NEW YORK STATE INSURANCE FUND
NYSIF Document-Control Center-Digability Undetwriting
1 Watervliet Ave-Ext, Albany, NY 12208
(866) 897- 4332

Policy Number Document Type Document Number Petiod Covered %] Daie
'DBL $£982 44-2 INFORMATION PAGE B 6306900 01/01/2023 To 01/01/2024. 11/17/2022
ASSURED: REPRESENTATIVE: 55885
MERCY HOUSE OF THE SOUTHERN TIER, I ‘JOHN M PAULIN ~ STATE FARM
212 N MCKINLEY AVE 672 MAIN ST
ENDICOTT NY 13760 JOBNSON CITY NY 13790 1845

. ) * "PERIOD OF 'E:GVE_R.I\GE"-BEGXH.‘;\' RHB _E_NDS.NE TRELYE AND ONE MINUTE O'CLOCK A.M. EASTERN STMNDRRD Tikz.
TYPE OF BUSINESS: CORPORATION '

DISABILITY BENEFITS AND PAID FAMILY LEAVE INFORMATION PAGE: RENEWAL

'THIS' POLICY ‘IS WRITTEN TO BE EFFECTIVE AND WILL REMATN TN FORCE UNTIL. CANCELLED IN
ACCORDANCE WITH THE PROVISIONS OF THE POLICY AS PER-THE ENCLOSED INSURING AGREEMENTS,

DISABILITY BENEFITS COVERAGE ENTITLES YOUR EMPLOYEES TO A ‘CLAIM BENEFIT RATE EQUAL TO
ONE HALF THE AVERAGE WEEKLY WAGE OF THE EWPLOYEE Ur TO. MAXIMUM CLAIM BENEFIT RATE OF
$170..00 PER WEEK FOR 26 WEEKS, IF: REQUIRED

PAID FAMILY LEAVE BENEFITS ARE DETAILED IN THE PAID FAMILY LEAVE RIDER SENT UNDER
SEPARATE COVER.

EARNED PREMIUMS SHALL BE DETERMINED FOR THE PERIOD FROM 1/1/2023 TO 1/1/2024 AND
ANNUALLY THEREAFTER 1IN ACCORDANCE WITH PAYROLL EXPENDITURES. TO RE REPORTED BY THE
POLICYHOLDER ©ON A FORM PRESCRIBED BY THE STATE FUND OR BY ACTUAL PREMIUM AUDIT.

THE MINIMUM DISABILITY PREMIUM SHALL BE $60.00 FOR EACH YEARLY 'PERIOD OR LESS.

DISABILITY BENEFITS

MALE WAGES $17,680.00 14% $24.75

FEMALE WAGES. $459,680.00 .14% $643.55
1. STANDARD ‘RATE PREMIUM (WITH DB OPTION 1 x STATUTORY COVG) $668. 30
2. STATE FUND MODIFICATION (0% OF ITEM 1) $0.00
3. DISABILITY STATE FUND PREMIUM $668.30
4. DTSABILITY DEPOSIT REQUIRED (25% OF ITEM 3) $167.08

*PALD FAMILY LEAVE o o

MALE WAGES (PFL) $24,483.00 - 455% $111.40

FEMALE. WAGES (PFL) $555,259.00 L&55% '$2 526.43
5. PFL PREMIUM $2,637.83
6. PFL DEPOSIT REQUIRED (25% OF ITEM 3 $659.46

COMBINED. DISABILITY AND PFL. PREMIUM
A. TOTAL STATE FUND PREMIUM (ITEM 3 PLUS 5) $3,306.13
B. TOTAL DEPOSIT REQUIRED (ITEM 4 PLUS 6) $826.54

*Please note that these rates reflect the current year Paid Famlly Leave (PFL} premlum rates. The Department
of Financial Services sets the PFL, rate annually. All policies. ragardless of tha policy's isaue .date or.
renawal date, will ‘be bhilled at that new rszte for all days of coverage after January L.

THIS POLICY. PREMIUM WILL BE RECONCILED UPON THE RECEIPT OF COMPLETED PAYROLL. REPORT(S}
OR AUDIT FOR THE PERIOD INDICATED AEBOVE. IF THE ANNUAL PAYROLL IS NOT REPORTED WITHIN
30 DAYS FROM THE AUDTT PERIOD, NYSTE WILL ADD A PREMIUM ADJUSTMENT TO THE AUDIT PERIOOD
UNTIL PAYROLL IS REPORTED.

IF YOU HAVE ANY QUESTIONS PLEASE CALL (866) 687-4332
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STATE OF NEW YORK |
WORKERS' COMPENSATION BOARD

NOTICE OF COMPLIANCE
DISABILITY BENEFITS LAW

1. if you are unable to work because of an- rilneas orinjury not work-related,

you riiay be entitled to reciive weekly- benefits. from your. employer, or
his or her’ insurance  company, or from the Special Fung for D:sabmty'

Benefits.
2. Jo- glalm t;engﬂts you must file a ¢lgim form, within 30 days from the first

date. of your dlsamhly but in" no- event: moere than 26 weeks from stch
date.

3..Use one of the following clairs forms:

-if, when your disability beging, you are empioyed orare unemployed for:
faur weeks or less, use claim-form. DB-450, which you may obtain from:
your employer, his or her insurance: carrdef, your. health provider or any.

office of the Workers' Compensation Board, and send it o vour emplayesr
-of the-insurance carrier named below.

-If. when your disabiiity begins, you. have been unemployed more than
four weeks, use claim. form BB-300. which you may obiain from any
Unemployment Insurarice Office, your health provider ar any office of the
Workers' Compensation Board. Send cofipléted: claim form fo the
Workers' Compensation Board, Digability Benefiis Bureau, Albany, Mew
York 12241,

vomplete the "He_a_]th Ca_re Pro\_nders _Sta_tement" on the c!alm form
showing your period of disability.

4 You are entitled 1o be ‘treated by any physician, chiropractor, dentis;
nurse-midwife, podiatrist ar psycholaglst of your choice.. However, unlike
workers' comgensation, your medical bills wili not ba pald unless your
arplgyer andfor union provides for the gayment of sueh bills uhder &
Disability Berefits Plan or Agreement;

i you are il or infured during the time you are receiving Unempioyment
insurance Benefits, file a claim for Disabilty Benefits’ as soon as you
__.s‘a'n the'injury or ilness, by following the instructions outlined above,

. ¥ you are out of work ih.excess of seven days, your employer is reguired
1w send you a Disabllity Benafits Statément-of Rigfits. (Ferm DB- 271}

7 Dther information about Disabilily Benefits may be obtained- by wntmg or
<atiing the nearest Workers' Compensation Board Office;

WORKERS' COMPENSATION BOARD OFEICES.

Albany, 12241 - 100 Bicadway-Menants.- {866) 7505157
Binghamton,. 13901 - State Office-Bldg,-44 Hawiey St.- (866) 8023604
‘Brookiyn, 11201 - 114 Livingston St.. - Brooklyn --{800) 8771373
Buffale. 14202:- Statisr Towers - 107 Delaware Ave. - (866) 211-0645
‘—leuppauga 14788 - 220 Rabro Drive - Sule 100 - (866) 581 5354
Hempstead, 11550 - 175 Fultan. Averiue - (868) B05-3630
New York, 10027 - 216 W.125th St. - Manhattan - (800) 877-1373

* Peekskill, 10566 - 41 North Division St. - (866) 746-0552,
Queens, 11432 -168-48 91stAve, - Jamaica (800) 877-1373
Rochester, 14614 - 130 Main Streat West - {866) 211-0644.

Syracuse, 13203 = 935 James St~ (866)°802-3730

Els

ESTADO DE NUEVA YORK
JUNTA DE COMPENSACION OBRERA

AVISO DE CUMPLIMIENTO
LEY DE. BENEFICIOS POR
INCAPACIDAD A LOS EMPLEADOS

1. 8 usted no puede debido a énfermedad o lesidn no relacmnada con gi
trabajo podiia fener derecho = recibir beneficios semanales de su
patron-o de la compariia de seguros de &l/elia o det Fondo Especial pata
Beneficios por Incapacidad.

2. Par reclamar bepeficios _usted debe presentar _upa forma  de
reclamacion, dentio. 30 dias = nﬁmr de iz _primera fecha de su
incapacidad. pero en ningun caso mas de.28 semanas de dichs fecha

3. Use.una de las siguientes formas de reclamacion:

-3i, cuando comience su incapacidad usted & ésta eémpleands & na

estadd desempleando por cuatro-semanas o menogs, Use la forms ae
reclamacion {Fom': DB- 450}, la’cual pugde oblener de-su patron o de i
compafiia de seguros de éllella, o de su proveedor de’ cuidados de
salud, o-bien.de cualguier oficina de fa Junta de Compensacidn Obrers,
y-anviela a'su Patrdn-a alg'compania de seguras Rombrada abajo.

»S: cuands comience su incapacidad. usted ba estado’ desempleada
mas de cilatré semanas; Lse ia forma de reclamacidn (Form DB-300),
cual puede obtener en cualquler-Cficina de Segure. Désempleo, de su
proveedor de salud, o bien de cualquier oficing de la Junta de
Compensacion Obrera. Envie la forma- de réclamacion, debidamedte
terminada, a Workers* Compensation' Board, Disability Benefits Burea,
Albany, New York 12241,

IMPORTANTE; Antes de presentar usted. sl reclamacion, es necesario
‘ue su provesdor de salid complete [a -declaracion del médico ["Healty
Care Provider's Statement"} en la forma de reclamacion; indicands =
.period de su incapacidad,

4. Usted tiene derecho a: ser tratando por cuaiguiar Tnédico, quiropes
dentista, enfermera-paftera, podiatra o psicdlogo gue usted afia
confrario a la cumpensamén ‘obreta; sus cuentas meédicas mo o
pagadas ‘@ menos que su patrdn vio Union propatcione pago e ¢
cuentas medicas bajo un Plan o Convenio  de Bereficos
Incapacidad.

5, Bi. estuviera usted ‘enférmo o lesionado durante el taempo que g8
recibiendo beneficios: del Seguro de Desemplec, presente wung
‘reclamacion  para Béneficios  por Incagacidad, siguiendo  ias
instrucciones arriba descritas, tan pronto.como sufra la lesidn o i
enfermedad.

6, 8 usted estd desempleadeo.por mas de siete dias, su patigh esta
obligado madarie a usted la Declaracidn de Deregchos de Beneficios por
Incapacidad (Form DB-271}.

7. Otras informaciones relativas a Beneficios por Incapacidad pueden
obtenerse escribiendo: o llemands 2 la oficina MAs cercana de la Jurita
de Compensdcidn Obrera

Clarissa M. Rodriguez
‘Chair (Presidenta)

winv.web:state ni s

B u"‘ﬂé!’aigﬂed employer i§ in compliance with the provisions of the Disability Benefits Law

THE STATE INSURANCE FUND
NYSIF Document Control Center-Disability Underviriting
1 Watervliet Ave Ext; Albany, NY 12208

: (B66) 697-4332
»“—55;:- ;ve From.. 0”01"2022 - To. D1f01""2..923 ,,,,,,,,,,
i } _ (Hasta}
_.DBL. 698244:2

THE WORKERS' COMPENSATION BOARD EMPLOYS AND -SERVES
PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION.

LA JUNTA DE COMPENSACION. OBRERA EMPLEA
Y SIRVE A PERSONAS INCAPACITADAS. SI DISCRIMINAR:
Prescribed by Chair-

‘Workers’ Coripensation -

DB-120 (7-09} Boird State of New York:

Daircn atajo firmante esti en conformidad con las dlsposxcmnes de la-ley de Beneficios por mcapc;dad)
=hitity Benfits, when dug, will be paid by (Los. Beficios por incapacidad, cuando debidos, séran pagadus por}:

The benefits provided.arg (Los.benef‘caos provistos son)

Under a Plan or Agreement,

X Statutory :
L (Bajo un Plan.o Convenio} ]

(Estatutorios)
Class(es) of employees covered (Clases(s) de empleados amparades)

Name-of Employer (Nombre-del patrén)

By MERCY HOUSE OF THE SOUTHERN TIER I

THIS NOTICE MUST BE POSTED CONSPICUOUSLY IN AND
ABOUT THE EMPLOYER'S PLACE OR PLACES OF BUSINESS,



