insurance policy that is currently in effect and covers the property listed on the
attached building permit AND am hiring or paying individuals a total of less than 40 hours per week
(aggregate hours for all paid individuals on the jobsite) for which the building permit was issued.

I also agree to either: ; ‘
¢ acquire appropriate workers’ compensation coverage and provide appropriate proof of that coverage on
forms approved by the Chair of the NYS Workers’ Compensation Board to the government entity issuing the
building permit if Ineed to hire or pay individuals a total of 40 hours or more per week (aggregate hours for
all paid individuals on the jobsite) for work indicated on the building permit; OR

¢ have the general contractor, performing the work on the 1, 2, 3 or 4 family, owner-occupied residence
(including condominiums) listed on the building permit that I am applying for, provide appropriate proof of
workers’ compensation coverage or proof of exemption from that coverage on forms approved by the Chair
of the NYS Workers’ Compensation Board to the government entity issuing the building permit if the project
takes a total of 40 hours or more per week (aggregate hours for all paid individuals on the jobsite) for work
indicated on the building permit.

(Signature of Homeowner) (Date Signed)

Home Telephone Number

(Homeowner's Name Printed)
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Affidavit For New York Entities And Any Out Of State Entities With No Employees, That New York
State Workers' Compensation And/Or Disability Benefits Insurance Coverage s Not Required

(Incamplete forms will he returned = Please contact an attorney if you have any questions regarding this form.)
**This form cannot be used to waive the workers' compensation rights or obligations of any party. *%
The applicant may usc this Affidavit ONLY to show a government entiy that New York State specific wonl\us

compensation and/or disability benefits insurance is not required. The applicant may NOT usc this form to show cither other
businesses or those business’ insurance carriers that such insurance is not required.

Applicant must either fax or mail this completed form to the closest New York State Workers” Compensation Board office at the
fax number or address listed on thetop of this form. Incomplete forms will be returned.

Please note: This statement must be notarized and also have leen stamped by the New York State Workers' Compensation Board. This affidavit
will not be accepted by government officials one year from the date receivedby the Workers® Compensation Board,

Upon receipt of a fully completed WC/DB 100 form, the Workers’ Compensation Board will stamp this form as received and retum it to you by cither
mail or fax. Pleasc provide a copy (or the original, if required by the government entity) of this stamped form te the govemnment entity from which you
are requesting a permit, license or contract,

In the Application of (Business Name and Address)

fora permit/license/contract
State of )
) ss.
County of )
(applicant ‘s name) being duly sworn, deposes and says:

1. 1T am the (position)  with (business or rade name), a

(type of business). The telephone number of the business is ( ) . The Federal
Employer Identlﬁcauon Number of the business (or the Social Security Number of the business owner) is .
The New York State Unemployment Insurance Employer Registration Number (if any) of the business is . Taffirm

that due to my position with the above-named business I have the knowledge, information and authority to make this affidavit.
2. My personal address is and my home telephone number is

( ) . .
3. That the above named business is applying for a (type of permit/ license/contract
applying for) from (governmental entity issuing the permit/ license/contract).

3a) {Optional - Location of  where work  will be  performed in  New York State

from to (dates necessary
to complete work associated with permtr/hcense/con/racr) The estimated dollar amount of project is

4. That the above named business is centifying that it is exempt from obtaining New York State specific workers’ compcnsa(lon

insurance coverage for the following reason (to be eligible for exemption, applicant must be able to lruthfully check ONNE of the boxes

from 4a. through 4h.):

D 4a.) the business is owned by onc individual and is not a corporation, Other than the owner, there are no cmployecs, leased
employees, borrowed employees, pari-time employees or unpaid volunteers (including family members).

O 4b.) the business is a partnership under the laws of New York State and is not a corporahon‘ Other than the partners, there are no
employees, leased employees, borrowed employees, pari-time employces or unpaid volunteers (including family members) (Must
attach separate sheet with a list of all the partners names and also with the signatures of all the pariners.)

O 4c.) the business is a one person owned corporation, with that individual owning all of the stock and holding all offices of the
corporation Other than the corporate owner, there are no employees, leased employees, borrowed employees, part-time employees or
unpald volunteers (including family members).

WC/DB 100 (12 9- 03) {Replaces Form C-105. 21} (Over)



