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Affidavit For New York Entities With No Employees And Certain Out Of State Entities, That New
York State Workers’ Compensation And/Or Disability Benefits Insurance Coverage Is Not Required
(Please contact an attorney if you have any questions regarding this form.)

Because this is a sworn affidavit, employees of the Workers’ Compensation Board cannot assist applicants in answering questions about this form.

**This form cannot be used to waive the workers’ compensation rights or obligations of any party.**

The applicant may use this Affidavit ONLY to show a government entity that New York State specific workers’
compensation and/or disability benefits insurance is not required. The applicant may NOT use this form to show either other
businesses or those businesses’ insurance carriers that such insurance is not required.
Applicant must either fax or mail this completed form to the closest New York State Workers’ Compensation Board office at the
fax number or address listed on the top of this form.
Incomplete forms will be returned, UNSTAMPED.
Please note: This statement must FIRST be notarized and THEN sent to be stamped as received by the New York State Workers'
Compensation Board. This affidavit will not be accepted by government officials one year after the date stamped as received by
the Workers’ Compensation Board.

UPON RECEIPT OF A FULLY COMPLETED FORM WC/DB-100, the Workers’ Compensation Board will stamp this
form as received and return it to you by either mail or fax within 5 business days. Please provide a copy (or the original, if
required by the government entity) of this stamped form to the government entity from which you are requesting a permit,
____________________________________________________________
license or contract.

In the Application of (Business Name and Address)
___________________________________________
___________________________________________
___________________________________________
for a __________________________ permit/license/contract
State of ___________________ )
) ss.:
County of _________________ )
1.___________________________________ (applicant’s name) being duly sworn, deposes and says:
1a) I am the __________________ (position) with the above-named business, a/an _______________________(nature of
business—e.g,. building contractor, occupational therapist, food cart vendor, etc). The telephone number of the business is
(_____)___________________. The Federal Employer Identification Number of the business (or the Social Security
Number of the business owner) is _________________________. I affirm that due to my position with the above-named
business I have the knowledge, information and authority to make this affidavit.
2. My personal address is __________________________________________________ and my home telephone number is
(_____)___________________.
3. That the above named business is applying for a ____________________________________ (type of permit/ license/contract
applying for) from ___________________________________________ (governmental entity issuing the permit/ license/contract).
3a){Optional -- Location of where work will be performed in New York State_____________________________________________
_________________________________________________ from ______________to______________ (dates necessary to complete
work associated with permit/license/contract). The estimated dollar amount of project is ___________________________________. }
4. That the above named business is certifying that it is NOT REQUIRED TO OBTAIN NEW YORK STATE SPECIFIC
WORKERS’ COMPENSATION INSURANCE COVERAGE for the following reason (to be eligible for exemption, applicant must be
able to truthfully check ONE of the boxes from 4a. through 4i.):
4a.) the business is owned by one individual and is not a corporation. Other than the owner, there are no employees, day labor,
leased employees, borrowed employees, part-time employees, unpaid volunteers (including family members) or subcontractors.
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4b.) the business is a LLC, LLP, PLLC, PLLP or a RLLP; OR is a partnership under the laws of New York State and is not a
corporation. Other than the partners or members, there are no employees, day labor, leased employees, borrowed employees, parttime employees, unpaid volunteers (including family members) or subcontractors. (Must attach separate sheet with a list of all the
partners/members names and also with the signatures of all the partners/members – Limited Partnerships must ONLY list General Partners.)

4c.) the business is a one person owned corporation, with that individual owning all of the stock and holding all offices of the
corporation. Other than the corporate owner, there are no employees, day labor, leased employees, borrowed employees, part-time
employees, unpaid volunteers (including family members) or subcontractors.
4d.) the business is a two person owned corporation, with those individuals owning all of the stock and holding all offices of the
corporation (each individual must own at least one share of stock). Other than the corporate owners, there are no employees, day
labor, leased employees, borrowed employees, part-time employees, unpaid volunteers (including family members) or
subcontractors. (Must attach separate sheet with a list of the names of both owners, and also with both owners’ signatures.)
4e.) the applicant is a nonprofit entity (under IRS rules). With the exception of clergy or teachers, the nonprofit has no compensated
individuals providing any services including subcontractors.
4f.) the business is a farm with less than $1,200 in payroll the preceding calendar year.
4g.) the applicant is a homeowner serving as the general contractor for his/her primary/secondary personal residence. The homeowner
has no employees, day labor, leased employees, borrowed employees, part-time employees or subcontractors.
4h.) other than the business owner(s) and individuals obtained from a registered temporary service agency, there are no employees,
day labor, leased employees, borrowed employees, part-time employees, unpaid volunteers (including family members) or
subcontractors. Other than the business owner(s), all individuals providing services to the business are obtained from a registered
temporary service agency and that agency has covered these individuals for New York State workers' compensation insurance. In
addition, the business is owned by one individual or is a partnership under the laws of New York State and is not a corporation; or
is a one or two person owned corporation, with those individuals owning all of the stock and holding all offices of the corporation..
4i.) the out-of-state entity has no NYS employees and/or NYS subcontractors AND ALL work related to the permit, license or
contract is done outside of NYS; OR ALL employees are direct employees of a government entity outside of New York (Applicant
MUST attach a certificate of insurance from its foreign or other State’s workers’ compensation insurance policy to this Affidavit).
5. That the above named business is certifying that it is NOT REQUIRED TO OBTAIN NEW YORK STATE DISABILITY
BENEFITS INSURANCE COVERAGE for the following reason (to be eligible for exemption, applicant must be able to truthfully
check ONE of the boxes from 5a. through 5f.):
5a.) the business is owned by one individual or is a partnership under the laws of New York State and is not a corporation; or is a one
or two person owned corporation, with those individuals owning all of the stock and holding all offices of the corporation or is a
business with no NYS location. In addition, the business does not require disability benefits coverage at this time since it has not
employed one or more individuals on at least 30 days in any calendar year in New York State. (Independent contractors are not
considered to be employees under the Disability Benefits Law.)
5b.) the applicant is a political subdivision that is legally exempt from providing statutory disability benefits coverage.
5c.) the applicant is a nonprofit with NO compensated individuals providing services; or is a religious, charitable or educational
nonprofit with no compensated individuals providing services except for executive officers, clergy, sextons, teachers or professionals.
5d.) the business is a farm and all employees are farm laborers.
5e.) the applicant is a homeowner serving as the general contractor for his/her primary/secondary personal residence. The homeowner
has not employed one or more individuals on at least 30 days in any calendar year in New York State. (Independent contractors are
not considered to be employees under the Disability Benefits Law.)
5f.) other than the business owner(s) and individuals obtained from the temporary service agency, there are no other employees. Other
than the business owner(s), all individuals providing services to the business are obtained from a registered temporary service agency
and that agency has covered these individuals for New York State disability benefits insurance. In addition, the business is owned by
one individual or is a partnership under the laws of New York State and is not a corporation; or is a one or two person owned
corporation, with those individuals owning all of the stock and holding all offices of the corporation.
6. By signing my name below, I hereby affirm that the statements made herein are true, that I have not made any materially false statements and
I make this affidavit under the penalties of perjury. I further affirm that I understand that any false statement, representation or concealment will
subject me to felony criminal prosecution, including jail and civil liability in accordance with the Workers’ Compensation Law and all other New York
State laws. I also hereby affirm that if circumstances change so that workers’ compensation insurance and/or disability benefits coverage is required, the
above-named business will immediately acquire appropriate New York State specific workers’ compensation insurance and/or disability benefits coverage
and also immediately furnish proof of that coverage on forms approved by the Chair of the Workers’ Compensation Board to the government entity listed
in item 3 on the front of this form
_______________________________________________________
(Applicant’s Signature -- first and last name)

Sworn to before me this ____________
Day of _____________________, 20__
_______________________________
Notary Public
NYS Workers’ Compensation Board Received Stamp
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