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New York State tnsurance Fund PO Box 66699, Albany, NY 12206
| nysif.com

CERTIFICATE OF WORKERS' COMPENSATION INSURANCE

AANAAA 113514845
ONE WORLD JUDICIAL SERVICES INC
172 BROOK AVE SUITE A

DEER PARK NY 11729
SCAN TO VALIDATE
AND SUBSCRIBE
POLICYHOLDER CERTIFICATE HOLDER
ONE WORLD JUDICIAL SERVICES INC NASSAU CNTY DEPT SCL SVCES
172 BROOK AVE SUITE A 60 CHARLES LINDBERGH BLVYD 180
DEER PARK NY 11729 UNIONDALE NY 11553
POLICY NUMBER CERTIFICATE NUMBER POLICY PERIOD DATE
11457 8256-4 977424 06/03/2022 TO 06/03/2023 6/6/2022

THIS 1S TO CERTIFY THAT THE PCLICYHOLDER NAMED ABOVE IS INSURED WITH THE NEW YORK STATE INSURANCE
FUND UNDER POLICY NO. 1457 826-4, COVERING THE ENTIRE OBLIGATION OF THIS POLICYHOLDER FOR
WORKERS' COMPENSATION UNDER THE NEW YORK WORKERS' COMPENSATION LAW WITH RESPECT TO ALL
OPERATIONS IN THE STATE OF NEW YORK, EXCEPT AS INDICATED BELOW, AND, WITH RESPECT TO OPERATIONS
OUTSIDE OF NEW YORK, TO THE POLICYHOLDER'S REGULAR NEW YORK STATE EMPLOYEES ORNLY.

IF YOU WISH TO RECEIVE NOTIFICATIONS REGARDING SAID POLICY, INCLUDING ANY NOTIFICATION OF GANCELLATIONS,
OR TO VALIDATE THIS CERTIFICATE, VISIT OUR WEBSITE AT HTTPS://WWW.NYSIF.COM/CERT/CERTVAL.ASP. THE NEW
YORK STATE INSURANCE FUND IS NOT LIABLE IN THE EVENT OF FAILURE TO GIVE SUCH NOTIFICATIONS,

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS NOR INSURANCE

COVERAGE UPON THE CERTIFICATE HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR ALTER
THE COVERAGE AFFORDED BY THE POLICY.

NEW YORK STATEANSURANCE FUND

[ lw

DIRECTOR, INSURANCE FUND UNDERWRITING

VALIDATION NUMBER: 196380569
U-26.3



~ géﬁg o ation  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 carriet

1a. Legal Name & Address of Insured (use street address only) 1b. Business Telephone Number of Insured
ONE WORLD JUDICIAL SERVICES INC 631-667-8260
PO Box 93

172 BROOK AVENUE, SUITE A
DEER PARK, NY 11729
1c. Federal Employer Identification Number of Insured

. : or Social Security Number
Waork Location of Insured (Only requirad if coverage Js specificalty limited to
cerfain focations in New York State, .e., Wrap-Up Policy) 113514845

2. Name and Address of Entity Requesting Proof of Coverage 3a. Name of Insurance Carrier
{Entity Being Listed as the Ceriificate Holdar}

Nassau County
Department of Social Services

ShelterPoint Life Insurance Company

3b. Policy Number of Enfity Listed In Box "1a"

60 Charles Lindbergh Bivd, Ste 160 DBL255551
Uniondale, NY 11553 3c. Policy effective peried
06/01/2021 to 05/31/2023

4. Policy provides the following benefits:
A, Both disability and paid family leave benefits.
l:] B. Disability benefits only.
D C. Paid family leave benefils anly.
5. Policy covers:
E A. All of the employers employees eligible under the NYS Disability and Paid Family Leave Benefits Law.
[ B- Only the following class or classes of employar'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.

{Signature of insurance carrler's authorlzed representative or NYS Licensed Insurance Agent of that insurance carrier)

Date Signed

Telephone Number _516-829-8100 Name and Title _Richard White, Chief Executive Officer

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 s 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 5208, 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 ithe 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 Nofe: Only insurance carriers licensed to write NYS disabiiity and paid family leave benefits insurance policies and NYS licensed instirance
agents of those Insurance carriérs are authorized to issue Form DB-120.1. Insurance brokers are NOT authorized o issue this form.

ANAIC I||II|II|II|IIIIIIH||||m

DB-120.1 (12-21) |‘
DB-120.1 (L12-21




Additional Instructions for Form DB-120.1

By signing this form, the insurance carrier identified in Box 3 on this form is certifying that it is insuring the business
referenced in Box 1a for disability and/or Paid Family Leave benefits under the NYS Disability and Paid Family Leave
Benefits Law. The insurance carrier or its licensed agent will send this Certificate of Insurance Coverage (Certificate) to
the entity listed as the certificate holder in Box 2.

The insurance carrier must notify the ahove certificate holder and the Workers' Compensation Board within 10 days IF a
policy is cancelled 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 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 cate listed in Box 3¢, whichever is earlier,

This Certificate is issued as a matter of information only and conferé no rights upen the certificate holder, This Certificate
does not amend, extend or alter the coverage afforded by the policy listed, nor does it confer any rights or responsibilities
beyond those contained in the referenced policy.

This Certificate may be used as evidence of a NYS disability and/or Paid Family L.eave benefits contract of insurance only
while the underlying policy is in effect.

Please Note: Upon the cancellation of the disability and/or Paid Family Leave benefits policy indicated on this
form, if the business continues to be named on a permit, license or contract issued by a certificate holder, the
husiness must provide that certificate holder with a new Certificate of Insurance Coverage for NYS disability and/
or Paid Family Leave Benefits or other authorized proof that the business is complying with the mandatory
coverage requirements of the NYS Disability and Paid Family Leave Benefits Law. '

NYS DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW
§220. Subd. 8

(a) The head of a state or municipa! 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 employment as defined in this article,
and not withstanding 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 the
payment of disability benefits and after January first, two thousand and twenty-one, the payment of family leave benefits
for all employees has been secured as provided by this article. Nothing herein, however, shall be construed as creating
any liability on the part of such state ar municipal department, board, commission or office o pay any disability benefits to
any such employee if so employed.

(b) 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 employment as defined in this
article and notwithstanding any general or special statute requiring or autherizing any such contract, shall not enter into
any such cantract unless proof duly subscribed by an insurance carrier is produced in a form satigfactory to the chair, that
the payment of digability benefits and after January first, two thousand eighteen, the payment of family leave benefits for
all employees has been secured as provided by this article.

DB-120.1 (12-21) Reverse
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CERTIFICATE OF LIABILITY lNSURANCE

DATE {MM/DD/YYYY)

3/7/2022

THIS GERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE GERTIFICATE 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{fes) 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
certificate holder in lieu of such endorsement(s).

PRODUCER

Lombardo-Scotti Agency, Ltd.
733 Yonkers Avenue

Suite 304

Yonkers, NY 10704

CONTACT
NAME;

E\“fé"‘:rfn Ex: (914)963-7800

FAX
{AIC, No):

-MA
ADDRESS:

INSURER(S) AFFORDING COVERAGE

NAIC #

INSURER A : Hiscox

Hiscox

INSURED — Oine World Judicial Services, Inc. INSURER B ;
172 Brook Ave. Suite A INSURER G :

P.C. Box 83 INSURERD

Deer Park, NY 11729 INSURERE :

INSURERF ;

COVERAGES CERTIFICATE NUMBER:

REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLIGIES CF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMEDR ABOVE FOR THE POLICY PERICD
INDICATED., NOTWITHSTANDING ANY REQUIREMENT, TERM CR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TC WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFCORDED BY THE POLICIES DESCRIBED HEREIN 1S 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_| POLICY EXP
LTR TYPE OF INSURANCE INSD | WVD POLICY NUMBER {MMIDDAYYY) | {MM/DDNYYY) LIMITS
A | K| COMMERCIAL GENERAL LIABILITY UDC4365171 BOP 22 01111422 01/11/23 | EACH OCCURRENCE $ 2,000,000
| DAMAGE TO RENTED
cLams-MADE | X | OCCUR PREMISES (Ea ocourrence) 8 100,000
MED EXP (Any one person} 3 5,000
I 'PERSONAL & ADV INJURY $ incl
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREQGATE $ 2,000,000
X| poLicy |:’ e |:| Loc PRODUCTS - COMPIOP AGG | § 2,000,000
OTHER: $
AUTOMOBILE LIABILITY cE(;nglglcmEEnsleE TIaTT P
ANY AUTO BODILY INJURY (Per person) | §
ALL OWNED SCHEDULED N
AUTOS AUTOS BODILY INJURY (Per accident) | §
] NON-OWNED PROPERTY DAMAGE )
HIRED AUTOS | AUTOS {Per accidant)
3
UMBRELLA LIAB OCCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED 1 | RETENTION $ 3
WORKERS COMPENSATION PER OTH-
AND EMPLOYERS' LIABILITY YIN StArure || 24
ANY PROPRIETORIPARTNER/EXECUTIVE E.L. EACH ACCIDENT 3
OFFICERMMEMBER EXCLUDED? I:] NiA
{Mandatory in NH) E.L. DISEASE - EAEMPLOYEE | $
If yes, describe under s
DESCRIPTION OF GPERATIONS bolow E.L DISEASE - POLIGY LIMIT | $

the

Nassau County Department of Social Services.

DESGRIPTION OF OPERATIONS / LOCATIONS / VEHIGLES (ACORD 101, Additional Remarks Schodule, may be attached if more space |s required)

If required by written contract or permit the following are included as additional insued per form BOPES422CW (0215); County of Nassau and

CERTIFICATE HOLDER

CANCELLATION

Nassau County

Department of Social Servcies

60 Charles Lindbergh Blvd, Ste 160
Uniondale, NY 11553

BHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANGELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN

ACCORDANCE WiTH THE POLICY

PROVISIONS.

AUTHORIZED REPRESENTATIVE

ACORD 25 (2013/04)

©1988-2013 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD




COUNTY OF NASSAU
POLITICAL CAMPAIGN CONTRIBUTION DISCLOSURE FORM

1. Has the vendor or any corporate officers of the vendor provided campaign contributions pursuant to the New York

- State Election Law in (a) the period beginning April 1, 2016 and ending on the date of this disclosure, or {b), beginning
April 1, 2018, the period beginning two years prior to the date of this disclosure and ending on the date of this
disclosure, to the campaign committees of any of the following Nassau County elected officials or to the campaign
committees of any candidates for any of the following Nassau County elected offices: the County Executive, the County
Qlerk, the Comptroller, the District Attorney, or any County Legislator?

YES NO X If yes, to what campaign committee?

2. VERIFICATION: This section must be signed‘ by a principal of the consultant, contractor or Vendor authorized as a
signatory of the firm for the purpose of executing Contracts.

The undersigned affirms and so swears that he/she has read and understood the foregoing statements and they are, to
his/her knowledge, true and accurate.

The undersigned further certifies and affirms that the contribution(s) to the campaiagn committees identified above were
made freely and without duress. threat or any promise of a governmental benefit or in exchange for any benefit or
remuneration.

Electronically signed and certified at the date and time indicated by:
SUSAN CORTINA [SC@ONEWORLDJUDICIAL.COM]

Dated: 07/12/2022 09:04:50 AM Vendor: ONE WORLD JUDICIAL SERVICES INC

Title: PRESIDENT

Page 1 0of 1 Rev. 3-2016



