








































































































































































































































































































































































































































































































































































































































































































































































The ACORD name and logo are registered marks of ACORD

CERTIFICATE HOLDER

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

AUTHORIZED REPRESENTATIVE

CANCELLATION

DATE (MM/DD/YYYY)CERTIFICATE OF LIABILITY INSURANCE

LOCJECT
PRO-POLICY

GEN'L AGGREGATE LIMIT APPLIES PER:

OCCURCLAIMS-MADE

COMMERCIAL GENERAL LIABILITY

PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $

MED EXP (Any one person) $

PERSONAL & ADV INJURY $

GENERAL AGGREGATE $

PRODUCTS - COMP/OP AGG $

$RETENTIONDED

CLAIMS-MADE

OCCUR

$

AGGREGATE $

EACH OCCURRENCE $UMBRELLA LIAB

EXCESS LIAB

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

INSR
LTR TYPE OF INSURANCE POLICY NUMBER

POLICY EFF
(MM/DD/YYYY)

POLICY EXP
(MM/DD/YYYY) LIMITS

PER
STATUTE

OTH-
ER

E.L. EACH ACCIDENT

E.L. DISEASE - EA EMPLOYEE

E.L. DISEASE - POLICY LIMIT

$

$

$

ANY PROPRIETOR/PARTNER/EXECUTIVE

If yes, describe under
DESCRIPTION OF OPERATIONS below

(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?

WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N

AUTOMOBILE LIABILITY

ANY AUTO
ALL OWNED SCHEDULED

HIRED AUTOS
NON-OWNED

AUTOS AUTOS

AUTOS

COMBINED SINGLE LIMIT

BODILY INJURY (Per person)

BODILY INJURY (Per accident)
PROPERTY DAMAGE $

$

$

$

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.

INSD
ADDL

WVD
SUBR

N / A

$

$

(Ea accident)

(Per accident)

OTHER:

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.
IMPORTANT:  If the certificate holder is an ADDITIONAL INSURED, the policy(ies) 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).

COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

INSURED

PHONE
(A/C, No, Ext):

PRODUCER

ADDRESS:
E-MAIL

FAX
(A/C, No):

CONTACT
NAME:

NAIC #

INSURER A :

INSURER B :

INSURER C :

INSURER D :

INSURER E :

INSURER F :

INSURER(S) AFFORDING COVERAGE

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

INS025 (201401)

2/3/2017

Global Underwriters Agency, Inc.
20 Highland Avenue

Metuchen NJ 08840

Kim Materano
(732)632-2790 (732)632-2779

kmaterano@globalindemins.com

Carlo Lizza & Sons Paving Inc
200 Winding Road

Old Bethpage NY 11804

AXIS INS CO 37273
National Casualty Ins Co. 11991 
Starr Indemnity  & Liability 38318 

16/17

A
X

X

X

X Y MNP78736516 5/13/2016 5/13/2017

2,000,000
50,000
10,000

2,000,000
4,000,000
4,000,000

B

X
X
X

X CAO7769346 5/13/2016 5/13/2017

1,000,000

Underinsured motorist 50,000

C
X

X 1000022744 5/13/2016 5/13/2017

5,000,000
5,000,000

RE: FMS ID: HW349FED3 E-PIN: 8501680022001/DOC PIN: 8502016HW0006C RESURFACING WITH 2" ASPHAL TIC 
CONCRETE WEARING AND GENERAL REPAIRS ETC.-BOROUGH OF QUEENS (FEDERAL 
EARMARK) 
THE NEW YORK CITY DEPARTMENT OF DESIGN & CONSTRUCTION, ACCO, THE CITY OF NEW YORK, INCLUDING ITS 
OFFICIALS AND EMPLOYEES, THE NEW YORK CITY TRANSIT AUTHORITY (NYCTA), MANHATTEN AND BRONX SURFACE TRANSIT 
OPERATION AUTHORITY (MABSTOA), STATEN ISLAN RAPID TRANSIT OPERATION AUTHORITY (SIRTOA), METROPOLITAN 
TRANSPORTATION AUTHORITY (MTA), ITS SUBSIDIARIES AND AFFILIATED COMPANIES, NEW YORK STATE, INCLUDING ITS 

Kim Materano/CSR48

New York City Department of Design 
& Construction Insurance Unit/ACCO 
Office of the Agency Chief Contracting 
30-30 Thomson Ave 
4th Floor 
Long Island City, NY  11101



COMMENTS/REMARKS

COPYRIGHT 2000, AMS SERVICES INC.OFREMARK

OFFICIALS AND EMPLOYEES, AND FEDERAL TRANSIT ADMINISTRATION INCLUDING ITS OFFICIALS AND 
EMPLOYEES ARE INCLUDED AS ADDITIONAL INSURED AS RESPECTS GENERAL, AUTO & UMBRELLA 
LIABILITY AS REQUIRED BY WRITTEN CONTRACT. GENERAL LIABILITY INCLUDES ONGOING & COMPLETED 
OPERATIONS. WAIVER OF SUBROGATION APPLIES TO GENERAL LIABILITY PER WRITTEN CONTACT. 



















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

1a. Legal Name and Address of Insured (Use street address only) 1b. Business Telephone Number of Insured

1c. NYS Unemployment Insurance Employer Registration
Number of Insured

1d. Federal Employer Identification Number of Insured
or Social Security Number

2. Name and Address of the Entity requesting Proof of Coverage
(Entity being listed as the Certificate Holder)

3b. Policy Number of Entity listed in box "1a":

3c. Policy effective period:

to

4. Policy covers:

a.           All of the employer's employees eligible under  the New York Disability Benefits Law 

b.           Only  the  following class or classes of the employer's employees:

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 NYS Disability Benefits insurance coverage as described above.

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

TitleTelephone Number
IMPORTANT: If box "4a" is 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" is checked, this certificate is NOT COMPLETE for the purposes of Section 220, Subd. 8 of the Disability Benefits Law.
It must be mailed for completion to the Worker's Compensation Board, DB Plans Acceptance Unit, 328 State Street, Schenectady, NY 12305.

PART 2. To be completed by NYS Worker's Compensation Board (Only if box "4b" of Part 1 has been checked)

State of New York
Worker's Compensation Board

According to information maintained by the NYS Worker's Compensation Board, the above-named employer has complied with the NYS 
Disability Benefits Law with respect to all of his/her employees. 

ByDate Signed
(Signature of NYS Worker's Compensation Board Employee)

TitleTelephone Number

Please Note: Only insurance carriers licensed to write NYS Disability 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.

3a. Name of Insurance Carrier
ShelterPoint Life Insurance Company

DB-120.1 (9-15)

CARLO LIZZA & SONS PAVING INC 516-938-2566

200 WINDING ROAD 6040214

OLD BETHPAGE, NY 11804

112405784

THE INCORPORATED VILLAGE OF FLOWER HILL

1 BONNIE HEIGHTS ROAD DBL69347

MANHASSET, NY 11030

02/01/2016 01/31/2018

✘

10/6/2016

516-829-8100 Chief Executive Officer



Additional Instructions for Form DB-120.1 

DISABILITY BENEFITS LAW 

§220. Subd. 8

This certificate is issued as a matter of information only and confers no rights upon 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 Disability Benefits contract of insurance only while the underlying policy is in effect. 

Please Note: Upon the cancellation of the disability 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 business must provide that certificate holder with a new 
Certificate of NYS Disability Benefits Coverage or  other authorized proof that the business is complying with the mandatory 
coverage requirements of the New York State Disability Benefits Law.  

DB-120.1 (9-15) Reverse 

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 benefits under the New York State Disability Benefits Law. The Insurance Carrier or its 
licensed agent will send this Certificate of Insurance to the entity listed as the certificate holder in box "2". 

(a)  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 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 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 or municipal department, board, commission or office to 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 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 the payment 
of disability benefits for all employees has been secured as provided by this article.  

Will the carrier notify the certificate holder within 10 days of a policy being cancelled for non-payment of premium or within 30 days if 
cancelled for any other reason or if the insured is otherwise eliminated from the coverage indicated on this certificate prior to the end of 
the policy effective period? YES NO
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