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Michael P Kerins
D.0.B: 11/24/1971

Company:

Kerins Electric Gompany Inc
276 Route Us 202

Somers , NY 10598

Expires on 12]31_{20_21 peter Borducci

License No. 1290 ‘ %




) N | KERIELE-01 HFUSCQO
ACDRP CERTIFICATE OF LIABILITY INSURANCE A

THIS ¢ERIIH ATE 1S 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| GERTIFICATE OF INSURANCE DO{ES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTAT|VE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: g the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.

If SUBROGATION 1S WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement. A statementon
this certificate] gogs not confer rights to the certificatg holder in lieu of such endorsement(s).
PRODUCER | HaNEAcT
& HONE X
589 Main Stract || TR, £ (845) 896-6727 | 2%, nok(845) 896-6877
Fishkill, NY 12524 jﬁfﬁ%gs .
i INSURER(S) AFFORDING COVERAGE NAIC 3
i insurer A : Merchants Mutual Insurance Company 23329
INSURED ‘ insurer 8 : Merchants Preferred Insurance Company 12901
Ketfinjs Electric Co., Inc. msurer ¢ : Hartford Underwriters Insurance Company {30104
8 Griffen Place INSURER D ;
Yorkiown Heights, NY 10598-6620
INSURERE :
INSURERF :
COVERAGES . CERTIFICATE NUMBER: REVISION NUMBER:
THIS [S TO CHRTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABCVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, [TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIRICATE 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.
=g TYPE ClF INSURANGE DBl BuaR POLICY NUMBER ey e | BB LimiTs
A | X | cOMMERGIAL|GENERAL LIABILITY EACH OCCURRENCE s 1,000,000
| cLa-ane [ X ] occur X BOFI047291 472021 | 4/1/2022 |DAMAGETORENTED | 500,000
L ‘ MED EXP (Any one person) | § 15,000
| PERSONAL & ADV INJURY | § Included
| GEN'L AGGREGATE LIMIT APPLIES PER: : BENERAL AGGREGATE s 2,000,000
PoLICY [ 8 | B Loc PRODUCTS - COMPIOP AGG | § 2,000,000
OTHER; $
B AUTTMOBILE LIABILITY C(EOEMEEL?IQEE[? HELEIME Ty 1,000,000
X | v aure | | CAFI051408 41172021 | 412022 | sopiLy INJURY (Perpersen | 5
OWNED SCHEDULED :
AUTOS ofly AUTOS BODILY INJURY (Per accident) | §
! : PROPERTY DAMAGE
|| RS ofuly VIR YT RSN, s
8
A | X | umsreraiias | X | occur EAGH OGCURRENCE 4 1,000,000
ko iEss lids | cLamMs-MADE CUPB142092 4112021 | 42022 [ oo : 1,000,000
DED [ X 1 RETENTION § 10,000 $
L PER OTH-
Clhuplepepbbbmey || [ ] R D ;
ANY FROPRIETOR PARTNEREXECUTIVE 6 96385 E.L. EACH ACCIDENT g 00,000
OFFIGER/MEMBER EXCLUDED? N7A 100,000
(Meandatory in N E.L DISEASE - EAEMPLOYEE| § 1
If yes, describe under 500,000
DESCRIPTION Of| OPERATIONS below E.L. DISEASE - POLICY LIMIT | § '
I

DESCRIPTION OF OPE&A 1ONS / LOCATIONS / VEHICLES (ACQRD 401, fdditional Remarks Schedule, may be attached if more space Is roquirad) .
Certificatd Holded i ihcluded as Additional Insured as required by written contract or written agreement, subject to the language of the policy.

CERTIEICATE HOLUDER CANCELLATION

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

AUTHORIZED REPRESENTATIVE
f North Castle /
ford Road o S

1504 A é T
ACQORD|25 (2016/08) © 1988-20115 ACORD CORPORATION. All rights reserved.

' The ACORD|name and logo are registered marks of ACORD

Q m




STATE OF NEW YORK
WORKERS' COMPENSATION BOARD
CERTIFICATE OF NY$ WORKERS’ COMPENSATION INSURANCE COVERAGE
1a. Legal|Name & Address of Insured (Use street address only) 1b. Business Telephone Number of Insured
(914) 248-5616
Klerins Fllgeiric Co., Ine.
8| Griffen [Place 1c. NYS Unemployment Insurance Employer
Registration Number of Insured
Yorktowln Heights, NY 10598-6620
Work Lptation of Insured (Only required if coverage is specifically | 1d. Federal Employer Identification Number of Insured
limited tp|c¢rtain locations in New York State, i.e, @ Wrap-Up Policy) | or Social Security Number
06-1661185
2| Name Address of the Entity Requesting Proof of Coverage | 3a. Name of Insurance Carrier
(Entity Bping Listed as the Certificate Holder) Hartford Underwriters Insurance Company
’1[;) ;;2 d“f_i‘ \Ii(rRtlla((flastle 3b. Policy Number of entity listed in box “1a”
Armonl},[NY 10501 LOWECY Vo633
3c. Policy effective period
4/1/2021  to  4/1/2022
3d. The Proprietor, Partnérs or Executive Officers are:
included. (Only check box if all partners/officers included)
[] all excluded or certain partners/officers Excluded.
This certified thd: the insurance carrier indicated above in box “3" insures the business referenced above in box “la” for workers’ compensation under

the

The insurande| cfirrier must notify the above certificg
nonpayment jof

the coveragd| ihdicated on this Certificate. (These not
this form ig 4pproved by the insurance carrier
is earlier.

This|certificaty i issued as a matter of information o
alter|the covprpge afforded by the policy listed, nor d
This|certificdt thay be used as evidence of a Worker
Please Note} [Upon the cancellation of the workers
permit, licei. e br contract issued by a certificate |
Com}pensat Coverage or other authorized proo
State Workers’ Compensation Law,

Under pena f perjury, I certify that [ am an au

the named i

App;i'oved by
(Signature)

Tele‘rhone N

o

of the workg
abovic as the

|
|

ew Yor

atec Worlers’ Compensation Law. (T¢
compensation insurance policy). T
ificate holder in box “2”.

(Prit

Ti

.

Appfoved by

Fed has the coverage as depicted on

John C. Webb I

use this form, New York (NY) must be listed under Item 3A on the INFORMATION PAGE
\c Insurance Carrier or its licensed agent will send this Certificate of Insurance to the entity listed

te holder and the Workers® Compensation Board within 10 days IF  policy is canceled due to

remium or within 30 days IF there arf reasons other than nonpayment of premiums that cancel the policy or eliminate the insured from

ces may be sent by regular mail.) Otherwise, this Certificate is valid for one year after
or its licensed agent, or until the policy expiration date listed in box “3¢”, whichever

nly and confers no rights upon the certificate holder. This certificate does not amend, extend or
cs it confer any rights or responsibilities beyond those contained in the referenced policy.

* Compensation contract of insurance only while the underlying policy is in effect.

* compensation policy indicated on this form, if the business continues to be named on a
older, the business must provide that certificate holder with a new Certificate of Workers’
" that the business is complying with the mandatory coverage requirements of the New York

thorized representative or licensed agent of the insurance carrier referenced above and that
this form.

—

tjame of authorized representative or licen:

cd agent of insurance carrier)

G 8/11/2021

AL

Da

__President & Chis

her of authorized representative or lig

)
f Operating Officer

ansed agent of insurance carrier: (845) 896-6727




¢ hew | | orkers:
! {ers
7 4| dimpensanon  CERTIFICATE OF INSURANCE COVERAGE
Bloard DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW
PART 1. Tq be completed by Disability and Paid Family Leave Benefits Carrier or Licensed Insurance Agent of that Carrier
1a. Llegal Nane & Address of insured (use street addrpss only) 1b. Business Telephone Number of Insured
KERINS ELFCTRIC CO., INC. 014-248-5616
8 GRIFFIN|FLACE
YOW&KTOW\I HEIGHTS, NY 10598
! 1c. Federal Employer Identification Number of Insured
. or Social Security Number
Work Locatian| of Insured (Only required if coverage is spetifically limited to
cena(a locations|iniNew York State, i.e., Wrap-Up Policy) 061661185
2. Name and| Adiress of Entity Requesting Proof of Cqverage 3a. Name of Insurance Carrier
(Entity BEH;[J listed as the Certificate Halder) ShelterPoint Life Insurance Company
Town of Narth Castle
17 Bedford Rbad 3b. Policy Number of Entity Listed in Box "1a"
Armjonk, NY 10504 DIk A
3c. Policy effective period
| 03/21/2021 to 03/20/2022

4. Policy proVides the following benefits:

A. Bg tar isability and paid family leave benefitg.

B. Disability benefits only.

C. Paid family leave benefits only,

eﬂs:

f

5. Palicy cov
A. Al
B. Of

ft

—

e following class or classes of emplo

ne employer's employess eligible undgr the NYS Disability and Paid Family Leave Benefits Law.

er's employees:

Under penalty bf perjury, | certify that | am an authorized representative or licensed agent of the insurance carrier referenced above and that the named
insu%d has N Y{SiDisability and/or Paid Family Leave Benefits insurance coverage as described above.
Date Bigned 8/11/2021 By Wﬁ W
(Signature of insurance carrier's authorized representative or NYS Licensed Insurance Agent of that insurance carrier)
Telephone Nymber  516-829-8100 Name and Title _Richard White, Chief Executive Officer
IMPORTAN[TY | If Boxes 4A and 5A are checkedl, 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 hoider.
If Box 4B, 4C or 5B is checked, [this certificate is NOT COMPLETE for purposes of Section 220, Subd. 8 of the NYS
Disability and Paid Family Leavg Benefits Law. It must be mailed for completion to the Workers' Compensation
Board, Plans Acceptance Unit, PO Box 5200, Binghamton, NY 13902-5200.
PART 2. To|lle|completed by the NYS Workers' Compensation Board (Only if Box 4C or 5B of Part 1 has been checked)
State of New York
Workers' Compensation Board
According tg information maintained by the NY'S Workers' Compensation Board, the above-named employer has complied with the
NYS Disability gnd Paid Family Leave Benefits Law with respect to all of his/her employees.
Date %igned By
! (Signature of Authorized NYS Workers' Compensation Board Employee)
Telephone Number Name and Title
Please Note: Only insurance carriers licensed to write NMYS disability and paid family leave benefits insurance policies and NYS licensed insurance
agents of thosg|insurance carriers are authorized fo isste Form DB-120.1. Insurance brokers are NOT authorized to issue this form.
DB-130.1 (1-17) AU A O
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www.wcb.state.ny.us

Workers’ Compensation Law

striction on issue of permits and the entering into contracts unless compensation is secured,
olp 2 p

board, commission or office authorized or required by law to issue any permit for or in
ployment of employees in a hazardous employment defined by this chapter, and
fuiring or authorizing the issue of such permits, shall not issue such permit unless proof
ced in a form satisfactory to the chair, that compensation for all employees has been
rein, however, shall be construed as creating any liability on the part of such state or
ice to pay any compensation to any such employee if so employed.
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oard, commission or office authorized or required by law to enter into any contract for
employment of employees in a hazardous employment defined by this chapter,
squiring or authorizing any such contract, shall not enter into any such contract unless
produced in a form satisfactory to the chair, that compensation for all employees has
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