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ST ATE OF NEW YORK 
WORKERS' COMPENSATION BOARD 

CERTIFICATE OF INSURANCE COVERAGE C�DER THE :\YS DISABILITY BE�EFITS LAW 

PART I. To be com_eleted b,· Disabili!,· Benefits Carrier or Licensed Insurance Agent of that Carrier 

I I a. Legal Name and Address of Insured (Use street address only) 

JAMES STOUT ARCHITECT & ASSOCIATES PC 
2 GREG LANE 
EAST NORTHPORT, NY 11731 

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

NYC Department of Buildings
280 Broadway, New York NY 10007

4. Policy covers:

1 b. Business Telephone Number of Insured 
631-858-9388

le. NYS Unemployment Insurance Employer Registration 
;'lumber of Insured 
0872375 

Id. Federal Employer Identification Number of Insured or 
Social Security Number 
364773766 

3a. Name of Insurance Carrier 
HARTFORD LIFE AND ACCIDENT 

3b. Policy :'\umber of entity listed in box" I a'·: 
LNY646797 

3c. Pol icy effective period: 
01-01-2017 to 12-31-2018

a. 0 All of the employer's employees eligible under the New York Disability Benefits Law
b. Oonly the following class or classes of the employer's employees:

Under penalty of perjury. l ceni fy that I am an authorized representative or licensed agent of the insurance carrier referenced above and 
that the named insured has NYS Disability Benefits insurance coverage as described above. 

Date Signed 02-11-2017
c"',,.J..A 11wa.JJ: 

By _____________________________ _ 
(S1gnat•,rc of insurance ca1Ticr's authvrizcd representative or :,.;vs L,censc.:l Insurance Agent of that insurance ca1Ticr)

Telephone Number (800) 454-7020 Title_J\1ana2.er ___ _ 
L\IPORTA:'-IT: If box "4a"' is checl,ed, and this form is signed by the insurance cai-rier's authorized representatin or :\YS Licensed Insurance Agent of that 

carrier, this certificate is CO:\'IPLETf.. :\Jail ii directly to the certificate holder. 
If box '"4b'' is checked, this certificate is 'IOT CO'\I PLETE for purposes of Section 220, Subd. 8 of thr Disability Benefits Lall'. II must be mailed 
for completion to the Workers· Comp,�nsation Board, DB Plans Acceptanct !,;nit, 20 Park Street, Albany, New York 12207. 

PART 2. To be comoleted bv �YS Workers' Compensation Board (Only if box "4b" of Part 1 has been checked} 

State Of �ew York 
Workers' Compensation Board 

According to infom1ation maimained by the NYS Workers· Compensation Board, the above-named employer has complied with the 1\YS 
Disability Bene tits Law with respect to all of hisiher employees. 

Dare Signed______________ By 
--------------------------

(Signature of \"YS Workers· Cornpcnsatilm Board Employee) 

Telephone Number _____ . _____ _ Title __ ·--·-·--·-----·----·-------

Please J·Vote: On(v insurance carriers licensed to \fl'lfe 1.V}S d1sabila:,.: bene_(as insurance pu/Jc1es and J\'}S licensed insurance agents oj 
those insllrance carriers are awhori::ed to isslle For111 DB-I JO. I. Insurance brokers are NOT authorized to issue this form. 

DB-120.1 (5-06) 



� SRX 

I ;7r;i;�iy� .AC:C>RC,
<> 

CERTIFICATE OF LIABILITY INSURANCE � R045 

THIS CERTIFICATEIS ISSUED AS A MAHER 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 SUBROGATIONIS 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 CONTACT 
NAME 

BIN INSUF<ANCE HOLDINGS LLC/PHS PHONE 
( 866) 467-8730 IFA,X ( 888) 443-6112 (AfC, No, Ext): :(NC, No): 

505500 P: ( 866) 467-8730 F: ( 888) 443-6112 
E-MAIL 

ADDRESS: 

PO BOX 33015 INSURER(S) AFFORDING COVERAGE NAIC# 

SAN ANTONIO TX 7826:i INSURER A: Sentinel Ins Co LTD liOOO 

INSURED INSURER 8: Property & Casual�y Co of Hartford 34690 

INSURER C: 

JAM:t;S J STOUT & ASSOCIATES PC !\/SURER D: 

2 GR3G LN INSURERE: 

EAST NORTHPORT NY 11731 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 TYPE OF INSURA,YCE .<DDL SUHR POLICY Nl'.lfBER 
PUL/Cl'EFF POL/Cl' EXP LIMITS 

I.TR /.\'SR JIIJ,7) (,1/,1/ll)DIYYYYJ 1.i,wnn11'11•n 

COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE sl, 000, 000 
I CLAIMS-MADE � OCCUR DAMAGE TO RENTED !s1, ooo, oooPREMISES (Ea occurrence) 

A X General Liab 46 S3M UJ0636 02/10/2017 02/10/2018 MED EXP (Any one person) slO, 000 
>--

1s1, ooo, ooo PERSONAL & ADV INJURY 

GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s2,000,000 R POLICY D j:g.:; 0 LOC PRODUCTS - COMP/OP AGG s2,000,000 
OTHER: Is 

AUTOMOBILE LIABILITY 
COMBINED SINGLE LIMIT /sl,000,000 

>--
(Ea accident) 

ANY AUTO BODILY INJURY (Per person) Is >-- - SCHEDULED 
A 

ALL OWNED 
46 S3M ciJ0636 02/10/2017 02/10/2018 BODILY INJURY (Per accident) Is AUTOS AUTOS >-- -

HIRED AUTOS X NON-OWNED PROPERTY D AMAGE I_ 
- - AUTOS (Per accident) 1' 

js 
UMBRELLA LIAS H OCCUR EACH OCCURRENCE 

EXCESS LIAB CLAIMS-MADE AGGREGATE s 

oEDI I RETENTIONS s 

WORKl:.�RS COM PENSA TIO.\" 
IPER 

I IOTH-
AND l:'MPLOJ'EHS' 1,/;tHIUn' X STATUTE ER 
ANY P ROPRIETOR/PARTNER/EXECUTIVE Y/N E.L. EACH ACCIDENT 51,000,000 OFFICER/MEMBER EXCLUDED? 

D 
NIA --

(Mandatory in NH) 46 WEC Ai<.0257 02/10/2017 02/i0/201 8 E.L. DISEASE- EA EMPLOYEE 5 1,000,000 
-

If yes, describe under 
E.L. DISEASE - POLICY LIMIT 51,000,000 DESCRIPTION OF OPERATIONS below 

DESCRIPTION OF OPERATIONS I LOCATIONS I VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space is required) 

Those usual to the Insured's Operations. 

CERTIFICATE HOLDER CANCELLATION 

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED 

BEFORE THE EXPIRATION DATE THEREOF, NOTICE WILL BE 

DELIVERED IN ACCORDANCE WITH THE POLICY PROVISIONS. 
NYC Department of Buildings AUTHORIZED REPRESENTA T/VE 

280 BROADWAY 
7�- 7 Cl-;__/4-l-c�N2W YORK, NY 10007 

ACORD 25 (2014/01) 
© 1988-2014 ACORD CORPORATION. All rights reserved. 

The ACORD name and logo are registered marks of ACORD 



STATE OF NEW YORK RRI

WORKERS’ COMPENSATION BOARD R022

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
1a. Legal Name and address of Insured (Use street address only) 1b. Business Telephone Number of Insured

(631) 513-0133

JAMES J STOUT & ASSOCIATES PC

2 GREG LN
1c. NYS Unemployment Insurance Employer Registration
Number of Insured

EAST NORTHPORT NY 11731

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 or
Social Security Number

Wrap-Up Policy) 364773766

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

NYC DEPARTMENT OF BUILDINGS

3b. Policy Number of entity listed in box “1a”:
46 WEC AK0257

280 BROADWAY 3c. Policy effective period:
NEW YORK, NY 10007 02/10/2017 to 02/10/2018

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 “1a” 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: Danielle Clausen

(Print name of authorized representative or licensed agent of insurance carrier)

Approved by: 2/11/2017
(Signature) (Date)

Title: Operations Manager

Telephone Number of authorized representative or licensed agent of insurance carrier: (866)467-8730

Please Note: Only insurance carriers and their licensed agents are authorized to issue the C-105.2 form. Insurance
brokers are NOT authorized to issue it.
C-105.2 (9-07) www.wcb.state.ny.us
Form WC 88 31 21 C Printed in U.S.A Page 1 of 2



Workers’ Compensation Law

Section 57. Restriction on issue of permits and the entering into contracts unless compensation is secured.

1. The head of a state or municipal department, board, commission or office authorized or required by law to issue
any permit for or in connection with any work involving the employment of employees in a hazardous employment
defined by this chapter, and notwithstanding any general or special statute requiring or authorizing the issue of such
permits, shall not issue such permit unless proof duly subscribed by an insurance carrier is produced in a form
satisfactory to the chair, that compensation for all employees has been secured as provided by this chapter.
Nothing herein, however, shall be construed as creating any liability on the part of such state or municipal
department, board, commission or office to pay any compensation to any such employee if so employed.

2. The head of a state or municipal department, board, commission or office authorized or required by law to enter
into any contract for or in connection with any work involving the employment of employees in a hazardous
employment defined by this chapter, notwithstanding any general or special statute requiring or authorizing any
such contract, shall not enter into any such contract unless proof duly subscribed by an insurance carrier is
produced in a form satisfactory to the chair, that compensation for all employees has been secured as provided by
this chapter.

C-105.2 (9-07) Reverse
Form WC 88 31 21 C Printed in U.S.A Page 2 of 2
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