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This document must be submitted with an ACORD Certificate summarizing the
General Liability Insurance coverage for this project.

1 | Location Information Required for all applications.
House No(s) 126 Street Name East 169 Street
Borough Bronx Block 2466 Lot 22 BIN 2002860 CB No. 204

r 2] Project Specific Insurance Requirement The required insurance is calculated based on information provided by the applicant.

Yes No

[:] E 1 or 2 family home? Height of proposed construction 30 ft

D Depth of Excavation < 12'? Number of stories of proposed construction 2

] Proposed Height < 352 Height of taliest adjacent building 60 f

Kl O Proposed construction on lot line with an existing structure? Number of stories of tallest adjacent building 5

(O K1 Isa TowerCrane fo be used? Permit Type NB/Major Alt

Caiculated Project Specific GL Insurance Required 5M

3 | Applicant Statement and Signatures Required for all applications. I

The information in this application is comrect and complete to the best of my knowledge and | assume responsibility for all statements on this
form. | understand that if | am found after hearing to have knowingly or negligently made a faise statement on this or any other document
submitted to the Depariment, | may be subject to fine, Imprisonment, and/or barred from filing further documents with the Depariment. | also
understand it is unlawful lo give to a city employee, or for a city employee to accept, any benefit, monetary or otherwise, either as a gratuity for
properly performing the job or in exchange for special consideration.

Name Universal Design and Construction M gg;ﬁ;fatg::v (r;egrl;i'r%% :: :;t ;ift::ensee) Licensee Seal or Notary Seal
Registration/Tracking Number 0608057 Swom to or affirmed under penalty of perjury Sam Hllywd Holiday

Commlssnone\ {
. City of NY. ﬂ? ;ﬁﬁ
Signature ) \)\ day of 3(@“ W Certificate on file ig NY Colunty
) Commission Expires bt
Date C?//E/ //0’ < Slgna% \> n! M—b»—

I 4 l Brokers Cerliﬂca'tgn Required for all applications.

The undersigned insurance broker or agent represents {o the City of New York that the attached Cerlificate of Insurance is accurate in all materi-
al respects. With regard to the commercial general liability insurance (including primaty, excess, umbrelia, or wrap-up policies) described in the
Certificate of Insurance, the undersigned further represents that:

*  The total per occurrence limitis § 2\ million and the total general aggregate limit, which applies per project,is$__/ // 7 / 77 [/"”% 5
million; and

®  The City of New York, together with its officlals and employees, is an additional insured with coverage at least as broad as set forth in the
most recent edition of ISO Forms CG 2012 or CG 2026.

- Name of broker or agent__ Notarization ('\l equired) Notary Seal
/Mﬂ/ /g Aqfﬁ (VHUW/"'GI NN <, Stateof __N Y, Countyof:
dress of bfoker or age S Uy fo
1965 Dec Bas R e 447/"/»‘///%9 . //d( f TONI LEIBOWITZ
r affirm
( , @"a“ agdress of broker or agent ?vgvom toora O‘T) Lbe ore me thls/ . Notage :uzl;c 081&% 8:5 gloe;\; York
e antrcaghaiod cotq 20 dayof ULy 20/ ¢ Qualified in Sufiolk County ,,
ure of auth : or agent i Y — Commission Expires 02/ 11/20_L ¢ L
-~ Notary Slgnature/ 7/ .
Name and title of authorized official, broker, or N ‘“’7
. _agent o Notary Public for the State of
Cri Y el V2 for Lo~ N —
7

04/16
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CERTIFICATE OF LIABILITY INSURANCE

DATE {001V YYY)

06/28/2018

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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

If SUBROGATION IS WAIVED, subject to the terms and conditions of the

IMPORTANT: if the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.

this certificate does not confer tights to the certificate holder in lieu of such endorsement(s).

policy, certain policies may require an endorsement. A statement on

PRODUCER e stacey Johnson
Atiantic Agency Huntington, Inc e Mo gy 631.2447784x2 [ A% yoy 6317085014
1152 E Jericho Turnpike AobREss: _ StaceyJ@atianticagency.com o
Huntington, NY 11743 | INSURER(S) AFFORDING COVERAGE r— NAIC ¢
e ; wsupera:  Aflantic CasualtyinsCo 142846
INSURED  wsurers:  National Union I
UNIVERSAL DESIGN & CONSTR MGMT LLC wsurerc:  SHELTERPOINT LIFE INS CO 81434
1914 GRAND AVE | INSURER D o
BALDWIN, NY 11510 INSURERE :
INSURER F :
COVERAGES CERTIFICATE NUMBER: 00000000-264451 REVISION NUMBER: 4

THIS 1S TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE

iINDICATED. NOTWATHSTANDING ANY REQUIREMENT. TERM CR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE {SSUED 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.

BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD

ISR A SUBR PALICY CY
{‘?R TYPE OF INSURANCE Dm'( POLICY NUMBER RO YL | MDDV | LIS
| X | COMMERCIAL GENERAL LIABILITY ! BINDER # 1706969 |osiasi2uts | ouzar2019 |eacroccurmence  |s 2,000,000
: WEE O RENTED ° ]
i ,cm vsmaoe | X | | X oceur & ! PREMISES (£a ecrarrence) | S 100,000
'_____]g' - _ H i !—h_‘IED EXP (Any ove person) | 5 5,000 |
,,___2 e U : ‘ PERSONALSADVIJURY 's 2,000,000 |
GENL FSGR:GATE qur APPLIES PER: ! ! | ; GENERAL AGGREGATE s 4,000,000
L iroucy’ X RS [ e ] : | : PRODUCTS - COMPIOP AGG | § 4,000,000
H [
ot . ! i s
£ i . ] CCMBINED SINGLE LIMIT
iLﬂ'OMOB!lr UABILITY : { ; j i 7 soticent S 3 B
' ANY AUTO : i i i ; BODILY IMJURY (Per perseny | S
" OWN SCHEDULED N '
3 AUTOS oLy [ scuen } i BODILY INJURY (Per accident; | B ]
{ HIRED) NONOWNED : i PROPERTY DAMAGE s I
R ¥oe oLy | AUTOS ONLY : ¢ {Per accident] -
: ’ j ’ : i . $
B UMBRELLALAB | X | oCCUR i |BE 014229298 103/28/2018 | 03/28/2019 | EACH OCCURRENCE s 3,000,000
X | EXCESS LiAB CLARIS-MADE! ! ; ‘ : AGGREGATE 5 3,000,000
P e e Lt SRS A ; ; AGGREGATE . _ 1S 2, MUY
. DED f | RETENTIONS i i { | ; ‘s
WORKERS COMPENSATION o ; PER ] TOTH-
'AND EMPLOVERS' LIABILITY yinl || } i lstavuge | ER
! kv PROPRIETORPARTNEREXECUTIVE - ' | L EACH ACCIDENT s
| OFFICERAAEMBER EXCLLOZD? N IA ¢ ¢
j(Mandatory In I3H) L ! el | £.L DISEASE - EA B EMPLOYE‘E S___ . ) ]
{1f ves, describe under ¢ ! S | =
DESCRIPTION GF OPERATIONS below : i : EL DISEASE - POUCY LBSIT | §
C Disability v, 1D3670%4 ‘10120;2017 | 102012018 | Statutory Limits
i H H N N
: } :
‘ i ! !

Johb-126 East 169 Street, Bronx NY 10007

DESCRIPTION OF OPERATIONS /L OCATIONS f VEHICLES (ACORD 101, Additional Remarks Schedula, may be attached if more spage is requirad)
REMODELING - INCLUDING ONLY THOSE CLASSES SHOWN ON REQUIRED FORM AGL-REMO0117 - The certificate of
insurance is issued subject to all policy terms, conditions, limitations and exclusions of the policy.

CERTIFICATE HOLDER

CANCELLATION

NEW YORK CITY DEPARTMENT OF BUILDINGS
Attn: Licensing Unit

SHOULD ANY OF THE ABOVE DESCRIBED POUCIES B8E CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

280 BROADWAY ,6TH FLOOR
NEW YORK, NY 10007

AUTHORIZED REPRESENTATIVE

Adid on

ACQRD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD

Pricted by SAJ on June 28, 2018 at 08:22AM




Workers’
Compensation
Board

NEW
YORK
STATE

CERTIFICATE OF INSURANCE COVERAGE
DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

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

1a. Legal Name & Address of Insured (use street address only)
UNIVERSAL DESIGN AND CONSTRUCTION MANAGEMENT LLC
ATTN: JOHN BROWN

1914 GRAND AVENUE

BALDWIN, NY 11510

Work Location of Insured (Only required if coverage is specifically limited to
certain locations in New York State, i.e., Wrap-Up Policy)

1b. Business Telephone Number of Insured
516-693-0112

1c. Federal Employer Identification Number of insured
or Social Security Number

264281700

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

NYC DEPARTMENT OF BUILDINGS
280 BROADWAY, 6TH FLOOR

3a. Name of Insurance Carrier
ShelterPoint Life Insurance Company

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

NEWYORK, NY 10007 DBL367094

3c. Policy effective period

10/20/2017 to 10/19/2019

4. Policy provides the following benefits:
A. Both disability and paid family leave benefits.
D B. Disability benefits only.
[T] 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.
D B. Only the following class or classes of employer's employees:

Under penalty of perjury, 1 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.

(et (4

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

Date Signed 7/23/2018 By

516-829-8100 Name and Title _Richard White, Chief Executive Officer

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.

Telephone Number

IMPORTANT:

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 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 4C or 58 of Part 1 has 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
I NYS Disability and Paid Family Leave Benefits Law with respect to all of hisfher employees.

Date Signed By

(Signature of Authorized NYS Workers' Compensation Board Employ

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.

1] Illllllllllllllllllll@)lll||

DB-120.1 (10-1

DB-120.1 (10-17)
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CERTIFICATE OF INSURANCE COVERAGE
DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

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

1a Legal Name & Address of Insured (use street address only)
UNIVERSAL DESIGN AND CONSTRUCTION MANAGEMENT LLC
ATTN: JOHN BROWN

1914 GRAND AVENUE
BALDWIN, NY 11510

Work Location of Insured (Only required if coverage is specifically hmited to
certain locations in New York State, 1 e , Wrap-Up Policy)

1b Business Telephone Number of Insured

516-693-0112

1¢. Federal Employer ldentification Number of Insured
or Social Security Number

264281700

2 Name and Address of Entity Requesting Proof of Coverage

3a Name of Insurance Carrier

(Entity Being Listed as the Certificate Holder)
NEW YORK CITY DEPARTMENT OF BUILDINGS
280 BROADWAY
NEW YORK, NY 10007

ShelterPoint Life Insurance Company

3b Policy Number of Entity Listed in Box "1a"
DBL367094

3c Policy effective period

10/20/2017 to 10/19/2019

4 Policy provides the following benefits:
A Both disability and paid family leave benefits
] B. Disability benefits only
7] 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
D B Only the following 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.

(bt

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

516-829-8100 Name and Titte Richard White, Chief Executive Officer

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.

Date Signed 7/31/2018 By

Telephone Number

IMPORTANT.

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 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 4C or 5B of Part 1 has 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 with respect to all of his/her employees.

Date Signed By

(Signature of Authorized NYS Workers' Compensation Board Employee}

Name and Title

Telephone Number

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.

IIIIIIIIIIIIIIIIIII!IIIIIIIIIIIIIIIIIIIII||||||‘|

DB-120.1 (10-17) m
DB-12 (10-17)




