STATE OF NEW YORK
WORKERS' COMPENSATION BOARD
328 State Street
Schenectady, NY 12305

APPLICATION FOR SELF-INSURANCE

An application filed by an applicant for self-insurance under the Disability Benefits Law does not cover any of its subsidiary corporations. New York State requires that
each corporation desiring to self-insure under the Disability Benefits law file its own individual application. If additional applications are needed, they will be sent upon

The undersigned (hereinafter referred to as the applicant) hereby makes application for the status of a self-insurer under Sec.211, subd.3 of
Article 9 of the Workers' Compensation Law of New York State. In connection with such application the applicant makes the following
declarations for the purpose of enabling the Chair, Workers' Compensation Board, to make a finding of facts as to whether the applicant
possesses sufficient financial ability and has adequate facilities to render certain the payment of disability benefits to applicant's employees as
specified in the Law.

Application hereby agrees that if this application be approved such approval shall be subject to the applicant making and maintaining with the
Chair, Workers' Compensation Board, such deposit of securities or cash or an acceptable surety bond as, in the discretion vested in the
Chair, Sec.211 subd.3 of the law, may be required. Applicant further agrees to abide by all the provisions of such law and by the rules and
regulations governing self-insurers under Article 9 of the Workers' Compensation Law.

1. NAME OF APPLICANT 3.NYS U.l. EMPLOYER REG. NO. 6. DESIRED EFFECTIVE DATE OF

2. ADDRESS (Principal Office) 4. FEDERAL EMPLOYER ID NO. 7. CURRENT DISABILITY BENEFITS COVERAGE
(a) Insurance Co.

5. TELEPHONE NUMBER .
(b) Policy No.

8. NATURE OF BUSINESS (Describe briefly the general character of the operations performed).

9. PAYMENTS WILL BE MADE TO CLAIMANTS:
Atleast equal to requirements set forth in sec.204 (Statutory Benefits).
As provided by a Plan accepted under Sec.211, subd. 4 or 5 for employees covered by the Plan.
(If benefits are provided by a Plan, a copy of the application for acceptance of the Plan is attached and made a part hereof.)
IF PAYMENTS TO CLAIMANT EXCEED STATUTORY BENEFITS, FILING OF APLAN IS OPTIONAL. IN ABSENCE OF PLAN, APPLICANT WILL BE HELD
RESPONSIBLE FOR PAYMENT OF STATUTORY BENEFITS ONLY.

10. THE APPLICANT AS A SELF-INSURER WILL PAY BENEFITS TO THE EMPLOYER'S EMPLOYEES, AS FOLLOWS:
[J Allemployees eligible under the New York State Disability Benefits Law.
[ Allemployees eligible for benefits under the New York State Disability Benefits Law except those classes of employees eligible to receive benefits under another
policy or plan accepted by the Chair.
] Only the following class or classes of employees:

11.[] lintend to deal directly with my employees in Disability Benefits matters.

[ rintend to deal with my employees through a licensed self-insurance representative. (Give name and address and license number of representative).

12. IF ACORPORATION:

(a) Enter date when incorporated (b) Under laws of what State? (c) If not a New York corporation, enter date of registration in
New York State.

(d) Did you succeed anyone? [] Yes [JNo Ifso, whom did you succeed? (e) Has applicant any affiliates or subsidiaries with operations
in New York State? []Yes [JNo If "Yes", attach a list.

(f) If a subsidiary, enter name and address of parent company (g9) Enter parent's percentage of stock
ownership %

(h) ATTACH CERTIFIED COPY OF CERTIFICATE OF INCORPORATION.

13. IF A PARTNERSHIP:
(a) List the names and home addresses of all partners and designate whether they are general, special, limited, etc.

(b) Date partnership was established.

(c) ATTACH CERTIFIED COPY OF PARTNERSHIP AGREEMENT.

14. IF ASOLE PROPRIETORSHIP:

Home address of proprietor
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15. IF AN ASSOCIATION OF EMPLOYERS, ASSOCIATION OF EMPLOYEES OR TRUSTEE OR TRUSTEES:
(a) Attach a list of participating employers and a statement as to the source of funds for the payment of obligations.
(b) Attach a certified list of trustees.
(c) Attach a certified copy of trust indenture.
(d) Ifapplication is signed by other than a trustee, attach evidence of authority to execute application.

(e) Attach plan application.

16. ENTER NAMES OF OFFICERS

President Vice-President

Secretary Treasurer

IN ITEMS 17 THROUGH 23 BELOW, ENTER DATA FOR EMPLOYEES TO BE COVERED BY THIS APPLICATION.

17. LOCATIONS OF OFFICES, PLANTS 18. AVERAGE NO. OF | 19. EMPLOYEE 20. ESTIMATED 21. ESTIMATED NUMBER OF EMPLOYEES
EMPLOYEES FOR CONTRIBUTIONS AVERAGE NO. CONTRIBUTIONS
OR BRANCHES TO BE COVERED BY PRECEDING EOR PRECEDING OF EMPLOYEES OF EMPLOYEES 22 UNDER 123, BYA
12 MONTHS 12 MONTHS FOR ENSUING FOR ENSUING . .
SELFINSURANCE 12 MONTHS 12 MONTHS SEC.204 |~ PLAN
24. ATTACH A STATEMENT OF FINANCIAL CONDITION (a Form 10-K, an annual report or a certified independently audited financial statement)
STATE OF ..o
SS.:

CoUNtY Of e

, being duly sworn, says (s)he is the

of the above named applicant; that (s)he has carefully examined

the foregoing statement and the facts therein set forth are true.

Sworn to before me this ............... day of IMPRESS CORPORATE | seveeseerreresttsrannssnnereesssrsraasssssnnnreesisimsnnsnssnnnns
SEAL HERE* Signature of Owner, Partner or Authorized Official
Title
My cOmmISSION EXPIFES.......vvveveriieeeeennnnnn.
*If the corporation does not
have a seal, check here O
FOR BOARD USE ONLY
GREATER YR. NO. ONE HALF OF MINIMUM ADDITIONAL
OF EMPLOYEES CONTRIBUTIONS EXPOSURE EXPOSURE ADDITIONAL FOR OTHER FACTORS TOTAL EXPOSURE DEPOSIT
$ $ $ $ $

Information contained in this application shall not be open to public inspection.
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