MARLENE MCNEAL
Legal Assistant |

New York State Department of Labor
Harriman State Office Campus

Building 12, Room 509, Albany, NY 12240
P: (518) 485-2191 | Fax: (518) 485-1819
www.labor.ny.gov | foil@labor.ny.gov

August 3, 2022

Julio Sharp-Wasserman
Sent via email

Re: Freedom of Information Law {(FOIL) Request / Qur File No.: F-22-0355
Dear Julio Sharp-Wasserman:

This letter is in response to your request for New York State Department of Labor records dated May 13, 2022,
in which you requested:
Applications and associated documents submitted to the Department of Labor pursuant to NYLL

Section 191(I)(a)(ii) for an authorization to pay employees less frequently than weekly, by the foliowing
companies: [BM International Business Machines Corporation Michael Stores, Inc. Best Buy Co., Inc. & LLC Zara
USA, Inc. Whole Foods Markets Group Ulta Salon, Cosmetics & Fragrances, Inc. Regeneron Pharmaceuticals,
Inc, ADP, Inc. Ballys Total Fitness Corporation GEICO SNORAC, LLC. d/b/a Enterprise Rent-A-Car. Documents
reflecting the written decisions and related analyses by the Department of Labor in response to the applications
identified in Request 1. Applications and associated documents submitted to the Department of Labor pursuant
to NYLL Section 191(a)(ii) for an authorization to pay employees less frequently than weekly, for any company
for which the Department of Labor has denied such application in the last 10 years. Documents reflecting the
written decisions and related analyses by the Department of Labor in response to the applications identified in
Request 3.

The Department conducted a diligent search based on the information provided and located 463 page of records
which are attached.

You may submit a written appeal of this decision within 30 days by mail fo: Commissioner of Labor, New York
State Department of Labor, Harriman State Office Campus, Building 12, Room 500, Albany, NY 12240. You
must state a basis for appeal, attach a copy of this letter, and mark the letter and envelope as “FOIL Appeal.”

Very truly yours,

Jill Archambault
Records Access Officer

By:
Marlene McNeal
Legal Assistant |
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STATE OF NEW YORK
DEPARTMENT OF LABOR

DATE: November 9, 20600

TELEFAX TRANSMITTAL FORM

PLEASE DELIVER TO: Supervisor Ben Simonetti

FROM: Ellen Davidow
Supervisor, Administrative Services Unit
Division of Labor Standards
345 Hudson Street, P.O. Box 675, NY, NY 10014-0675

PHONE: (212) 352-6044 FAX: (212) 352-6188

SUBIECT: MANUAL WORKER PAY PERIOD EXTENSION

COMMENTS:

Attached are the documents we discussed.

NUMBER OF PAGES BEING TRANSMITTED: -.-—6-—-- {(including cover sheet)

This facsimile transmission may confain confidential or privileged information whick is intended only for use by the individual or
entily to which the transmission is addressed. [f you are not the intended recipient, you are hereby notifled that any disclosure,
dissemination, copying or distribution of this transmission is strictly prohibited, if you have received this transmission in error,
please notify us by telephone immediately so that we can arvange for the return of the docuient 1o us at no cost ta you.

FL-22-0355 0002



STATE OF NEW YORK
DEPARTMENT OF LABOR
Division of Labor Standards

PO Box 675
New York, NY 10014-0675

October 18, 2000

Mark Tabakman, Esquire

Grotta, Glassman & Hoffman, P.A.
Counsellors At Law

75 Livingston Avenue

Roseland, NJ 07068-3701
Dear Mr. Tabakman:

This is in response to your October 13, 2000 letter wherein you stated that your client, Bally
Total Fitness Corporation, and Balley's Health & Tewis Corporation (the enterprise which, on
January 13, 1994 requested - and on June 13, 1994 received -- permission from the
Commissioner of Labor to pay its manual workers on a semi-monthly basis) “are identical.”
You further exphined that solely the name of the organization was changed “10 present a
more ‘modern’ image and for reasons of more readily attracting customers.” If, indeed, as
you assert, Bally Total Fitness Corporation and Bally's Health & Temdis Corporation are the same
legal entity, then your client may lawfully pay its manual workers “eight (8)days after the
close of the pay period, rather than the statutorily mandated seven (7) days” without further
authorization.

I trust the foregoing will provide the confirmation your correspondence elicited.

Sincerely,

M””@
E. Davidow

Supervising Labor Standards Investigator
Administrative Services Unit

Fi-22-0355 0003



STATE OF NEW YORK
DEPARTMENT OF LABOR

Governor W, Averell Harriman
Slate Office Bullding Campus
Albany, New Yorlk 12240

JOHN F. HUDACS

Commissioner of Labor

v

June 13, 1994

Ms. Julie Adams

vice President Controller

Health & Tennis Corporation of America ~
One Century Plaza —~ Suite 2810

2029 Century Park East

Los Angeles, California 90067

Dear Ms. Adams:

I am in receipt of your recent correspondence with
appropriate attachments on behalf of Health & Tennis Corporation
of America reguesting authorization to pay its manual worker
employees in New York State on a gsemi-monthly basis pursuant to
New York State Labor Law Section 191.1a (ii).

The New York State Department of Labor has carefully
reviewed the material submitted and determined that Health &
Tennis Corporation of America has satisfied all the conditions
enumerated in the Statute. The firm has enmployed 1000 or more
persons in the State for the three years preceding its
application, has furnished sufficient proof it has met and shall
continue to meet its payroll responsibilities and has furnished
other information and proof in accordance with the conditions
gset forth under Section 181.la {ii).

rherefore, I hereby grant authorization for Health & Tennis
Corporation of America to pay wages to its manual workers
employed in New York State on a gemi-monthly basis.

éincegply,
=4

w, Y\John F. Hudacs
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HEALTH & TENNIS CORPORATEON
One Century Plaza - Suite 2810
2028 Century Park East
Los Angeles, California 90067

\ Phone 3105526941

April 12, 1994

Mr. Randolph Fauske
Supervisor

Administrative Services Unit
New York Department of Labor
One Main Street

Brooklyn, NY 11201

Re:  Application for Manual Pay Period Extension
Health & Tennis Corporation of America
ER #:

Dear Mr. Fauske,

Enclosed is the letter provided by the Unemployment Insurance
Division stating that there are no outstanding warrants,

If additional information is needed to grant our request to issue
paychecks on a biweekly basis, please do not hesitate to contact me
at (800) 421-3612.

" Sincerely,

o G

Jeff Loranger _ ’
Payroll Manager

encl: copy of 3/22/93 request

FL-22-0355 0005
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STATE OF NEW YORK
DEPARTMENT OF LABOR
Division of Labor Siandards

PG Box 675
New York, NY 100140878

Qcrober 18, 2000

Mark Tabakman, Esquire

Grrotta, Glassman & Hoffman, PA.
Counseliors At Law

75 Livingston Avemie

Roseland, NJ 07068-3701

Dear Mr. Tabakmam:

This 15 in response to your October 13, 2000 letter wherein you stated that your clieny, Balfy
Toil Fitness Comporation, and Balley's Health & Towis Coporation (the enterprise which, on
January 13, 1994 requested ~ and on June (3, 1994 received - permission from the
Commissioner of Labor ta pay its manual workers on a semi-monthly basis) “are identical.”
You further explained that solely the name of the organization was changed “to present a
more ‘modeny’ image and for reasons of more readily attracting customers.” I, indeed, as
you assert, Bally Toiad Fitness Corporation and Balty's Health & Tomis Goporation are the same
fegal entity, then your client may lawfully pay iis manual workers “eight (8)days after the
close of the pay petiod, rather than the statwortly mandated seven {7) days” without hurther
authotization.

1 trust the foregoing will provide the confimmation your correspondence elicited.

Sincerely,

E. Davidow
Supervising Labor Standards Investugator
Adminstative Services Unit

FL-22-0355 0047



STATE OF NEW YORK
DEPARTMENT OF LABOR

DATE: Qctober 18, 2000

TELEFAX TRANSMITTAL FORM

PLEASE DELIVER TO: Director Richard J. Polsinello
Room 532

FROM: Ellen Davidow
Supervisor, Administrative Services Unit
Division of Labor Standards
345 Hudson Street, P.O, Box 675, NY, NY 10014-0675

PHONE: (212) 352-6044 FAX: (212) 352-6188

COMMENTS:

If you concur with the attached, I will mail it out today.

NUMBER OF PAGES BEING TRANSMITTED: :-----4--- (including cover shect)

This facsimile transmission may contain confidential or privileged information which is intended only for use by the individual or
entity to which the transmission is addressed. If you are not the intended recipient, you are hereby notified that any disclosure,
dissemination, copying or distribution of this transmission is strietly prohibited. If you have recei ved 1his transmission in error,
please notify us by telephone immediately so that we can arrange for the return of the document 1o us al no cosi to you.

FL-22-0355 0008
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e+ BIPECOPIER: (973) 992-9125

E-malL: attorneys@gghlaw.com
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M. JOAN FOSTER
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CALIFGRNIA OFFICE
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(310} 566-B786

October 13, 2000

Ellen Davidow

Supervising Labor Standards Investigator
Administrative Services Unit

Department of Labor

PO Box 675

New York, New York 10014-0675

Re: Bally Total Fitness Corporation

Dear Ms Davidow:

HEATHER R. BOSHAK
DEAN L. BURRELL
DAVID E, CASSIDY
JACOB S, CHACKO*
DEBORAH G. CUMMIS
DEBI F. DEBIAK
CAROLENE S, EADDY +
FRANCINE ESPOSITO
STEVEN M. FRIEDLAND
STEPHEN A.FUCHS
HOPE S, GOLDSTEIN
NANCY ALYSE JACOBSON
JEANNE M. JOYCE
SETH M. KAPLAN
TEDD J. KOCHMAN
RUSSELL J, MCEWAN
ALAN | MODEL

IVAN B. NOVICH
PETER P, PERLA JH
ANNA PINTSO

SHAUN REiD

LOREN R, ROSENBERG
KEITH J. ROSENBLATT
KELLY A. RYAN

BETH P, SACHS

MARK A, SALOMAN
DAVID J. SILBERMAN
CHRISTINE M. STEVENSON
MARK E. TABAKMAN
DANIEL A, TABS
CHERYL J. WELLER

This letter follows our recent telephone conversation. My client advises, and I represent
to the Department of Labor, that the above-captioned corporation and the company referenced in
the 1994 exemption request, Bally's Health & Tennis Corporation, are identical. The Company
(as I surmised) changed the name to present a more "modern" image and for reasons of more

readily attracting customers.

Based on this and the earlier exemption granted, I assume, subject to your confirmation,
that the Company may pay employees who fit the definition of "workingman" in Section 191 of

the NYS Labor Law, on the eighth (8) day, rather than on the seventh (7).

FL-22-0355 G009



GROTTA, GLASSMAN & HOFEMAN, PLA.

Ellen Davidow
October 13, 2000
Page 2

Thank you for your courtesy and professionalism.

Very truly yours,

GROTTA, GLASSMAN HOFFMAN, P.A,

S e ;
Sl Tl s
rdaas (‘i ATV G
MARK TABAKMAN

FL-22-0355 0010
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STATE OF NEW YORE

DEPARTMENT OF LABOR

DATE: September 27, 2000

AL FORM

25 Lingt
NYLONY 100140675

FAX: {2125 352-61R88

NUAT WORKERS

COMMENTS:

Enclosed are copics you requested of the comespondence in which an enterprise with o similar name was
granted nuthorizalon © pay its msnunl workers on g sei-monthly basis, You indicated this material
swinald assist you in determining whother your client is 4 sepaie legal entuy.

I srust you will find s material fielpful. 1 vou have further guesiions. please do ot hesitate 1o phone me
at {242 3326044,

NUMBER OF PAGES BEING TRANSMITTED: - 3o (inclusding cover sheey)
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ywried the Seasisiinion Iy addsosies. I
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HEALFE &TENNIS CORPORATION

One Century Plaza » Suite 2810
2029 Century Park East
Los Angeles, California 90067
- Phone 310-352:6%41
January 13, 1994

Mr. Richard J. Polsinello

Directory of Division of Labor Standards
N.Y¥. Department of Labor

Room 532, Building 12

State Office Building Campus

Albany, NY 12240

Re: Health and Tennis Corp. of America
E.R. No. 78-11597 8
Disability Carrier - Standard Sec’y/Life Ins. Co. of New York
Group No. =~ D61431

Dear Mr. Polsinello:

With your authorization, effective March 1, 1994 we will pay our
employees on a biweekly basis rather than a weekly basis. We will
notify our employees of this change prior to January 31, 1994 in
order to provide them with enough time to make the necessary
accommodations.

Our unemployment and disability identification numbers are
referenced above. The average count of employees paid on a weekly
basis in 1991 was 1800, in 1992 was 1750, and in 1993 was 1750.

If additional information is reguired prior to implementing this
frequency change, please do not hesitate to contact me. I would
very much appreciate being notified of your authorization. You may
contact me at (800) 421-3612 ext, 292, or use the enclosed self-
addressed stamped envelope.

Your assistance in this matter is greatly appreciated.

Sincerely,

T2 ~— .

Jeff Loranger
Payroll Manager DEPARTMENT OF LABOR
DIVISICH OF LABOR STANDARDS
ALBANY, NY 12240

JAN 18 1994
DIRECTOR'S OFFICE:

Fl.-22-0355 0013



STATE OF NEW YORK

DEPARTMENT OF LABOR

Governor W. Averell Harriman
State Office Bullding Campus
Albany, New York 12240

JOHN F, HUDACS

Cormmissioner of Labor

June 13, 1994

Ms. Julie Adams

vice President Controller

Health & Tennis Corporation of America -
One Century Plaza - Suite 2810 :
2029 Century Park East

Los Angeles, California 90067

pear Ms. Adanms:

I am in receipt of your recent correspondence with
appropriate attachments on behalf of Health & Tennis Corporation
of America requesting authorization to pay its manual worker =
employees in New York State on a semi-monthly basis pursuant to
New York State Labor Law Section 191.la (ii).

The New York State Department of Labor has carefully
reviewed the material submitted and determined that Health &
Tennis Corporation of America has satisfied all the conditions
enumerated in the Statute. The f£irm has employed 1000 or more
persons in the State for the three years preceding its
application, has furnished sufficient proof it has met and shall
continue to meet its payroll responsibilities and has furnished
other information and proof in accordance with the conditions
set forth under Section 191.la (ii).

Therefore, I hereby grant authorization for Health & Tennis
Corporation of America to pay wages to its manual workers
employed in New York State on a semi-monthly basis.

éincegfly,
A e &

John F. Hudacs

RECEIVED
DEPARTMENT OF LABOR
DIVISION GF LABOR STANDARDS
ALBARY. Y 1224

i JUN 1 5 1994
NEW
LABOR ll;llg(l\)g\}(r)l ~ DIRECTORS OFFICE

-

Telephone (5318) 457-274 1 FAX {518} 457-69086
. FL-22-0355 0014
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STATE OF NEW YORK
DEPARTMENT OF LABOR
Division of Labor Standards

PO Box 675
New York, NY 10014-0675

August 28, 2000

Mark Tabakman, Esquire

Grotta, Glassman & Hoffman, P.A,
Counsellors At Law

75 Livingstor Avenue

Roseland, NJ 07068-3701

Dear Mr. Tabakman;

This is in response to your August 23, 2000 letter, addressed to the Division of Labor Standards’ Director
Richard J. Polsinello, wherein you request that Bally Total Fitness Corporation be granted permission to
pay its manual workers in New York State less frequently than on a weekly basis. 1 have enclosed a copy
of Section 191.1a(ii) of the New York State Labor Law which, upon authorization, allows either a bi-
weekly or a semi-monthly payment frequency.

Your correspondence contained much of the information required for a determination concerning your
request. However, there remain several additional facts and documents which must be provided so that we
may verify that Bally Total Fitness Corporation meets all the qualifying criteria. Before a request for an
extension of the pay period for manual workers may be considered, the employer’s file must contain the
following:

A letter from a responsible official attesting to:

« the number of all employees on the employer’s payroll in New York State at the end
of a pay period from last month and from pay periods 12 months, 24 months and 36
months earlier OR the number of all employees on the employer’s payroll in New
York State at the end of a pay period from last month and from the pay period 12
months earlier and the average number of employees outside of New York State
during the last three years. (Please note that the sfatute requires that the
employer “has in the three years preceding the application employed an average
of one thousand or mare persons in this state or has Jor one year preceding the
application employed an average of one thousand or more persons in this state and
has for three years preceding the application employed an average of three
thousand or more persons eutside the state.”)

e the policy numbers, effective dates and names of insurers providing the employer’s
current Workers’ Compensation and Disability Coverage;

¢ the employer’s Federal Employer Identification Number (FEIN);

FL-22-0355 0015



s whether the employer has a computerized record-keeping system for payroll which
specifies hours worked, rate of pay, gross wages, deductions and date of pay for
each employee;

s whether any of the employer’s manual workers in New York State are represented
by a labor organization. If they are, the employer should present a letter from an
appropriate official of each such union attesting to the fact that it consents to the
requested pay period extension.

In addition, since our files contain a previous request (in January 1994) from an entity which initially
identified itself as Bally's Health & Tennis Corporation, we now request that you clarify the relationship, if
any, between your client and that enterprise.

The statute requires proof that there are no outstanding warrants against the employer for failure to remit
Unemployment Insurance contributions. To allow the Division of Unemployment Insurance to provide this
proof to us directly, it will be necessary for a responsible officer of the employer to execute the enclosed
RELEASE FORM and return it to us along with the documentation enumerated above.

The statute also requires proof that there are no outstanding warrants against the employer for failure to
remit state Personal Income Tax withholdings. You may obtain such proof by writing to the Department of
Taxation and Finance and asking them to furnish you with a letter certifying that fact. The appropriate
address s as follows:

Carol Brennan

New York State Department of Taxation and Finance
Tax Compliance Division

State Office Building Campus

Building #8, Room 939

P.O. Box 5149

Albany, NY 12205-5149

{518) 485-6631

In your correspondence to the above agency, please be sure to refer to your Federal Employer Identification
Number (FEIN). After you receive a response, please forward the original to this office. Upon our receipt
from you of the statement by the Department of Taxation and Finance, we will initiate our review of your
application and will notify you promptly if it is not in order. Subsequently, the Commissioner of Labor
will apprise you directly of his decision concerning your request.

If you have any questions or concems, please feel free to phone me at (212) 352-6044.

Very truly yours,

E. Davidow
Supervising Labor Standards Investigator
Administrative Services Unit

Fl.-22-0355 0016
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bee: Director Richard J. Polsinello o
Assistant Director Jack L. Mrozak
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STATE OF NEW YORK
DEPARTMENT OF LABOR
Division of Labor Standards
P.O. Box 675
New York, NY 10014.0675

RELEASE FORM — DISCLOSURE OF INFORMATION

Pursuant to the request, initiated by

(Please print legal name of EMPLOYER)
to pay its manual workers on a biweekly or semimonthly basis,

'(Piease print NAME of responsible officer signing release form)

(Please print TITLE of responsible officer signing release form) '

hereby authorize the Division of Unemployment Insurance to disclose to the
Division of Labor Standards its record, if any, of said employer's Unemployment
Insurance tax liabilities.

Federal Employer Identification Number (FEIN)

Unemployment Insurance Employer Registration Number (ER#)

Signature

Date

FL-22-0355 0018



NEW YORK STATE LABOR LAW
EXCERPTS FROM ARTICLE 6 — PAYMENT OF WAGES

§ 191, Frequency of payments

L Every employer shall pay wages in accordance with the following
provisions:

a. Manual worker.— (i) A manual worker shall be paid weekly and not
later than seven calendar days after the end of the week in which the
wages are earned; provided however that a manual worker employed by an
employer authorized by the commissioner pursuant to subparagraph (i) of
this paragraph or by a non-profitmaking organization shall be paid in
accordance with the agreed terms of employment, but not less frequently
than semi-monthly. _ : '

(i) The commissioner may authorize an employer which has in the three
years preceding the application employed an average of one thousand or more
persons in this state or has for one year preceding the application employed an
average of one thousand or more persons in this state and has for three years
preceding the application employed an average of three thousand or more
persons outside the state to pay less frequently than weekly but not less
frequently than semi-monthly if the employer furnishes satisfactory proof to
the commissioner of its continuing ability to meet its payroll responsibilities.
In making this determination the commissioner shall consider the following:
(A) the employer’s history meeting its payroll responsibilities in New York
state or if no such history in New York state is available, other financial
information, as requested by the commissioner, which will assist the commis-
sioner in determining the likelihood of the employer's continuing ability to
meet payroll responsibilities; (B) proof of the employer’s coverage for work-
ers’ compensation and disability; (C) proof that there are no outstanding
warrants of the department of taxation and finance or the department of labor
against the employer for failure to remit state personal income tax withhold-
ings or unemployment insurance contributions; and (D) proof that the employ-
er has a computerized record keeping system for payroll which, at a minimum,
specifies hours worked, rate of pay, gross wages, deductions and date of pay
for each employee. If the employers’ manual workers are represented by a
labor organization, the commissioner shall not grant an employer's application
for authorization under this subparagraph unless that labor organization

consents thereto. ‘

Upon notice to the employer and an opportunity to be lgea'rd, the commis-
sioner may rescind such authorization whenever the commissioner has deter-

mined, based upon the factors enumerated above, that the employer is no

longer able to meet its payroll responsibilities as previously authorized.

FL-22-0355 0019
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STATE OF NEW YORK
DEPARTMENT OF LABOR

GOVERNOR W, AVERELL HARRIMAN
STATE OFFICE BUILDING CAMPUS
ALBANY, NEW YORK 12240

DATE: August 24, 2000

TELEFAX TRANSMITTAL FORM

PLEASE DELIVER TO: Ellen Davidow
FROM.: Richard J. Polsinelio

OFFICE: Labor Standards, Room 532
(PHONE: 518-457-2460 FAX: 518-457-7887)

RE: Request for Waiver
- Bally Total Fitness Corporation

@ Please handie.

NUMBER OF PAGES BEING TRANSMITTED: 4 (including coversheet)

This facsimile transmission may contain confidential or privileged information that is intended
anly for use by the individual or entity to which the transmission is addressed. If you are not
the intended recipient, you are hereby notified that any disclosure, dissemination, copying or
distribution of this transmission is strictly prohibited, If you have received this transmission in
error, please notify us by tclephonc immediately so that we can arrange for the return of the
documents 1o us at no cost to you.

FL-22-0355 £020
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CHERYL J. WHLLER

August 23, 2000

Director of Division of Labor Standards
State Campus Bldg 12

Room 532

Albany, NY 12240

Re: Reguest for Exemption Under Section 131

Dear Mr Director:

Please consider this as a request for an exemption under
Section 191 of the Labor Code.

As more fully described below, Bally Total Fitness
Corporation ("Company") reguestsa permission to pay manual workers
eight (8) days after the clome of the pay pericd, rather than the
statutorily mandated seven (7) days. Currently, the anrol}
period closes on Friday and wages are paid the following Friday,
i.e. seven days. The requested exemption would allow the payroll
period to close on Thursday, with wages paid the following
Friday, i.e. eight days.

First, I represent to the Department that the Company meets
the criteria set forth in Section 191(1) (a) (ii). More
specifically:

1) in the last three years, the Company has employed at
leagt one-thousand workers in New vYork State and at least
three-thousand outside of New York State;

2) the Company has a long history of meeting all payroll
obligations in New York State;

FL-22-03556 0021
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3) the Company has worxkere’ compensation and digability
coverage and will, upon request, furnish proof of same:

4) there are no outstanding warrants of the Department of
Labor cor Department or the Department of Taxation and
Finance against the Company for failure to remit state
personal income tax withholdings or unemployment insurance
contributions; and,

5) the Company has a computerized payroll system which
specifies hours worked, rate of pay, gross wages, deductions
and date of pay for each employee.

The reasons underlying this request are based in the
Company‘s desire to provide more efficient and improved service
to its employees. On a bi-weekly basmis, the Company processes
payroll for 16,500 employees, a gargantuan task under the best of
circumstances. Adding to this significant logistical task is the
fact that the Company has many locations and all employees work
widely varying schedules and shifts of duty.

An extra day of processing time for the payroll department
would enable this department to much better manage ite worklead
and de-centralize some of the payroll functions. Thig de-
centralization will enable payroll employees to better pervice
employees who have mandated that their checke be mailed/disbursed
to them in particular manners. The Company wishes to accommodate
these employees and, simultaneously, achieve greatar cost
effectiveness and efficiency in its internal payrocll processing.
Ne employee will be shorted or lose any monies From the
tranaition to the eight-day system.*

In cleging, the Company is a large-scale employer that
employees over 1600 people in the State and is making this
requast only from a perspective of more efficient operation,
particularly for the affected employees, The Company
respectfully requests that its request for exemption be granted
and that it be allowed to pay manual workers eight days following
the close of the pay perioed.

*There will be a one-time transitional pay period in which 312
hours of pay, as opposed to the average 336 hours will be

reflected,

FL-22-0355 0022
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Thank you for your consideration of this request. Should
you wish to discuss any aspect of the request, please contact the
undersgigned.

Very truly yours,

GROTTA, GLASS HBFFMAN, P.A.

tranafer/151

FL-22-03585 0023
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STATE OF NEW YORK A
DEPARTMENT OF LABOR

Filen Davidow
Supervisor, Administrative Services Unit
vision of Labor Standards
343 Hudson Street, PO, Hox 675, NY.NY [D014-0675

PHONE: {212) 3532-6044 FAX{212¥352-018%
SUBIECT: BALLY TOTAL FITNESS CORPORATION

COMMENTS:

Pursuait 3o our ielephone conversation, atlsched s a duplicate of corraspondence provioasty transmitted to
you on Octeber 18, 2000

{including cover sheet)

NUMBER OF PAGES BEING TRANSMITITE: -
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STATE OF NEW YORK
DEPARTMENT OF LABOR
Division of Labor Standards

PO Bux 673
New York, NY 10014-0875

October 18, 2000

Wark Tabakman, Esquire

Grotta, Glasstman & Hoffman, P.A.
Counsellors At Law

75 Livingston Avenue

Roseland, INJ 07068-3701

Dear Mr, Tabakman: ’

This is in response o your October 13, 2000 letter wherein you stated that your client, Badly
Towal Frness Coportion, and Balley's Hedrh & Tovis Cmpomsm (the enterprise which, on
Jamuary 13, 1994 requested ~ and on june 13, 1994 received -- pé:ms'smn from the
Commissioner of Labor to pay its manual workers on a semi-monthly basis) “are identical.”
You further explained that solely the name of the organization was changed “to present a
more ‘modern’ image and for reasons of more readily attracting customers.” If, indeed, as
you assert, Bally Total Fitress Corporation and Ballys Health & Terwtis Corpowation are the same
legal entity, then your client may lawfully pay its manual workers “eight (8)days after the
close of the pay peried, rather than the starutorily mandated seven (7) days” without further
authorization.

T trust the foregoing will provide the confirmation your correspondence elicited.

Sincerely,

// %ﬂ“’fé&

E. Davidow
Supervising Labor Standards Investigator

FL-22-0355 0026



'~

-1 2

LS-93-WP-11

LS-94-WP-1

LS-94-WP-2

LS-94-WP-3

LS-94-WP-4
LaLanne)

L.S-94-WP-5

L.S-94-WP-6

LS-94-WP-7

LS-94-WP-8

TGl Friday's, inc.
Permission to Pay {ts Manual Workers in New York

State on a Semi-Monthly Basis

GTE Telephone Operations, Northeast Region
Permission to Pay lts Manual Workers in New York
State on a Semi-Monthly Basis

Section 193 - Security Guards Fingerprint Fees, -
Registration Fees, Training Costs and Training Time

Rochester Gas and Electric Corporation
Permission to Pay lts Manual Workers in New York
State on a Semi-Monthly Basis

Health & Tennis Corporation of America (aka Jack

Permission to Pay Its Manual Workers in New York
State on a Semi-Monthly Basis

Paragon Communications, Northeast Division
Subsidiary of Time Warner _

Applicable fo the Seven (7) Upstate Locations in:
Horseheads, llion, Jamestown, Mt. Vernon, Newburgh,
Oswego and Watertown, New York

Permission to Pay Its Manual Workers in New York
State on a Semi-Monthly Basis

PriceCostco, Inc. (Price Club)
Permission to Pay Its Manual Workers in New York
State on a Semi-Monthly Basis

The Doyle Group, Inc., ; Including Subsidiaries:
Doyle Alarm Services, Inc.

Doyle Building Services, Inc.

Doyle Protective Services, Inc.

Permission to Pay Its Manual Workers in New York
State on a Semi-Monthly Basis

Hook-SupeRx, Inc.: Including Subsidiary:

Brooks Drug, Inc.
Permission to Pay Its Manual Workers in New York

Fl.-22-0355 0027
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HEALTH & TENNIS CORPORATION
One Century Plaza - Suite 2810
2029 Century Park East
Los Angeles, California %067
Phone 310-552-6941

January 13, 1994

Mr. Richard J. Polsinello

Directory of Division of Labor Standards
N.Y. Department of Labor

Room 532, Building 12

State Office Building Campus

Albany, NY 12240

Re: Health and Tennis Corp. of America
E.R. No. 78-11597 8 '
Disability Carrier - Standard Sec’y/Life Ins. Co. of New York
Group No. =~ D61431

Dear Mr. Polsinello:

With your authorization, effective March 1, 1994 we will pay our
employees on a biweekly basis rather than a weekly basis. We will
notify our employees of this change prior to January 31, 1994 in
order to provide them with enough time to make the necessary
accommodations.

our unemployment and disability identification numbers are
referenced above. The average count of employees paid on a weekly
basis in 1991 was 1800, in 1992 was 1750, and in 1993 was 1750.

If additional information is required prior to implementing this
fregquency change, please do not hesitate to contact me. I would
very much appreciate being notified of your authorization. You may
contact me at (800) 421-3612 ext. 292, or use the enclosed self-
addressed stamped envelope.

Your assistance in this matter is greatly appreciated.

Sincerely,
?ﬁﬂ/\ RECEIVED
Payroll Manager DEPARTMENT OF LABOR
DIVISION OF LABOR STANDARDS
ALBANY, NY 12240
JAN 18 1994

DIRECTOR'S OFFICE

El-22.0388 0028
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One Century Plaza « Suite 2810

March 22, 19%4 2029 Century Park East
Los Angeles, Califorraa 90067

Phone 3103520941

Mr. Randolph Fauske
Supervisor

Administrative Services Unit
New York Department of Labor
Division of Labor Standards
One Main Street

Brooklyn, NY 11201

Re: Application for Manual Worker Pay Period Extension

Healt Corporation of America

iR #:
Dear Mr. Fauske,
Enclosed are the letters provided by the New York State Department of Taxation
and Finance and the Unemployment Insurance Division which confirm that Health &
Tennis Corporation of America has no outstanding warrants.

The total number of New York employees follows:

february 1994 - 1,708
February 1993 - 1,706
February 1992 - 1,654
February 1991 - 1,567

The pertinent information regarding our workers’ compensation and disability
coverage follows:

Horkers' Compensation:
Insurer - Zurich American
Policy Number *

Effective Dates - 12/15/93 to 12/15/94

Disabiiity:

Insurer - Standard Security Life Insurance Company of New York

Policy Number
Effective Dates -

to Present

Health & Tennis Corporation of America utilizes a computerized record keeping
system. Our system maintains hours worked, gross wages, pay rates, deductions,
and pay dates

Please be advised that none of our emplSyces ’are represented by a labor
organization.

FL-22-0355 0031



March 22, 1994
Page 2

We are hopeful that the enclosed will provide you with the necessary information
to grant our request to issue paychecks on a biweekly basis. With your approval,
we would 1ike to issue the first biweekly check on May 20th, 1994.

If there are any questions regarding this request, pieaée do not hesitate to
contact Jeff Loranger or myself at (800) 421-3612.

Sincerely,

(i L‘f-ibuvs/

Jliljie Adams
Vice President
Controller

FL-22-0355 0032



STATE OF NEW YORK

DEPARTMENT OF LABOR

Governor W, Averell Harriman
Slalc Office Building Campus
Albany, New York 12240

JOHN F. HUDACS

Commissioner of Labor

June 13, 1994

Ms., Julie Adams

Vice President Controller

Health & Tennis Corporation of America ~
One Century Plaza - Suite 2810

2029 Century Park East

Los Angeles, California 90067

Dear Ms. Adams:

T am in receipt of your recent correspondence with
appropriate attachments on behalf of Health & Tennis Corporation
of America requesting authorization to pay its manual worker
employees in New York State on a semi-monthly basis pursuant to
New York State Labor Law Section 191.1a (ii). :

The New York State Department of Labor has carefully
reviewed the material submitted and determined that Health &
Tennis Corporation of America has satisfied all the conditions
enumerated in the Statute. The firm has employed 1000 or more
persons in the State for the three years preceding its
application, has furnished gsufficient proof it has met and shall
continue to meet its payroll responsibilities and has furnished
other information and proof in accordance with the conditions
set forth under Section 191.la (ii}.

Therefore, I hereby grant authorization for Health & Tennis
Corporation of America to pay wages to its manual workers
employed in New York State on a semi-monthly basis.

Sincerely,

06 (et

John F. Hudacs

JFH:RJP:mac . RECEIVED .

bcg: T..Hines
. DEPARTMENT OF LABDR
R. Gollni ck / A DIVISION GF LAROR STANDARDS
Loe - Dhr. Ehpeznl JUN 1 5 1994
é’/ ' . 1519 .
- Gty [k eping
ﬂ?- Lét ««‘L\/ NYWO ' ‘ DIRECTOR'S.OFF!CE

Telephone (518} 457-2741 FAX (518} 457-6908
: FL.-22-0355 0033



NEW YORK STATE DEPARTMENT OF LABOR
INTER-OFFICE MEMORANDUM

Date: May 4, 1994
To: Richard J. Polsinello Office: Labor standards

From: Randy Fauske %’9’ Office: ASU

Subject: Application for Manual Pay Period Extension
Bally's Health & Tennis Corporation

The employer.recently submitted completed documentation ir
support of their application.

Upon making the statewide monetary case history check, I noted
seven cases over the past 2 years, 6 of which were paid in full and
closed. However, there was an open case in District 3 from July,
1993, involving a one employee wage claim and it appeared that
the Local Manager was not cooperating.

I contacted Bally's Payroll Manager in California and advised
him that I could not process his application further until this case
was resolved. He immediately asked to be transferred to the Dis-
trict 3 phone and I believe that case will be closed shortly.

I will forward the applicatioh with a positive recommendation
upon confirmation that there are no open monetary cases.

RF:tm

cc: Mr. Mrozak
Mr. Rosenblatt

FL-22-0355 0034
GA 658 (9-77)



HEAPTEL & TENNIS CORPORATION
One Century Plaza - Suite 2810
2029 Century Park East
Los Angeles, California 90067

\ [’hone 3105526941
April 12, 1934

Mr. Randolph Fauske
Supervisor

Administrative Services Unit
New York Department of Labor
One Main Street

Brooklyn, NY 11201

Re: Application for Manual Pay Period Extension
Health & Tennis Corporation of America
ER #: 78-11597

Dear Mr. Fauske,

Enclosed is the letter provided by the Unemployment Insurance
Division stating that there are no outstanding warrants.

If additional information is needed to grant our request to issue
paychecks on a biweekly basis, please do not hesitate to contact me
at (800) 421-3612.

Sincerely,

Yy

Jeff Loranger
Payroll Manager

encl: copy of 3/22/93 request

FL-22-0385 0035




STATE OF NEW YORK

DEPARTMENT OF LABOR
GOVERNOR W. AVERELL HARRIMAN
STATE OFFICE BUILDING CAMPUS
ALBANY, NEW YORK 12240

UNEMPLOYMENT INSUURANCE DIVISION

April 6, 1994

Jeff Loranger

Pavroll Manager

Healihs & Tennis Corp 0f Aerica
2029 Century Park East Suite 2810
Los Angeles, California 90067

RE: Health & Tennis Corp of America

Dear Mr. Loranger:

This is in response to your letter dated January 28, 19984
requesting certification that there are no outstanding warrants
against your company. : ’

our records indicate that there are no outstanding warrants
against the above listed company for failure to pay liabilities
due the New York State Department of Labor.

If I can be of any further assistance, please contact me at
{518) 457-5713.

Sincerely,

. s
Ronald . Wiliiams
U.I. Tax Auditor 1V
RWirw
¢co: F. Busge

LH 8 {4.85}
FL-22-0355 0036



R New York $Sato Department of
N Taxation and Finance

ﬂ Tax Comphance Division
P W, A, Harriman Campus, Albany, Naw York 12227.0171

February 15, 1994

Mr. Jeff Loranger, Payroll Manager
Bally's Health & Tennis Corporation
Cne Century Plaza - Suite 2810

Los Angeles, California 20067

Dear Mr. Loranger:
Re: Health & Tennis Corporation of

America & Subs

According to our records there are no outstanding
tax warrants against the above company, as of
February 14, 1994.

Sincerely,

< 2T
. Ry
o 1 f\.i/{nc/*;

[
Diane T. Reilly
Principal Account Clerk
Telephone# {(518) 4576677

AB/da

FL-22-0355 0037
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STATE OF NEW YORK
DEPARTMENT OF LABOR
Division of Labor Standards
ONE MAIN §T.
BROOKLYN, N.Y. 11201

January 21, 1994

Mr. Jeff Loranger

Payroll Manager

Bally’s Health & Tennis Corporation
One Century Plaza - Suite 2810

2029 Century Park East

Los Angeles, CA 90067

Re: Application for Manual Worker Pay Period Extension
Dear Mr. Loranger:

Mr. Richard J. Polsinello, Director of the Division of
Labor Standards, has asked me to respond to your recent corre-
spondence on behalf of Bally’s Health & Tennis Corporation,
requesting authorization to pay their manual worker employees in
New York State on a bi-weekly basis pursuant to New York State
Labor Law Section 191.l1a (ii). I have enclosed a copy of that
Section.

In order to verify that Bally’s meets the qualifying crite-
ria, the following documentation should be forwarded to this
office for review.

A letter from a responsible official attesting to:

. the number of all employees on the firm’s payrocll
in New York York State at the end of a pay period
from last month and from pay periods 12, 24 and 36
months earlier (four pay periods);

. the policy numbers, effective dates and names of insur-
ers providing the firm’s current workers’ compensation
and disability coverages;

. whether the firm has a computerized record keeping
system for payroll which specifies hours worked, rate
of pay, gross wages, deductions and date of pay for
each employee;

. whether any of the firm’s manual workers in New York
State are represented by a labor organization. If
they are, the firm should present a letter from an
appropriate official of the union(s) attesting to
their consent to the requested pay period extension.

FL-22-5355 0040



The statute requires proof that there are no outstanding
warrants from two state agencies for failure to remit state
personal income tax withholdings or unemployment insurance
contributions, A letter certifying that fact may be obtaine
from those agencies by writing to the fellowing addresses# -/, -

W

Py

Tt

New York State Department of Taxation and Financs
Liability Clearance Unit

Tax Compliance Division

State Campus Bullding 8

Albany, N.Y. 12227

(518) 457~6677

Director

Unemployment Insurance Division
New York State Department of Labor
State Campus Building 12

Albany, N.Y¥. 12240

(518) 457-2878

After receipt of the responses, please forward the original
copies to this office, together with the firm’s attestation from
the responsible official and, if applicable, the letter({s) from
a union official(s). We will review your application and notify
you pronptly if it is not in order. Subsequently, Commissioner
of Labor, John F. Hudacs, will directly apprise the firm of his
decision on their applicatien.

If you have any gquestions or concerns, please call me at
this office (phone): (718) 797-7401.

Sincerely,

Zorsliid] >
RF:tm Randolph Fauske, Supervisor
Encl. Admind i i :

Cer Mr, Polsinello

bee: Mr. Mrozak
Mr. Rosenblatt
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sonal’ tncome ' tax withholdingy or unemployment insurance ¢

“for 'payroll which,-
gross vages, deduct

5001

IN SENATE

May 4,°1992

.* Intreduced by Sens. BRUNO, FARLEY:;f read twice and orde:éd printed, and
" - when printed to be committed to the Committee on'Labor ‘

JQE,AACQ tof.amend the labor law,.in relation to the payment of manuﬁl
workers ' : : ' ' '

The People of the State of Ngw York; represented in Senate and Asﬁem-,

‘bly, do enact as follows: .
.- Bection’ 1. The opeﬁing'pariqzaph ot;sgﬁéa:ugr;ph {11) of paragraph. ¢

»f subdivision 1 of section 191 of.the ‘labor lav, as added by chapter ‘38
of the lavs of 1989, is amended to.read as;follows: ... ~ . .
The commissloner ‘may’ authorize ‘an ‘employer.which has in the three
years preceding the application employed 'an average-of one thousand™ of
moce pecsons in this state or has for ope year preceding the a lication
emploved an average of one thousand or more persons in this state and
has for three vyears preceding’'the application employed an average of
three thousand or more persons outside the state to-pay less frequently
than .weekly -but not less frequently than ‘semi-monthly if the employer
fucnishes satisfactory proof to the commissioner of its continulng abil-
ity to "meet its payroll responsibilities. In making-this determination
the commissioner shall- consider the . £dllowing: (A) :the. employer's
history ~meeting its payroll responsibilitles in New York state or"if no
such history in New York state is:available, -other ' financial . informa-

tion, as requested by the. commissioner,.which will assist the:copmis~

sioner in determiping the likelihood 'of the emplioyer's coptinuing - abil}-
{ty to meet payroll tesponsip;l;tle;:.(Bi'prodf;gﬂ‘th'pmployer‘ufco?r
erage for workers' compensation and_dlsabillty:.(p)-prco:_thut.phe:h,qzw
no outstanding wacrants of the department of taxytion and fipance or tha
department of labor against thg ‘employer for failure to cemit state per-

ontributliong;
and (0} progf. that the employey has a computerizqd regord kgeping aysten
at a.minimum, spacifies houis worked, rate of pay;
lons and date of - pay “for' each "employes.’ If the
employers' manual workers Are reptesented by a lqbc;'u:gnnllat!on- the
commissioner shall not grant an clploy-t{n';ppllcqtioa'go: suthorization
inder.this subparagraph .unless: that lgboriotgnﬁltutiop-eonlcntt thereto.

§ 2. This act shall take effect {mmadiately. C

EYPLANATION-~Matter ‘{n ltallicy (underscoped) is new) mattey in hrackets
{ ) i» old law to’'be omitted, FL-22.0355 0042
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2029 Century Park East
Los Angeles, California 90067
Phone 310-552-6941

January 13, 1994

Mr. Richard J. Polsinello

Directory of Division of Labor Standards
N.Y. Department of Labor

Room 532, Building 12

State Office Building Campus

Albany, NY 12240

‘Re: Health and Ténnis Corp. of America
E.R. No. 78~11597 8 ‘
Disability Carrier - Standard Sec’y/Life Ins. Co. of New York
Group No. - D61431

Dear Mr. Polsinello:

With your authorization, effective March 1, 1994 we will pay our
employees on a biweekly basis rather than a weekly basis. We will
notify our employees of this change prior to January 31, 1994 in
order to provide them with enough time to make the necessary
accommodations.

Our unemployment and disability identification numbers are
referenced above. The average count of employees paid on a weekly
basis in 1991 was 1800, in 1992 was 1750, and in 1993 was 1750.

If additional information is required prior to implementing this
frequency change, please do not hesitate to contact me. I would
very much appreciate being notified of your authorization. You may
contact me at (800) 421-3612 ext. 292, or use the enclosed self-
addressed stamped envelope.

Your assistance in this matter is greatly apprécigtéd..

Sincerely,
M,ZZ\- RECEIVED
Payroll Manager DEPARTMENT OF LABOR
DAISION OF LABOR STANDARDS
ALBANY, NY 12240
JAN 18 1994
DIRECTOR'S OFFICE

FL-22-0355 0043




ROBERTA REARDON
Commissioner of Labor

New York State Department of Labor

W. Averell Harriman State Office Campus
Building 12, Room 500, Albany, NY 12240
www. labor.ny.qov

September 17, 2021

Mr. Cory Livingood, Sr. Manager, Wage & Hour Compliance
Best Buy Stores LP

7601 Penn Avenue South

Richfield, MN 55423

Dear Madam/Sir:

This is in response to your recent correspondence on behalf of Best Buy Stores LP to pay its
manual employees in New York State on a biweekly basis pursuant to New York State Labor
Law Section 191.1a(ii).

The New York State Department of Labor has carefully reviewed the material submitted and
determined that Best Buy Stores LP has satisfied all the conditions enumerated in the statute,
The firm has employed 1,000 or more persons in New York State for the three years preceding
its application; has furnished sufficient proof it has met and shall continue to meet its payroli
responsibilities; and has furnished other information and proof in accordance with the conditions
set forth under Section 191.1a(ii).

Therefore, | hereby graht authorization for Best Buy Stores LP to pay wages to its manual
workers employed in New York State on a biweekly basis.

Sincerely,

Roberta Reardon

New York State Department of Labor

Facebook | Twitter | YouTube | Linkedin

— L=

oilibor

FL-22-0355 0044



August 9, 2021

Mew York State Department of Labor
Division of Labor Standards

Room 1858 PCU Building 12

Alhany, NY 12240

Best Buy Stores LP
7601 Pann Ave South
Richfield MN 55423
£i2-291-3328

RE: Request for Bi-Weekly pay variance
Best Buy St

FEIN Last 4:
Registration NUmbDer

To Whom it May Concern,

RECEIVED
NYS DEPARTMENT OF LABOR

SEP 14202

{1y OF LABOR STARDARDS
PERMIT & CERT UNIT

I, Senior Vice President attest that, to the best of my knowledge, all data submitted for NY
Ul quarters 1Q 2018 thru 1Q 2021 for the above referenced account is accurate and

complete,

Ve Rt B /i
4 g Ei T
Thank 'you,ﬁ;;%w-j oy

¥

A

i { T
e hd

Senior Vice President, Human Resources

ot

e». e
B, o

RURYNA LOPEZ BAGHA
Noiary Public
State of Minrasola
iy Commission Expires
January 31, 2025

#est Buy Corporate Campus « 7601 Penn Avenue South Richfield, M, USA 53423-3645 - (612) 2911 Ghass 0045



7601 Pann Avenue
Richfield, MN 55423

Mr. J.C. Dacler

New York State Dept of Labor
Room 1858 PCU Building 12
Aibany, NY 12240

September 8, 2021

Dear Mr. Dacier,

I've included the additional requested information for the bi-weekly pay variance for Best Buy
Stores, L.P. per your email response dated 8/3/21.

1 Atranscript of the number of individuals employed and remuneration paid as recorded
on your husiness's quarterly NYS-45 reporting form for each quarter in each of the last
three complete calendar years and for sach completed quarter of the current calendlar

year.
2) The transcript must be accompanied by a signed and notarized affidavit wherein the

business's divisional vice president or department head responsible for filing the NYS-45

attests to the genuineness and accuracy of the figures contained in the transcript.

Please let me know if you have any questions regarding our submission.

Thank you,

Cory Livingood

8r. Manager, Wage and Hour Compliance
Cell 262-849-1102

Efax 952-430-2260

FL-22-0355 0046



New York State Department of Labor

Harriman State Office Campus

Building 12, 1858, Albany, NY 12240
{abo

518-467-1942

RELEASE FORM - DISCLOSURE INFORMATION

Pursuart to the mquest, inhiated by

BUY, p
(Ploase print logal nams of EMPLOYER)

10 pay #ts manual workers on a biweakly or sem imonthly basis,

R CHARLES MONTREUIL_ .
{Please print NAME of reaponsible officer signing release form)

SVP, HR REWARDS
(Please print TITLE of responsible officer slygning relpags form)

hereby authorize the Division of Unemployment insurance to disclasa to the Pamit and
Cartificate Unit of the Division of Labor Standards of New York State Dapartment of Labor its
record, if any, of sald smployer's Unemploymant Insurance tax fiabiltles,

. Federal Employer Idantificalion Number (FEIN)
{FEIN}

_..____- Unamploymaent tnsurance Employer Reglatration Number (ERH)
{ER#) C _

Signature
2] 16 ] 2020
N “Date

FL-22-0355 0047



7601 Penn Avenle
Richfield, MN 55423

Mr. J.C. Dacier

New York State Dept of Labor

State Office Building

Camgpus Building 12, Room 1858 (PCU)
Albany, NY 12240-0125

June 1, 2021
Mr. Dacier,

| write in response to your letter dated May 19, 2021, to my colleague, Cory Livingood.

I confirm, to the best of my knowledge and belief, that Best Buy Stores LP did not have any
payrol! debt beyond 30 days past due as of the end of our fiscal first quarter (May 1, 2021). For
the purposes of this letter, my definition of payroll debt includes all amounts due to employees
for wages and salaries.

Please let me know if you require any further information.

Sincerely,

WA

Mathew Watson

Senior Vice President ~ Finance
Controller and Chief Accounting Officer
Best Buy Co., Inc.

Office: 612 291 4137

FL-22-0355 0048



i‘ Workers'
d *é;t E‘Kl Cnmpensation CERTIFICATE OF

Board NYS WORKERS' COMPENSATION INSURANCE COVERAGE
1a. Lagal Name & Atdress of Insured {use street sddmss only) & Busingsy Toiephane Nummber of isured
Bust Buy Stores, LP, D52G05-T004 ‘
7001 Penn Avenue Souh i¢ NYS Unempiiyment insurance Employer Registration Number of
Richleld, MN 55423 tasured

Work Lobition of tnsured (Only mauingd J coveeage is Wrwm
ey

& oerladn Jovabons in New York State, jé., a Wrap-Up fd Federal Empioyer identificabon Number of insundd or Socia

Securfty Numbder
1. Name and Address of Endty Regquesting Proar of I FHame o [RSUrance Cataer
Covernge {Entity Balng Listed 28 e Centificate Holdar} XL insurzace Amerit, nc.
3b Policy Humber of Entty Listed in Bux "1a”
New York State Department of Laboe
Division of Labor Stardards
oo 1858 Budding 12 3t Polficy effective period
Abany, HY 12240

Q2012021 o JH8Z022

3d The Progrietor. Pariners. or Executive Difstars are
IX] incheded, (Only Sheok vox ¥ A pURILOMLe Ntded)
Pl all exvluded or cenan partiesifiones exduded.

Thiy certiies that e insurance samior lngicated above in box "3° insures the tasiness referencad abova in box “1a” lor workery”
compensation under the New York State Waders' Componsatan Law, (To use this form, Row York {NY]} mast be tisted under tom 37
on the INFORMATION PAGE of the workers’ compensation insutance poliey). The Insutange Casmriar or its Heanstd agent wil send
this Certificate of Insursnce 1o the eniRty listed above s the cerificata holder in box *2%

The insuranca camar must nodify the above terfificate holder and the Workers' Compensation Board within 10 days IF a policy i cancaled
dise o nonpaymant of premiums or within 30 days IF there are reasans bther than nongayment of premiums that concel the policy or
eliminate the insumd from the coverage indicatod an this Certificate. {Thess notices may be sent by regular mait) Otherwiss, this
Certificate is valld for one yoar after this form i approved by the insurance carrier or its ticensod agent, or uniil the pelicy
expiration date Isted in box “3¢%, whichevar Is wardior,

This certificate is issued as a matter of Information anly and confers no fights upon the sertificate holder, This centifice does not amond,
extend or alidr the coverage Afforied by the palicy listed. not does it 2anfer any rights or responsibilities beyand those vomained in the
referenced policy,

This cartificate may be used as evidence of & Workens' Compansation contratt of insurance enly while thie underylng poficy is in effest
Please Hote: Upon cancellation of the workers” compensation policy indicated on this form, if the business sontinues to be
named on a permil, lioense or contraet issund by a certiticaty hofder, the business must provide that senifisate holder with 2
new Cortifinate of Workers” Compensation Coverage or other authodzed proof that the business is complying with the
mandatory coverage requirnments of the New York State Workers' Compensation Law,

Under penaity of perjury, | cortiy that | am an suthorized representative or linensod agent of the Insuranae earrier referenced
above and that the named Insured has the coverage as depioted on this form,

Approved by:  Joseph Tooco

P oF JUIVXIZEG RpIREENLENe OF agentof ST
Approved by @m‘ [03202
/ (BT o)

Tide: Chief Excoutive Officer

Teiephane Number of authorized reprasentative of licensed sgeat of insurance camer:  L21L0156-7008

Please Note: Only insurance cartfers and their lcensed agents zre authorized to Issue Form C-105.2, insurance brokars are BOY
authorized to issue it.

C-105.2 (94T) W welnny. gov

Fi-22-0356 0049



-4 M, | Workers CERTIFICATE OF INSURANCE COVERAGE

-__._\ﬂm Couponsation
Board DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

PART 1. To be completed by Disabllity and Paid Family Leave Benufits Carrder or Licensed insuranve Agent of that Carrier
1a. Lagal Hame & Address of Insured {use street address onldy) 1h. Business Telephone Numbes of lasured
BEST BUY STORES 1P

7801 PENN AVENUE SOUTH 612-291-5342
RICHFIELD, MN §5423.3648

He. Federal Employer Kentification Mumber of Insuted o Social Sesurity

Work Lonation of tnsurod fOndy requied if coverge is
lacidpismern oA ol L g gl et o e -

5, Mamme 2nd AOress oF EHUtY ReQUestig Prod of ”
et ity Baing Livied o the Corifcets Holden s Rame ot irsaanoe Cartier

HARTFORD LIFE AND ACCIDENT
bk Policy Number of Erdity Listed in Box “1a"

i Policy effective period
i 112021 to 12-31-2021

4 Policy provides the tollowing benelits:
A Both disatidlity and paid fanslly leave benefits.
e Disatlity bancdits onty.
m C. Paid farily inawn bosefits only.

X Poli

% A Nioitme ! H o4 eligibln ander Sws NYS Disabifity and Paid Family Leave Banefits Law.
e My&efMdmm;swsonmﬁmrsW a 4

tnder penalty of petjury, | cortify that 1 2 an authorized rogresentaiive of livensed agent of the insurance carrier refecenced abave and that ihw nwned
insitred has NYS Disabliity and/os P3id Family Leave Senetits insuranse coverage a5 desdribed above.

Dte Signed 12:03-2020 Flogadbeth ?Te&'&a—
ki af [ e T WS LM HARTAN Y ERAT 51 GWF IHELTEnes SArven |
Telephotse Rumber {212} 5636074 Hame and Title: Elizabath Talla ~ Assistant Dimotor, Statitory Serdtes

IMPORTANT: i loxes 4A and SA are shecked, and this form i sighed by the insurance canier's authorited nepresentative or NYS
Licensed Insurance Agent of that carrier, this certificate is COMPLETE. Mail it ditecHy to the sedtificate holder.

if Box 48, 4C or 58 is checked, this certificats Is NOT COMPLETE tor purposes of Section 220, Subd. 8 of the NY$
Disability and Paid Family Ledve Benefits Law. H must be mailed for sompletion to the Workers' Compensation
Board, Plans Acceplance Unit, PO Box 5200, Binghamton, NY 135¢2-8240,

PART 2, To be completed Dy (he NYS WOTKers' Compensation BOAT0 (Orly f Box AC or 55 of Part{ has been checked)

_ State of New York
Workers' Compensation Board
Acoording to information maintained by the NYE Workers* Compensation Board, the sbove-saimed amployer has complied with
the HY$ Disability and Paid Family Leave Bonefits Law with respeot to ali of hisfhoer employess,

Date Sianad By

Hgnatire of Avihartisd NYS B shbery Do

Talephoee Humbar Mame and Title

Please Mowe: Only iInsranee caiers loensed m wiite HYS disability and paid farnily feave botefita insurance policies ard HYS foensed insurancs agents
of those Insurance carmiers are authorized 1o Seve Form DE-1001, tnsurance brokers are HOT authorized o issue this fortn

om0 [y

F1.-22-0355 0050



Fax Server 2/1B6/202) 2:55:58 PH PACE 3/003 Fax Ssrver

_w Department of

L\E’“ Taxation and Finance

Office o Hudgel and Munapemen] Anatysis
WA Harnman Cemouy Albary NY 12227

Fobruary 16, 2021

Ms. Jane Dorwellor

Best Buy - Corporale Office
7601 Ponn Avenue South
Richfield, MN 55423-

Re: Best Buy Stares |P
Dear Ms. Dorweiler:

In response to your request for tax Information regarding the above-referenced taxpayer, the
following is provided:

A search of our recortds dees not indicate any outstanding tax warrants

it you have questions regarding your reguest, please call (518) 530-43686,

Sincerely.

Thomas Engot
income Tax Technician

WA Matiman Campts, Buld'ng & Room 706, Alany NY 1037 - waiw L3 Ny go7

FL-22-0355 0081



BBY US Business Group Report Date: 15-JUN-2021
Payroll Register

Report Paramete
Starting Pay Date: 11-JUN-2021
Ending Pay Date: 11-JUN-2021
Payroit:
Consolidation Set;
GRE:
QOrganization:
Location; 000483
Empioyee Namae:
Assignment Set Name:
Sugppress zero records: Y
Full Report: N
Reporting Dimensions: CURRENT
Sort Option1: GRE
Sort Option2:
Sort Option3:
Employee Page Break: N

Note:-

1. Employees will not appear on the report unless they have had a prepayment
processing with a payment date within the selecled date range.
@ BBY US Business Group Report Dafe: 15-JUN-2021
Payroli Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

RptSeqid: 1 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Moreno, Margaret  F Run Type: Regular
Asgignment No:  222983-2 NY Pay Rate: 20.66
Payroll Name: Bwkly 2 BBY US Bank | Gross Earnings: 1741.80
Consolidatior,.  BiWkly Freq 2 Gross Pay. 1719.86
GRE Name: Best Buy Stores, L.P. Net Pay: 1241.60
Organization:  000483-Rego Park-Appli Net Payments: 1241.60
Location: 000483 Date Paid:  11-JUN-2021
Current Current
Hours:
Base Rale wkt H 30,72 Base Rate wk2 H 28.27

BEN_Holiday Hou 8.00

Eamings:
Base Rate wk1 820.62 Base Rate wk2 584.06
Holiday 165.28 Merchandise Rov 21.84

FL-22-0355 0062



Bt

Lump Sum 150.00

RptSeqid: 2 Tax Filing Status Exemptions  Pay Prosess: Run
Empiloyee Name: Plasencia , Andry Run Type: Regular
Assignment No. 1370088 NY- Pay Rate: 19.49
Payrofl Name: Bwily 2 BBY US Bank ross Earmings: 999.50
Consolidation: BiWkly Freq 2 Gross Pay: 898.50
GRE Name: Best Buy Stores, L.P. Net Pay: 745.11
Organization:  000483-Rego Park-Appii Net Payments: 74511
Location: 000483 Date Paid:  11-JUN-2021
Current Current
Hours: _
Base Rate wk1 H 14.98 Base Rate wk2 H 25.93

OT Prem wk2 Hou 535

Earnings:
Base Rate wk1 291.97 Base Rate wk2 505.39
OT .5 Prem wk2 5214 Lump Sum 150.00
BRY US Business Group Report Date: 15-JUN-2021
Payroll Register

Deductions:

Pay Process: Run
Run Type: Regular

RptSeqid: 3 Tax Fllin
Employee Name: Schreiber, Chase

Assignment No: 1435162 N Pay Rate: 19.00
Payroll Name: Bwkly 2 BBY US Bank ross Eamings: 1846.42
Consolidation: BiWkiy Freq 2 Gross Pay. 1846.42
GRE Name: Best Buy Stores, L.P. Net Pay: 1336.37
Organization:  000483-Rego Park-Appli Net Payments: 1336.37
Location: 000483 Date Paid:  11-JUN-2021
Current Current
Hours:
Base Rate w1 M 38.57 Base Rate wk2 H 38.75

FL-22-0355 0053




BEN_Hofliday Hou 800
0T Pram wkZ MHou 7.93

Earnings:

Base Rate wki1 732.83 Base Rate wk2 736.25
Holiday 152.00 OT .5 Prem wk2 75.34
Lump Sum 150.00

ions:

RptSegid: 4 Tax Filing Status Exemptions  Pay Process: Run

Employee Name: Timothy , Shawn Clyde Federal Run Type: Regular
Assignment No: 130043 NY Pay Rate: 3425

Payroll Name. Bwkly 2 BBY US Bank Gross Earnings: 3289.16
Consolidation: BiWkly Freq 2 Gross Pay: 3258.27

GRE Name: Best Buy Stores, L.P. Net Pay: 2100.41

Qrganization:  000483-Rego Park-Appli Net Payments: 2100.41

lLocation: 000483 Date Paid:  11-JUN-2021

BBY US Business Group Report Date: 15-JUN-2021

Payrolt Register
Starting Pay Date:11-JUN-2021  Ending Pay Date: 11-JUN-2021

Current Current

Hours:

Base Rate wk1 H 40.00 Base Rale wk2 H 39.42
BEN_Holiday Hou 8.00 OT Prem wk2 Hou 8.00
Earnings:

Base Rate wk? 1370.00 Base Rate wk2 1350.14
Holiday 274.00 OT .8 Prem wk2 164.13
Imputed Life 0.89 Lurnp Sum 180.00
Deductions:

RptSeqid: & Tax Filing Status Exemplions  Pay Process: Run

FL-22-0355 0054



Employea Nams: Coshert, Clyde Arden Federal Run Type: | Reguiar

Assignment No: 873625 NY Pay Rate; 10.68
Payroli Namea: Bwkly 2 BBY US Bank s Earnings: 1508.12
Consolidation: BiWkly Freq 2 Gross Pay: 1508.12

GRE Name: Best Buy Stores, L.P. Net Pay: 1034.76
Organization;  {00483-Rego Park-Best Net Payments: 1034.76
Location: 000483 Date Paid:  11-JUN-2021

BBY US Business Group Repornt Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date: 11-JUN-2021

Current Current

Hours:
Base Rate wki H 2563 Base Rate wk2 H 35.38

BEN_Holiday Hou 8.00

Earnings;

Base Rate wk1 504,40 tBase Rate wki £696.28
Holiday 157 .44 Lump Sum 150.00
Deductions: :

RptSegid: 6 Tax Filing Status . i Pay Process: Run
Employee Name: Deleon |, Juse Antonio Federal Run Type: Regular
Assignment No. 1426158 NY Pay Rate: 18.75
Payroll Name: Bwiiy 2 BBY US Bank ross Farnings: 1634.2%
Consolidation. BiWkly Freq 2 Gross Pay. 1623.57
GRE Name: Best Buy Stores, L.P. Net Pay: 1048.12
Organization.  000483-Rego Park-Best Net Payments: 1048.12
Location: 000483 Date Paid; 11-JUN-2021
Current Current
Hours:
Base Rate wk1 H 3182 Base Rate wk2 H 38.97

BEN_Hoiiday Hou B.00

Earnings:

Base Rate wk'1 592.88 Base Rate wk2 730.69
Holiday 150.00 Merchandise Rev 10.64
Lump Sum 160.00

Deductions:

FL-22-0855 0055




Dacier, J.C. (LABOR)

T
From: Dacier, J.C. (LABOR)
Sent: Tuesday, August 03, 2021 3:43 PM
To: ‘ Livingood, Cory
Subject: RE: [CAUTION! EXTERNAL] Best Buy's application for a bl -weekly pay variance

Attachments: NYS-45s Best Buy.pdf

o have reviewed your company’s file and your company mostly qualifies for the variance. One little problem, and it's not
Best Buy's fault

Due to confidentiality and financial fraud concerns our agency is no longer permitted to keep on record NYS-45 forms
like the ones you submitted to us last month. | have destroyed our copies of the NYS-45 forms that you submitted,

' i'ma‘de a scan of those records and | am returning them to you {see attached). Instead of the NYS-45 forms please
submit the following for our records:

A transcript of the number of individuals employed and remuneration paid as recorded on your business's quarterly
~ NYS-45 reporting form for each quarter in each of the last three complete calendar years and for each completed
quarter of the current calendar year. Under no circumstances should the business submit a copy of the original
* form.

Thé"information should be arranged in a spreadsheet or matrix format with an individual row for each quarter in
each year showing {in ascending date order) the sums for the number of individuals employed and remunerataon
pa|d as reported for each year,

- The transcript must be accompanied by a signed and notarized affidavit wherein the business's divisional vice
president or department head responsible for filing the NYS-45 attests to the genuineness and accuracy of the figures
contamed in the transcr:pt

Once we receive the two documents described above we will issue your company’s bi-weekiy pay variance.

_ Have a nice day.

Mr. 3.C. Dacier
- {Clem)
Investigative Officer 3

New York State Department of Labor | Division of Labor Standards
Room 1858 PCU Building 12

Albany, NY 12240

- Dffice: 518-485-6334 (direct} j.c.dacler@labor.ny.gov

Facebook | Twitter | YouTube | Linkedin

— Sy

- From; Livingood, Cory <Cory.Livingood@bestbuy.com>
Sent: Tuesday, August 03, 2021 10:51 AM

FL-22-0355 0056



To: Dacier, 1.C. (LABbR) <J.C.Dacier@labor.ny.govs>
Subject: FW: {CAUTIONI EXTERNAL] Best Buy's application for a bi-weekly pay variance

Mr. Dacier,
Good morning. | hope you are doing well and enjoying your summer,
| wanted to check in and see how our pay variance submission was coming along.

Thank vou,

Cory Livingood

Sr. Manager, Wage and Hour Compliance

Cell 262-849-1102

Fiax 952-430-2260

Visit: https://hr.besibuy.com/web/myhr/-/wage-and-hour-laws
BEST |

Fror: Dacier, 1.C. (LABCR) <LC.Dacier@labar.ny,gov>

Sent: Friday, July 9, 2021 3:51 PM

Tot Livingood, Cory <Cory livingood@besthuy.com>

Subject: RE: [CAUTION! EXTERNAL] Best Buy's application for a bi-weekly pay variance

Yes, | am bringing those documents home with me and | expect to work on them next week. You will probakly hear
from me on or before 7/16/21.

Bar, L. Dacler
Hiem)
investigative Gfficer 3

new York State Depariment of Labor | Division of Labor Standards
Raom 1858 PCU Building 12

alhany, NY 17240

Office: S1R-485-6234 (direct) j.c.dacdier@labor.ny.gov

Facebook | Twitter | YouTube ! Linkedin

ﬂ,‘:?mx

%ﬁw

Deparimant
of Labat

From: Livingood, Cory <Cory.Livingood @hestbuy.com>

Sent: Fricay, July 09, 2021 4:39 PM

To: Dacier, J.C. [LABOR) <J,C.Dacier@labor.ny.gov>

Subject: RE: [CAUTION! EXTERNAL] Best Buy's application for a bi-weekly pay variance

FL-22-03556 0067
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Mr. Dacler,

: Goed aftemoon | wanted to check on the status of our submlssmn for the pay variance. After receiving your attached
response, I sent the additional documents you requested on June 15.

Tha nk you,
~ Cory Livingood
Sr. Manager, Wage and Hour Compliance
Cell 262-949-1102
Efax 952-430-2260
Visit: https://hr.bestbuy. com/web/mvhr/~/wage~and hour-laws

BEST
BUY.

From: Livingood, Cory
Sent: Wednesday, May 12, 2021 2:49 PM
" To: Dacier, J.C. (LABOR) <1.C.Dacler@labor.ny.gov>
Subject: RE: [CAUTION! EXTERNAL] Best Buy's application for a bi-weekly pay variance

Thank you for the flexibility. The UPS shipment should arrive by Friday.

Thank you,

Cory Livingood

. Sr. Manager, Wage and Hour Compliance

Cell 262-949-1102

Efax 952-430-2260

Vistt: https://hr.bestbuy.com/web/mvhr/-/wage-and-hour-laws

BUY.

From: Dacier, J.C. {LABOR) <J.C.Dacier@labor.ny.gov>
Sent: Friday, May 7, 2021 2:18 PM

" Yo Livingood, Cory <Cory.Livingood @bestbuy.com>
Subject: [CAUTION! EXTERNAL] Best Buy's application for a bi-weekly pay variance

A This message is from an external sender and couid be a phish. . A

Slow down, read carefully and look for signs that It may be a phish. If you think it's malicious, click the report phish button or forward this emali to
phishing@bestbuy.com.

~ We are unable to open this attachment that you sent. Please open it and print it. Then send it by surface mail to my
attention at the address shown beneath my name. Please do not attempt to send it electronically again.

Thank you for your kind cooperation in this matter.

© Mr. §.C. Dacier
{Clem)
investigative Officer 3

| New'York State Department of Labor | Division of Labor Standards
3

FL-22-0366 00568



- Reom 1858 PCU Building 12
Albany, NY 12240

Office: 518-485-6334 (direct) j.c.dacler@labor.ny.gov
Facebook | Twitter | f(odTube } Linkedin

-

FL-22-0355 0059



e .. -]
Division-of Labor Standards WE ARE YOUR DOL
Parmit and Certificata Unit
Stale Office Campus, ] f—ft‘"f‘-“?“: S Eaament

Building 12, Rm. 1858 (PCU) .
Albany, NY 12240

Application for
Authorization to Pay Manual Workers Less Frequently Than Weekly

Ascording to Section 191.1(a) of the Labor Law, an employer may qualify for & vartance if
+ inthe 3 years preceding the application it has employed an avarage of 1,000 or more persons in this
: state, or ’
» ~for 1 year preceding the application it has employed an average of 1,000 or more persons in this state
- ang has for 3 years preceding the application it has employed an average of 3,000 or more persons
outside the state
» it furnishes satisfactory proof of the continuing ability to meet Us payroll responsibilities,

Answar the followlng questions and provide the requested information In order to apply for a varlance
to pay manual workers bi-weekly or semi-monthly:

1. Legal nameof employer:

2 . Trade name:

3. Address:
4, FEIN:

" 5. The person filing this appficalich on bahalf of the employer must complete and submit a letter of
reprasentation form found at {his link:

 btips:idol.ny govisystemfiiles/documents/2024/03/is11.pd(
8. Are the manual workers covared by this reques( répt_‘esented by a labor organization? Yes [_] No ]

if yes, provide the name, title, address, direct phone number and e-mail address of any labor official at the local
or national level who represents the employees In question. Usa an additional sheel, if necessary.

6a. Name: Tite:
{print} ] {print}

Bb. Addrass.;

6c. Phone Number. E-maik:

This application must be submitted with the items listed below and malled to the address shown In the
top laft-hand corner of this form. All required ltems must come In a sihgle malling, Please do not
- submit any item pertaining to this application under separate cover.

A) One recent pay period's computerized payroll record from any single NYS localion. Those records \:
should include the address of the location where the employees work and for each individual Y
emplioyee the foltowing; i) first and last name and depariment or occupation;; ii} wage rate;; i) hours
worked;; Iv) gross wages pald; v) itemized deductions from wages; and, vi) net wages. Do not
include employae SSNs or addresses or any other data not listed in this paragraph. Do not include
payrolls from multiple pay periods or from multiple focations.

LS 138 Page 10f3

FL-22-0355 00G0



B) A transcrip! of the number of individuals emploved and remuneration paid as recorded on your \/
business’s quarterly NYS-45 reporting form for sach quarter in each of the last three complete
calendar years and for each compiated quarter of the current calendar year, Under no
circumstances should the bustness submit a copy of the original form.

The informalion should be arranged In a spreadsheet or matrix format with an individual row for
each quarter in each year showing (in ascending date order) the sums for the number of
Individuals smployed and remuneration paid as reported for each year.

The transcrip( must be accompanied by a signad and notarized affidavit propared-by-the-

rasponsible for filing the NYS-45 altests to the genuineness and accuracy of the figures
contained in the transcript,

- I your busingss Is seeking to qualify for a variance under the 3,000 employee thrashold
described earlier In this form then your business must alse submit the same-kind-oftranscripls
in the same form and content compiled from figures on analogous quarterly reporting forms
used in offier states or localities.

business's-legat-sounsebivherein the business’s divislonal vice president or department head o 1

C} Proof of the company's continued ability to r_néet its payroll responsibiiities including but nol limiled
to an opinion letter from a certified public accountant affirming that the employer has not defaulted
on any of its payroll obligations over the course of the three fiscal years preceding thisapplication.

D) i the manual workers In New York State are represented by any laber organization the employer
must include letters from the appropriate union officials giving their assent fo the requesled pay
period extensian, or a copy of a contract in effect whereln a bi-weekly or semi-monthly pay period
has been agreed upen.

E} Proof of amployer's covarage for workers’ compansation insurance. Accepiable forms are: C-1056.2;
U-26.3; 8112, 351-106.2,

Acord liability insurance forms are not acceptad as proof of workers’ compensation coveraga,

F) Proof of ampldyers coverage for disébl!ity insurance. Acceplable forms are: DB 120.1; DB-158. \/

G} Proof of no outstanding warrants for fallure {o remit state personal income tax withholdings. Proof |s
obtained by writing to the New York Slale Department of Taxation and Finance {address below) to /
issue a lotter cérlifying that fact. Be sure to referenca the Federal Employer identification Number (FEIN),

The lattar must accompany the application, do not submit It under saparate cover.

New York State Departmeni of Tax and Finance
Disclosure and Government Exchange
Attention; Thomas Engle, Tax Techniclan I
Building #8, Room 700
NYS Office Buliding Campus
Albany, NY 12227
Phane: 518-530-4362

H) Proofihat there éra no outstanding warrants against the employer for failure to remit

unemployment insurance condributions. The Division of Unemployment Insurance may provide
proof to us directly, if a responsible officer of the employer executes the altached RELEASE FORM.
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BEST
BUY:

7601 Penn Avenue
Richfield, MN 55423

Mr. J.C. Dacier

New York State Dept of Labor
Room 1858 PCU Building 12
Albany, NY 12240

June 15, 2021

Dear Mr. Dacier,

RECEIVED
NYS DEPARTMENT OF LABOR

JUN 21 2021

s
OF LABOR STANDARD
DIV SRMIT & CERT UNTT

've included the additional requested information for the payroll waiver request for Best Buy Stores, L.P.

per your response dated 5/19/21.

1) Cover letter from our SVP of Finance affirming that Best Buy has no payroll debt beyond 30 days

past due

2) One recent pay period's payroil records for one NY location showing names, hours worked, gross

wages, itemized deductions and net wages paid

3) Best Buy’s NYS-45 reporting forms, one for each of the four guarters in 2018, 2019 and 2020

Please let me know if you have any questions regarding our submission.

Thank you,
Cory Livingood

Sr. Manager, Wage and Hour Compliance

Cell 262-949-1102
Efax 952-430-2260
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Attestatlon: ! the undersigned applicant, as a responsible official of this firm, aliest that the aumberof
emplovess-employed-by-the-above-named employer has (check one},

CJin the 3 years preceding this application empioyed an average of 1,000 or more persons in New York State
or

[has for 1 year praceding this application employed an average of 1,000 or more persons in New York State
and has for 3 years preceding the appfication employed an average of 3,000 or more persons culside the slate,

Name: Title:

Signature: Date:

- There is no application fee.
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Release Form - Disclosure Information

Pursuant to the raquest, initiated by,

(Print legat name of EMPLOYER)

to pay its manuatworkers on a bi-weekly or semi-monthly basis,

{print NAME of responsible officer signing release form)

(print TITLE of responsible officar signing release from)

hereby authorize the Divislon of Unemployment Insurance to disciose to lﬁe.Permit and Certificate Unit
of the Division of Labor Standards of New York State Depariment of Labor its record, if any, of said
employer's Unemployment Insurance tax liabllities.

(print Federal Employer {dentification Number FEIN}

(print Unemployment Insurance Employer Registration Number ER#)

Signature K Date

New York State Deparimen! of Labor
Divislon of Labor Standards
- W. Averell Hamiman State Offica Campus, Bldg. 12, Rm. 1858 PCU, Albany, NY
© 12240 Phone: (518) 457-1942 Fax: (518) 457-2731
labor2dd22d@labor.ny.gov

1.5 138(065/21) Page 13 of
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Divigion of Labor Standards WE ARE YOUR DOL
Permit and Certificate Unit -

State Office Campus, i 2fm ont
Building 12, Rm. 1858 (PCU)

A!bany, NY 12240

Application for
Authorization to Pay Manual Workers Less Frequently Than Weekly

According to Section 191, 1(&) of the Labor Law, an employer may qualify for a varlance if
+ in the 3 years preceding !he appﬂcahun it has employed an average of 1,600 or more persons in this
state, or
+ for 1 year preceding the application it has employed an average of 1,000 or more persons in this stale,
.. And hes for 3 years precading the appticalion it has employed an average of 3,000 or more persons
" outslde tha state
« |t fumishes satisfaciory proof of the conlmumg abfity to mast its payrofl responsibiiities.

Answer the following questions and provide the reguested Information in order to apply for a variance
to pay manual workers bi-weekly or semi-monthly:

1. Legal name of emp!oyer

2. Trade | name

" 3. Address:

4. FEIN:

5. The parson filing this application onbehalf of the employer must complete and submit a letter of
representation form found at this ink: -

hilps:#dol.iy. qovisystem/Mlasidocuments/2021/03As11.0d
8. Arethe manualworkerfs f;ﬁve_;rsd by this request represented by a labor organization? Yes [ No [

If yes, provide the nama, fille, address, direct phore number and e-maf address of any labor official at the locai
o nalional level who represents the smployees in question. Use an additional sheet, If necassary.

6a. Name; . : ) Titla:
: (printy (print)

" 8b. Address:

6c. Phone Number; E-mall:

This application must be submitted with the items listed below and malied to the address shown In the
top left-hand corner of this form. All required items must come in a single malling. Please do not
submit any item pertaining to this application under separate cover.

A} One recent pay period’s computerized payrofl record from any single NYS lecation, These records
should include the address of the location where the employees wark and for each individual
employee the following: I} first and last name and depariment or occupation; li) wage rate;: iii} hours
worked; Iv) gross wages paid;; v) lemized deductions from wages; and, vi} net wages. Do not
include emplioyee SSNs or addresses or any other data not listed In this paragraph. Do not include
payrolls from multiple pay periods or from multiple locations.

L5138 : Page 10of3
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_B) A transcript of the number of Individuals employed and remuneration paid as recorded on your
business's.quarierly NYS-45 reporting form for each guarter in each of the last three complete
calendaryears and for each completed quarter of the current calendar year. Under no
circumstances should the business submit a copy of the originai form,

The lhformagﬂon should be arraziged in a spreadsheat or matrix format with an Individuai row for
each quarter in each year showing {in ascending date order) the sums for the number of
individuals employed and remuneralion pald as reported for sach year.

Tha fransoript must be accompanied by a signed and notarized affidavil prepared-by-the-

responsible for filing the NYS—45 attests lo the genuineness and accuracy of the figures legal counsel? It's cerieinly advisable to do so, but 'd
rafraln from making It ssem ke a reqiiremant,

busiress's-lagaleauncewherein the business's divisional vice president or department head - ] c d [PP(): Isit v to be prepared by
contained in the transcripl.

 your business Is séeking to qualify for a variance under the 3,000 employee threshold
destribed eariler in this form then your business must also submit the same-kind-ofranscripts

In the same form and confent complled from figures on analogous quarterly reporting forms
used in.other states or-localities,

C) Proof of the company's continued abillty to meef its payroll responsibilities including but not limited
1o an opinion lelter from a certified public accountant affirming that the employer has not defaulted
on any of its payrol obligatiens over the course of the three fiscal years preceding this application.

D) If the manual workers in New York State are represented by any labor organization the employer
musl include falters frem the appropriate union officials giving their assent to the requasted pay
period extension, or a copy of a contract In effect whereln-a bl-weekly or seml-monthly pay peried
has been agreed upon.

E) Proof of employer's cove‘ra'ge for workers' compensationinsurance, Acceptable forms are; C-105.2;
{)-26.3; S1-12, GSI-105.2.

Acord itability insurance forms are not accepted as proof of workers’ compansation coverage.

F} Proof of emplpyei's coverage for disablllty Insurance. Acceplable forms are: DB 120.1; DB-155,

G) Proof of no outstanding warrants for failure to remit state personal incoms tax withholdings. Proof is
obtained by wiiting to the New York State Department of Taxation and Finance {address below} o
issue a letter cerlifying that fact. Be sure 1o reference the Federal Employer (dentification Number (FEIN).

The letter must accompany the application, do not submit i under separata cover.

New York State Depariment of Tax and Finance
Disclosure and Government Exchange
Aftention: Thomas Engle, Tax Techniclan I}
Buiiding #8, Room 700
NY$S Office Building Campus
Albany, NY 12227
Phone: 518-530-4362

H) Proof that there are no outstanding warrants against the employer for fallure to remit
unemployment insurance contributions. The Division of Unemployment insurance may provide
proof to us directly, If a responsible officer of the entployer exacutes the aftached RELEASE FORM.

LS 138 ' Page 2 of 3
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Attostation: | the undersipned applicani, as a responsible official of this firm, attest thal the rumberof
employcas-employad-by-the-above-named employer has (check one): .

' [Clin the 3 years preceding this application employad an average of 1,000 or more persons in New York State
or

. [Jhas for 1 year preceding this application employed an average of 1,000 or morg persons in New York Stale
and has for 3 years preceding the appilcation employed an average of 3,000 or more persons outside the stale,

Name: Tille:

Signature: ' Dale:

. There Is no application fee.

LS 138 Page 3of3
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Release Form - Disclosure Information

Pursuan! to the request, Initiated by,

(Print tegal name of EMPLOYER)

'to pay its manual werkers on a bl-weekly or semi-monthly basis,

{print NAME of responslble officer signing refease form)

{print TITLE of responsible officer s..igning re!éase from)

hereby authorize the Division of Unemployment Insurance to disclese to the Permit and Certificate Unit
of the Division of Labor Standards of New York State Department of Labor Its record, If any, of said
employer's Unemployment Insurance tax liabilifias.

{print Federal Embloyar Jdentification Number FEIN)

(p'rinl Unemployment insurance Employer Registration Number ER#)

_Signalure‘ ) Dale

New York State Department of Labor
L Division of Labor Standards
. W. Averel Hariman State Office Campus, Bldg. 12, Rm. 185B PCU, Albany, NY
12240 Phone: (618) 457-1942 Fax: (518} 457.2731
labor2dd22d@labor.ny.qoy
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T 175,668 MEDICARE 22.54

$8 96.38 SDI1-NY 8.35
SIT-NY 7223 CITY-New York 46.90
Roth 401k 73.68 Dental(P) 2.59
Medical(P) 76.52 Vision(P) 0.80
{3 BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

RptSeqld: 7 Tax Filing Status Examptions  Pay Process: Run
Employee Name: Harichand , RishiM R Run Type: Regular
Assignment No: 1113832 NY ay Rate: 31.18
Payroll Name: Bwkly 2 BBY US Bank ross Earnings. 308425
Consolidation:  Biwkly Freq 2 Gross Pay: 3039.00
GRE Name: Bast Buy Stores, L.P. Nat Pay. 1986.54
Organization:  000483-Rego Park-Best Net Payments: 1996.54
Location: (00483 Date Paid:  11-JUN-20621
Current Current

Hours:

Base Rate wk2 H 40.32 BEN_Holiday Hou 8.00

OT Prem wk2 Hou B.67 PTO_Personal Ho 40.00

Earnings:

Bage Rate wk2 125719 Holiday 249,44

07 .5 Prem wk2 135.17 PTO 1247.20

imputed Life 0.66 Merchandise Rey 44 58

Lump Sum 150.00

Deductions:

RptSeqld 8 Tax Filing Status Exemptions  Pay Process: Run

Employee Name: Colobong , Brian8  F Run Type: Reguar
Assignment No: 1060877 NY Pay Rate: 2472
Payroll Name:  Bwkly 2 BBY US Bank Gross Earnings: 2337.86
Consolidation: BiWlkly Freq 2 Gross Pay: 2337.74

GRE Name; Best Buy Stores, LP. Net Pay: 1436.55
Crganization:  000483-Rego Park-Conne Net Payments: 1436.55
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[

Location: 000483

Current
BRY US Business Group

Payroll Register
Starting Pay Dale:11-JUN-2021  Ending Pay Date: 11-JUN-2021

Dats Paid:  11-JUN-2021

Current
Report Date:  15-JUN-2021

Hours:
Base Rate wk1 H 41.23
BEN_Holiday Mou 8.00

OT Prem wk2 Hou 8.25

‘Earnings:
Base Rate wk1 1019.21
Holiday 197.76
OT .5 Prem wik2 114,33
Imputed Life 0.12

Base Rate wk2 H 18.03
OT Pram wk1 Hou 1.23
PTO_Personal Ho 16.00

Base Rate wk2 445,71
OT .5 Prem wkt 15.21
PTO 39552
Lurnp Sum 150.60

RpiSeqid: 9

Employee Name: Dwarksh , Joshua

Assignment No: 1167308

Payrofl Name. Bwkiy 2 BBY US Bank
Consolidation: BiWkKly Freq 2

Best Buy Stores, L.P,
Organization,  000483-Rego Park-Conne

GRE Name;
Location: 006483

Current
Hours:
Base Rate wkti H 32.00
BEN_Holiday Hou 8.00
Previous Period 5.00

Earnings:
Base Rate wi1 856.97
Holiday 21424

Tax Filing Status
Federal

Exemptions  Pay Process: Run
Run Type: Regular
Pay Rate: 26.78
ross Earnings: 2829.44
Gross Pay. 2929.26

Net Pay; 2094.06

Net Payments: 2084.08
Date Paid:  11-JUN-2021

Current
Base Rate wk2 H 4502

OT Prem wk2 Hou 11.862
PTO_Sick Bank H 8.00

Base Rate wk2 120564
OT .5 Prem wk2 154.26
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Previous Period 133,90 Sick Bank 214.24
imputed Life 0.19 Lump Sum 160.00
0  BBY US Business Grougp Report Date:  15-JUN-2021
Payroli Register
Starting Pay Date:11-JUN-2021  Ending Pay Date; 11.JUN-2021

Deductions:

FiT 218.68 MEDICARE 42.47

88 181.62 SDI1-NY 14.97

SIT-NY 140.15 CITY-New York 98,34

401k{P) 138.95
RptSeqid: 10 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Bautista , Erlka Amand Federal Run Type: Ragular
Assignment No: 1433648 NY Pay Rate: 18.08
Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 2118.11
Consolidation. BiWKkly Freq 2 Gross Pay. 211811
GRE Name: Best Buy Stores, L.P. Net Pay, 1488.49
Organization:  000483-Rego Park-Digit Net Payments: 1488.4%
Location: 000483 Date Paid:  11-JUN-2021

Current Current

Hours:

Base Rate wk1 H 39.30 Base Rate wk2 H 38.00

BEN_Holiday Hou 8.00
OT Prem wk2 Hou 7.78

Earnings:

Base Rate wik1 749.85 Base Rate wk? 74413
Holiday 152.64 OT .5 Prem wk2 74.23
Lump Sum 160.00 Quarterly Bonus ~ 247.26

Deductions:

{1  BBY US Business Group Report Date: 15-JUN-2021
Payroll Register
Starting Pay Date;11-JUN-2021  Ending Pay Date:11-JUN-2021

RptSegid 11 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Chin, Linden Carlton Federal Run Type: Regular
Assignment No: 1383008 NY Pay Rate: 18.75
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Payroll Name: Bwkly 2 BBY US Bank Gross Eamings: 2000.79
Consolidation:  BiWkily Freq 2 Gross Pay: 1681.77
GRE Name: Best Buy Stores, LP. Net Pay: 1302.81
Organization:  000483-Rego Park-Digit Net Payments: 1302.81
Location: 000483 Date Paid:  11-JUN-2021
Current Currant

Hours:

Base Rate wki H 40.00 Hase Rate wk2 H 31.18

BEN_Holiday Hou 8.00 OT Prem wk2 Hou 8.32

Earnings:

Base Rate wk1 750.00 Base Rate wk2 584.82

Holiday 160.00 OT .6 Prem whk2 78.00

Merchandise Rov 18.02 Lump Sum 150.00

Quarterly Bonus  268.85

RptSeqlid: 12 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Woods , Maleik Federal Run Type: Regular
Assignment No: 2999745 NY Pay Rate: 20.14
Payroll Name:  Bwkly 2 BBY US Bank ross Earnings: 2886.77
Consolidation: BiWkly Freq 2 Gross Pay. 2772.58

GRE Narme: Best Buy Stores, L.P. Net Pay; 1728.58
Organization.  000483-Rego Park-Digit Net Payments: 1728.58
Location: 000483 Date Paid:  11-JUN-2021

Current Current

3 BBY US Business Group

Payroll Register
Starting Pay Date: 11-JUN-2021

Report Date: 15-JUN-2021

Ending Pay Date:11-JUN-2021

Hours:

Base Rate wk1 M 37.28 Base Rate wk2 H 36.83
BEN_Holiday Hou 8.00

OT Prem wi2 Hou 6.63

Eamings:

Base Rate wk1 750.82 Base Rate wk2 741.78

Holiday 161.12 OT .5 Prem wk2 88.77
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Merchandise Rev 114,19 Lump Sum 150.00
Quarterly Bonus 902,11
Deductions:

Rpt Segid: 13 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Chan , Aaron Fed Run Type: Reguiar
Assignment No: 1538260 NY Fay Rate: 17.00
Payrolt Name:  Bwkly 2 BBY US Bank Gross Earnings: 1356.65
Consolidation, BiWkly Freq 2 Gross Pay. 1307.02

GRE Nama: Best Buy Stores, L.P. Net Pay: $858.56
Organization:  000483-Rego Park-Front Net Payments: 858,56
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

PTO Absence wk2 4.00 Base Rate wk1 H 2805

Base Rate wk2 H 28.22 OT Prem wk2 Hou 507

Eamings:

Absence wk2 88.00 Base Rate wk1 476.85

Base Rate wk2 479.74 OT .5 Prem wk2 43.10

Merchandise Rev 49.63 Lump Sum 150.00

Gift Card GU 82.33

0 BBY US Business Group Report Date:  15-JUN-2021

Payioll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Deductions:

ot

RptSeqld: 14 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Cortazar , Dexter Josh Federal Run Type: Regular
Assighment No: 10333043 NY Pay Rate: 20.00

Payroll Name: Bwkly 2 BBY US Bank rose Eamings: 1353.50
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Consolidation: BiWkly Freq 2

GRE Name: Best Buy Stores, L.P.
Organizafion;  000483-Rego Park-Front
Location: 000483
Current
Hours:
Base Rate wk1 H 31.05
O7 Prem wk2 Hou 8.03
Eamings:
Base Rate wk1 621.00
60.30

OT .5 Prem wk2

RpiSeqid: 18

Gross Pay. 1353.50
Net Pay: 1632.42
Net Payments: 1032.42
Date Paid:  11-JUN-2021
Current

Base Rate wk2 H 2811
Base Rate wk2 §22.20
Lump Sum 150.00

Tax Flling Status Exemptions  Fay Process: Run
Employee Name: Diazdelcastillo , Migu Federal “ Run Type: Regular

Agsignment No: 1293989 NY
Payroll Name:  Bwkly 2 BBY US Bank
Consolidation:  BiwWkly Freq 2

GRE Name: Best Buy Stores, L.P.
Organization:  000483-Rego Park-Front
Location: 000483

Current
1 BBY US Business Group

Payrof Registar
Starting Pay Date11-JUN-2021

!ross Earnings:

Pay Rate: 17.66

105923

1054.13
760.98

760.98

Gross Pay.
Net Pay:
Net Payments:
Date Paid:  11-JUN-2021

Current
Report Date: 15-JUN-2021

Ending Pay Date: 11-JUN-2021

Hours:

Base Rate wkt H 24.28

OT Prem wk2 Hoy 6.23

Earnings:

Hase Rate wi1 428,79

OT .6 Prem wk2 55.02
160.00

Lump Bum

Base Ratewk2 M- 23.80
Base Rate wk2 420.32
Merchandise Rov 5.10
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Rpt Seqid: 18 Tax Filing Status Exemptions  Pay Process: Run
Employse Name: Lse |, Jorge Alberto  Fe Run Type: Regular
Assignment No; 1018651 NY Pay Rate: 20.42
Payroll Name: Bwkly 2 BBY US Bank ss Earnings: 1834.08
Consuolidation: BivWkly Freq 2 Gross Pay: 1834.05
GRE Name: Best Buy Stores, L.P. Net Pay: 1238.67
Organization:  000483-Rego Park-Front Net Payments: 1238.67
Location: 000483 Date Paid:  11-JUN-2021
Current Current
Hours;
Base Rate wk1 H 21.20 Base Rate wk2 H 23.27
BEN_Holiday Hou 8.00 PTO_Personal Ho 30.00
Earnings:
Base Rate wk1 432.91 Base Rate wk2 475.18
Holiday 163.36 PTO 612.60
Lump Sum 150.00
usiness Group 5. JUN.2021
Payrolt Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021
RptSeqid: 17 Tax Filing Status Exemptions  Pay Process: Run
Employse Name: Martinez , Monique Ner Federal Run Type: Reguiar
Assignment No: 1628044 NY Pay Rate: 18.00
Payroll Name; Bwkly 2 BBY US Bank Gross Earnings: 1439.83
Consolidation: BiWkly Freq 2 (ross Pay: 1383.99
GRE Name: Best Buy Stores, L.P. Net Pay: 1036.78
Organization:  000483-Rego Park-Front Net Payments: 1036.78
Location: £00483 Date Paid:  11-JUN-2021
Current Current
Hours:
Base Rate wk1 H 2940 Base Rate wk2 H 3558
OT Prem wk2 Hou 7.15
Eamings:
Base Rate wk1 §528.20 Base Rate wk2 840.44
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OT .8 Prem wk2 64.35 Merchandise Rov 55.84

Lump Sum 150.00

Deductions:

FiT MEDICARE 20.87
88 SDH-NY 7.35
SIT-NY CITY-New York 4214

Rpt Seqld: 18 Tax Filing Status Exemptions  Pay Process: Run
Employee Name, Mitra, Ashik Federal Run Type: Regular
Assignment No. 1417117 NY Pay Rate: 20.50

Payroli Name: Bwkly 2 BBY US Bank Gross Eamings; 1655.74

Consolidation:  BiWkly Freq 2 Gross Pay: 1655.74
GRE Name: Best Buy Siores, L.P. Net Pay: 1143.21
Organization:  000483-Rego Park-Front Net Payments: 1143.21
Logation; 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wk1 H 33.98 Base Rate wk2 H 3147

BEN_Holiday Hou 8.00
BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date: 11-JUN-2021

Earnings:
Base Rate wki 888.60 Base Rate wk2 645.14
Holiday 164.00 Limp Sum 160.00

RptSeqld: 19 Tax Filing Status y Process: Run
Employee Name: Louis , Remy C Federal Run Type: Regular
Assignment No: 1078123 NY Pay Rate: 18.14
Payrofl Name: Bwkly 2 BBY US Bank Gross Eamings: 1646.96
Consolidation: Biwkly Freq 2 Gross Pay: 1648.96
GRE Name: Best Buy Stores, L.P. Net Pay: 1197.32
Organization;  000483-Rego Park-Home Net Payments: 1187.32
Location: 000483 Date Paid:  11-JUN-2021

Current Current
Hours:
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Base Rafe wk1 H 31.32 Base Rate wk2 H 35.15

BEN_Huoliday Hou 8.00 OT Prem wk2 Hou 7.48
Earnings:

Base Rate wk1 588.47 Base Rate wk2 872,78
Holiday 153.12 OT .5 Prem wk2 71.59
Lump Sum 150.00

Deductions:

RptSeqid: 20 Tax Filing Status Exemptions  Pay Process: Run
Employea Name: Mui, Scoft Federal Run Type: Regular
Assignment No: 186148 NY Pay Rate: 32.61
Payroll Name; Bwkly 2 BBY US Bank ross Earnings: 2887.57
Consolidation: BiWkly Freq 2 Gross Pay. 2816.89
GRE Name: Best Buy Stores, L.P. Net Pay; 2268.80
QOrganization:  000483-Rego Park-Home Net Payments: 2268.80
Location: 000483 Date Paig:  11-JUN-2021

[} BBY US Business Group Report Date: 15-JUN-2021

Payroli Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Payment Method: Direct Deposit  Date Paid: 11-JUN-2021 Check/Advice3883613302 Amount, 2288
Bank Name: Unavailable  Routing No. JJJlf Account No.

Current Current

Hours:

Base Rate wkt H 40.29 Base Rate wk2 H 33.35
BEN_Holiday Hou 8.00 OT Prem wk1 Hou 0.28
Earnings:

Base Rate wk1 1313.8¢ Base Rale wk2 1087.56
Holiday 260.88 OT .6 Prem wii 4.57
Imputed Life Q.70 Merchandise Rev £89.98
Lump Sum 180,00
Deductions:

0 BBY US Business Group Report Date; 15-JUN-2021
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Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

RptSeg it 21 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Sharmin |, Sadia Federal Run Type: Regular
Assignment No: 1374739 NY Pay Rate: 26.53

Payroll Name: Bwkly 2 BBY US Bank Gross Eamings: 3122.63
Consolidation:  BiWkly Freq 2 Gross Pay: 2B832.76
GRE Name: Best Buy Stores, L.P. Net Pay. 16686.00
Organization. 000483-Rego Park-Home Net Paymenis: 1666.00
Locatiom £00483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wk1 H 40,08 Base Rate wk2 H 47.75

BEN_Holiday Hou 8.00 OT Prem wik1 Hou 0.08

OT Prem wk2 Hou 10.50

Earnings:

Base Rate wk1 1063.34 Base Rate wk2 1266.82
Holiday 212.24 OT .5 Prem wk1 1.07

OT .6 Premwk2 138.29 imputed Life 0.17

Merchandise Ry 2B9.70 Lump Sum 150.00

RptSeqid: 22 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Vasco , Matthew Davis Federal Run Type: Regular

Assignment No: 1546260 NY FPay Rate: 18.25
Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 1700.26
Congolidation: BiWkly Freq 2 Gross Pay, 1700.26
GRE Name: Best Buy Stores, L.P. Net Pay: 1119.16
Organization:  000483-Rego Park-Home Net Payments: 111818
Location 000483 Date Pald:  11-JUN-2021

1 BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date;11-JUN-2021

Current Current
Hours:
Base Rate wk1 H 38.80 Base Rate wk2 H 3492
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Earnings:

Base Rate wik't 708.10

Hoilday 146.00
150.00

Lump Sum

e,

OT Prem wk Hov 6 45

Base Rate wi?
Q7 .5 Prem wk2

837.30
58.86

RptSegld: 23 Tax Filing Status Examptions  Pay Process: Run
Employee Name: Cepero, Josiah Fade Run Type; Regular
Agsignment No! 1464430 NY Pay Rate: 16.00
payroll Neme:  Bwkly 2 BBY US Bank Gross Earnings: 2166.51
Consolidation;  BiWkly Freq 2 rogs Pay: 2186.51
GRE Name: Best Buy Stores, LP. Net Pay; 1521.82
Organization.  000483-Rego Park-Home Nat Payments: 1521.82
Location: {00483 Date Paid:  11-JUN-2021
Current Current
Hours.
Base Rate wk1 H 37.52 Base Rale wi2 H 38.34
BEN_Hoiiday Hou 8.00 OT Prem wk2 Hou 8.82
PYO Personal Ho 8.00
Eamings:
Hase Rate wkil 712.88 Base Rate wk2 725.46
Holiday 162.00 OT .5 Pram wk2 80.94
PTO 152.00 Lump Sum 150.0C
Quarterly Bonus 19023

ions:

BRY US Rusingss Group

Starting Pay Datert-JUN-2021

,....,.m..--.---...ﬂ.‘w-u..-_.._.....-_._...._--w.m.‘-.‘_.m—__...m-...,---_ e o g e A

Rpt Seqld: 24

Employae Name: Fanianez , Adam

Assignment No: 1220213

Payroll Name:

Bwkly 2 BRY US Bank

Payroll Register
Ending Pay Date: 11-JUN-2021

Tax Filing Siatus = ions | Pay Process Run
Faderal Run Type: Regular
NY Pay Rate: 16.68
Gross Earnings: 1949.48
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Gross Pay: 1886.79

Consolidation: BiWkly Freq 2 Net Pay: 1328.54

GRE Name: Hest Buy Stores, L.P.

: Net Payments:  1328.54
ion: - Park-Home
ffga: iz: o 3023{;;83 e Date Paid:  11-JUN-2021
ocation:
Current Current
Hours:
Base Rate wk1 H 35.82 Base Rate wk2 H 35.18

BEN_Holiday Hou 800

Earnings:

Base Rafe wk1 706.91 Base Rate wk2 682.35
Holiday 157.44 Merchandise Rov 53.59
Lump Sum 150.00 Quarterly Bonus ~ 189.09

RptSeqld 25 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Khan , Abu Sayed Fe Run Type: Regm%r
Assignment No: 1363115 NY Pay Rate: 20.00

Payrolt Name:  Bwkly 2 BBY US Bank ross Earmnings: 2714.11
Consolidation: Biwkly Freq 2 Gross Pay: 2688.03
GRE Name; Best Buy Stores, 1P, Net Pay: 1667.36
Organization.  000483-Rego Park-Home Net Payments: 1667.39
Location: (00483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wk1 H 40.00 Base Rate wk2 M 34.13

BEN_Holiday Hou 8.00

OT Prem wk2 Hou 9.35 PTQO_Vacation Ho 8.00

0 BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021 Ending Pay Date: 11-JUN-2021

Earnings:

Base Rate wi1 800.00 Base Rate wk2 68260
Holiday 180.00 OT .5 Prem wk2 83.680
Vacation 160.00 Merchandise Roy 16.08
Lump Sum 150.00

Quarterly Bonus ~ 651.93

D355 0080




Regular Salary 80.00

Eamings:
Regular Salary  3001.68 imputed Life 1.20
Merchandise Rev 27.19

Deductions:

B 4 B A0 B 040 A A A B o B a1 4 141V 1 1 Ym0 T 13 Pl A i b i ot B Bl

{1 BBY US Busginess Group Report Date: 18-JUN-2021
Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

RptSeqid: 28 Tax Filing Status Exemplions  Pay Process: Run
Employee Name: Abouhasswa , omar  F Run Type: Regular
Assignment No: 1547833 NY Pay Rate: 18.50
Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 150.00
Consolidation:  BiVWkly Freq 2 Gross Pay: 150.00
GRE Name: Best Buy Stores, L.P. Net Pay: 83.94
Organization:  000483-Rego Park-Produ Net Payments: 83.94
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Earnings:

Lump Sum 150.00

Deductions:

RptSeqld: 29 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Beepat , Anthony Chris Faderal Run Type: Regutar
Assignment No: 1454019 NY Pay Rate: 17.14
Payroll Name: Bwkiy 2 BBY US Bank Gross Earnings: 1182.12
Consolidation: BiWkly Freq 2 Gross Pay: 1182.12

GRE Name; Best Buy Stores, LP. Net Pay: 872.92
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Employee Name: Banna, Mirza Federal

Assignment No:  493164.2 NY Pay Rate: 3128.98
Payroll Name: Bwily 2 BBY US Bank Gross Earnings: 3130.17
Consolidation: BiWkly Freq 2 Gross Pay: 3128.99
GRE Name: Best Buy Stores, L.P. Net Pay: 19584.62
Organization:  000483-Rego Park-Manag Net Payments: 1954.62
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Regular Saiary B0.00

Earnings:

Regular Salary  3128.99 imputed Life 118
BBY US Business Group Report Date: 15-JUN-2021

Payrolt Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Deductions:

RptSeqid: 27 Tax Filing Status Exemnptions  Pay Process: Run
Employee Name: Blandino , Franchesk Run Type: RegulT
Assignment No: 4626 NY Pay Rate: 3001685
Payroll Name:  Bwkly 2 BBY US Bank 1058 Earnings: 3030.04
Consolidation: BiWkly Freq 2 Gross Pay: 3601.65

GRE Name: Best Buy Stores, 1P Net Pay: 1801.18
Organization.  000483-Rego Park-Manag Net Payments: 1801.18
Location; 000483 Date Paid:  11-JUN-2021

Current Cutrent
Hours:

Run Type: Regular

Run

FL-22-0355 0082
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COrganization:  000483-Rego Park-Produ
{.acation: 000483
Current
Hours:
Base Rate wki1 H 25.34
07 Prem wk2 Hou 6.03
Earnings:
Hase Rate wk1 451.48
£1.68

OT .5 Prem wk2

Net Payments: 872,92

Date Paid:  11-JUN-2021
Current
Base Rate wk2 H 30.86

528.96
160.00

Base Rate wk2
Lump Sum

~JUN-2021

Payroll Register

Starting Pay Date: 11-JUN-2021

Ending Pay Dats:11-JUN-2021

Rpt Seqid: 30 Tax Filing Status Exemptions  Pay Process: Run
Empioyee Name: Chestnut |, Joel Federal Run Type: Regular
Assignment No: 1447359 NY Pay Rate: 17.11
Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 1309.02
Consolidation:  BiWkly Freq 2 Gross Pay: 1300.07
GRE Name: Best Buy Stores, L.P. Net Pay: 932.83
Organization:  000483-Rego Park-Produ Net Payments: 932.83
Loocation: 000483 Date Paid.  11-JUN-2021
Current Current

Hours:

Base Rate wk1H 31.72 Base Rats wk2 H 32.03

OT Prem wk2 Hou 6.93

Earnings:

Base Rate wk1 542.73 Base Rate wk2 548,06

OT7 .5 Prem wk2 £9.29 Merchandise Rov B.a5

150.00

Lump Sum

B .l

{3 BBY US Business Group

Report Date: 15-JUN-2021

Payroli Register

Starting Pay Date:11-JUN-2021

Ending Pay Date:11-JUN-2021
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RptSeqld: 31 Tax Flling Status Exemptions  Pay Process: Run

Employes Name: Cox , Oshion Matthew M Federal Run Type: Regular
Assignment No: 1161712 NY Pay Rate: 20,00

Payrolt Name: Bwkiy 2 BBY US Bank 0ss Earnings: 1864.80
Consolidation: BiWkly Freq 2 Gross Fay: 1864.80
GRE Name: Best Buy Stores, L.P. Net Pay. 1286.03
Organization:  000483-Rego Park-Produ Net Payments: 1286.03
Location: 000483 Date Paid:  11-JUN-2021

Current Current
Hours:
Base Rate wk1 H 37.78 Base Rale wk2 H 3875

BEN_Holiday Hou B.00
OT Prem wk2 Hou 642

Earnings:

Base Rate wk1 75560 Base Rate wk2 735.00
Holiday 160.00 OT .5 Prem wk2 84.20
Lump Sum 150.00

Deductions:

RptSegid 32 Tax Filing Statu Process: Run

Employee Nama: Dushi, Drilon Federal Run Type: Regular
Assignment No: 1505428 NY Pay Rate: 18.22
Payroli Name: Bwkly 2 BBY US Bank 1055 Earnings: 1529.18
Consolidation:  BiWkiy Freg 2 Gross Pay: 1521.06
GRE Name: Best Buy Stores, L.P. Net Pay: 1146.77
Organization:  §00483-Rego Park-Pradu Net Paymenis: 1146.77
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

PTO Absence wik1 8.00 Base Rate wk1 H 32.48

Base Rate wkZ M 34.77
BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starling Pay Date:11-JUN-2021  Ending Pay Date: 11-JUN-2021

Earnings:
Absence wk1 145,76 Base Rate wk1 591,79
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Base Rate wk2 633.51 Merchandise Rev B.13
Lump Sum 18000

RptSeqid: 33 Tax Filing Status Exemplions  Pay Process: Run

Employee Name: Dwajoo , Michael  Federal Run Type: Regular
Assignment No: 14365622 NY Pay Rate: 17.14
Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 774.34
Consolidation:  BiWkly Freq 2 Gross Pay: 768.42
GRE Name; Best Buy Stores, L.P, Net Fay: 578.48
Organization:  000483-Rego Park-Produ Net Payments: 57849
Location: 000483 Date Paid:  11-JUN-2021
Gurrent Current

Hours:

Base Rate wk1 M 16.75 Base Rate wk2 H 19.33

Earnings:

Base Rate wk1 287.10 Base Rate wk2 33132

Merchandise Rev 592 Lump Sum 150.060

Deductions:

RptSeqid 34 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Figueroa, Lestie Brit Fed Run Type: Regular
Assignment No: 1274579 NY Pay Rate: 17.96
Payroll Name: Bwkly 2 BBY US Bank ross Earnings: 1347.04
Consolidation:  BiWkly Freg 2 Gross Pay: 1295.87
GRE Name: Best Buy Stores, L.P. Net Pay: 892 .40
Organization:  000483-Rego Park-Produ Net Paymsnis: §92.40
Location: 000483 Date Paid;  11-JUN-2021

{1 BBY S Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Current Current

Hours:
Base Rate wk1 H 2067 Pase Rate wk2 H 30.48

QT Prem wk2 Hou 7.30

F1-22-0355 0085



Earnings:

Base Rate wk1 832.88 Base Rate wk2 54743
OT .5 Prem wk2 65,56 Merchandise Rev 51.17
Lump Sum 150.00

Deductions:

RptSeglid: 35

Tax Filing Status Exemptions  Pay Process: Run
Empioyee Name; Garrido , Alejandra ¥ Run Type: Regular
Assignment No: 703238 NY Pay Rate: 18.91
Payrofl Name: Bwidy 2 BBY US Bank ross Eamnings: 2065.05
Consolidation: Biwkly Freq 2 Gross Pay: 2065.08
GRE Name: Best Buy Stores, L.P. Net Pay: 1400.814
Organization:  000483-Rego Park-Produ Net Payments: 1400.81
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Howrs:

Base Rate wki H 3B.48 Base Rate wk2 H 38.48

BEN_Holiday Hou 8.00 QT Prem wk2 Hou B.45

PTO_Personal Ho 500 Previous Period 4.00

Earnings:

Base Rate wki 726.32 Base Rate wk2 766.14

L BBY US Business Group

Payroli Ragister
Starting Pay Date:11-JUN-2021

Report Date: 15-JUN-2021

Ending Pay Date:11-JUN-2021

RptSeqid: 38
Employee Name: Genao, lvanna
Assignment No: 1386852

Fed
NY

Tax Filing Status

Exemptions

Pay Process:
Run Type:
Pay Rate:

Run
Regular
19.24
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Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 1795.76
Consolidation:  BiWkly Freq 2 Gross Pay, 1772.43
GRE Name: Best Buy Stores, L.P. Net Pay: 1277.73
Organization:  000483-Rego Park-Produ Net Payments: 1277.73
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wk1 H 36.95 Base Rate wk2 H 35.70

BEN_Holiday Hou 8.00 OT Prem wk2 Hou 7.38

Earnings:

Base Rate wki1 710.92 Base Rate wk2 ©86.68

Holiday 163,62 OT .5 Prem wk2 70.71

Merchandise Rov 23.32 Lump Sum 150.00

Deductions;
RotSeqld: 37 Tax Flling Status Exemptions  Pay Process: Run
Employes Name: Leija , Melissa Fed Run Type:
Assignment No: 914566 NY Pay Rate: 18.96
Payroli Name: Bwidy 2 BBY US Bank ross Earnings: 1627.18
Consolidation; Biwkly Freq 2 Grogs Pay: 1627.18
GRE Name: Best Buy Stores, L.P. Net Pay: 1210.85
Organization:  000483-Rego Park-Produ Net Payments: 1210.88
Location: 000483 Date Paid:  11-JUN-2021

Current Current
Hours:
Base Rate wk1H 22.13 Base Rate wk2 H 37.78
BEN_Holiday Hou 8.00

PTO_Personal Ho 10.00

BRY US Business Group Report Date: 15-JUN-2021

Payroll Register

Starting Pay Date:11-JUN-2021

Ending Pay Date: 11-JUN-2021

Earnings:

Base Rate wk1 419.59 Base Rate wi2 718.31
Holiday 151.68 PTO 189.80

Lump Sum 150.00

Deductions:

FL-22-0355 0087

Regular



RptSeqld. 38 Tax Filing Status Exemptions  Pay Process: Run
Employes Name: Najera , Edgar Federal Run Type: Regular

Assignment No: 1498043 NY Pay Rate: 17.68
Payrolf Name: Bwkiy 2 BBY US Bank Gross Earmings: 1023.37
Consoiidation:  Biwkly Freq 2 ' Gross Pay:  1011.02
GRE Name: Best Buy Stores, L.P. Net Pay, 745.46
Crganization:  000483-Rego Park-Produ Net Payments: 749.46
Location: (00483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wk1 H 30.88 Base Rate wk2 H 17.82

Eamings:

Base Rate wk1 545.96 Base Rate wk2 315.06

Merchandise Rev 12.35 Lump Sum 150.00

RptSeqld: 38 Tax Fiilng  Status Process: Run

Employes Name: Rivera, Matthew  Federal Run Type: Reguiar
Assignment No: 1148677 NY Pay Rate: 18.81
Payroll Name; Bwkly 2 BBY US Bank Gross Earnings: 1684015
Consolidation: BiWkly Freq 2 Gross Pay: 16840.15

GRE Name: Best Buy Stores, L.P, Net Pay; 1103147
Organization:  000483-Rego Park-Produ Net Payments: 1103.17
Location: 000483 Date Pald:  11-JUN-2021

BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date: 11-JUN-2021

Cutrent Currant
Hours:
Base Rate wkt H 26.52 Base Rate wk2 H 34.31
BEN_Holiday Hou 8.00 OT Prem wk2 Hou 8,78

PTO_Personal Ho 7.00

Earnings:
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Base Rate wk1 498.85 Base Rate wk2 645,38
Holiday 150.48 OT .5 Prem wk2 63.77
PTO 131.67 Lump Sum 180.00
Deductions:

RptSeqid: 40 Tax Filing Status Process: Run
Employee Name: Sanchez , Anthony  Federal Run Type: Regular
Assignment No: 1409549 NY Pay Rate: 16.95
Payroll Name: Bwkiy 2 BBY U8 Bank Gross Earnings: 1484.58
Consolidation:  BiWkly Freq 2 Gross Pay: 1494.58
GRE Name: Best Buy Slores, L.P. Net Pay: 1081.09
Organization:  000483-Rego Park-Produ Net Paymenis: 1081.09
{.ocation; 000483 Date Paid:  11-JUN-2021
Current Current
Hours:
Base Rate wk1 H 38.75 Base Rate wk2 H 3845
OT Prem wk2 Hou 8.28
Earnings:
Base Rate wk1 622.43 Base Rate wk2 851,73
OT .5 Prem wk2 68,92 Lump Sum 160.00
Deductions:
BBY US Business Group Report Date: 15-JUN-2021
Payroll Register
Starting Pay Date:11-3UN-2021  Ending Pay Date:11-JUN-2021
RptSeqld: 41 Tax Filing Stalus Exemptions  Pay Process: Run
Employee Name: Segar, Joseph N Federal Run Type: Regutar
Assignment Noo  108655-2 NY ay Rate; 17.00
Payrofl Name: Bwkly 2 BBY US Bank Earnings: 849.04
Consolidation. BiWkly Freq 2 (Gross Pay: 846.04
GRE Name: Best Buy Stores, L.P. Net Pay: 674.63
Organization:  000483-Rego Park-Produ Net Payments: §74.63
Location: 000483 Date Paid: 11-JUN-2021
Current Current

FL-22-0355 0089



Hours:

Base Ratewk1 H 11.697 Base Rate wk2 H 29,18
Earnings;

Base Rate wk1 203.49 Base Rate wk2 495,55
Lump Sum 150.00
Deductions:

RptSegld: 42 Tax Filing Stalus Exemptions  Pay Process: Run
Employee Name: Tejada , Pedro F Run Type: Regular
Assignment No: 1476346 NY Pay Rate: 18.00
Payroll Neme:  Bwkly 2 BBY US Bank Gross Earnings: 48714
Consolidation; BiWkly Freq 2 Gross Pay: 487.14
GRE Name: Best Buy Storss, L.P. Net Pay: 369.99
Organization;  000483-Rego Park-Produ Net Payments: 360.89
Location: {00483 Date Paid:  11-JUN-2021
Current Current
Hours:

Hase Rate wki M 18.73

Earnings:
Base Rate wict 337.14 Lump Sum 150.00
01 BBY US Business Group Report Date; 16-JUN-2021

Payroill Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Deductions:

R

RptSeqid: 43 Tax Filing Status Exemplions  Pay Process: Run
Employes Name: Willilams , Charles Tyr Fe Run Type: Regular
Assignment No: 1036211 NY Pay Rate; 18.29
Payroll Name:  Bwkly 2 BBY US Bank (ross Earnings: 8963.47
Consolidation: BiWkiy Freq 2 Gross Pay: 96347

GRE Name: Best Buy Stores, L.P. Net Pay: 587.39
Organization:  000483-Rego Park-Produ Net Payments; 887.39
Location: 000483 Date Paid:  11-JUN-2021
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Current Current
Hotrs:
Base Rate wk2 H 38,42
OT Prem wk2 Hou 7.50

Eamings:
Base Rate wk2 741.13 OT .5 Prem wk2 72.34
Lump Sum 150.00

Deductions:

RptSeqld; 44 Tax Filing Status tions  Pay Process: Run
Employee Name: Alba, Kyra Alexi  Federal Run Type: Regular

Assignment No: 1486356 NY Pay Rate: 17.41
Payroll Name: Bwkly 2 BBY US Bank Earnings: 150,00
Consolidation: Biwkly Freq 2 Gross Pay: 160.00
GRE Name: Best Buy Stores, L.P. Net Pay. 83.95
Qrganization:  000483-Regu Park-Sales Net Payments: 83.95
Location: 000483 Date Paid:  11-JUN-2021
Current Current
1 BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Howrs:

Earnings:
Lump Sum 150.00
Deductions:

Rpt Seqid: 45 Tax Filing Status Exemnptions  Pay Process: Run
Employee Name: Awan , Al Federal Run Type: Regular
Assignment No: 1453862 NY Pay Rate: 16.12
Payrofl Name: Bwkly 2 BBY US Bank Gross Earnings: 623.94
Consolidation: Biwkly Freq 2 Gross Pay: 623.94

GRE Name: Best Buy Stores, L.P. Net Pay: 473.67
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000483-Rego Park-Sales
000483

Organization:
Location:

Current
Hours:

Base Rale wik1 H 12.83

Earnings:
Base Rate wk1
Lump Sum

203.60
150.00

Net Payments; 47387

Date Paid:  11-JUN-2021
Current

Base Rate wk2 H 18.77

Base Rate wk2 270.34

RptSegld: 46 Tax Filing Status Exemptions  Pay Process: QuickPay Run
Employee Name: Azeem, Sana Fede Run Type: Regular
Assignment No:  1524464-2 NY Pay Rate: 17.00
Payroll Name: Bwkly 2 BBY U8 Bank FOSS Eamings: 1003.40
Consolidation.  Daily Payroll Gross Pay. 1003.40
GRE Name: Best Buy Stores, L.P. Net Pay: 787.29
Organization.  000483-Rego Park-Sales Net Payments: 787,29
Location: (000483 Date Paid:  11-JUN-2021
BBY US Business Group Report Date: 15-JUN-2021
Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date: 11-JUN-2021
Currant Current

Hours:

Base Rate wk1 H 26.95 Base Rate wk2 H 18.60

O7 Prem wk2 Hou 7.30

Farnings:

Base Rate wk1 458,18 Base Rate wk2 333.20

OT .5 Prem wk2 62.05 Lump Sum 150.00
RptSeqld 47 Tax Filing Status Exemptions  Pay Process: Run
Empioyee Name: Balogun, Billy 0 Federal Run Type: Reguiar
Assignment No: 1560218 NY Pay Rate: 16.50
Payroli Name: Bwkly 2 BBY US Bank ross Earnings: 889.77
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Consolidation: BiWkly Freq 2

GRE Name: Best Buy Stores, L.P.
Organization:  000483-Rego Park-Sales
Location: 000483
Gurrent

Hours:

Base Rate wk1 H 20.52

OT Prem wk2 Hou 5.50

Earnings:

Base Rate wk1 338.58

OF .5 Prem wk2 45,38

Deductions:

Gross Pay: 899.77
Net Pay: 71210
Net Payments: 7121
Date Paid:  11-JUN-2021
Current

Base Rate wk2 H 2217

Base Rate wk2 365.81

Lump Sum 150.00

BEBY US Business Group

Report Date: 15-JUN-2021

Payroll Register

Starting Pay Date:11-JUN-2021

Ending Pay Date;11-JUN-2021

RptSeqid: 48

Employee Name: Bari, Fazle
Assignment No: 611927
Payroll Name: Bwkly 2 BBY US Bank
Congolidation; BiWkly Freq 2

GRE Name: Best Buy Stores, L.P,
Organization:  000483-Rego Park-Sales
Location: 000483
Current

Hours:

Base Rate wk1 H 23.45

BEN_Holiday Hou 8.00

FTO_ Personal Ho 16.00

Earnings:

Base Rate wk1 803.64

Tax Filing Status

Exemptions  Pay Process: Run
Run Type: Reguiar
Pay Rate: 34.27
Gross Eamings: 5922.47
Gross Pay: 5021.02
Net Pay: 3201.01
Net Payments: 3201.01
Date Paid:  41-JUN-2021
Current
Base Rate wk2 H 43.52
OT Prem wk2 Hou 8.30
Base Rate wk2 1491.44
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Deductions:

RptSeqld: 49 Tax Filing Status Exemptions  Pay Process: Run

Employee Name: Bran Cordova, Sheila Federal Run Type: Reguilar
Assignment No: 1457488 NY Pay Rate: 16.64
Payroll Name:  Bwkly 2 BBY US Bank ross Earnings: 1616.24
Consolidation:  BiWKly Freg 2 Gross Pay: 1516.24
GRE Name: Best Buy Stores, L.P. Net Pay: 1108.19
Organization:  00D483-Rego Park-Bales Net Payments: 1106.19
Location; 0030483 Date Paid:  11-JUN-2021

{0 BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date;11-JUN-2021  Ending Pay Date:11-JUN-2021

Current Current
Hours:
PTO Absence wk2 12.00 Base Rate wk1 H 33.31
Base Rate wk2 H 32.83 OT Prem wk2 Hou 7.73
Earnings:
Absence wk2 190.68 Base Rate wk1 654 28
Base Rate wk2 547,96 OF .5 Prem whk2 64,32
Lump Sum 150.00
Deductions:

Rpt Seqid:. 50 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Brito | Jonnathan Patr Federal Run Type: Regular
Assignment No: 1560700 NY Pay Rate: 16.50
Payroill Name: Bwkly 2 BBY US Bank Gross Eamnings: 1150.74
Consolidation:  BiWkiy Freq 2 Gross Pay: 1180.74
GRE Name: Best Buy Stores, L.P. Net Pay; 890.85
Organization:  000483-Rego Park-Sales Net Payments; $80.85
Location: 000483 Date Paid:  11-JUN-2021

Current Current
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Hours:

Base Rate wki M 23.90
OT Prem wk2 Hou 8.52
Earnings:
Base Rate wk1 384,35
70.29

OT .5 Premwk2

Hase Rate wkZ2 H 32.49
Base Rate wk2 536.10
Lump Sum 150.00

0 BBY US Business Group

Report Date:  15-JHIN-2021

Payroll Register
Starting Pay Date;11-JUN-2021  Ending Pay Date:11-JUN-2021

RptSeqld: 51
Employes Name: Chacon , Gianny

Tax Filing 8t

atus Exemptions  Pay Process:
Federal Run Type;
Assignment No: 1525573 NY Pay Rate: 16.25

Run

Regular

Payroll Name: Bwkly 2 BBY US Bank Gross Eamings: 1393.67
Consolidation: BiWkly Freg 2 Grass Pay,; 1378.84
GRE Name: Best Buy Stores, L.P. Net Pay: 1045 80
Organization:  000483-Rego Park-Sales Net Payments: 1045.60
Location: 000483 Date Paid;  11-JUN-2021
Current Current

Hours:

Base Rate wk1 H 2842 Base Rate wk2 H 42 86

OT Prem wk2 Hou 8.70

Earnings:

Base Rate wk1 461.83 Base Rate wik2 6586.32

OT .5 Prem wk2 70.69 Merchandise Rev 14.83

Lump Sum 150.00

Deductions:
RptSeqid: B2 Tax Filing Status Exgmptions  Pay Process: Run
Empioyee Name: Dunayevich , Willlam R Run Type: Regular
Asslgnment No: 1585200 NY Pay Rate: 16,60
Payroli Name: Bwkly 2 BBY US Bank ss Earnings: 126427
Consolidation; BiWKkly Freg2 Gross Pay: 1254.27
GRE Name: Best Buy Stores, L.P. Net Pay: 983.86
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Organization:  000483-Rego Park-Sales
Location: 000483
Current

Hours:

Base Rate wk1 H 24.45

OF Prem wk2 Hou 8.53

Eamnings:

Base Rate wk1 403.43

QT .5 Premwk2 78.83

{1 BBY US Business Group

Net Payments:
Date Paid:  11-JUN-2021

Current

Base Rate wk2 H 46.80

Bass Rate wk2 772.21

Report Dater 15-JUN-2021

Payroll Register

Starting Pay Date:11-JUN-2021

Ending Pay Date:11-JUN-2021

Deductions:

Rpt Seq ld: 53 Tax Filing Statug Exemptions  Pay Process: Run
Empioyee Name: Florentino , Yovanny Federal Run Type: Regular
Assignment No: 1562667 NY Pay Rate: 18.50
Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 150,00
Consolidation: BiWkly Freq 2 Gross Pay: 150.00
GRE Name: Best Buy Stores, L.P. Net Pay: 83.95
Organization:  000483-Rego Park-Sales Net Payments: 83.85
Location: (00483 Date Paid:  11-JUN-2021
Current Current

Hours:

Earnings:

Lump Sum 150.00

Deductions:
RptSeqld. 54 Tax Filing Status Exemptions  Pay Process; Run
Employee Name: Gagliane , Joseph Anth Federal Run Type: Regularn
Assignment No: 1562154 NY Pay Rate: 16.80
Payrolt Name: Bwkly 2 BBY US Bank ss Earnings: 866.37
Consolidation:  Biwkly Freq 2 Gross Pay; 886.37
GRE Name; Best Buy Stores, L.P. Net Pay; 687.47

983.86
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Organization:  000483-Rego Park-Sales Nat Payments; 687.47
Location: 000483 Date Paldh  11-JUN-2021
Current Current

Hours:

Base Rate wk1 H 19.33 Base Rate wk2 H 21.50

OT Prem wk2 Hou 517

Earnings:

Base Ratle wk1 318.95 Base Rate w2 3584.76

OT .5 Prem wk2 42.66 Lump Sum 160.00

7 BBY US Business Group

Report Date: 15-JUN-2021

Payroll Register

Starting Pay Date: 11-JUN-2021

Ending Pay Date:11-JUN-2021

Deductions:

RptSeqld: 65

Tax Filing Status Exemplions  Pay Process:
Employee Name: Gonzalez , Gismel  Federal Run Type:
Assignment No: 1242431 NY y Rate: 18.66

Run

Regular

Payrolt Name:  Bwkiy 2 BBY US Bank Gross Earnings: 1251.62
Consolidation: BiWkly Freq2 Gross Pay: 1251.62
GRE Name: Best Buy Stores, L.P. Net Pay: 926.82
Organization:  000483-Rego Park-Sales Net Payments: 826.82
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wkt H 27.13 Base Rate wk2 H 28.23

OT Prem wi Hou 7.35

Earnings:

Base Rate wk1 508.25 Base Rafe wk2 526.79

OT .5 Premwk2 68.58 Lump Sum 150.00

Deductions:

RptSeqlkl. 56

Employee Name: Guevara, Chelsea

Pay Process: Run
Run Type:

Exemptions

Tax Filthg Status
Federal

Regular
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Assignment No: 1535110 v T o Ree 18.50

Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 1084.35
Consolidation:  BiWkly Freq 2 Gross Pay: 1044 48

GRE Name: Best Buy Stores, L.P. Net Pay: 766.63
Organization:  000483-Rego Park-Sales Net Payments: 756.63
L.ocation: 000483 Date Paid:  11-JUN-2021

BBY US Business Group Report Date:  15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Current Current
Hours:
Base Rate wk1 H 20.583 Base Rate wk2 H 18.12
Previous Period 15.56

Eamings:

Base Rate wik1 338.75 Base Rate wk2 208.99
Previous Period  256.74 Merchandise Rev 19.87
Lump Sum 150.00

Deductions:

RptSeqld: 57 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Gufierrez , Juan Angel Federal Run Type: Regular
Assignment No: 1122164 NY Pay Rate: 18.25
Payroll Name: Bwkly 2 BBY US Bank FOSS Camings: 1948.11
Consolidation: BiWkly Freq 2 Gross Pay: 1948.11
GRE Name: Best Buy Stores, L.P. Net Pay: 1323.41
Organization:  000483-Rego Park-Sales Net Payments: 1323.91
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wk1 H 37.92 Base Rate wk2 H 41,60

BEN_Holiday Hou 8.00 OT Prem wk2 Hou 11.88

Earnings:

Base Rate wki 728.88

Base Rate wk2 800.80

Deduclions:
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0 BBY US Business Group Report Date: 15-JUN-2021
Payroli Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Hpt Seqid: 58 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Hardeen , Kishan  Faderal Run Type: Regular
Asgignment No: 1498624 NY Pay Hate: 17.44

Payroll Name:  Bwkly 2 BBY US Bank Gross Earnings: 1338.77
Consolidation:  Biwkly Freg 2 Gross Pay, 1330.03
GRE Name: Best Buy Stores, L.P, Net Pay: g973.71
Organization:  000483-Rego Park-Sales Net Payments: g73.71
Lozation; 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

PTO Absence wk1 8.00 Base Rate wk1 H 2717

Base Rale wk2 H 30.39 OT Prem wk2 MHou 6.57

Eamings:

Absence wik1 137.12 Base Rate wk1 465.71

Base Rate wk2 520.88 OT .5 Prem wk2 56.31

Merchandise Rov B.74 Lump Sum 150.00

Rpt Seqid: 59 Tax Filing Status Run
Employea Name. Hemandez , Jennifer Fedar Ruin Type: Regular
Assignment No: 1628351 NY Pay Rate: 16.50
Payroll Name: Bwkly 2 BBY US Bank Eamings: 1353.59
Consolidation: Biwkly Freq 2 Gross Pay: 1349.56
GRE Name: Best Buy Stores, L.P. Net Pay: 1028.45
QOrganization:  000483-Rego Park-Sales Net Payments: 1028.45
Lovation: 000483 Date Paid:  11-JUN-2021
Current Gurrent
Hours:
Base Rate wk1 H 39.20 Base Rate wk2 H 29.34

OT Prem wk2 Hou 8.32

FL-22-6355 0099



Earnings:

Base Rate wk1 846,81 Base Rate wk2 484 11
OT .5 Prem wk2 68.84 Merchandise Rev 4.03
Lump Sum 150.00
1 BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Deductions:

RptSeqld: 60 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Hossain, Mohammed  Federal Run Type: Ragular

Assignment No: 1329777 NY v Rate: 19.57
Payroll Name:  Bwkiy 2 BBY US Bank nings: 1859.13
Consolidation.  Biwkly Freq 2 Gross Pay: 1650.18
GRE Name; Best Buy Stores, LP. Net Pay: 1136.04
Organization;  000483-Rego Park-Sales Net Payments: 1136.04
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wkt H 33.75 Bageo Rate wk2 H 31.03

BEN_Holiday Hou 8.00 OT Pram wk2 Hou 7.75

Earnings:

Base Rate wk1 860.80 Base Rate wk2 607.28

Holiday 156,56 OT .5 Prem wk2 75.84

Merchandise Rov 8.95 Lump Sum 180.00

BBY US Business Group Report Date: 18-JUN-2021
Payroll Register
Starting Pay Date: 11-JUN-2021  Ending Pay Date:11-JUN-2021

RptSeqid: 81 Tax Filing Status Exemptions  Pay Process: Run
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Employee Name: Mutkay , Robert Steph

ay Rate:

Run Type: Regular

Assignment No: 411824 NY 19.17
Payrofl Name: Bwkly 2 BBY US Bank Gross Earnings: 1684.03
Consolidation: BiWkly Freq 2 Gross Pay: 1675.29
GRE Name: Best Buy Stores, L.P. Net Pay. 829.80
Organization:  000483-Rego Park-Sales Net Payments: 829.80
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wk1 H 34.55 Base Rate wk2 H 3385

BEN_Holiday Hou 8.00 OT Prem wk2 Hou 6.73

Earnings:

Base Rate wk1 §62.34 Base Rate wk2 645.08

Holiday 163.36 OT .5 Prem wk2 64.51

Merchandise Rev 8.74 Lump Sum 150.00

RptSeqid: 62 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Juarez , Jean Paul  Federal Run Type: Regular
Assignment No: 1551243 NY Rate: 16.75
Payroll Name: Bwkly 2 BBY US Bank ings: 702.76
Consolidation:  BiWKly Freq 2 Gross Pay. 702.76
GRE Name: Best Buy Stores, L.P, Net Pay: 805.94
Organization:  000483-Rego Park-Sales Nat Payments: 605.94
Location: 000483 Date Paid:  11-JUN-2021
Current Current
Hours:
Base Rate wk1 H 21.36 Base Rate wk2 H 11.65

{1 BBY US Business Group

Report Date:  15-JUN-2021

Payroll Register

Starting Pay Date: 11-JUN-2021

Ending Pay Date: 11-JUN-2021

Earnings:
Hase Rate wki 357.62
Lump Sum 150.00

Base Rate wk2 185.14
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Rpt Seqld: 63 Tax Filing Status Exemptions  Pay Process: Run

Employea Name: Labiba , Atgiya Federal Run Type: Regular
Agsignment No: 16430462 NY y Rate: 16.76
Payroli Name: Bwkly 2 BBY US Bank ro8S Earnings: 1388.35

Consolidation: BiWkly Freq 2 , Gross Pay: 1388.35
GRE Name: Best Buy Stores, L.P. Net Pay: 1056.70
Organization:  000483-Rego Park-Sales Net Payments: 108B.70
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wki H 37.48 Base Rate wk2 H 31.95

OT Prem wk2 Hou 4.00

Eamings:

Base Rate wk1 627.80 Base Rate wk2 535.17

OT .8 Prem wk2 75.38 Lump Sum 160.00

Deduclions:

RptBeqld: 64 Tax Filing Status Exemptions  Pay Process; Run
Employee Name: Lougo, Justin Alex  Federal Run Type: Regular
Assignment No: 1274616 NY Pay Rate: 17.98
Payrolt Name: Bwikly 2 BBY US Bank Gross Earnings: 851.36
Consolidation: BiWkly Freq 2 Gross Pay: 838.24
GRE Name: Best Buy Stores, L.P. Net Pay: 648.38
Organization:  000483-Rego Park-Sales Net Payments: 648.38
Location: 000483 Date Paid:  11-JUN-2021

- Current Current

ih  BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Hours:
Base Rate wik1 H 11.42 Base Rate wk2 H 24.15
OT Prem wk2 Hou £.50
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Earnings:

Base Rate wk1 205,11
OT .5 Pram wk2 49.38
Lump Sum 180.00
Deductions:

Base Rate wk2 433.74
Merchandise Rev 13.12

RptSeqid: 65

Asslgnment No: 1409611

Payroll Name: Bwkly 2 BBY US Bank
Consolidation: BiWkiy Freq 2

GRE Name: Best Buy Stores, L.P.
Organization:  000483-Rego Park-Sales

Location: 000483

Current
Hours:
Base Rate wkt H 27.11
BEN_Holiday Hou 8.00
PTO_Psrsonal Ho 24.00

Earnings:
Base Rate wk1 508.60
Holiday 150.08
PTC 450,24
Merchandise Roy 358,37
Deductions:

Tax Filing Status
Employee Name: Martinez Perez , Eveia Federal

Exemnptions  Pay Process: Run
Run Type: Regular
Pay Rate: 18.76

Gross Eamings: 1593.81

Gross Pay; 1558.44
Net Pay: 970.53
Net Payments: 970.53

Date Paid:  11-JUN-2021

Current
Base Rate wk2 H 13.50

OT Prem wk2 Hou 6.93
Pravious Period =100

Base Rate wk2 253.27
QT .5 Prem wk2 65.01
Previous Period 1878

Lump Sum 150.00

o BBY US Business Group

Report Date: 16-JUN-2021

Payrolt Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

RptSeqld: 68

Assignment No: 1331322

Payroli Name: Bwkly 2 BBY US Bank

Consolidation: BMWHkly Freq 2

Tax Filing Status
Employee Name: Nunez , Jeffrey Alan

Exemplions  Pay Process: Run

Run Type: Regular
Pay Rate, 19.32

ross Earnings: 150.00

Gross Pay; 150,00
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GRE Name: Best Buy Stores, L.P. Net Pay. 83.95
Organization:  000483-Rego Park-Sales Net Payments: 83.95
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Earnings:

Lump Sum 150.00
RptSegid: 67 Tax Filing Status Exemptions  Pay Process: Run
Employes Name: Ortlz, Stephanle  Fede Run Type: Regular
Assignment No:  1516627-2 NY Pay Rate: 16.50
Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 1169.71
Consolidation: BiwWkly Freq 2 Gross Pay: 1169.71
GRE Name: Best Buy Stares, L.P. Net Pay: 903.91
Organization;  000483-Rego Park-Sales Net Payments: 903.91
Location: 000483 Date Paid:  11-JUN-2021

Current Current

Hours:

Base Rate wk1 H 25688 Base Rate wk2 H 32.23

OT Prem wk2 Hou 7.78

Earnings:

Base Rate wk1 423.72 Base Rate wk2 531.80

OT .5 Prem wk2 84.19 Lump Sum 150.00

Deduciions:

BBY US Business Group

Report Date: 15-JUN-2021

Payreoll Register

Starting Pay Date:11-JUN-2021

Ending Pay Date:11-JUN-2021

RptSeqid; 68 Tax Fliing Status Exemplions : Run
Employee Name: Peraz , Tatlana Fede Run Type: Regular
Assignment No: 1560473 NY Pay Rate: 16,50
Payrolt Name: Bwkly 2 BBY US Bank 10ss Earnings; 1278.04
Consolidation:  BiWKIy Freg 2 Gross Pay. 1278.04
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GRE Name: Best Buy Stores, L.P. Net Pay: 979,75
Organization:  000483-Rego Park-Sales Net Payments: a79.758
Location: 000483 Date Paid:  11-JUN-2021
Current Currant
Hours:
Base Rate wk1 H 29.57 Base Rate wk2 H 34.88
OT Prem wk2 Hou 7.83
Earnings:
Base Rate wk 487.91 Base Rate wk2 575.53
OT .5 Prem wk2 64.60 Lump Sum 160,00
Deductions;
RptSeqlid: 69 Tax Filing Status Exemptions  Pay Process: Run
Employee Name; Piedra , Jean Plere  Fe Run Type: Regufar
Assignment No. 1565314 NY Pay Rate: 16.80
Payroll Name:  Bwkiy 2 BBY US Bank Earnings: 682.38
Consoligation: BiWkly Freq 2 Gross Pay. §582.38
GRE Name: Best Buy Stores, L.P, Net Pay. 578.34
Crganization:  000483-Rege Park-Sales Net Payments: 578.34
Location: 000483 Date Paid:  11-JUN-2021
Current Current
Hours:
Base Rate wk1 H 16.08 Base Rate wk2 H 21.64
OT Prem wk2 Hou 7.27
Eamings:
Base Rate wk1 265,33 Base Rate wk2 357.07
OT .5 Pram wk2 59.908
0 BBY US Business Group Report Date: 15-JUN-2021
Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021
Deductions:
RptSeqid: 70 Tax Filing Status Exemnptions  Pay Process: Run
Employee Name: Ramharakh , Brian  Federai Run Type: Regutar
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Assignment No: 1378730 v T - R s
Payroll Name: Bwikiy 2 BBY US Bank Gross Earnings: 773,76
Consolidation: BiWkly Freq 2 Gross Pay: 773.76
BRE Name: Best Buy Stores, L.P. Net Pay: 583.98
Organization:  000483-Rego Park-Sales Net Payments: 583.98
Location: 0300483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wk1 H 18.83 Base Rate wk2 M 18.55

Earnings:

Base Rate wk1 331.88 Base Rate wk2 291.78

Lump Sum 150.00

Deductions:

1 BBY US Business Group Report Date:  15-JUN-2021
Payroli Register
| Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021
RptSeqid: 71 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Ramos , Eucly Federal Run Type: Reguiar
Assignment No:  1528637-2 NY Pay Rate: 16.75
Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 150.00
Consolidation:  BiWkly Freg 2 Gross Pay: 150.00
GRE Name: Best Buy Stores, L.P. Net Pay: 83.95
Organization:  000483-Rego Park-Sales Net Payments: B3.95
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Earnings:

Lump Sum 150.00

Deductions:
RptSeqld: 72 Tax Filing Status Exemptions  Pay Process: Run
Employes Name: Reid , Khallid Malik Federal Run Type: Regular
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Assignment No, 1233112 NY - Pay Rate: 20.66
Payroll Name: Bwkly 2 BBY US Bank ss Eamings; 1622.04

Consolidation: BiWkly Freg 2 Gross Pay; 1622.04
GRE Mame: Best Buy Stores, L.P. Net Pay. 1088.82
Organization:  000483-Rego Park-Sales Net Payments: 1058.82
Lovation: 000483 Date Pald:  11-JUN-2021
Current Current
Hours:
Base Rate wk1 H 30.00 Base Rate wk2 H 3325

BEN_Holiday Hou 8.00

Earnings;
Base Rate wk1 618.80 Base Rate wk2 886 96
Haliday 165.28 Lump Sum 150.00
0 BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date: 11-JUN-2021

RptSeqid: 73 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Tene , Lawrence Nichol Federal Run Type: Regular

Assignment Nov  1527227-2 NY ay Rate: 17.00
Payrofl Name: Bwkly 2 BBY US Bank Gross Earnings: 491,36
Consolidation: BiWkly Freq 2 Gross Pay; 491,36
GRE Name: Best Buy Stores, L.P. Net Pay: 392.12
Organization; 000483-Rego Park-Sales Net Payments: 392.12
Location: 000483 Date Paid:  11-JUN-2021

Current Cutrent
Hours:

Base Rate wik1 H 20.08

Earnings:
Hase Rate wk1 341.36 Lump Sum 150.00
Deductions:
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RptSeqid, 74 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Tenempaguay , Kevin St Federal Run Type: Regular

Assignment No: 1561671 NY Pay Rate: 16.50
Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 869,40
Consolidation. Biwkly Freq 2 Gross Pay. 96840
GRE Name: Best Buy Stores, L.P. Net Pay: 762.81
Organization:  000483-Rego Park-Bales Net Payments: 762.81
Location: 000483 Date Paid:  11-JUN-2021

Current Current
BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Hours:

Base Rate wk1 H 28.03 Base Rate wk2 H 18.58
OT Prem wk2 Hou 810

Earnings:

Base Rate wk1 462.50 Base Rate wk2 306.57

OT .5 Prem wk2 50.33 Lump Sum 160,00

RptSeqid: 75 Tax Filing Status Exemptions  Pay Process: Run
Employee Name: Veloz , Victor Stevie Federal Run Type: Regular
Assignment No. 1434046 NY Pay Rate: 17.11

Payroll Name: Bwkly 2 BBY US Bank Gross Eamings: 1042.58

Consolidation:  Biwkly Freq 2 Gross Pay; 1018.72
GRE Name: Best Buy Stores, L.P. Net Pay: 752.40
Organization;  000483-Rego Park-Sales Net Payments: 75240
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rats wk1 H 33.18 Base Rate wk2 H 17.65

Earnings.

Base Rate wk1 867.72 Base Rate wk2 302.00

Merchandise Rov 22.88 Lump Sum 150.00

Deductions:
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Rpt Seq id: Tax Filing Status Exemptions  Pay Process; Run
Employee Name. Yesmin , Nafisha  Feden Run Type: Regular
Assignment No:  1561780-2 NY Pay Rate: 19.50

Payroll Name:  Bwkly 2 BBY US Bank Gross Eamnings: 746.98
Consolidation: BiWkly Freq 2 Gross Pay: 746.98

GRE Name: Best Buy Stores, L.P. Net Pay; £26.10
Crganization.  000483-Rego Park-Sales Net Payments: 626.10
Location: 000483 Date Paid:  11-JUN-2021

BBY US Business Group Report Date; 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Currant Current
Hours:
Base Rate wk1 H 12.38 Base Rate wk2 M 2228
07 Prem wk2 Hou 7.35
" Earnings:
Base Rate wk1 240.84 Base Rafe wk2 434 47

OT .6 Prem wk2 71.67

RptBeqid: 77 Tax Filing Status Exemplions  Pay Propess:

Employse Name: Zadran , Moustafa Federal Run Ty;ae Reguiar
Assignment No. 1566245 Pay Rate: 16.50

Payroll Name:  Bwkly 2 BBY US Bank Earnings: 27473

Consolidation: BiWkly Freq 2 Gross Pay: 274.73
GRE Name: Best Buy Stores, L.P. Net Pay: 25083
Organization:  000483-Rego Park-Sales Net Payments: 250.63
Location: 000483 Date Paid:  11-JUN-2021
Current Current

Hours:

Base Rate wk1 H 8.62 Base Rate wk2 H 7.03

Earnings:

Base Rate wk1 168.73 Base Rate wk2 118.00

Deductions:
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RptSeqid: 78

Tax Filing Status Exemptions  Pay Process:
Employee Name: Guzman , Marcela  Federal Run Type:
Assignment No: 1085004 NY Pay Rate: 26.53

Payrolt Name: Bwkly 2 BBY US Bank
Consolidation: BiWkly Freq 2

GRE Name: Best Buy Stores, L.P.
Organization:  000483-Rego Park-Sales
Location; 000483

Current
{1 BBY US Business Group

Payrofl Register
Starting Pay Date: 11-JUN-2021

Run

Regular

Gross Earnings: 2304.50
Gross Pay: 2304.25
Net Pay: 1502.32
Net Payments: 1502.32
Date Paid.  11-JUN-2021

Current
Report Date:  15-JUN-2021

Ending Pay Date:11-JUN-2021

Hours:

Base Rate w1 H 32.63
BEN_Holiday Hou 8.00
Previous Period  -12.00
Earnings:

Base Rate wk1 865.68
Holiday 212.24
Previous Period  -318.36
tump Sum 150.00

Deductions:

36.57
16.00

Base Rate wk2 H
PTO_Personal Ho

Base Rate wk2 970.21
PTO 424,48

Imputed Life 0.25

RptSeqld: 79
Employee Name: Khan , Omar
Assigrniment No: 1327346 NY
Payroll Name:  Bwkly 2 BBY US Bank
Consofidation:  BiwWkly Freg 2

GRE Name; Best Buy Stores, L.P.
Organization:  000483-Rego Park-Sales
Location: 000483

Current
Hours:

Base Rate wk1 H 38.50

Tax Filng Status
Fed

Exemplions  Pay Process: Run
Run Type: Regular

Pay Rate: 24.28

ross Earnings: 2148.83
Gross Pay: 214876
Net Pay: 1416.29
Net Paymants: 1416.29
Date Paid:  11-JUN-2021
Current
Base Rate wk2 H 34.57
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BEN_Holiday Hou B.C0
OT Prem wk2 Hou 8.50

Earnings:
Base Rate wk1 886.23 Base Rate wk2 839.38
Holiday 194.24 OT .5 Prem wk2 78.91
Previous Period 0.02 imputed Life 6.07
Lump Sum 180.00
0 BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

RptSeqid 80 Tax Filing Status Exemplions  Pay Process; Run
Employvee Name: Samoleski, Kimberly Run Type: Regular
Assignment No: 1209428 NY Pay Rate: 24.72

Payroll Name:  Bwkly 2 BBY US Bank s Earnings: 228517
Consolidation:  BiWkly Freg 2 Gross Pay; 2268.01
GRE Name: Best Buy Stores, L.P. Net Pay: 144830
Organization:  000483-Rego Park-Sales Net Payments; 1449.30
Location; 000483 Cate Pald:  11-JUN-2021
Current Current
Hours;
PTO Abssnce wki1 2.00 Base Rate wk1 H 38.37

Base Rate wk2 H 37.35
BEN_Holiday Hou 8.00

Earnings:

Absence wki 48.44 Base Rate wk1 948.51
Base Rate wk2 §23.30 Holiday 197.78
Imputed Life 0.08 Merchandise Rev 16.08
Lump Sum 160.00

Deductions:
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{1 BBY US Business Group

Report Date: 15-JUN-2021

Payroll Register

Starting Pay Date:11-JUN-2021

Ending Pay Date: 11-JUN-2021

RptSeqid: 81

Tax Filing Status Exemptions  Pay Process:
Employes Name: Sosa, Victoria Federal Rurn Type:
Assignment No: 210719 NY ay Rate: 2714

Run
Regular

Payroll Name:  Bwkly 2 BBY US Bank Gross Eamings: 2652.38
Consolidation: BiWkly Freq 2 Gross Pay; 2652.05
GRE Name. Best Buy Stores, LP. Net Pay: 1639.43
Organization:  000483-Rego Park-Sales Net Payments; 3119.43
Location; 000483 Date Paid:  11-JUN-2021
Current Current

Hours;

Base Rate wk1 H 40.05 Base Rate wk2 H 37.88

BEN_Holiday Hou 8.00 OT Prem wk Hou 0.05

OT Prem wk2 Hou 7.98 PTO_Sick Bank H 2.00

Earnings:

Base Rate wk1 108696 Base Rate wk2 1030.78

Holiday 217.12 OT .5 Prem wk1 0.68

OT .6 Prem wk2 108.29 Sick Bank 54.28

TuitionReimb OT 394 imputed Life 0.33

Tuition Reimb 1480.00 tump Sum 150.00

Reductons:

£ BBY US Business Group

Report Date: 15-JUN-2021

Payrolt Register

Starting Pay Date:11-JUN-2021

Ending Pay Date:11-JUN-2021

Rpt Seqid: 82

AssignmentNo: 1149462 NY

Tax Filing Status
Employee Name: Paschal Sr LanyD F

Exemptions  Pay Process: Run
Run Type: Regular
ay Rate; 21.87
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Payroll Name: Bwkly 2 BBY US Bank Gross Earnings: 2054.91

Consolidation: BiWkly Freq 2 Gross Pay: 2080.83
GRE Name: Best Buy Stores, L.P. Net Pay: 1373.58
Organization:  000483-Rego Park-Sve T Net Payments: 1373.68
Location; 000483 Date Paid:  11-JUN.2021
Current Current
Hours:
Base Rate wk1 H 38.73 Base Rate wk2 H 30.82
BEN_Holiday Hou 8.00

OF Prem wk2 Hou 7.30 PTC Sick Bank H 8.00

Earnings:

Base Rate wk1 803,20 Base Rate wk2 667.49

Holiday 174.96 OT .5 Prem wk2 76.83

Sick Bank 174,96 Merchandise Rcv 4.38

Lump Sum 160.00

Deductions:

Exemptions  Pay Process: Run
Run Type: Regular

Rpt Seqid: 83 Tax Filing Stalus
Employee Name: Sarnchez , Jose F

Assignment No: 793864 NY Pay Rate: 23.18
Payroll Name: Bwkly 2 BBY US Bank Earnings: 2029.90
Consolidation:  Biwkly Freq 2. Gross Pay: 202990
GRE Name: Best Buy Stores, L.P. Net Pay: 1254.80
Organization:  000483-Rego Park-Sve T Net Payments: 125480
Location: 000483 Date Paid:  11-JUN-2021
Current Current
G BBY US Business Group Report Date: 15-JUN-2021

Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

Hours:

Base Rate wki H 35,55 Base Rate wk2 H 29,55
BEN_Huoliday Hou 8,00 PTO_Sick Bank H 8.00
Earnings:

Base Rate wk1 82405 Base Rate wk2 684.97
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Holiday 185,44 Sick Sank 185.44
Lump Sum 150.00
Deductions.

RptSeqid: 84 Tax Filing Status Examplions  Pay Process: Run
Employee Name: Sanfiago , James Patrl Federal Run Type: Regular
Assignment No: 1293022 NY Pay Rate: 20.69

Payroll Name: Bwkly 2 BBY US Bank Gross Eamings: 1632.48
Consolidation: BiWkiy Freq 2 Gross Pay: 1632.46
GRE Name: Best Buy Stores, L.P. Net Pay. 1027.99
Organization:  000483-Rego Park-8ve T Net Payments: 1027.99
Location: 000483 Date Paid:  11-JUN-2021
Current Current
Hours:
Base Rate wk1 H 33.88 Base Rate wk2 H 33.47

OT Prem wk2 Hou 8.40

Earnings:
Bage Rate wk1 T03.05 Base Rate wk2 892,51
O7 .5 Premwk2 86.50 Lump Sum 150,00

BBY US Busingss Group Report Date: 15-JUN-2021
Payroll Register
Starting Pay Date:11-JUN-2021  Ending Pay Date:11-JUN-2021

RptSegld: 85 Tax Filing Status Exemptions  Pay Process, Run
Employee Name: Tobar, Ernesto Andres F Run Type: Reguiar

Assignment No. 917754 NY Pay Rate: 23.48
Payroll Name:  Bwkly 2 BBY US Bank ross Earnings: 2314.73
Consolidation: BiWkly Freq 2 Gross Pay: 231473

GRE Name: Best Buy Stores, LP. Net Pay: 1458.59
Organization: 000483-Rego Park-8ve T Net Payments: 1459.59
Lecation: 000483 Date Paid:  11-JUN-2021
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Current Current

Hours:

Base Ratewk1H 38,87 Base Ratewk2 H  38.55
BEN_Holiday Hou 8.00

OT Prem wk2 Hou 9.28 Previous Period 7.95

Prior Period 10 -7.95

Earnings:

Base Rate wk1 911.80 Base Rate wk2 904.40

Holiday 187.68 OT .5 Prem wk2 108.51

Previous Period 188.51 Prior Pericd 10 13427

Lump Sum 150.00
Dadiicti -
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New York State Department of Labor
Harriman State Office Campus

Building 12, 1868, Albany, NY 12240
www labor,

518-457-1942

RELEASE FORM - DISCLOSURE INFORMATION

Pursuant to the request. initiated by

BEST BUY STORES (P
(Please print legal name of EMPLOYER])

to pay #ts manual workers on a biwaekly or sem imonthly basis,

L GHARLES MONTREUIL

{Pleasa print NAME of respensible officer signing release form)

SVP, HR REWARDS
{Plaase print TITLE of rasponsible officer signing releasze fom)

hereby authorize the Division of Unemployment Insurance to disclose to the Permit and
Centificate Unit of the Division of Labor Standards of New York State Dapartment of Labor its
fecord, i any, of sald employer's Unemployment Insuranca tax fiabliitles,

— Federal Emplayer Identification Number (FEIN)
{FEIN}

__' Unemployment insurance Employer Registration Number {ER#
{ER#) [ M..

Signature
3] 16 ] toan
N *Date
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~ New York State Department of Labor
. Andrew M. Cuomo, Govemor
Roberta Reardon, Commissr‘oner

DATE May 19, 2021

" Cory Livingood
8r. Mgr.. Wage & Hour Compliance
Best Buy Stores LP
7601 Penn Ave. South
‘Richfield, MN 55423-3645

RE. variance to pay manual workers bi-weekly

Dear Sir:
Enclosed find the records you sent us. We no longer need them.

In response to this letter, and in order to finalize your company's application for a variance to pay manual
workers bi-weekly, we need you to supply the foliowing three items: ‘ :

1) Asimple cover letter from your company's CFO or vice president of finance (or equivalent) affirming
that Best Buy has no payroll debt beyond 30 days past due.

2) One recent pay period's payroll records for any single random Best Buy store located in NYS showing
the names of the employses, the hours worked, gross wages, itemized deductions and net wages paid.

"3) Best Buy's NYS-45 reporting forms, one for each of the four quarters in 2018, 2018 & 2020. Attached
is a blank example. Hopefully it will help Best Buy locate the type of form we are requesting.

Please mail the items listed in (1) through (3) above to my attention using the address shown at the bottom of
this letter. All items listed in (1) through (3) above must come in a single malling. None of these items should.
come under separate cover.

Very truly yours,

Mr. J.C. Dacier
investigative Officer 3
NYS Dept. of Labor

State Ofiice Bldg. Campus Building 12, Rm. 1858 (PCU)} Albany, NY 12240-0125

www.labor.state.ny.us - FL-22-0355 0117



‘New York State Department of Labor

Andrew M. Cuomo, Govemor

" Roberta Reardon, Commissioner

Cory Livingood
© Sr. Mgr. Wage & Hour Compliance
Best Buy Stores LP
7601 Penn Ave. South
Richfield, MN 55423-3645

RE. variance to-pay manual workers bi-weekly

Dear Sir:

DATE May 19, 2021

Enclosed find the records you sent us. We no longer need them.

In response to this letter, and in order to finalize your company’s application for a variance to pay manual
workers bi-weekly, we need you to supply the following three items:

1) A simple cover letter from your company’s CFO or vice president of finance (or eduivalent) affirming
that Best Buy has no payroll debt beyond 30 days past due.

-2) One pay period’s payroll for any single random Best Buy store located in NYS showmg the names of
the employees, the hours worked, gross wages, itemized deductlons and net wages.

3) Best Buy s NYS-45 reporting forms, one for each of the four quarters in 2018, 2019 & 2020. Attached.
" is a blank example. Hopefully it will help Best Buy locate the type of form we are requesting.

Please mall the items listed in (1) through (3) above to my attention using the address shown at the bottom of
this letter. All items listed in (1) through (3) above must come in a smgle mailing. None of these items should
come under separate cover.

Very truly yours,

Mr. J.C. Dacier
Investigative Officer 3
NYS Dept. of Labor

State Office Bidg. Campus Building 12, Rm. 1858 {PCU) Albany, NY 12240-0125

www.labor.slate.ny.us
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Dacier, J.C. {LABOR)

T AT
From:- - . .~ _ Dacier, J.C. (LABOR)
Sent: - Friday, May 07, 2021 3:18 PM
To:' ‘Livingood, Cory'
'Sl.fbject: ' ' ' Best Buy's application for a bi-weekly pay variance
Attachments: message_v2.rpmsg

We are unable to operi this attachment that you sent. Please open it and print it. Then send it by surface mail to my
attention at the address shown beneath my name. Please do not attempt to send it electronically again.

Thank you for your kind cooperation in this matter.

Mr. ).C, Dacier
{Clem)
investigative Officer 3

New York State Department of Labor } Division of Labor Standards
Room 1858 PCU Building 12

Albany, NY 12240

Office: 518-485-6334 (direct) j.c.dacier@!abor.ny.gov

Facebook | Twitter | YouTube | Linkedin
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Fromi: PREIE A RENHECK] ()

Tor Livingeod, Loy
Subject: fE: JCAUTION! EXTERNALT Bogt Buy Seeking updited Gavioll waher :
Date: Monday, Aprit 12, 2021 1:06:00 PM E
Attachments: impgedlong.

Cmmosldiong.,

Thank you for your submission. Since the time that we sent vou the appiication form that you used we have added
requirermnents to the application process.

Please submit the following items listed below. In the meantime we will keep ali the other papers you sent us on file.

a. Proof the empioyar has a computarized record-keeping system for payroll which specifies hours
worked, rate of pay, gross wages, deductions and date of pay for each employes;

b. Computerized payroll records from the pay periods designated below which show the cumulative
number of employees employed during those periods in New York State OR computerized payroll
records from the most recent pay peried 12 months earlier which show the sumulative number of
erngloyeas employed in New York State and computerized payrolt racords for each of the 3 years prior
Ejo this application showing the cumulative number of employees employed outside New York State

urng:
9 1) the most receni pay period;
i} the pay period 12-months prior to the applicalion date;
i} the pay period 24-months prior to the applicatien date;
iv) the pay period 36-months prior fo the application date or earlier.
¢. Proof of the company’s continued ability to meet s payroll responsibilities including but not limited to an
opinion letter from & certified public accountant affirming thal the employer has not defaulied on any of its
payroll obiigations over the course of the three fiscat years preceding this apphication,
Onoe we receive the ilems listad in (a). (b) and {c) above we wil be ina good position fo approve your employer’s
petition.
Please submit ali these items {ogether in a single attachment,

Erom: Lvingood, Jory <Cory. Livingood @besthuy.conn

Sent: Wednesday, Aprit 07, 2021 8:06 Pwv

To: labar.smubs.peoanio <PLOINM LS @labor ny.govs

Subject: RE: {CAUTIONT EXTERNAL] Boat Buy seeking updated payroll waiver

S

N e T SR R e e

Good evening,
Piense see our mitached wodver submission. Please Jetme know i€ vou have any questions.

Thank you,

Cory Livingoo

Sr. Mimager, Wage and Hour Compliance
Cell 262-949-1j02

Efax 932-430-2260

Visity hpipadhr bestbuy comiwely fefvvipesadabones e
BEST
BUY

From: iabor.smuis. pec.info <EEOInfe LS@iabe oy pows
Sest: Friclay, March 26, 2021 12:38 M

Bnsthuy.Cor

To! Livingood, Cory <Cory L vingondd
Subject: RE: [CAUTIONT EXTERNAL] Best Buy seekng updated payrol wawver

Yos, vau can stbrmit i electronically, However, the entire subrmssion must comae as 2 single 26-page PO, Wa will return
submissions that come a3 a serios of mndividual attachments,

Have & nice day.
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bt Do

From: Lvingoud. Cory <oy i
Sent: Thursday, March 35 2071 437 P
To: lzbo
Subject: RE: [CAUTION EXTERNAL Best Buy soelking updated payroll wawer

smus.peoinfo <PF Qi SE by ry, o

)

bt

S G

s

R e e R R R e e e e ey
24 pages

Thark you,
Corv Livingood
5. Manager. Wage and Hour Cumpliance
Celt 262-949-1 102

Ffax $32-430-2260

Visit hps:ibebesibuy comdweb/myhe

BEST
BUY

Agsznsd-hunclays,

From: labor.sm s peo.info <PEQIniG LB ahon y.aoy>
Sent: Thurstay, Mareh 25, 2027 2:49 Ph
Ta: Livingood, Cory <Covv bnvdngaod @ hacthin comes

Subject: RE: [CAUTIONT EXTERNALL Best Buy seeiung uptated payroll waver

Heow many sheets of paper {or pages? do you have m the entire packet ?

From; Lvingood, Cory slury brvinpoaddibagtibigy come

Sent; Thursday, March 25, 2021 3:37 PM

To: laborsmbspeoanfo <PEOofo 1S ahor ny oy

Subject: RE: [CAUTION! EXTERNAL] Best Buy seoking updaied payrolf waiver

s

R S

R o P S

Am [ able to submit the information Tor the payroll waiver 10 this email sddress rather than send in by LIS mail?

Thank you,
Cory Livingood
Sr. Munager, Wage and Hour Complianes
Cell 262-949-1102
Elax 952-4 312260
Visit, htips:he bestbuy, comiwebanghr/Avage-and:-honr-daws
BEST
BUY

From: iabor.sm ls.peo.infe <EEOIn

Sent: Thursday, January 14, 2021 8:08 AM

To: Livingood, Cory <lonnlvmgend@hesibuvcoms

Subject: RE: {ICAUTIONT EXTEANAL] Best Buy steking updated payroli waver

Attached s the application form you requesied, The process of applying for a wawer has many steps. It 5 nol sasy and i is iima
consuming. Please do not subimit your company’s application without each of the items requested on tie application, Write Lo us
i you nieed assisiance or have a gquestion, Have a nice day,

Fromi Livingoad, Cory <Corad sengoodi@besthon sams
Sent: Wednesday, lanuary 13, 2021 6:00 P

To: isbor.smuis.nec.infe <PEDIn{o ! S@hor ny, oy
Subject: FW: [CAUTION! EXTERRAL] Best Buy seeling updatad payroll waver

ST R

R i

e e

Thank vou for your guidance on this process 1d Hke to check in 1o see i the payroll waiver process has been released o the
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public, yes, our Best Buy Stores, LD, infu is befow, and this is the business entity we would like 1o reguest the waiver for,

_Best BuyStores, LP. . | 2018 | 2018. 2030
Worked someor | | NY 9179 3891 8302
alt of calendaryear. - | Other | 147917 | 145787 | 143442
Worked entirety - .| NY 4349 4218 4029
of ¢alendaryear * .| Other | 74532 ] 70784 71689

Thank you.

Cory Livingood

Sr,

Cell 262-449-1102

fax 93243

(32260

Tanuger, Wage und Howr Compliance

Visit_upsihrbestbuy. combvebimhr zhvage-and-hour-lows.

BES
BUY

From: labor sm. s peoanio <REDIn
Sent: Thaursday, Noverber 19, 2020 12
To: Livingood, Cory <Cory bpnposd @)

Subject:

4
¥

BT

sty comy

i

Erabornyv.eoes

T HAUTION] EXTERNALL Best Ruy seeking updated pavroll waiver

Mo have o new application form that containg a full set of mstructions for 2pplicants seeking 1o recews permission (o pay b

weekly, That document iy sa new that it still hasn't received approval for release o the public. Please write back and request o
copy in 30 davs.

When you wrerde back to request an application i mist sishret the figures desipnaied on the following table for the calendar
g e 3 I
Yedrs bsioi below:

o thiBestBuy T T i ]
o Aity ’ |totalfremployees|totalfemployees(Us- tot_ail#em_pk_a_y_ees t@_tal'ﬂamp!pyees(u_*s» totalitemiployees t_ptél!famptoy_ees_

ST INYs-2020) 2040) {NY5-2019} 2019) {NYS-2018) | (Us-2018)-
BRY Holdings | O 0 0 a a a
international,.
ine.
BBY Sarvices. O o a a T T
Inc. )
By o R o o I
Sohitions, i
Ine, ‘E
Bast Buy (o, A”O 9 7‘0 o - ---a ; 3
Best Huy 2 0 0 0 | 0
Heaith, no. '
Bost Buy 0 o o o
Stores, L. i
Best Buy o ¢ o o 0 ; o
Warehousing
Logistics, LLC E
BestBuycom. O o o 0 o 0
e '
incurporated ' ‘ o
Magnoia Hie 0 o o ! 0 i
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Fhich 9 ‘ o 9 a 0
[hstnbution,
Y { G ¥ a
S : .
Technologies, i H !
ProTheo iV, i 6] Q { U
LiC : f

Frem: Livingood, Cory <Cosy livingpodiihestbuy nome

Sent; Thirsday, Movember 18, 2020 1154 AM
Toijaborsmuls.peo.nfo <PEnin La@iabor v gov>
Subject: RE: ICAUTIONT EXTERNAL] Best Buy seeking updated payroll waiver

tnprias e

R oA s T

o

e s e

Ciond morming.
Thank you for this information. Can vou outline the documents and data needed for an entily to apply Tor the varianee?

Thngk you,
Cory Livingood
St Maneger. Wage and Hour Compliance
Uefl 2629401102
Elax 952-430-2260
Visit hitpsZhy besthuy. comdyebanyhs
BEST
BUY

yage-and-hose:-lans

From! aborasmids pecando <Fbidain 1568
Sent: Tuesday, November 10, 2020 8:26 AM
To: Livingond, Tory slone Lvingoo]
Subject: {CAUTIONY EXTERNAL] Bast Buy seeking updated pavroll waver

AR

ooty s ns

s

Shaw doven, rend carelttly and look los signa that it may be « phish 15 you think its madicions, cRek the report phash button or ferwand this emait o plushingd@bestday conm

Unforiunately we are unable 1o honor your regiuest with just an email,

Tach entdy must apgly o0 1ts Own for 8 varance. By statute only the entines wha have > 1000 employees i NYS {or >3000
amployees natonwide) are qualified Lo apply for a beweekly pay vanancs,

New York State Depariment of Labor | Division of Labor Standards
fonrm 1851 Buiding 17

Adbany, M 12240

Eagelinnk t Tyareer @ YouTube | lnkedyy
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i 1(:1&3:0&*

Division of Labor Standards
Room 185B {PCU)} Building 12 State Office Campus
Albany, NY 12240

APPLICATION FOR A VARIANCE TO PAY MANUAL WORKERS BI-WEEKLY

NOTE: This type of variance provides coverage only to those employers who for one year preceding
the application employed an average of one thousand or more persons in this state and/or have for
three years preceding the application employed an average of three thousand or more persons
outside the state, Employers who do not it either of these ¢riteria will not qualify for a variance,

There Is no application fee,

FILLING OUT THIS FORM: Answer the following questions {or supply the requested documents} in
accordance with the instructions for each numbered item,

L.

Legal name of the employer: fest Buy Stores, L.P.

Trade name of the employer: Techliquidators Geek Squad, Cowboom, Best Buy, Pacific
Kitchen and Home, Pacific Sales, Magnolia Home Theater

Emplover's FEIN-
Employer's address: 7601 Penn Ave South, Richfield, MN 55423

Mamae, title, address, direct phone number and email address of employer’s representative
making this petition:

Cory Livingood, Wage and Hour Compliance Manager,
7601 Penn Ave South, Richfisld, MN 55423,
262-849-1102, Cory. Livingood@BestBuy.com

Are any of the employees represented by a union? NO

if you answered yes to question b provide the name, position, addrass, direct phone
number and emall address of union official{s) representing the employees;

NA

FL-22-0355 0124




Please submit the following items the compieted application;

Proof that the employer's workers' comp policy is in effect, for this purpose you must
submit form C-105.2 or form U-26.3 {You must not submit an Acord liability form.)

Proof that the employer's disability policy is in effect, for this purpose you must submit form
DB-120.1 or form DB-155;

10. A table alphabetically listing by location {e.g. Astoria, NY, Babylon, NY, Catskill, NY, etc.} the

it

12

13

employer's NYS locations and the number of people cumulatively employed at each location
in each of the last 3 complete a) fiscal years, or, b) calendar years with totais at the bottom
of each of the three yearly columns.*

Proof that there are no outstanding warrants against the employer for failure to remit state
personal income tax withholdings. You may obtain such proof by writing to the Department
of Taxation and Finance and asking them to furnish you with a letter certifying that fact. The
appropriate address is as follows:

New York State Department of Taxation and Finance

Disclosure and Government Exchange

Attn: Thomas Engel or Christine Kilmartin

Building #8, Room 700

NYS Office Building Campus

Albany, NY 12227

Phone: {518) 530-4362

Thomas.Engel@tax.ny.gov or Christine.Kilmartin@tax.ny.gov

NOTE: In your communications with the above-referenced agency you must provide the

employer’s FEIN.

. The disclosure/release form that accompanies this form to verify that the employer’s
unemployment insurance tax account is not in arrears.

. If you answered Question 6 affirmatively, a letter from responsible officials of the local
union wherein these officials express their opposition to or concurrence with the employer's
petition to pay manual workers bi-weekly or semi-monthly,
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‘NAME OF PREPARER Cory Livingood . . .

TITLE, Wage and Hb.gr_ﬁd'mmjaricg M"’"?‘iéﬁf' B

SIGNATURE Q s )’\\r‘us w%#l‘
-

*if the applicant wishes to qualify by showing that it has emplcwed an 3vera of 3,000
people during the last 3 calendar or fiscat years then the 8 ppiicant should 5
alphabeticaily listing by location {e.g. Chicago, i, Fairbanksg AX, Wat )
US locations and the number of people cumulatively empfmypd at each
fast 3 complete a) fiscal years, or, b} calendar years with totals at the

three yearly columns.
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Workers' Compensation Law

Section 57, Restriction on isaue of permits and the entering into contracts unlesas compensation is secured.

1.  The head of a state or municipa! department, board, commission or office authorized or required by law to issue any
permit for of in connection with any work invoiving the employment of employees in a hazardous employment defined
by this chapter, and notwithetanding any generat or special statute requiring or awthorizing the issue of such permits,
shail not issue such permit unfess proof duly subscribed by an insurance carrier is produced in o form satisfactory to the
c¢hair, that compensation for all employees has been secured as provided by this chapter. Mothing herein, however,
ahiall be construed as creating any jiabflity on the part of such siate or municipal department, board, commission eor
office to pay any compensation o any such employee if 30 employed.

2. The head of a state or municipail depantment, board, commission or office authorized or required by law to enter into
any contract for or in connection with any work invelving the employment of employees in a hazardous employment
defined by this chapter, notwithstanding any general or speciel statute requiring or authorizing any such contract, shall
not enter inte any such contract unless proof duly subscribed by an insurance camier is produced in a form satisfaclory
to the chair, that compensation for alf employees has been secured as provided by this chapler.
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Additional Instructions for Form DB-120.1

By signing this form, the Insurance casmier identified in Box 3 on this form s certifying that # Is Insuring the business
referenced in box ™ a" for disabiity and/or patd family leave benefits under the New York State Disability and Paid Family
Leave Benefits Law. The Insurance Camier or its licensed agent will send this Cerlificate of Insurance to the entity listed
as the certificate holder in Box 2.

The insurance carrier must notify the above certificate holder and the Workers' Compensation Board within 10 days IF a
pollcy is cancelled due to nonpayment of premiums or within 30 days IF there are reasons other than nonpayment of
premiums thet cancel the poliey or eliminate the insured from coverage indicaled on this Certificate. (These notices my be
sent by regutar mall.) 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 date flisted in Box 3¢, whichever is earlier

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 conlained in the referenced policy.

This certificate may be used as evidence of o Disebility and/or Paid Family Leave Benefits contract of insurance only while
the undertying policy Is in effect.

Please Note: Upon the cancellation of the disability andfor 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
business must provide that certificate holder with s new Certificate of NYS Disability and/or Pald Family Leave
Benefits Coverage or other authorized proof that the business is complying with the mandatory coverage
reguirements of the New York State Disability and Paid Family Leave Benefils Law.

DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

§220, Subd. 8

{a} The head of a state or musnicipal department, board, commission of office authorized of 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 articte,
and not withatanding any general or special stalute requiring or avthorizing the issue of auch permits, ahall not issue such
permit unless proof duly subscribed by an insurance carmier is produced in a formn satisfactory to the chair, that the
paymen! of disability benefits and after January firet, 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 or municipal department, board, commiesion or office to pay any disabllity benefits to
any such empioyee if 30 employed.

{b) The head of a state or municipal department, board, commiasion or office authorized or required by law lo enter into
any contract for or in connection with any worll involving the employment of employees in employment as defined in this
article and notwithstanding eny general or speciai atatute requiting or authorizing any such contract, shall not enter info
any such cantract unless proof duly subscribed by an insurance carrier is produced in a form satisfaciory fo lhe chalr, that
the payment of disabllity benefits and after January first, two thousand eighteen, the payment of family leave benefits for
all emptoyees has been secured ag provided by this article.

DB-120.1 (1047) Reverse
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2018

LodCbilLocdﬂéﬁ farme - ClocAddit v - LocAddr2 - JlocCly - - +|Loc Stat ILocZip -~ [Empe
200 q'"t]~§-ﬁl:IE.'2(!{)-(2umn'|al:k 3124 JERICHO TPKE East Northport }NY mﬁ'ﬁ‘r_ﬁ 20| 139
1345 US-000345-Huntington Station 148 WALT WHITMAN RD Huntington StatidNY 11746-412] 136
1374 U3-000374-Yonkers 2478 CENTRAL PARK AVE Yonkers NY 10710-112] 188
1384 LiS-000384-lthaca 40 CATHERWOOD RD Rhaca NY 14850-105! 100
{428 LS-000428-Athany 1 CROSSGATES MALL RD Albany MY 12203-536] 221
433 LS-100433-Hennsta 2345 MARKETPLACE DR Rachaster NY 14623-800] 187
442 US-000442-Bay Share 1851 SUNRISE HWY Bay Shore NY 11706-602] 166
454 US-000454-Wesibury 1160 OLD COUNTRY RD Westbury NY 11580-562| 278
455 LiS-000455-West Nyack 1240 PALISADES CENTER DR West Nyack Y 10984-620] 145
458 1JS-000458-South Setauket 261 POND PATH South Selaukst [NY 11720-200] 161
459 US-000458-Amherst 1585 NIAGARA FALLS BLVD Amhbaerst NY 14228-270{ 184
460 US-000460-Poughkeepsle 2001 SQUTHRD Poughkeepsie [NY 12601-597] 180
461 US-600461-Middletown 1100 N GALLERIADR HMiddletown NY 10941-304] 148
467 US-000467-Lovittown 3601 HEMPSTEAD TPKE NASBAU MALY Levittown NY 11756-131] 210
469 11S-000489-Staten Island 2795 RICHMOND AVE Stalen Islang _INY 10314-586{ 175
1471 1JS-800471-M Vernon 555 E SANDFORD BLVD Mount Vemen  INY 10660-473] 1683
1478 1JS-000478-Lonq Istand Cify 5001 NORTHERN BLVD Long istand City [NY 11101-103] 241
1492 {i5-000482-Chelsea 60 W 23RD ST New Yotk NY 10010-528] 226
443 {JS-000483-Rega Park 9801 DUEENS BLVD Eimhursi NY 19373-444f 220
518 U5-000518-Kinpslon 41300 ULSTER AVE Ste 260 Kingston NY 12401-1580; 110
538 U8-000528-Syracuse 9080 DESTINY USA DR Syracuse NY 13204-609] 147
541 U§-00054 1-Sarataga Springs 3062 Route 50 Saraloga SpringsNY 12866-280} 129
545 US-000545-New Hartford 4726 Commercial Dr New Hartford  INY 13413-624] 122
599 US-000599-Brooklyn{Caesar's Bay)  |8923 BAY PARKWAY Brookiyn NY 11214-643; 228
609 US-000609-Manhattan NOHO, MY 522 Broadway New York NY 10012-2601 159
809 U3-000808-Riverhaad 1440 OLD COUNTRY RD STE 180 Riverhiead NY 11901-208] 128
822 US-600822-Harlsdale 280 N CENTRAL AVE Harsdale NY 1D530-180] 156
824 145-000824-Paichogue 498 N SERVICE RP SUITE 38 Paichogus NY 14772-228] 200
a3 US-000835-86th&Lexinglon 1280 Lexinglon Ave New York NY 10028-210] 230
950 iS-000850-vallay Stream 6 WEST CIRCLE DR Valley Straam__|NY 11581-151] 213
11028 {US-001028-Midiown Manhattan 531 5TH AVE New York NY 10017-360{ 408
11029 US-001020-Cortland! 3105 £ MAIN 8T Mohepan Lake |NY 10647-152] 100
1036 J5-001036-Blg Flals 950 COUNTY ROAD 64 Elmira NY 14903-9701 98
11088 US-001089-Wateriown 21085 SALMON RUIN MALL LOOP W Walerown NY 413601-193{ 100
1091 US-001094-Plaltsburg £0 Smithfisld Bivd Sulle 109 Plattsburgh NY 12901-210] 84
1118 1J9-001115-Flughing 13107 40THRD STE €306 [Fiushing NY 11354-511] 443
1127 135-001127-De Wilt 3401 ERIEBLVO E Dewill NY 13214-163] 149
1131 US-001131-Hamburg 3701 McKintey Pkwy Sle 114 Buffaie NY 14219-268{ 143
1152 US-001 152-Walden Galleda 1 GALLERIADR 4107 Cheektowaga |NY 14225-513; 148
1172 18-001172-Bronx Terminal Market 1610 EXTERIOR ST Bronx NY 10451-204] 165
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2018 continued

1183 |US-004183-Clay 3557 Siate Roule 31~ " iiverpoa NY  133080-13% 73]
1380 US-001380-Vesiatl 2208 VESTAL PKWY E Vestal NY 13850-214) ﬁgl
1394 US-001384-Monroe 26 BAILEY FARM RD Monroe NY 10050-495¢ 87
1400 JS-001400-Groece 2833 W RIDGE RD Rochester NY 14626-163] 1 30|
1448 |UIS-001448-Upper Wast Manhatlan | 1880 Broadway New York NY 10023-750] 238!
1466  t)8-004455-Clarence 4401 TRANSITRD STE 700 Buffalo NY 14221-600] 12 gl
1467 1JS-001467-Baldwin 660 Sunrise Hwy Baldwin NY 11510-313] 147
1520 1JS-081520-Kings Piaza 5102 Avenue U Sulte 0171 |Brookiyn NY 11234-332) 13 3;
1631 tJS-001531-Unlon Squars 52 E 14th SI Suite 64 New York NY 10003414 335
1541 US-001541-Vidtor 7550 Commons Bivd Victor NY 14564181 113
1644 US-001641-T35 Flex Labot Poal 1050 OId Courntry Rd Weslbury NY 11590-6621 44
1840 US-001840-USD NYC 1050 O!d Country Road Westbury NY 11590-562] 139
1870 LS-001870-LISO BUFISYRCS/ALBNY (2833 W RIDGE RD Rochester NY 14626-163] 135
1886 LS-001886-Brookiyn Galeway 369 GATEWAY DR FBrooklyn NY 11239-280] 180
1801 L15-001891-Fordham Road 402 £ FORDHAMRD Branx NY 10458-501 133
1906 1JS-001906-8B8Y Mablle-Union Square [2 UNION SCUARE E [New York NY 10003-330] 13
1940 LS-001940-Sunrisa Malt 41 SUNRISE MAEL Magsapequa NY 11758-434 4
2518 US-{02548-Aflantic Center 525 Atianlic Ave STE AT Braskivn NY 11217-5208{ 198
2004 115-002801-The Mall at Greece Ridge [271 GREECE RIDGE CENTER DR|STE 402 Rochester NY 14626-281 9
2002 US-002802-The Markelpiace 1 Miracie Mile Drive Space #501 _|Rochester NY 14623-585 8
2038 US-002836-Poughkeapsle Galleria (2004 SOUTH RD STE 209 Poughkeepsie |NY 12801-720 8}
2841 US-102B4i-Crossgates Mall 4 CROSSGATES MALL RD 101A Albany NY 12203-526 5]
2842 US-302842-Sangastown Square 8555 BENECA TPKE SPC A12 New Harfford  {NY 13413-151 [
2850 US-30285(-Carouse] Cenler $080 DESTINY USADR SPCE106  {Syratuse MY 13204-609F 4
2851 US-002851-The Galleria Al Crystal Rurf1 N CALLERIA DR Space #0101 {Middletown NY 10941-203 7
2865  jUS-002865-Boulevard Mall 756 ALBERTADR STE 459 Amherst MY 14226-110F 5
2086 1US-002986-Groan Acres Mall NY 2050 GREEN ACRES MALL Valiey Straam__ [NY 11681-154f 7
901044 {US-901044-Retali District 44 1450 Old Country Road Wegtbury NY 11560 | 10|
801054 {LIS-901054-Retall District 54 9320 Destiny USA Drive Syracuse NY 13204-605{ 15|
901058 {US-901058-Retall Dislrict 58 1050 Old Counlry Road Westbury NY 11690 11]
901104 {US-301104-Retail District 104 1050 Old Counlry Road Wastbuty NY 11580 g
801112 [US-501112-Relail Dislrict 112 1240 PALISADES CENTER DR Wast Nyack NY 10994-6201 12
$02033 j11S-202033-Retail Region 33« TER 03/1050 Old Country Rd Westbury NY 11580 7
802035 |US-902035-Retall Region 35 - TER, 05}1050 Cid Country Rd Westhury NY 11580 48
804026 |US-804026-Retall Matket 26 1050 Old Country Rogd Wesibury NY 11590 13
904027 |US-304027-Retall Market 27 1050 Old Couniry Rd Wesibury NY 11590 16
982360 |US-982360-Long Island Delivery Pad |40 Enler Lane |siandia NY 11749-481 14
83126 |US-B83126-HA MARKET 26 1650 Ofd Country Road Westbury NY 11594 20
883427 [US-083127-IHA MARKET 27 1050 Old Country Road Weslbury NY 11596 28
Total 9506
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Loc Codélliocation Name .. .-

- = |Loc Addr =T JLocAddiz: - |Loe Gy, < o |Lot SietdiocZip:.

200 [1US-000200-Commack 1124 JERIGHO TPKE 2 lé:ﬁ;'g{h@,{ Loc Stataboc Zip-

345 1J5-000345-Huntinglon Station 148 WALT WHITMAN RO Huntington Statio: 117464128 138
3 LiS-000374-Yonkess 7418 CENTRAL PARK AVE Yonkers 10710-1128] 180
364 US-00384 Jthacs 40 CATHERWOOD RD lthaca 148501056 111
428 1JS-000428-Albany 1 CROSSGATES MALE RD Albany 12203-5360] 242
433 1JS-000433-Hentietta 2345 MARKETPLACE BR Rochester 14623-6009) 173
442 US-000442-8ay Shora 1851 GUNRISE HWY Bay Shere 11706.6024! 169
454 US-000454-Westbury 1100 OLD CCUNTRY RD Wasthury 11590-5625 252,
458 US-00D455-Wast Nyack 1240 PALISADES CENTER DR Waost Nyack 10994.6202] 151
458 15-000458-South Setaukst 261 POND PATH Sauth Setauket 11720-2007] 154
459 US-000459-Amhetst 1585 NIAGARA FALLS BLVD Amhorsi 14220-2704] 154
460 JS-000460-Poughkeepsie 2001 SOUTHRD Poughkeepsie 12601-5978) 176
461 US-000461-Middietown 1100 N GALLERIA DR Middletown 10941.3041] 152
467 US-HI0467-Levitlown 3601 HEMPSTEAD TPKE NASSAU MALILevittown 11766-1316] 205
469 1US-800468-Staten island 2795 RICHMOND AVE Staten Istand 10314-6866] 169
471 US-008471-M1 Vernon 455 £ SANDFORD BLVD Mount Vemon 105504736} 193
478 US-000478-Long Island City £001 NORTHERN BLVD Lang Island Gily 1101-1033F 204
482 1JS-000482-Chelsaa §0 W 23RD ST New York 10010-52893] 222
483 LJS-000483-Reqo Park 8801 QUEENS BLVD Elmhurst 113734448 199
518 US-000518-Kingston ~[1360 ULSTER AVE Sts 260 Kingston 124031501 112
538 US-000628-Syracuse 9080 DESTINY USA DR Syracuse 13204-5080; 153
541 US-000541-Saratega Springs 3062 Roule 80 Saraloga Springs 126866-20061 138
B45 11S-000545-New Hartford 4726 Commercial Dt New Hartford 13413-6211] 125
559 US-000649-Brooklyn(Caesar's Bay} 8923 BAY PARKWAY Brookiyn 11214-6437] 233
609 US-000603-Marhatlan NOHO. NY {622 Broadway Naw York 18012-2800] 145!
809 1S-000809-Riverhead 1440 OLD COUNTRY RD STE 100 Riverhead 11901-2081] 123
§22 US-000822-Hartadale 299 N CENTRAL AVE Hartsdale 10530-1803) 145
B24 UiS-000824-Patchogue 499 N SERVICE RD SUITE 39 Palchogue 14772-2287F_ 158
§35 1J5-000835-B6thal exingten 12080 Lexington Ave New York 10026-2105] 201
950 1US-000950-Vallgy Stroam 6 WEST CIRCLE BR Vallay Straam 115811617 209
1028 15-001028-Midtown Manhattan 531 5TH AVE New Yotk 10017-3504] 356
1029 £)5.001023-Cortlandt 3105 £ MAIN ST Mohagan Lake 16547-152%] 115
1036 1J5-001036-Big Fiats 950 COUNTY ROAD 84 Elmia 14903-9708) 98
1089 1US-001089-Watartown 21085 SALMON RUN MALL LOGP W \Walodown 136011936 103
1084 1JS.001091-Plattsburg §0 Smithfisld Blvd Suite 109 Plattaburgh 12901-2104] 83
1116 1J8-001115-Flushing 43107 40TH RD STE C300 Flushing $1354-5117] 150
1127 US-001127-Da Wit 3401 ERIE BLVD E Dawitt 13244-1635] 114
1131 US-0011311-Hamburg 3701 MeKinley Phwy Ste 114 Buffalo 14219-2696] 152
1162 US-001152-Walden Gaileria 1 GALLERIA DR J107 Cheekiowaga 14225-5134] 124
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2019 continued

1172 £15-001172-Bronx Terminal Market  |610 EXTERIOR ST Bronx Iny 10451-2044| 174
1183 1S-001183-Clay 33567 Stale Rowte 31 Liverpool iNY 13080-1311 3
1388 US-001380-Vestal 3209 VESTAL PKWY E Vestat INY 13850-2143] 121
1394 11S-001394-Monroe 128 BAILEY FARM RD Maonroe INY 109504952 97
1480 US-001400-Gresce 2833 W RIDGE RD [Rochester INY 14626-1632F 135
1448 US-001448-Upper West Manhatlan {1880 Broadway New York Iy 10023.7500t 208
1455 US-001455-Clarance 4401 TRANSIT RD STE 700 Buffalo [ 14221-6006] 123
1467 US-001467-Balcwin 560 Sunriss Hwy Baldwin |y 11510-3136] 148,
1528 US-001520-Kings Plaza 5102 Avenue U Suile 0171 Brooklyn iNY 11234-3321 149
1531 US-001531-Union Square 52 t4th St Suite B4 New York iNY 100034140 296
1541 US-001541-Victor 7550 Commons Blwd Vigter Ny 14564-1010} 102
1840 US-001840-US0 NYC 1050 OLD COUNTRY ROAD Westbury Ny 11590-6625; 193
1870 US-0010870-US0 BUF/SYRCS/ALBNY2033 W RIDGE RD Rochester Ny 146261632} 185
1886 UiS-001886-Brooklyn Gateway 369 GATEWAY DR Brocklyn {ny 11239-2805, 168
1891 US-001891-Fordham Read 402 £ FORDHAM RD Bronx Ny 10458-5010 152}
2518 1JS-002618-Atlantic Center 625 Atlantic Ave STE AT Braokdyn INY 11217-6208; 200
2838 US-002838-Paughkeepsie Galleria 12001 SOUTH RD STE 209 Poughkespsie  INY 12601-720@! 1
2850 1iS-002850-Carousel Canter 9090 DESTINY USA DR SPC E106 Syiacuse Ny 13204-6094 1
901044 11IS-801044-Relail Dislrict 44 1058 OLD COUNTRY ROAD Westbury NY 11590 I e
3H054  1US-501054-Retail District 54 9096 Destiny USA Drive Syracuse NY 13204-6030 3|
5040568 |LiS-001058-Retsil Bistrict 58 1058 OLD COUNTRY ROAD Westbury NY 11500 1]
204104 |US-501104-Relalf District 104 1058 OLD COUNTRY ROAD Waeslbury NY 11590 al
904112 [US-901112-Retall District 112 12408 PALISADES CENTER DR West Nyack NY 1099462021 19
801126  HUIS-901126-Retaii Dislrict 126 9090 Dastiny USA Drive Syracusa NY 13204-6030: ]
902033 [LiS-802033-Retail Region 33 - TER 031050 Old Country Rd Wasthury NY 11590 40
902035 |US-802035-Retail Region 35 - TER 041050 Old Country Rd Waestbury NY 11590 3
004026 {LiS-804026-Retail Market 26 1050 OLD COUNTRY ROAD Waestbury NY 11590 38
904027  |LiS-904027-Relail Markel 27 1050 Old Country Rd Wastbury NY 11580 7]
982360  |US-982360-Long lsland Dalivery Pad 140 Enter Lane Istandia NY 117494811 1
983126  {US-983126-HA MARKET 26 1050 OLD COUNTRY ROAD Westbury NY 11580 61
983127 {US-983127-1HA MARKET 27 1050 OLD COUNTRY ROAD Westbury NY 11590 20
Total 9087
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2020

l!.o'c Codéll.‘bul!dﬁ Neitig . --JLoc Addrt Loc Adelr2 ~ |LocCity - ILoc StatdbocZip - |Em
200 US-000200-Commack 3124 JERICHO TPKE East Northpont INY 11731-6208] 114
345 US-800345-Huntinglop Station 148 WALT WHITMAN RD Huntington Statio{NY 11746-4128] 122
4 US-800374-Yonkers 2478 CENTRAL PARK AVE Yonkers NY 10710-11251 168
384 US-000384-theca 40 CATHERWOOD RD iheca NY 14850-1056] BS
428 US-000428-Albany 1 CROSSGATES MALL RD Albany NY 12203-6368] 207
433 US-800433-Henrieita 2345 MARKETPLACE DR Rechestat NY 14623-80091 150
442 US-000442-Bay Shora 18561 SUNRISE HWY Bay Shore NY 11706-6024{ 154
454 US-800454-Wesibury 1100 OLD COUNTRY RD Westbury NY 11590-6625] 210
455 LiS-000455-Wast Nyack 1240 PALISADES CENTER DR West Nyack NY 10984-6202{ 151
458 US-000458-South Setauket 261 POND PATH South Satauket [NY 11720-2007] 128
45% US-060453-Amherst 1585 NIAGARA FALLS BLVD Amhargl NY 14228-2704] 155
460 US-000460-Poughkespsie 2001 SOUTHRD Poughkeepsie  INY 12601-5978] 168
461 US-000461-Middlatown 1180 N GALLERIA DR Middletown NY 10941-3041] 133
467 US-300467-Levittown 3601 HEMPSTEAD TPKE NASSAU MALqLevinown NY 11756-1315] 181
469 US-000469-Siaten lsland 2185 RICHMOND AVE Slaten island NY 10314-6866 159
471 US-800471-Mt Vemon 555 E SANDFORD BLVD |Mourt Vemen  [NY 105504736 205
478 US-000478-Long Island City 5061 NORTHERN BEVD Long Island City INY 11101-1033] 240
1482 US-000482-Chelses 60 W 23RD ST New York NY 10010-5283) 193
463 1)S-000483-Rego Park 880 QUEENS BLVD Elmhurst NY 113734449] 189
518 US-000518-Kingsten 1300 ULSTER AVE Ste 260 Kingstan NY 12401-1501 65
1538 JS-000538-Syracuse 8030 DESTINY USA DR Syracuse NY 13204-6090] 127
541 LIS-000541-Saratoga Springs 3062 Routa 50 Saratoga Springs|NY 12866-2806] 112
548 US-000545-New Hanford 4725 Commescial Dr New Hanford NY 13413-621% 103
539 US-000599-Brookiyn{Caesar's Bay) 8923 BAY PARKWAY Broaklyn NY 112146437 229
609 US-000609-Manhattan NOHO, NY__ |822 Broadway ew York NY 10012-2600{ 142
809 {JS-000803-Riverhaad 1440 OLD COUNTRY RD STE 100 Riverhead NY 11301-2084 108
822 US-060822-Hartsdale 293 N CENTRAL AVE Hertsdals NY 10530-1803] 154
824 US-000624-Patchogue 499 N SERVICE RD SUITE 38 Patchogue NY 11772-2287] 133
236 {S-000835-86thAL exington 1280 Lexington Ave New York NY 10028-2405] 182
950 US-000950-Valley Strsam 6 WEST CIRCLE DR |Valley Stream __[NY 11581-1517] 204
11028 US-001028-Midlown Manhaltan 531 5TH AVE |Naw York NY 10017-3504] 289
1029 US-001029-Cortlandt 3105 E MAIN ST Mohegan Lake [NY 10547-1521] 93
1036 LIS-001036-Big Flats 950 COUNTY ROAD 64 Eimira NY 14903-9708] 79/
1089 US-(01089-Walertown 21085 SALMON RUN MALL LOOP W Watenown NY 13601-1938] 89
1091 US-001891-Platisburg 60 Smithfield Biwd Suite 109 Piattsburgh NY 12901-2104] 718
1115 US-001115-Fiushing 13107 46TH RD STE C300 Flushing NY 11354-5117] 138,
1127 US-001127-De Witt 3401 ERIEBLVD E Dewitt NY 13214416350 110
1139 US-001131-Hamiurg 3701 McKinley Phwy Ste 744 Buffzlo NY 14219-2695( 124
1162 US-601152-Walden Galleria 1 GALLERIA DR o7 Cheoktowagae  [NY 14225-5134] 118
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2020 continued

$172 US-004172-Bronx Terminai Markat 1610 EXTERIOR ST Bronx NY 10451-2044] 172
1183 US-001183-Clay 3967 Stale Route 31 Livarpeo} NY 13080-1314 1
1380 US-001380-Vastal 3209 VESTAL PKWY E Vesial NY 13850-2443! 107
1394 US-001394-Monrog 128 BAILEY FARM RD Monree NY 109504952 8%
1400 US-001400-Greate 2833 W RIBGE RD Rochesier NY 14826-1632] 127
1448 US-001448-Upper West Manhaltan _ |1880 Broadway New York NY 16023-7500, 159
1455 1)5-001455-Clarsnca 4401 TRANSIT RD STE 700 Buffalo NY 14221-6006, 42
1467 US-001467-Baldwin 660 Sunrise Hwy Baldwin NY 11510-3136] 128
1520 LIS-001520-Kings Plaza 5102 Avenue U Suite 0171 Brooklyn NY 11234-3321] 133
163 1iS-001631-Union Square 52 E 14th St Suite 64 New York NY 10003-4140{ 241
1641 US-)01541-Victor 7650 Commens Bivd Victor NY 14564-1010, 99
1840 US-001840-USO NYC 1050 OLD COUNTRY ROAD Westbury NY 11580-5626{ 320
1870 US-001870-US0 BUF/SYRCS/ALBNY 2833 W RIDGE RD Rechester NY 14626-1632] 231
1888 US-001886-Braoklyn Gateway 363 GATEWAY DR Brooklyn NY 11233-2805; 161
1891 1JS-001891-Fordham Road 402 E FORDHAM RD Sronx NY 104568-5010] 174
2518 US-002518-Attantic Contar 626 Atlantic Ave STE A7 Brooklyn NY 112175208 216
2838 LIS-002838-Paughkeepsie Galleda 12001 SOUTH RD STE 203 Poughkeepsie  {NY 12601-7206] 1
(6559 US-006589-Manhatian Cuslom 1880 Broadway New York NY 10023-7500] 13
5661 US-086561-Albany Cuslom 1 CROSSCGATES MALL RD Albany NY 12203-5368 7
6562 US-006562-Long Isiand Custom 1060 OLD COUNTRY RD Westbury NY 11690-56626) 12
901044 _ [US-301044-Retail District 44 1050 OLD COUNTRY ROAD Wastbury NY 11680 7
901054 |US-801064-Retail District 54 9090 Destiny USA Drive Syracuse NY 13204-6090 ]
901058 |US-301058-Retail District 58 1050 OLD COUNTRY ROAD Westbury MY 11690 8
901104 {US-501104-Retail District 104 1050 OLD COUNTRY ROAD Westbury NY 11680 _i 8
901112 {U5-301112-Ratail District 112 1240 PALISADES CENTER DR Waest Nyack NY 1099462021 [
904126  |US-801126-Retail Distrct 126 9080 Destiny USA Drive Syracuse NY 132046080, 8
802033 [US-902033-Retail Region 33 - TER 63 1050 Ot Country Rd Westbury NY 11530 24
804026 jUS-304026-Retail Marke! 26 1060 OLD COUNTRY ROAD Wastbury Ny 11580 34
982360 |US-982360-Long Isiand Delivery Pad [40 Enter Lane {Istandia {NY 117494851 53
983126 |US-583126-tHA MARKET 26 1050 OLD COUNTRY ROAD [Westbury [Ny 11590 60)
Total 8450
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New York State Department of Labor
Pavid A. Paterson, Governor
M. Patricia Smith, Commissioner

September 24, 2009

Ms. Jennifer F. Martin
‘Employee Relations, Best Buy
~ Best Buy Corporate Campus
7601 Penn Avenue
South Richfield, Minnesota 55423-3645

Dear Ms. Martin:

This Is in response to your recent correspondence on behalf of Best Buy Co., inc.
& LLC, for authorization to pay its manual employees in New York State on a biweekly
basis pursuant to New York State Labor Law Seqtion 191.1a(ii).

The New York State Department of Labor has carefully reviewed the material
submitted and determined that Best Buy Co., Inc. & LLC has safisfied all the conditions
enumerated in the statute. The firm has employed 1,000 or more persons in New York
State for the three years preceding its application; has furnished sufficient proof it has met
and shali continue to meet its payroll responsibilities; and has furnished other information
and proof in accordance with the conditions set forth under Section 191.1a(ii).

Therefore, | hereby grant authorization for Best Buy Co., Inc. & LLC to pay
wages to its manual workers employed in New York State on a biweekly basis.

Sincerely,

M. Patricia Smith

W. Averell Hariman State Office Campus Albany, NY 12240
www.lzbor.state.ny.us
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BEST BUY. RECEWVED
June 15, 2009 NY8 DEPT OF LABOR
NYS Department of Labor AUG 102009
Division of Labor Standards Rm, 288C
State Office Campus Bldg. 12 DIV OF LABOR STANDARDS
Albany, NY 12240 PERMIT & CERT UNIT

Attn: 1.C, Dacier

You have requested several documents and information in order for permission to be
granted to pay manual workers bi-weekly in NYS. The documents are numbered and
listed below:

1. Best Buy Co., Inc. & LLC, 760 th, Richfield, MN 55423
Attn: Jennifer Martin, B2, FEIN #IM Best Buy is making the request to pay
our workers bi-weekly in NYS because we are a nuge corporation and our payrolt
systems are programmed to pay our employees bi-weekly because that is what most

states require. We would have to reprogram our systems and request permission not to
have to.

2. Enclosed Documents #1: NYS Retail locations and # of Employees, #2: NYS Best
Buy Mobile locations and # of Employees, #3: NYS Distribution Center location
and # of Employees and #4: NYS District and Territory Offices and # of
Employees.

Document #5: Certificate of Liability Insurance

4, Document #6: Letter from Timothy Forbes: NYS Department of Taxation and
Finance, stating we do not owe any money.

5, Document #7: Completed document granting permission to verify that the
employer owes no unemployment insurance taxes.

6. Documents #8-11 are the examples requested of the employer's computerized
payroll record-keeping system documents.

Mr. Dacler, If you have any questions, please feel free to contact me at (612) 834-1206
Jennifer.Martin@BestBuy.com. Thank you for your time and attention to this request.

Sincerely,

Jesnifer FY Martin
Employee Relations, Best Buy

Best Buy Corporate Campus » 7601 Penn Avenue South Richfield, MN, USA 55423-3645 « {612) 291-f00820898583nbol BBY



New York State Department of Labor
David A, Paterson, Governor
M. Fatricia Smith, Commissioner

Date: 24 Aug ‘09

To: Director Carmine Ruberto ©
From: J. C. Dacier
Subject: Best Buy

Manual Worker Pay Pertiod Extension

Attached piease find the material the above employer has submitted in support of its request to
pay its manual workers less frequently than weekly.

Based upon the information supplied by the employer:

in each of the three years preceding the application the average number of
waorkers it has employed in New York State has exceeded 1,000;

the firm maintains a computerized record-keeping system which specifies hours
worked, rate of pay, gross wages, deductions and date of pay for each
employes;

it possesses Workers' Compensation coverage;

there is no union,

Letters from the Unemployment Insurance Division and Taxation and Finance indicate there are
no ouistanding warrants or {ax liabilities,

Since it further appears that all the other conditions enumerated in Article 8, Section 191.1a(ii)
of the Labor Law have been satisfied, | recommend that Best Buy receive approval to pay its
manual workers on a bi-weekly basis.

Attached are pertinent parts of the file.

Phone; (518) 457-1942 Fax: (518) 457-2731
W. Averell Harriman State Office Campus, Bldg. 12, Room 266A, Albany, NY 12240

www labor stale ny.us
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Dacier, J.C. (LABOR)

From: Dacier, J.C. (LABOR)

Sent: Monday, August 17, 2009 3:37 PM

To: ‘jennifer.martin@bestbuy.com’

Subject: permission to pay manuai workers bi-weekly in New York state
Dear Madam:

| have finally received your petition dated June 15, 2009. | do not know why it took so long to get to me. Your petition is
mosty complete. Only two things are missing: 1) proof of coverage for NYS disability insurance; and, 2) proof of coverage
for NYS workers' compensation insurance. The Acord insurance document that you sent cannot be used for purposes of
showing workers' comp and disability insurance coverage.

Please send form DB-120.1 to show proof of coverage for NYS disability insurance; your insurance carrier is responsible
for providing this document to you. Please send form C-105.2 or form U 26.3 to show proof of coverage for NYS workers'
comp insurance; your insurance carrier is responsible for providing this document to you.

My experience shows that insurance carriers generally have a difficult time locating these NYS specific documents for
employers. You must be persistent with them. We will not honor Best Buy's petition for permission to pay manual workers
bi-weekly unless we receive the documents specifically described above, Please remind the insurance carriers that Best
Buy pays themn a lot of money and that Best Buy has every right to expect this kind of service.

Please send the documents together in one mailing to:

NYSDOL

Rm. 226A, Bldg. 12
State Office Campus
Albany, NY 12240
attn, J.C. Dacier

Do not send the documents under two separate covers. Work is suspended on Best Buy's petition until receipt of the
documents in question,

Respectfully yours,
J.C. Dacier

Senior Investigator
NYS Dept. of Labor
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Bi-Weekly Pavrol Checklist

9 Complete application, including FEIN /

0 Reason why variance is nceded "

O # of employees on'the payroll in NYS at the end of a pay period from last month "
and from pay perieds 12 months, 24 months and 36 months earkier or the # of all
employees on the payroll in NYS at the end of a pay period from last month and
from the pay period 12 months earlier and the average # of employees outside NY'S
during the last 3 years

O Proof of coverage lor WC/DB, including effective dates and names of insurers

providing coverage

O Proof that the employer has a computerized payroll record-keeping system that
specifies hours worked, rate of pay, gross wages, deductions and date of pay for
cach employee :

/'/

& Release Form - Disclosure Information authorizing Ul to disclose its record, if ¥
any, of the employer’s Ul tax liabilities, along with the FEIN and UI Employer
Registration #

-
Vg
.

0 Certifying letter from the NYS Dept. of Taxation & Finance that there are no &
oulstanding warrants against the employer for failure to remit state Personal
Income Tax withholdings

o  Enter ER data in [manual wkr ongoing database.mdb] located at
WDolOal fsIhwrkerprotLS\LS MPCS\Permil and Certificate Unit\Bi-Weekly
Payrolt

¢ I employess are represented by a labor union, employer must present either a letter
from an appropriate union official attesting to the fact that it consents to the ./
requested pay pertod extension or a copy of the current contract in which 2 bi- S
weekly or semi-monthly pay period has been agreed upon

FL.-22-0355 0139



Deoc. =

All Retail
Loc Description Per Emp Nbr COUNT |Loc State
US-000835-86th&Lexington 175INY
US-000428-Albany 137|NY
US-000459-Amherst 127|NY
US-001467-Baldwin B6[NY
US-000442-Bay Shore 93INY
UJS-001908-BBY Mobile-Seventh TINY
US-001806-BBY Mobile-Union Square NY OINY
US-001036-Big Flats T2|NY
US-001172-Bronx Terminal Market 2|NY
{)S-001886-Broaklyn Gateway CTINY
US-000599-Brooklyn{Caesars Bay) 155|NY
US-000482-Chelsea 167|NY
1J8-001455-Clarence B3|NY
JS-001183-Clay 80|NY
US-000200-Commack 109INY
LUS-001029-Cortlandt 84iNY
US-001127-De Witt 82{NY
LiS-001891-Fordham Road T11INY
US-001400-Greece 91INY
1J5-001131-Hamburg 100jNY
US-000822-Hartsdale 107]NY
US-000433-Henrietta 110INY
US-000345-Huntington Station 104|NY
US-000384-lthaca 82iNY
US-000518-Kingston 100|NY
US-000467-Levittown 116{NY
US-Q00478-Long Island City 164]NY
US-000808-Manhaitan NOHO, NY 98|NY
US-000461-Middietown 135|NY
US-001028-Midtown Manhatian 186]{NY
US-001394-Monroe 68{NY
US-000471 -Vt Vemon 1251NY
{JS-000545-New Hartford 87|NY
UiS-082781-Nicho!s De 1861NY
US-000824-Patchogue T16]NY
US-001091-Plattsburg 82{NY
US-000460-Poughkeepsie 143|NY
US-000483-Rego Park 147|NY
LJS-901044-Retail District 44 14|NY
tiS-801048-Retail District 48 8|NY
US-801054-Retail District 54 16|NY
US-901058-Retail District 58 TO|NY
LUS-003002-Retail Eivision 2 _ 3|NY
US-802038-Retail Region 38 - TER 08 43|NY
US-000809-Riverhead 02INY
US-000541-Saratoga Springs O0INY
US-000458-South Setauket 100]NY
US-000469-Staten Island 130{NY
US-1001941-Staten Island Mall TINY
LS-001840-Sunrise Mall 5INY
US-000538-Syracuse 114{NY
Page 1 0of2
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All Retail

US-001531-Union Square 3{NY
US-001448-Upper West Manhattan 123|NY
US-001834-US0 Buffalo 12|NY
US-001840-LJS0O New York 1 44INY
L3-001841-U80 New York 2 27Ny
US-001842-US0O New York 3 28|NY
US-001843-US0 New York 4 38|NY
US-001848-US0 New York 7 21INY
US-001870-US0 Syracuse 14|NY
US-000950-Valley Stream 117INY

US-001380-Vestal

US-001152-Walden Galieria

Us-00108%-Watertown

US-000456-West Nyack

US-000454-Westhury

US-004069-Woodmere

U8-000374-Yonkers

Page 20f2
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87/16/208% 89%:45 518-485-0243 NYS TEF DISCLOSURE PAGE 92/02

HE

Néw York State Department of

foh. LAXATION AND FINANCE
448 Office of Budget and Management Analysis
Disclosure and Government Exchange

S W.A, Herriman Campus

Buoilkding 8, Room 70D

Albany, NY 12227

July 8, 2009

Ms, Jennifer F, Martin

Best Buy

7601 Penn Avenue

South Richfield, MN 55423-3645

Re: Best Bu |
Dear Ms. Martin:

In response to your request for tax information regardmg the above-referenced taxpayer, the
following is provided:

This is to certify that a scarch was made by an employee familiar with tax warrants for failure to
remit personal income tax withholdings under the above referenced name and identification
nursber and that none were found. :

To cover the cost of precéssing your request, pleage return a copy of this letter and a check or
money order made payable to the “Commissioner cf Taxation and Finance” in the amount of
$0.00 to the above address. .

If you have any questions, I can be reached at (518) 485-3594.

Sincerely,

' Timothy Forbes
Tax Technician I

TF:ch

FL-22-03556 0167



New York State Department of Labor
David A, Paterson, Govemnuor
M. Patrisia Smith, Commissioner

g > Doc,fﬂ:?’

RELEASE FORM - DISCLOSURE INFORMATION

New York State Department of Labor
David A, Paterson, Govemor
M. Patricla Smith, Conrnissioner

Pursuant to the request, initiated by ?2‘1‘6‘(’ %U\J (7 . J\A <. / E&"é—f B v \/ L LC

(Please printflegal name of EMPLOYER)

to pay its manual workers on a biweekly or semimonthly basis,

, Chacles Npakeeyl) .

{Please print NAME of responsible officer signing release form)

\JP Bewacds o Cocpocade B Q

(Please print TITLE of responsibie officer signing telease form)

hereby authorize the Division of Unemployment Insurance fo disclose to the Division of
Labor Standards its record, if any, of said employer's Unemployment insurance tax

liabilities.

Federal Employer Identification Number (FEIN) -

W\ locatiorne eycept /\/ac}\o/is DC.

Unemp oyment 1nsuran

Nichels Distrlowhen Gy

(4

Signature

- 16- 09

Date

W. Averel! Harriman BState Office Campus, Albany, NY 12240
Fi-22-03h 8¢ Flate.ny.us



T =3

(3]
Loc¢ Description Per Emp Nbr COUNT |Loc State
US-082781-Nichols Dc 186|NY
No Data for DDC
Page 1 of 1

FL-22-0355 0159



Lo,

District and Territory office
Loc Description Per Emp Nbr COUNT |[Loc State
US-801044-Retail District 44 14[NY
US-501048-Retail District 48 8INY
US-801054-Retail District 54 16]NY
US-801058-Retail District 58 _ 19|NY
US-902038-Retail Region 38 - TER 08 43|NY
Page 1 of 1

FL-22-0355 0160




7 . F

Communlcations' 3719 Union Road, Sulte 122 Morton Bahr Lawrence Mancino
of America Buffalo, NY 14225 President Vice President
:JFtt’éE)wDISTHiCT 1 716-685-5015 , District {

Fax: 716-685-2434

wmmi EE’PO LABOR

BUFFALO, NY
- 2000
JEREMIAH J, HAYES DEC 1
Area Director
Upstate New York/New England OF LASOR o AHGMIUS
November 30, 2000
Department of Labor

Labor Standards Division
65 Court Street
Buffalo, New York 14202

To Whom it May Concern;

I have a number of questions regarding International Business Machines (IBM) request for, and
the Department of Labor's (herein referred to as "the Department") ultimate granting of, an
exemption from the New York State requirement for factory/manufacturing workers to be paid on
a weekly basis.

1) What is the criterion used by the Department to determine whether an applicant
for exemption (e.g., [BM) will be granted such?

2) What is the process to issue exemptions?

3) Is there a public hearing or any other opportunity for public comment regarding
such applications for exemption?

43 What is the process for the Department to revoke the exemption once granted?

Pursuant to the Freedom of Information Act, 1 hereby request copies of any and all
correspondence, memoranda, meeting and telephone notes, e-mails, etc. between IBM and the
Department regarding the exemption request and any and all materials related to the exemption
prior to, and subsequent to the exemption being granted. 1 also request any and all
correspondence, memoranda, meeting and telephone notes, e-mails, elc., among Department
employees, regarding the request for exemption and any and all other materials related to the
exemption prior to, and subsequent to the exemption being granted.

FL-22-0358, 4561,



Page 2
November 30, 2000

[ understand that I may be held responsible for reasonable expenses related to producing this
information. If those expenses will exceed $50.00, please contact me before proceeding.

I look forward to your timely reply. Thank you.

WA Organizing Coordinator

JSL:ph : S

OPEIU 153, afl-cio

FL-22-0355 0162



STATE OF NEW YORK
DEPARTMENT OF LABOR
DIVISION OF LABOR STANDARDS
GOVERNOR W. AVERELL HARRIMAN
STATE OFFICE BUILDING CAMPUS
ALBANY, NEW YORK 12240

December 12, 2000

TELEFAX TRANSMITTAL FORM

PLEASE DELIVER TO: Ellen Davidow
FROM: Jack L. Mrozak

OFFICE: Labor Standards, Room 532
PHONE: (518) 457-4258
FAX:  (518)467-7997

RE: CWA
Jeff S. Lacher

& Please call me in regard to the FOIL request-IBM

\’?,t\‘zl - eE w{\w;é_;u/

NUMBER OF PAGES BEING TRANSMITTED 21 (including coversheet)

This facsimile transmission may contain confidential or privileged information that is intended only Jor
use by the individual or entity to which the transmission is addressed. If you are not the intended
recipient, you dre hereby notified that any disclosure, dissemination, copying or distribution of this
transmission is strictly prohibited. If you have received this iransmission in error, please notify us by
telephone immediately so that we can arrange for the return of the documents Lo us at no cost 10 you.

FL-22-0355 0163



STAIE OF Nrw Yonu

DepaRTMENT OF LanoOR

GoveiaNon W. AvERELL HARAIMAN
Stare OFrict Bunoing Campus
ALBANY, NCw YORRK 12240

THOMAS F, HARTNETT
LOMMIWADNER OF LAROR

August 14, 1989

Mr, Michael Faillace

Office of the Vice President and
General Counsel '

Internatiorial Business Machines Corp.

0ld Orchard Road '

Armonk, New York 10504

. Dear Mr. Faillace:

1 am in receipt of your recent correspondence with
-appropriate attachments on behalf of International Business
Machines Corporation (IBM) requesting authorization to
pay its manual worker employees in New York State on a
semi-monthly basis pursuant to New York State Labor Law
Section 191.la (ii).

The New York State Department of Labor has carefully
reviewed the material submitted and determined that IBM
has satisfied all the conditions enumerated in the Statute.
The firm has employed 1000 or more persons in the State
for the three years preceding its application, has furnished
sufficient proof it has met and shall continue to meet
its payroll responsibilities and has furnished other information
and proof in accordance with the conditions set forth under
Section 191.1la (ii). .

. Therefore, T hereby grant authorization for IBM to
pay wages to its manual workers employed in New York State
on a .semi-monthly payroll basis.”

"ty

§§pgerely,
Thomas 4. Hartnett
TFH:RJIJP:mac .
bce: Conmr. Gutowski
Comr. O'Connell RECE‘\!EDH
Comr, Deinhardt Depmmworm’]n
Ms. Colavito DwBﬂlQ"WORSWmnDS
Mr, Polsinello V/ ALRAIY.NY 12240
AUG 1 41989
DIRECTOR'S OFFICE

FL-22-0355 0164
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July 7, 1989

Veaotnh. Sen Yk 1050

Mr. Thomas F. Harnett
Department of Labor

W. Averell Harriman Building
“Albany, NY 12240

Dear Commissioner:

Thank you for your valuable support in the successful effort to
amend New York Labor Law §191.1{(a)(ii). IBM would now like to
request that your office authorize the company to pay its manual
workers in New York State their regqular and overtime wages on a
semi-monthly basis pursuant to the amended section.

The amendment specifies five conditions that a company must meet
in order to qualify for the authorization. As this letter and
the attached documents demonstrate, IBM has met all five. As the
largest private employer in New York State, IBM has employed more
than 1,000 persons in New York State in each of the last three
years, Secondly, IBM has an exemplary history of meeting its
payroll responsibilities. Third, IBM has full coverage for
worker's compensation and disability. Our policy is with Liberty
Mutual, policy number WC2-6Z1-004158-158. Fourth, There are no
outstanding warrants of the Department of Taxation and Finance or
the Department of Labor against IBM for failure to remit state
personal income tax withholdings or unemployment insurance
contributions. Fjnally, as a leader in computer technology, IBM
has an advanced computerized record keeping system for payroll
which specifies hours worked, rate of pay, gross wages,
deductions and date of pay for each employee.

To assist your office, I am including letters from the managers
of IBM's three payroll locations sexrvicing New York State
employees. These letters certify that IBM has paid its New York
employees in a timely manner, and that the payroll systems meet
the statute's requirements for such systems. These letters also
provide the number of employees that each payroll is responsible
for. In addition, I am enclosing letters from the Departments of
Labor and Taxation stating that there are no warrants out against
IBM. Finally, enclosed are copies of IBM's annual report to
shareholders for the last three years detailing the company's
expenses in the areas of compensation and benefits for its

FL-22-0355 0168




* My, Thomas F. Harnett

July 7, 1989
Page 2

employees (See pages 23, 25, and 35, respectively, in the reports
for 1986~88). The reports illustrate IBM's financial security
and should serve as ample assurance of our ability to pay our New
York State manual workers, as well as the rest of our employees,
in a timely and responsible manner.

Please feel ﬁreé to contact me if I can be of further assistance.
Thank you very much for your consideration.

Sincerely yours,

:k}&ﬁx,hY\uJ¢uJ.r%LL lxuuaf“w

Michael A, Faillace

MAF:dh
Attachments

FL-22-0355 0166
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intarnational Businass Machines Corporation £.0. Box 850
Poughkeepsie, N, Y. 12802

914-293-2708
856/915-1

July 5, 1989

Mr. Thomas F. Harnett
Department of Labor

W. Averell Harriman Building
Albany, NY 12240

Dear Commissioner:

T have been the manaper of Site Accounting at Poughkeepsie
for the last five years. We are responsible for the
compensation of 42,405 employees located in New York State.
To the best of my knowledge, IBM has a fine history of
meeting its payroll responsibilities. I can also certify
that our payroll is handled by a computer system that
specifies hours worked, rate of pay, gross wages, deductions
and date of pay for each employee.

Sincerely yours,

& A, B, .

« C. D, Davis, Jr.
Manager, Site’ Accounting oo

CDD:bl

L]
Oerich, (g
DOROTHY RANGAI
Notary Pubtic Stala of Now Yaork
No, 60-460973%

Quallfied In Westchoster County
Commisslon Expires March 30, 18 7 /

+

FL-22-035& 0167
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tntornetional Buainess Machines Carporation 520 White Plains Road
Tarrytown, N.Y, 10594
914.765-1500

June 28, 1989

Mr. Thomas F. Harnett
Department of Labor

W, Averell Harriman Building
Albany, NY 12240

Dear Commissioner:

I have been the manager of U.S, Compensation Accounting for the last four
(4) years., We are responsible for the compensation of 18,140 employees
located in New York State,

To the best of my knowledge, IBM has a fine history of meeting its payroll
responsibilities. I can also certify that our payroll is handled by a
computer system that specifies hours worked, rate of pay, gross wages,

" deductions, and date of pay for each employee.

Sincerely yours,

A, Leo Creamer

Manager
IBM U.S5. Compensation Accounting”

T - L

ALC/td

ies
N KAREN A. RA#L
Public, State o Nuw York
No. 4519204
Quallfled tn Rockiand County
Term Explres 02-22-0p

June 2¢, 1959

FL-22-0355 0168
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Internationat Business Machines Corparation 18100 Fraderick Plke
Galthersburg, Md. 20879

June 23, 1989

’

Mr. Thomas F. Harnett
Department of Labor

W. Averell Harriman Building
Albany, N.Y. 12240

Dear Commissioner:

I have been the manager of Gaithersburg Accounting Control for the last 3
years. We are responsible for the compensation of 4,581 employees
located in New York State. To the best of my knowledge, IBM has a fine
history of meeting its payroll responsibilities. I can also certify that
our payroll is handled by a computer system that specifies hours worked,
rate of pay, gross wages, deductions and date of pay for each employee. '

Sincerely,

ti&.b1;ﬁtgna;;f.ﬁl

A. Linthicum

;ames C. Esworthy ' -

Notary Public

State nf Maryland
County of Montgomery
Commission expires July 1, 1991

HHPATORIIRN N | FL-22-0355 0169



STATE OF NEW YORK
DEPARTMENT OF LABOR €386 s pan

ﬁ?‘ GOVERNOR W, AVERELL HARRIMAN
AR STYATE OFFICE BUILDING CAMPUS
ALBANY, NEW YORK 12240
Anga COOE 7o . atn
1-800-456-1015
UNEMPLOYMENT INSURANGE DIVIBION
June 12, 198%
Mr. Michael Failace In reply refer to:
184 Corp. Headguarters Central Assignment &

0ld Orchard Rd.

armont, NY 10504

| Ra: International Business Machines Corp.
Dear Mr. Fallace:

Pursuant to your telephone call of recent date, our

‘records do not indicate any outstanding warrants as of this

date.
Very truly g;ours,
Z
ey Qb
RIG:eg Heyi" . Gorko _
ces  J. Pingleton Hedd ‘Account Clerk

o -

Fl.-22-0355 0170
1L S {4 06)
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;ﬂ' Processing and Revenue Mansgament Division

hd [
New York State Depariment of

4 TAXATION and FINANCE

k!

i

W, A, Harriman Cempug
Altbany, New York 12237

June 23, 1989

o Mr. Michael A. Faillace

IBM Corporation
01d Orchard Road
Armonk, New York 1050k

3

Dear Mr. Faillace:

This is in reply to your letter of June 9, 1989.

G1 il o vy

This will serve to confirm that there are no oubstanding warrants ;
New York State Withholding Tax account of IBM Benefits Plen Trust,

X ‘:‘« - )
Ann~Merie Rutkowski
Chief Clerk
Withholding Tax Unist

AMR/viw

F1-22-0355 0171




Communications 3718 Union Road, Suite 122 Morton Bahr Lawrence Mancino
Workers of Ameriea Buffalo, MY 14225 Prasicient Vice President

AFL-CIO, DISTRICT 1 716-685-5015 Disirict 1
Fax: 716-685-2434

ARTMEN] Dt
D‘EC § R

JEREMIAH J. HAYES
Ares Dirgctor
Upstate New York/New England

3 O LABOR B R

November 30, 2000

Department of Labor
Labor Standards Division
65 Court Street

Buffalo, New York 14202

To Whor it May Concern;

[ have a number of questions regarding International Business Machines (IBM) request for, and
the Department of Labor's (herein referred to as "the Department") ultimate granting of, an
exemption from the New York State requirement for factory/manufacturing workers to be paid on
a weekly basis,

1) What is the criterion used by the Department to determine whether an applicant
for exemption (e.g., IBM) will be granted such?

2) What is the process to issue exemptions?

3) Is there a public hearing or any other opportunity for public comment regarding
such applications for exemption?

4) What is the process for the Department to revoke the exemption once granted?

Pursuant to the Freedom of Information Act, 1 hereby requiest copies of any and all
correspondence, memoranda, meeting and telephone notes, e-mails, etc. between IBM and the
Department regarding the exemption request and any and all materials related to the exemption
prior to, and subsequent to the exemption being granted. I also request any and all
correspondence, memoranda, meeting and telephone notes, e-mails, etc., among Department
employees, regarding the request for exemption and any and all other materials related to the
exemption prior to, and subsequent to the exemption being granted.

FL-22-0355.:9172.

St



Page 2
November 30, 2000

I understand that I may be held responsible for reasonable expenses related to producing this
information. If those expenses will exceed $50.00, please contact me before proceeding,

I look forward to your timely reply. Thank you.

ISL:ph

OPEIL 153, aft-cio

FL-22-0355 0173
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Communications 3719 Union Road, Suite 122 Morton Bahr Lawrence Mancino
Workers of America Buffalo, NY 14225 President Vice President

AFL-CID, DISTRICT 1 716-685-5015 District 1
Fax: 716-685-2434

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------

e TR o

BUFFALO, NY
DEC 1 2000

JEREMIAH J. HAYES
Area Director

Upstate New York/New England mm LAMOR N Aﬂﬂm
November 30, 2000

Department of Labor
Labor Standards Division
635 Court Street

Buffalo, New York 14202

To Whom it May Concern;

I have a number of questions regarding International Business Machines (IBM) request for, and
the Department of Labor's (herein referred to as "the Department”) ultimate granting of, an
exemption from the New York State requirement for factory/manufacturing workers to be paid on
a weekly basis. ‘

1) What is the criterion used by the Department to determine whether an applicant
for exemption (e.g., IBM) will be granted such?

2) What is the process to issue exemptions?

3) Is there a public hearing or any other opportunity for public comment regarding
such applications for exemption?

4} What is the process for the Department to revoke the exemption once granted?

Pursuant to the Freedom of Information Act, 1 hereby request copies of any and all
correspondence, memoranda, meeting and telephone notes, e-mails, etc. between IBM and the
Department regarding the exemption request and any and all materials related to the exemption
prior to, and subsequent to the exemption being granted. 1 also request any and all
correspondence, memoranda, meeting and telephone notes, e-mails, etc., among Department
employees, regarding the request for exemption and any and all other materials related to the
exemption prior to, and subsequent to the exemption being granted.

W.g.‘;:_':;.: 0515
F1L-22-0355" 0175




Page 2
November 30, 2000

I understand that I may be held responsible for reasonable expenses related to producing this
information. If those expenses will exceed $50.00, please contact me before proceeding.

1 look forward to your timely reply. Thank you,

incerely.

‘WA Organizing Coordinator

JSL:ph

OPEIU 153, afl-cio

FL-22-0355 0176



Communications 3719 Union Road, Sulte 122 " Morton Bahr Lawrance Mancino
Workers of America Buffalo, NY 14225 President Vice Presldant
AFL-CIO, DISTRICT 1 716-685-5015 District 1

----------------------

Fax: 716-685-2434

...................................................................................................................................................

HECEIVED
ENTO LABOF
OBPATIFEALD, NY
JEREMIAH J. HAYES DEC 1 2000
Area Direclor
Upslate New York/New England OF LASCR o Aﬂﬁm
November 30, 2000
Department of Labor

Labor Standards Division
65 Court Street
Buffalo, New York 14202

To Whom it May Concern,

I have a number of questions regarding International Business Machines (IBM) request for, and
the Department of Labor's (herein referred to as "the Department") ultimate granting of, an
exemption from the New York State requirement for factory/manufacturing workers to be paid on

a weekly basis.

)

2)

3)

4}

What is the criterion used by the Department to determine whether an applicant
for exemption (e.g., 1BM) will be granted such?

What 1s the process to issue exemptions?

Is there a public hearing or any other opportunity for public comment regarding
such applications for exemption?

What is the process for the Department to revoke the exemption once granted?

Pursuant to the Freedom of Information Act, 1 hereby request copies of any and all

" correspondence, memoranda, meeting and telephone notes, e-mails, etc. between IBM and the

Department regarding the exemption request and any and all materials related to the exemption
prior to, and subsequent to the exemption being granted. I also request any and all
correspondence, memoranda, meeting and telephone notes, c-mails, etc., among Department
employees, regarding the request for exemption and any and all other materials related to the
exemption prior to, and subsequent to the exemption being granted.

FL-22-0355..8%% s
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November 30, 2000

I understand that I may be held responsible for reasonable expenses related to producing this
information. If those expenses will exceed $50.00, please contact me before proceeding.

I look forward to your timely reply. Thank you.

WA Organizing Coordinator

JSL:ph

OFEIU 153, ufl-cio

FL-22-0355 0178



DTATE OF New Yohnr

DEPARTMENT OF LABOR
GOVLBNOR W, AvicrELy HARRIMAN
Srare Ormice Bunona Campus

ALBANY, NEW YORRK (2240

THOMAL F, HARTNETT
LONMPHONER OF LABNOR

August 14, 1989

Mr. Michael Faillace

OCffice of the Vice President and
General Counsel ‘ '

International Business Machines Corp.

0ld Orchard Road ' :

Armonk, New York 10504

. Dear Mr. Faillace:

I am in receipt of your recent correspondence with

-appropriate attachments on behalf of International Business

Machines Corporation (IBM) requesting authorization to
pay its manual worker employees in New York State on a
gsemi-monthly basis pursuant to New York State Labor Law
Section 191.1la (ii).

The New York State Department of Labor has carefully
reviewed the material submitted and determined that IBM
has satisfied all the conditions enumerated in the Statute.
The firm has employed 1000 or more persons in the State
for the three years preceding its application, has furnished
sufficient proof it has met and shall continue to meet
its payroll responsibilities and has furnished other information
and proof in accordance with the conditions set forth under
Section 191.1la (ii). .

Therefore, I hereby grant authorization for IBM to
pay wages to its manual workers employed in New York State
on a .semi-monthly payroll basis.”

Singerely,
P
ot
/2o % .
Thomas ¥#. Hartnett
TFH:RJP:mac '
bce: Comr. Gutowski
Comr. O'Connell RECEIVED

DEPARTMENT OF LABOR
DIVISICH OF LABOR STANDARDS
ALRAMY, MY 12240

AUG 1 41989

Comr. Deinhardt
Ms. Colavito v/
Mr. Polsginello

DIRECTOR'S OFFICE

FL-22-0355 0179
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July 7, 1989

Yrmeuh, S Yord L

Mr. Thomas F. Harnett
Department of Labor

W. Averell Harriman Building
‘Albany, NY 12240

Pear Commissioner:

Thank you for your valuable support in the successful effort to
amend New York Labor Law §181.1({a) (ii). IBM would now like to

request that your office authorize the company to pay its manual
workers in New York State their regular and overtime wages on a
semi~-monthly basis pursuant to the amended section.

The amendment specifies five conditions that a company nmust meet
in order to qualify for the authorization. As this letter and
the attached documents demonstrate, IBM has met all five. As the
largest private employer in New York State, IBM has employed more
than 1,000 persons in New York State in each of the last three
years. Secondly, IBM has an exemplary history of meeting its
payroll responsibilities. Third, IBM has full coverage for

worker's compensation and disability. Our policy is with Liberty
Mutual, policy numbew Fourth, There are no
outstanding warrants axation and Finance or

the Department of Labor against IBM for failure to remit state
pergonal income tax withholdings or unemployment Insurance
contributions, Finally, as a leader in computer technology, IBM
has an advanced computerized record keeping system for payroll
which specifies hours worked, rate of pay, Jgross wages,
deductions and date of pay for each employee.

To assist your office, I am including letters from the managers
of IBM's three payroll locations servicing New York State
employees. These letters certify that IBM has paid its New York
employees in a timely manner, and that the payroll systems meet
the statute's requirements for such systems. These letters also
provide the number of employees that each payroll is responsible
for. 1In addition, I am enclosing letters from the Departments of
Labor and Taxation stating that there are no warrants out against
IBM, Finally, enclosed are copies of IBM's annual report to
shareholders for the last three years detailing the company's
expenses in the areas of compensation and benefits for its

F1-22-6355 0180
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* Mr. Thomas F. Harnett

July 7, 1989
Page 2

employees (see pages 23, 25, and 35, respectively, in the reports
for 1986~88)., The reports illustrate IBM's financial security
and should serve as ample assurance of our ability to pay our New
York State manual workers, as well as the rest of our employees,
in a timely and responsible manner.

Please feel free to contact me if I can be of further assistance.
Thank you very much for your consideration.

Sincerely yours,

:L}«de&\hiuai.ribL 1lLLMH“V

Michael A. Faillace

MAF:3h
Attachments

FL.22-0355 0181
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internationa! Busineas Machines Corporation ) P.O. Box 950
Poughkeepsie, N. Y, 12602

914-293-2708
856/915-1

*

July 5, 1989

Mr. Thomas F. Harnett
Department of Labor

W. Averell Harriman Building
Albany, NY 12240

Dear Commissioner:

I have been the manager of Site Accounting at Poughkeepsie
for the last five years. We are responsible for the
compensation of 42,405 employees located in New York State.
To the best of my knowledge, IBM has a fine history of
meeting its payrell responsibilities. I can also certify
that our payroll is handled by a computer system that
specifies hours worked, rate of pay, gross wages, deductions
and date of pay for each employee.

Sincerely yours,

&/911875”"‘/,‘974
C. D. Davis, Jr.
Manager, Site Accounting

CDD:bl

Qeitt, by =

DOROTHY BRGREI
Nolary Public Stata of New York
No. 60-4609731
Quatitied ln Westchoater County ¢
Gommioston Explras March 30,18 7 /

F1-22-0385 0182
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520 Whita Plaing Road

International Business Machines Corparation
Tarrytown, N.Y, 10591
914.765-1800

June 28, 1989

Mr. Thomas F, Harnett
Department of Labor
W. Averell Harriman Building

Albany, NY 12240

Dear Commissioner:

I have been the manager of U.S. Compensation Accounting for the last four
(4) years. We are responsible for the compensation of 18,140 employees

located in New York State,

To the best of my knowledge, IBM has a fine history of meeting its payroll
responsibilities. I can also certify that our payroll 1s handled by a
computer system that specifies hours worked, rate of pay, gross wages,

" deductions, and date of pay for each employee.

Sincerely yours,

A. Leo Creamer

Manager
IBM U.S. Compensation Accounting™

ALC/td : B

" s

' KAREN A, RAHL
Potary Public, State of Nuw York
No. 4919204
Quatifiad tn Rockiand County
Term Explres 02-22- 99

June 27,1989

FL-22-0355 0183
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tnternational Business Machines Corporation 18100 Frederick Plke
Galthersburg, Md, 20879

June 28, 1989

v

Mr. Thomas F. Harnett
Department of Labor

W. Averell Harriman Building
Albany, N.Y. 12240

Dear Commissioner:

I have been the manager of Gaithersburg Accounting Control for the last 3
years. We are responsible for the compensation of 4,581 employees
located in New York State. To the best of my knowledge, IBM has a fine
history of meeting its payroll responsibilities. I can also certify that
our payroll is handled by a computer system that specifies hours worked,
rate of pay, gross wages, deductions and date of pay for each employee. -

Sincerely,

hLeru -

A. Linthicum

;ames C. Eaworthy B

Notary Public

State nf Maryland
County of Montgomery
Commission expires July 1, 1991

BDZEOIND . CCY
FL-22-0355 0184



New York State Depariment of

& TAXATION and FINANCE

Procassing and Revanues Mansgemant Division
W, A, Harriman Campus
Albany, New York 12237

ol 211 zo sy g

June 23, 1989

e Mr, Mlichael A, Falllace
IBM Corporation
01d Orchard Reoad
Armonk, New York 10504

Dear Mr. Falllace:
This i8 in reply to your letter of June 9, 1989.

This will serve to confiym that there are no ocutstanding warrants for % X
New York State Withholding Tax account of IBM Benefits Plan Trust, EIN

Ann-Marie Rutkowski
Chief Clerk
Withholding Tax Unit

AMR/viw

FL-22-0355 0185



STATE OF NEW YORK
DEPARTMENT OF LABOR €586 49 ean

% GOVERNOR W, AVERELL HARRIMAN
<R STATE OFFICE BUILDING CAMPUS
ALBANY, NEW YORK 12240
Anpd CCDE L0 ooy 42y
1-800-456-1015
UNEMPLOYMENT INSURANCE DIVISION
June 12, 1989
Mr. Michael Failace In reply refer to:
IBY Corp. Headguarters . - Central Assignment &

014 Orchard Rd.
Armont, NY 10504

Re: International Business Machines Corp.
Dear Mr. Failacs:

Pursuant to your telephone call of recent date, owr

-recorés do not indicate any cutstanding warrants as of this

date.
Very truly y‘oum,
’
P / 4‘7 )—%’ééd"
HIG:eg 32?@’ . Gorke -
ces  J. Pingleton Hedd ‘Account Clerk

. e

FL-22-0355 0186
IS 14 85)
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July 19, 1989

Richard Polsinello

Director of Labor Standards Division
bDepartment of Labor

Building 12, State Campus

Albany, New York, 12240

Dear Mr. Polsinello:

This letter is in regards to IBM's July 7 request that your
office authorize the company to pay its manual workers on a

~ semi-monthly basis, §191.1(a){ii) of the New York Labor Law
‘'stipulates that the labor organization representing an employer's
manual workers must consent to a semi-monthly payroll for their
members. IBM's manual workers are not represented by a labor
organization, therefore the above section of the labor law should
not apply to our request.

Once again, thank you very much for your consideration and prompt
handling of this matter. ‘

Sincerely yours,

-~

&L er’\/\_\\_w -
Michael A. Faillage " |

MAF:dh

RECEIVED
LEPATTMEMNT OF LASOR
DIVIEIOH OF 1AL STANDARDS
FOANY, Y 12040

JuL 2 11989
DINEOPMSET FICE
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July 7, 1989

Mr. Thomas F. Harnett

Department of Labor .

W. Averell Harriman Building n
Albany, NY 12240

Dear Commissioner:

Thank you for your valuable support in the successful effort to
amend New York Labor Law §191.1(a)(ii). IBM would now like to
request that your office authorize the company to pay its manual
workers in New York State their regular and overtime wages on a
semi-monthly basis pursuant to the amended section.

The amendment specifies five conditions that a company must meet
in order to qualify for the authorization. As this letter and
the attached documents demonstrate, IBM has met all five. As the
largest private employer in New York State, IBM has employed more
than 1,000 persons in New York State in each of the last three
years. Secondly, IBM has an exemplary history of meeting its
payroll responsibilities. Third, IBM has full coverage for
worker's compensation and disability. Our policy is with Liberty
Mutuwal, policy number WC2-621-004158-158. Fourth, There are no
outstanding warrants of the Department of Taxation and Finance or
the Department of Labor against IBM for failure to remit state
personal income tax withholdings or unemployment insurance
contributions. Finally, as a leader in computer technology, IBM
has an advanced computerized record keeping system for payroll
which specifies hours worked, rate of pay, gross wages,
deductions and date of pay for each employee.

To assist your office, I am including letters from the managers
of IBM's three payroll locations servicing New York State
employees., These letters certify that IBM has paid its New York
employees in a timely manner, and that the payroll systems meet
the statute's requirements for such systems. These letters also
provide the number of employees that each payroll is responsible
for. In addition, I am enclosing letters from the Departments of
Labor and Taxation stating that there are no warrants out against
IBM. Finally, enclosed are copies of IBM's annual report to
shareholders for the last three years detailing the company's
expenses in the areas of compensation and benefits for its
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Mr. Thomas.F. larnett
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employees (see pages 23, 25, and 35, respectively, in the reports
for 1986-~88). The reports illustrate IBM's financial security
and should serve as ample assurance of our ability to pay our New
York State manual workers, as well as the rest of our employees,
in a timely and responsible manner.

Please feel free to contact me if I can be of further assistance.
Thank you very much for your consideration.

Sincerely yours,

3

.-L}’\_.Luhu R l k;__./*k:

Michael A. Paillace

MAF:dh :
Attachments 4
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International Business Machines Corporation P.O. Box 950
Poughkgepsie, N. Y. 12602

914-293-2708
856/915-1

July 5, 1989

Mr. Thomas F. Harnett
Department of Labor

W. Averell Haxriman Building
Albany, NY 12240

Dear Commissioner:

I have been the manager of Site Accounting at Poughkeepsie
for the last five years. We are responsible for the
compensation of 42,405 employees located in New York State.
To the best of my knowledge, IBM has a fine history of
meeting its payroll responsibilities. I can also certify
that our payroll is handled by a computer system that
specifies hours worked, rate of pay, gross wages, deductions
and date of pay for each employee.

Sincerely yours,

& ﬁg.ﬁ&ﬁnﬂjél,
C. D. Davis, Jr.
Manager, Site Accounting

CDD:bl

Wik, (g

DORQTHY 2UGGE
Notary Public State of How York
No., B0-46097H County
Gualifiad In Wesichester Coun
Gommission Explres March 30, 18 9/
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international Businass Machines Corporation 520 White Plains Road
Tareylown, N.Y. 10591
914-765-1900

June 28, 1989

Mr. Thomas F. Harnett

Department of Labor

W. Averell Harriman Building

Albany, NY 12240 "

Dear Commissioner:

I have been the manager of U.S. Compensation Accounting for the last four
(4) years. We are responsible for the compensation of 18,140 employees
located in New York State.

To the best of my knowledge, IBM has a fine history of meeting its payroll
responsibilities. 1 can also certify that our payroll is handled by a
computer system that specifies hours worked, rate of pay, gross wages,
deductions, and date of pay for each employee.

Sincerely yours,

E&F)M
A, Leo Creamer

Manager
IBM 11.S. Compensation Accounting

KEREN A. RAHL
Notary Public, State of Nut/ Yo rk
No, 4019204
Gualifiod in Rockdand County
Torm Explres 02-22- 0

June 2¢,1989

ALC/td
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Intecnational Business Machines Corporalion 18100 Fredetick Pike
Gaithersburg, Md. 20879

June 28, 1989

Mr. Thomas F. Harnett
Department of Labor

W. Averell Harriman Building
Albany, N.Y. 12240

Dear Commissioner:

T have been the manager of Gaithersburg Accounting Control for the last 3
years. We are responsible for the compensation of 4,581 employees
located in New York State. To the best of my knowledge, IBM has a fine
history of meeting its payroll responsibilities. I can also certify that
our payroll is handled by a computer system that specifies hours worked,
rate of pay, gross wages, deductions and date of pay for each employee.

Sincerely,

e
&L'\lt (ILL-.,;, ,-..___"

A. Linthicum

;ames C. Ewworthy

Notary Public

State of Maryland

County of Montgomery
Commission expires July 1, 1991

BD2E0303.CC1 FL-22-0355 0192
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et TAXATION and FINANCE

Processing and Revenue Managemant Division
W, A, Harpman Camnpus
Albany, New York 12227

PSS § SRR

June 23, 1989

e Mr, Michael A, Faillace
IBM Corporation
014 Orchard Road
Armonk, New York 10504

Dear Mr. Paillace:

-y

This is in reply to your letter of June 9, 1985.

This will serve to confirm that there are no outstanding warrants
New York State Withholding Tax account of IBM Benefits Plan Trust,

o N R L U T, CON
Ann~Marie Rutkowski
Chief Clerk
Withholding Tax Unit

AMR/viv

FL-22-G355 0193



STATE OF NEW YORK

DEPARTMENT OF LABOR

GOVERNOR W, AVERELL HARRIMAN
STATE OFFICE SUILDING CAMPUS
ALBANY, NEW YORK 12240

Alans S8 210

1-800-456-~ 1015

UNEMPLOYMENT INSURANCE DIVISION

LH5 {485)

June 12, 1989

tr. Michael Failace In reply refer to:
IBM Corp. Headguarters Central Assignment &
0ld Orchard Rd. Control Section

Armont, NY 10504
Re: International Business Machines Corp.
Dear Mr. Fallace:
Pursuant to your telephone call of recent date, our

recocds do not indicate any outstanding warrants as of this

date.

Very truly yours,
HIG:eg
cer  J. Pingleton Account Clerk

FL-22-0355 0194
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July 19, 1989

Richard Polsinello

Director of Labor Standards Division
Department of Labor -

Building 12, State Campus

Albany, New York, 12240

Dear Mr. Polsinello:

This letter is in regards to IBM's July 7 request that your
office authorize the company to pay its manual workers on a
semi-monthly basis. §191.1(a)(ii) of the New York Labor Law
stipulates that the labor organization representing an employer's
manual workers must consent to a semi-monthly payroll for their
members. IBM's manual workers are not represented by a labor
organization, therefore the above section of the labor law should
not apply to our request.

Once again, thank you very much for your consideration and prompt
handling of this matter.

Sincerely yours,

¢}&\~k.&MMMMVJk/rLLm“\XMUmmwﬂ;&_J

Michael A. Faillace

MAF:dh

RECEIVED
CEPAATMENT OF LABOR
DIVISION OF £ A4: 0 STANDARDS
F2RNY, 30 12200
JUL 2 11989

FL-22-0355 0195
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STATE OF New TORK

DEPARTMENT OF LABOR
GOVERROR W, AvERELL HARRIMAK
Srare OFrice Buiwoine Campys

ALBANY, NEW YORR 12240

THOMAS F, HARTNETT
LOMMILSIONEN OF LAROR

August 14, 1989

Mr. Michael Faillace

Office of the Vice President and
General Counsel

International Business Machines Corp.

01ld Orchard Road

Armonk, New York 10504

Dear Mr. Faillace:

1 am in receipt of your recent correspondence with
appropriate attachments on behalf of International Business
Machines Corporation (IBM) requesting authorization to
pay its manual worker employees in New York State on a
semi-monthly basis pursuant to New York State Labor Law
Section 191.1la (ii).

The New York State Department of Labor has carefully
reviewed the material submitted and determined that IBM
has satisfied all the conditions enumerated in the Statute.
The firm has employed 1000 or more persons in the State
for the three years preceding its application, has furnished .
sufficient proof it has met and shall continue to meet
its payroll responsibilities and has furnished other information
and proof in accordance with the conditions set forth under
Section 191.1a (ii).

Therefore, I hereby grant authorization for IBM to
pay wages to its manual workers emplgyed in New York State
on a semi-monthly payroll basis.

Sincerely,

Thomas ¥. Hartnett

TFH:RJP:mac

bce: Comr. Gutowski
Comr. O'Connell
Comr. Deinhardt
Ms. Colavito
Mr. Polsinello

a ﬁff'-’:*‘) - ﬁm/[ﬁ - ﬁ////

L J Aplnci L TV
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July 7, 1989

V\raonh. Sew York 050

Mr. Thomas F. Harnett
Department of Labor

W. Averell Harriman Building
Albany, NY 12240

Dear Commissioner:

Thank you for your valuable support in the successful effort to
amend New York Labor Law §191.1(a)(ii). IBM would now like to

request that your office authorize the company to pay its manual
workers in New York State their regular and overtime wages on a
semi-monthly basis pursuant to the amended section.

The amendment specifies five conditions that a company must meet
in order to gualify for the authorization. As this letter and
the attached documents demonstrate, IBM has met all five. As the
largest private employer in New York State, IBM has employed more
than 1,000 persons in New York State in each of the last three
years. Secondly, IBM has an exemplary history of meeting its
payroll responsibilities. Third, IBM has full coverage for
worker's compensation and disability. Our policy is with Liberty
Mutual, policy number WC2-6Z1-004158-158, Fourth, There are no
outstanding warrants of the Department of Taxation and Finance or
the Department of Labor against IBM for failure to remit state
personal income tax withholdings or unemployment insurance
contributions. Finally, as a leader in computer technology, IBM
has an advanced “tomputerized record keeping system for payroll
which specifies hours worked, rate of pay, gross wages,
deductions and date of pay for each emplovee.

To assist your office, I am including letters from the managers
of IBM's three payroll locations servicing New York State
employees. These letters certify that IBM has paid its New York
employees in a timely manner, and that the payroll systems meet
the statute's requirements for such systems. These letters also
provide the number of employees that each payroll is responsible
for. In addition, I am enclosing letters from the Departments of
Labor and Taxation stating that there are no warrants out against
IBM. Finally, enclosed are copies of IBM's annual report to
shareholders for the last three years detailing the company's
expenses in the areas of compensation and benefits for its

FL-22-0355 0197



Mr. Thomas F. Harnett
July 7, 1989
Page 2

employees (see pages 23, 25, and 35, respectively, in the reports
for 1986-88). The reports illustrate IBM's financial security
and should serve as ample assurance of our ability to pay our New
York State manual workers, as well as the rest of our employees,
in a timely and responsible manner.

Please feel free to contact me if I can be of further assistance.
Thank you very much for your consideration.

Sincerely yours,

lg}qﬁkub}\ulqu.r%LL tkLLM/MM

Michael A, Faillace

MAF:dh
Attachments

FL-22-0355 0198
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International Business Machines Corporation P.0. Box 950
Poughkeepsie, N. Y. 12602

914-293-2708
856/915-1

’

July 5, 1989

Mr. Thomas F. Harnett
Department of Labor

W. Averell Harriman Building
Albany, NY 12240

Dear Commissioner:

I have been the manager of Site Accounting at Poughkeepsie
for the last five years. We are responsible for the
compensation of 42,405 employees located in New York State.
To the best of my knowledge, IBM has a fine history of
meeting its payroll responsibilities. I can also certify
that our payrell is handled by a computer system that
specifies hours worked, rate of pay, gross wages, deductions
and date of pay for each employee.

Sincerely yours,

ei' /‘Qf /874""'1: 94
C. D. Davis, Jr.
Manager, Site Accounting

CDD:bl

Qpict, Gy g

DOROTHY BUGGH
Notary Public State of Naw York
No, 60-46809731
Quallflad In Westchoster County
Commission Expires March 30, 19 7 /

FL-22.0355 0199



International Business Machines Corporation

Mr., Thomas F, Harnett
Department of Labor

W. Averell Harriman Bullding
Albany, NY 12240

Dear Commissioner:

520 While Plains Road
Tarrytown, NY. 1058
914-765.1800

June 28, 1989

I have been the manager of U.S. Compensation Accounting for the last four
(4) years. We are responsible for the compensation of 18,140 employees

located in New York State.

To the best of my knowledge, IBM has a fine history of meeting its payroll
responsibilities. I can also certify that our payroll is handled by a
computer system that specifies hours worked, rate of pay, gross wages,
deductions, and date of pay for each employee.

ALC/td

8incerely yours,

A. Leo Creamer

Manager
IBM U.S. Compensation Accounting

L

Gie

KAREN A. RAHL
Notary Publlc, State of New York
No. 4919204
Qualifiad tn Rackiand County
Yerm Explres 02-22- 7

June 2¢, 1939

FL.-22-0355 0200
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International Business Machines Corporation

June 28, 1989

Mr. Thomas F. Harnett
Department of Labor

W. Averell Harriman Building
Albany, N.Y. 12240

Dear Commissioner:

18100 Frederick Pike
Gaithersburg, Md. 20879

I have been the manager of Gaithersburg Accounting Control for the last 3
years. We are responsible for the compensation of 4,581 employees

located in New York State.
history of meeting its payroll responsibilities.

To the best of my knowledge, IBM has a fine

I can also certify that

our payroll is handled by a computer system that specifies hours worked,
rate of pay, gross wages, deductions and date of pay for each employee.

Sincerely,

A '\ .
Ml"lTr&Lt L |‘\v—..,.\

A. Linthicum

;ames C. Egworthy

Notary Public

State of Maryland

County of Montgomery

Commission expires July 1, 1991

BD2EQ303.CC1

FL-22-0355 0201
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e Processing and Revanue Management Division :
T N WL AL Horriman Compus
Atbany, New York 12227

June 2%, 1989

s Mr, Michasel A, Faillace
IBM Corporation
014 Orchard Rosd
Armonk, New York 10504

Dear Mr. Falllace:

This is in reply to your letter of June 9, 1989,

This will serve to confirm that there are no outsianding warrants
New York 8tate Withholding Tax account of IBM Benefits Plan Trust,

- R SRuXEN
Ann-Marie Rutkowski
Chief Clerk

Withholding Tax Unit

AMR/v 3w

FL-22-0355 0202



STATE OF NEW YORK

DEPARTMENT OF LABOR PR O
GOVERNOR W. AVERELL HARRIMAN
STATE OFFICE BUILDING CAMPUS
ALBANY, NEW YORK 12240

s e .
Angh 20U Lo g

1-800-456-1015

TR

UNEMPLOYMENT INSURANCE DIVISION

June 12, 1989

Mr. Michael Failace In reply refer to:
IBM Corp. Headguarters Central Assignment &

0ld Crehard Rd.
Armont, NY 10504 m
Re: International Business Machines Corp.
Dear Mr. Failace:
Pursuant to your telephone call of recent date, our

records do not indicate any outstanding warrants as of this

date.

Very truly vours,
HIG:eg o
ccr  J. Pingleton Hedd Account Clerk

LB {4 86} FL-22-0355 0203
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July 19, 1989

Richard Polsinello

Director of Labor Standards Division
Department of Labor

Building 12, State Campus

Albany, New York, 12249

Dear Mr, Polsinello:

This letter is in regards to IBM's July 7 request that your
office authorize the company to pay its manual workers on a
semi-monthly basis. §191.1(a)(ii) of the New York Labor Law
stipulates that the labor organization representing an employer's
manual workers must consent to a semi-monthly payrocll for their
members. IBM’'s manual workers are not represented by a labor
organization, therefore the above section of the labor law should
not apply to our request.

Once again, thank you very much for your consideration and prompt
handling of this‘matter,

Sincerely yours,

t&a\-k.&LUMMMUk/(ILm_\X_LVuuAUA_J

Michael A.‘Faillace

MAF:dh

RECEIVED
DEPARTMENT OF LABOR
DIVISIOH OF £A70H STANDARDS
LOANY, T 12240

JUL 2 11989

DIRLCEORS GFFICE



7 STATE OF NEW YORK
L DEPARTMENT OF LABOR
g Division of Labor Standards
PO BOX 875
MEW YORK, NY 10014-D675

November 10, 1998

Ms. Charlotte Green
Director of Payroll
Michaels Stores, Ing.
8000 Rent Branch Drive
Irving, Tx 75063

Dear Ms, Green: S

This is to confirm our telephone conversation this afternoon as well as
to respond in writing to the correspondence you faxed to me sarliar today
wherein vyou made application on behalf of Michaels Stores, Inc. for
permisgion to pay its manual workers on a bi-weekly basig.

Prom the reprint of Section 191.la {ii) of the New York State Labor Law
which T have once again enclosed, you may note that one of the statutory
criteria an emplioyer must meet in order for the Commissioner of Labor Lo
aubhorize payment of manual workers on either a Li-weekly or a3 semi-
monthiy basis 1 that said employer:

. . has in the three vears preceding the application employed an
average of one thousand or more persons in this state ox has for one
year preceding the application employed an average of one thougand
or more persong in this state and has for three years preceding the
application employed an average of three thousand Or mOore persons
outside the state

vour letter indicates that the number of New York employees on thea
payroll of Michaels Stores, Inc, last month was 513, that last year the
aumber of New York emplovees on the payroll was 430 and that the average
number of New York employees during the past three years was 457. On the
telephone you confirmed that Michaels Stores, Inc. Has never reached the
threshold of one thousand workers in New York State. Therefore, hased
upon these figures, it appears bhat Michaels Storas, Inc. does not meet
the above statutory reguirement.

Although legislative changes have been proposed to ameliorate the burden

that processing a payroll with differing payment frequencies imposes upon
employers who de not meet the minimum number of workers established by
Section 19%.%a. (i1}, until such time s this amendment to the law 1is
made, or until such time as Michaels Stores, Inc. meets all the current
statutory requirements, regrettably, your reguest for permission to pay
your manual workers less frequently than weekly cannoct be granted.

Very truly vyours,

E. Davidow
gupervising Labor Standards Investigator,
Administrabive Serviges Unit

FL-22-0355 §205
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beg: Director Polsi‘nellol/ _
" Assistant Director Mrozak
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EXCFRPTS FROM ARTICLE 6 — PAYMENT OF WAGES

§ 191. Frequency of payments

1 Every employer shall pay wages in accordance with the following
provisions:

a. Manual worker.— (i) A manual worker shall be paid weekly and not
later than seven calendar days after the end of the week in which the
wages are earned; provided however that a manual worker employed by an
employer authorized by the commissioner pursuant to subparagraph (ii) of
this paragraph or by a non-profitmaking organization shall be paid in
accordance with the agreed terms of employment, but not less frequently
than semi-monthly, _ .

(ii) The commissioner may authorize an employer which has in the three
years preceding the application employed an average of one thousand or more
persons in this state or has for one year preceding the application employed an
average of one thousand or more persons in this state and has for three years
preceding the application employed an average of three thousand or more
persons outside the state to pay less frequently than weekly but not less
frequently than semi-monthly if the employer furnishes satisfactory proof to
the commissioner of its continuing ability to meet its payroll responsibilities.
In making this determination the commissioner shall consider the following:
(A) the employer’s history meeting its payroll responsibilities in New York
state or if no such history in New York state is available, other financial
information, as requested by the commissioner, which will assist the commis-
sioner in determining the likelihood of the employer’s continuing ability to
meet payroll responsibilities; (B) proof of the employer’s coverage for work-
ers’ compensation and disability; (C) proof that there are no outstanding
warrants of the department of taxation and finance or the department of labor
against the employer for failure to remit state personal income tax withhold-
ings or unemployment insurance contributions; and (D) proof that the employ-
er has a computerized record keeping system for payroll which, at a minimum,
specifies hours worked, rate of pay, gross wages, deductions and date of pay
for each employee. If the employers’ manual workers are represented by a
labor organization, the commissioner shall not grant an employer’s application
for authorization under this subparagraph unless that labor organization
consents thereto. C

Upon notice to the employer and an opportunity to be heard, the commis-
sioner may rescind such authorization whenever the commissioner has deter-
mined, based upon the factors enumerated above, that the employer is no
longer able to meet its payroll responsibilities as previously authorized.

FL-22-0355 0207



STATEDOF NEW YORK
DEPARTMENT OF LABOR
Division of Labor Standards
PO BOX 575
NEW YORK, N¥ 10014-0675

October 15, 1998 o

Mg. Charlotte Green T
Director of Payroll (IR
Michaels Stores, Inc.

8000 Bent Branch Drive -
Irving, T 75063 Ty

RE: APPLICATION FOR MANUAL WORKER PAY PERIOD EXTENSTON

Dear Ms. Green:

This will acknowledge receipt of your October 13, 19%8 Internet
correspondence, wherein you made application on behalf of MICHAELS
STORES, INC. for permission to pay its manual workers in New York
State on a bi-weekly basig. T have enclosed a copy of Section
191.1a (ii) of the New York State Labor Law which, upon the
commissioner of Labor's authorization, allows up to semi-monthliy
payment freguency.

In order to verify that MICHAELS STORES, INC, meels the gqualifying
criteria, the following documentation should be forwarded to this
office for review:

A letbter from a responsible official attesting to:

trhe number of all emplovees on the firm's payroll in MNew
vork State at the end of a pay period from last month and
from pay periods 12 months, 24 months and 36 months
earlier OR the number of all employees on the firm's
payroll in New York State at the end of a pay period from
last month and from the pay period 12 months earlier and
the average number of employees outside of New York State
during the last three years;

the policy numbers, effective dates and names of insurers
providing the firm's current Workers' Compensation and
Digability coverage and the Federal Emplover
Tdentification Number (FEIN);

FL-22-0355 0208



whether the firm has a computerized record-keeping system
for payroll which specifies hours worked, rate of pay,

gross wages, deductions and date of pay for each
emplovee;

whether any of the firm's manual workers in New York
state are represented by a labor organization(s). If
they are, the firm should present a letter from an
appropriate official of the union(s) attesting to their
consent to the requested pay period extension.

The statute requires proof that there are no outstanding warrants
from two state agencies for failure to remit state personal income
tax withholdings or unemployment insurance contributions. A letter
certifying that fact may be obtained from those agencies by writing
to the following addresses. Refer to your FEIN and your New York
State Emplover Registration number, respectively, imn your
correspondence to these agencies.

Carol Brennan

New York State Department of Taxation and Finance
Tax Compliance Division

State Office Building Campus

Building #8, Room 938

P.0O. Box 5149

Albany, NY 12205-5149

{518) 485-6631

Ronald J. Williams

New York State Department of Labor
Unemployment Insurance Division
State Office Building Campus
Building #12, Room 244

Albany, NY 12240

(518) 457-57113

After you receive the responses, please forward the originals to
this office, together with the attestation from the responsible
official of the employer and, if applicable, the statement (s) from
the union representative(s). We will review your application and
notify you promptly if it is not in order. Subsequently, the
Commigsioner of Labor will apprise you directly of his decision on
the firm's application.

If you have any questions or concerns, please feel free to phone me
at (212) 352-6044.

Very truly yours,

E. Davidow
Supervising Investigator
Administrative Services Uanit

FL-22-0355 0209



hoo: Director Richard J. Polsinello \/
Assistant Director Jack L. Mrozak
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NEW YORK STATE LABOR LAW
EXCERPTS FROM ARTICLE 6 — PAYMENT OF WAGES

§ 191, Frequency of payments

1. Every employer shall pay wages in accordance with the following
provigions:

8. Manual worker.— (i) A manual worker shall be paid weekly and not
later than seven calendar days after the end of the week in which the
wages are earned; provided however that a manual worker employed by an
employer authorized by the commissioner pursuant to subparagraph (i) of
this paragraph or by a non-profitmaking organization shall be paid in
accordance with the agreed terms of employment, but not less frequently
than semi-monthly, - . .

(i) The commissioner may authorize an employer which has in the three
years preceding the application employed an average of one thousand or more
persons in this state or has for one year preceding the application employed an
average of one thousand or more persons in this state and has for three years
preceding the application employed an average of three thousand or more
persons outside the state to pay less frequently than weekly but not less
frequently than semi-monthly if the employer furnishes satisfactory proof to
the commissioner of its continuing ability to meet its payroll responsibilities.
In making this determination the commissioner shall consider the following:
(A) the employer’s history meeting its payroll responsibilities in New York
state or if no such history in New York state is available, other financial
information, as requested by the commissioner, which will assist the commis-
sioner in determining the likelihood of the employer’s continuing ability to
‘meet payroll responsibilities; (B) proof of the employer’s coverage for work-
ers’ compensation and disability; (C) proof that there are no outstanding
warrants of the department of taxation and finance or the department of labor
against the employer for failure to remit state personal income tax withhold-
ings or unemployment insurance contributions; and (D) proof that the employ-
er has a computerized record keeping system for payroll which, at 2 minimum,
specifies hours worked, rate of pay, gross wages, deductions and date of pay
for each employee. If the employers’ manual workers are represented by a
labor organization, the commissioner shall not grant an employer’s application
for authorization under this subparagraph unless that labor organization
consents thereto. o

Upon notice to the employer and an opportunity to be heard, the commis-
sioner may rescind such authorization whenever the commissioner has deter-

mined, based upon the factors enumerated above, that the employer is no
longer sble to meet its payroll responsibilities as previously authorized.

FL-22-0355 0211



ROBERTA REARDON
Commissioner of Labor

New York State Department of Labor
W. Averell Harriman State Office Campus
Building 12, Room 500, Albany, NY 12240

www.labor.ny.gov
November 24, 2021

Mr. Robert M. Tucker, Esq.

Ogletree, Deakins, Nash, Smoak & Stewart P.C.
599 Lexington Ave. 17" Floor

New York, NY 10022

Dear Madam/Sir:

This is in response to your recent correspondence on behalf of Michaels Stores, Inc. to pay its
manual employees in New York State on a biweekly basis pursuant to New York State Labor
L.aw Section 191.1a(ii).

The New York State Department of Labor has carefully reviewed the material submitted and
determined that Michaels Stores, Inc. has satisfied all the conditions enumerated in the statute.
The firm has employed 1,000 or more persons in New York State for the three years preceding
its application; has furnished sufficient proof it has met and shall continue to meet its payroll
responsibilities; and has furnished other information and proof in accordance with the conditions
set forth under Section 191.1a(ji).

Therefore, | hereby grant authorization for Michaels Stores, Inc. to pay wages to its manual
workers employed in New York State on a biweekly basis.

Sincerely,

Roberta Reardon

New York State Department of Labor

Facebook | Twitter | YouTube | Linkedin

Fl-22-0355 0212
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Department of
~ STATE

Taxation and Finance

Cflice of Budget and Management Analysis
W A Harriman Campus, Albany NY 12227

Saptember 22, 2021

Rebecca H Shaffer

Vice President - Tax

Michaels Stores Inc

3939 West John Carpenter Freeway
Irving, TX 75063~

Re: Michaels Stores Inc
Dear Rebecca H Shaffer:

In response to your request for tax information regarding the above-referenced taxpayer, the
following is provided:

A search of our records does not indicate any outstading tax warrants.
If you have questions regarding your request, please call (518) 530-4362.

Sincerely,

Thomas Engel
income Tax Technician

W A Harriman Campus, Building 8 Roam 7oo, Albany NY 12227 | www.tax.ny.gov
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Workers’
sTate | Compensation
Board

CERTIFICATE OF

NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

12, Legal Name & address of Insured {usestrect address only)

MICHAELS STORES, INC,
3839 West John Carpenter Fresway
IRVING, TX 75063

Work Location of Insured (Only reguired if coverage is specifically
{imited to certain locations in New York State, i.e. a Wrap-Up Policy}

1b. Business Telephone Number of Insured
972-409~1300

16 NYS Unemployment Insurance Ermploy er Registration Number of
Insured

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

2. Name and Address ofthe Entity Requesting Proof of Coverage

L !ame: ollnsurance Carrier

{Entity Being Listed as the Certificate Holder)
Safety National Casualty Corporation

3b. Palici Number of entity listed i box “ 12"

3¢, Policy effective period
06/01/2021 to

NEW YORK DEPARTMENT OF LABOR

DIVISION OF LABOR STANDARDS

BOILDING 12 STATE OFFICE CAMPUS, ROCM 1858 (PCU)
ALBANY, NY 12240

06/01/2022

3d. ThePropristor, Partners or Executive Officers are
inclnded, (Only check box if all partners/officers included)

all excluded or certain partnersfofficers excluded.

This certifies that the nsurance carrder indicated above in box “3" insures the business referenced above in box “1a" for workers®
sompensstion under the New York Srate Workers® Compensation Law. {To use this form, New York (NY) must be listedunder flem 34 on
the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its Heensed agent will send this
Centificate of Insurance to the entity listed above as the certificate holder in box *2",

Theinsurance carrier must notify theabove certificate holder and the Workers' Compensation Board within 10 days IF a policy s canceled due to
nonpayment of premiutns or within 30 days TF there are reasons other than nonp ayment of premiums that cancel the policy or eliminate the msured
from the coverage indicated on this Certificate. (Thesenotices may be sent by regular mail) Otherwise, this Certificate isvalid for one year after
this form is approved by the insurance carrier orits licensed agent, or uniil the policy expirati on date lHsted in bax ¥ 3¢", whicheveris
eartier,

This certificate is issued as a matter of information only and gonfers no rights upoa the certificate holder, This certificate does not amend, sxtend or
alter the coverage afforded by thepolicy listed, nor does it confer any rights or responsibilities beyond those contained in thereferenced policy.

This certificate may be used as evidence of a Workers® Compensation contract of insurance only w hile the anderlying policy is In effect.

Please Note: Upon the cancellationof the workers® compensation policy indicated on this form, if the business continues to be namedon a
permit, license or contract issued by a vertificate holder, the business must provide that certificate holder with a new Certificate of
Workers® Compensation Coverage or other authorized proof that the business is complying with the mundatory coverage requiremme nts of
the New York State Workers® Compensation Law.

Under penalty of perjury, I certify that 1 am an acthorized represeatative or licensedagentof the insurance carrier referenced
above and thatthe nnmed insured has the coverage as depicted on this form.

Approvedby.  Seth A. Smith
(Frint nams of authomzedrepresantativeor licensed agentol ingssance camer)
Approved by: e | e k. __§/3/2021
{Stgnature; 0ats;
Tile: Executive Vice President Underwriting
Talephone Nurrber of authorized representative or livensed agant of insurance carrier: 1-888~985-5300

Please Note: Only insurance carriers and their licensed agents are authorized to issue the C-105.2 form. Insurance brokers are NOT
authorizedto issueit,

C-105.2 (911
wwwavch.y.gov
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Horeriun  CERTIFICATE OF INSURANCE COVERAGE
DISABILITY AND PAID FAMILY LEAVE BENEF!TS__ LAW

= B!

PART 1. To be completed by Disability and Paid Family Leave Benefits Carrier or Licensed Insurance Agent of that Carder

1a. Legal Name & Address of insured (use street address only) 1b, Business Telephona Number of insurad
MICHAELS STORES ING {872} 4051504
P QBOX 518566

OALLAS, TX 752561.9586

1¢. Federal Employer identification Number of Insured or Sociat Securnity
Work Location of Insured (Only raquired if coverage is spevifically fimied lo

cerlain locations in New York Stele, i.o., & Wrap-Up Policy)

2. Narf_sa and Addrass of Entlty Requesting Proof of Covarage 3a. Nams of Insurance Carrler

{Eniity Belng At;atad as the Gerlificata Holder) New York Stato Insurance Fusnd (NYSIF)
STEPHANIE AY,
3038 W JOHN CARPENTER FWY 3b, Policy Number of Entity Listed In Box "1a"
IRVING, TX 75083

3¢, Policy effective pariod
07/04:2021 o 07/01/2022

4, Policy provides the following banafits:
A, Both disabifity and pald family inave benefits
] 8. Disabitity banefits only
7] ¢ Peid tomily loave bensfits only

5. Folicy covers:
Xl A All of the smployers employess efigiie under the NYS Disability and Pald Famlly Leave Benefits Law

M1 B Only the folowing <lass or classes of employars employses:

Under penalty of pedury, { certify that T am an authorized representative or llcansed agent of the insurance carrier referenced above and that the named
insured has NYS Disability and/or Pald Family Leave Banefits Insursnce coverage as desoribed above.

Date Signed 5/46/2021 By *—W/ Z

{Slgnature of Insuranca carriar's suthorived representative or NYS Liconsed {nsurance Agent of that insurance cardar)

Telaphone Number {866) 6874332 Nams and Tiie Mellsaa Jonsen, Director of Disability Insurance Unit

IMPORTANT: 1 Box 4A and 5A are checked, and this form is signed by the insurance carder's autharized representative or NY5S
Licensed Insurance Agent of that garrierthis cedificate is COMPLETE. Mail # direclly to the cerlificals holder,

if Box 48, 4C or 8B Is chacked, this certificate is NOT COMPLETE for purposes of Seclion 220, Subd, 8 of the NYS
Disability and Paid Family Leave Benafils Law. It must be mailed for completion to the Workers' Compensation Board,
08B Plans Acceplance Unit, PO Box $200, Binghamton, NY 13802-5200

PART 2. To be 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 to information maintained by ths NYS Workars' Compensation Board, the above-namad employer has complied with the NYS
Disability and Paid Family Leave Benefils Law with respect 1o all of his/her employess.

Date Signed By

Thlgnatars: of AtLROFZeH TS WOTKETS: LOMpensaton Board Emphyee)

Telephons Number 3 Nama and Tille

Please Noto: Only Insurance carriars licensed to wile NYS disabiitty and paid Tamily leave banefits Insurante policlss and NYS licansed Insurance agents
of those insurance camers are authorized fo Issue Form DB-120.1. insurance brokers are NOT authorized 10 Issue this form.

DB-420.1 {(10-17) Certificate Number 659274
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Worker Location State

New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York

New York
New York

New York
New York
New York
New York
New York
New York
New York
New York

Location

Store - ALBANY-CLIFTON PARK, NY
Store - ALBANY-LATHAM, NY

Store - ALBANY-NORTH GREENBUSH, NY
Store - ALBANY, NY

Store - AMSTERDAM, NY

Store - BATAVIA, NY

Store - BINGHAMTON-VESTAL, NY
Store - BREWSTER, NY

Store - BUFF-AMHERST, NY

Store - BUFF-BUFFALO/TRANSIT, NY
Sfore - BUFF-CHEEKTOWAGA, NY
Store - CANANDAIGUA, NY

Store - ELMIRA-BIG FLATS, NY

Store - HARTSDALE, NY

Store - ITHACA, NY

Store - KINGSTON, NY

Store - LAKEWOOD, NY

Store - LI-BAYSHORE, NY

Store - LIFCOMMACK, NY

Store - LIEHUNTINGTON, NY

Store - LIFLAKE GROVE, NY

Store - LLLEVITTOWN, NY

Store - LI-MANHASSET, NY

Store - LI-MASSAPEQUA, NY

Store - LIFMEDFORD, NY

Store - LI-OCEANSIDE, NY

Store - LI-PATCHOGUE, NY

Store - LI-RIVERHEAD, NY

Siore - LI-ROCKY POINT, NY

Store - LI-ROOSEVELT FIELD, NY

Store - LI-SHIRLEY, NY

Store - LI-VALLEY STREAM, NY

Store - MIDDLETOWN, NY

Store - MOHEGAN LAKE, NY

Siore - Nanuet, NY

Store - NEWBURGH, NY

Store - NYC-BROOKLYN HEIGHTS, NY
Store - NYC-BROOKLYN/GATEWAY, NY
Store - NYC-MANHATTAN/CHELSEA, NY
Store - NYC-QUEENS/FRESH MEADOWS, NY

Store - NYC-STATEN ISLAND-BRICKTOWN, NY
Store - NYC-STATEN ISLAND/FOREST AVE, NY

Store - NYC-STATEN ISLAND/MALL, NY
Store - PELHAM MANOR, NY

Store - PLATTSBURGH, NY

8tore - PORT CHESTER, NY

Store - POUGHKEEPSIE, NY

Store - QUEENS-FOREST HILLS, NY
Store - QUEENS-WOOQDSIDE, NY

Store - ROCH-GREECE, NY

-
P = =2 O ON~O,

15
10

14

"

7
11

8
12

8

9
10
14
14
16
18
18
16
1"

9
11
14
18
14
17
14
18
12
13

6
18
14
15
19
13
10
13
12

8

8
1
19
11
35
17

9
7

20
"
10
16
12
14
12
12

2018 2019 2020

8
14
11
12
10
14
15
18
19
22
22
21
18
13
18
13
15
22
19
23
18
19
20
21

8
27
18
17
24
24
12
19
12
15
10
13
31
18
48

30

10

11
25
14
12
18
16
23
16
15
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Worker Location State

New York
New York
New York
New York
New York
New York
New York
New York
New York
New York
New York

Location

Store - ROCH-HENRIETTA, NY
Store - ROCH-PITTSFORD, NY
Store - ROCH-VICTOR, NY

Store - ROCH-WEBSTER, NY
Store - Saratoga Springs, NY

Store - SYRACUSE-CAMILLUS, NY
Store - SYRACUSE-DEWITT, NY
Store - UTICA-NEW HARTFORD, NY
Store - WATERTOWN, NY

Store - WOODBURY, NY

Store - YONKERS, NY

2018 2019 2020

9
27
18

7

2
10
10

8

g
17

6

- N
PNO~NEONDS DWW

-l

12
29
23

8

2
14
18
"
11
21
25

2625 2806 3086
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DacuSign Envalopa ID; CCCS780C-4841-48D3-828A-EEFFECIE4EAC

New York Department of Labor, Division of Labor Standards
Michaels Stores, Inc.

STATE OF TEXAS )
) ss.:
COUNTY OF TARRANT)

JAMES SULLIVAN, being duly sworn, deposes and says:
My business address is: 3939 West Carpenter Freeway, Irving, Texas 75063

1. | am employed by Michaels Stores, Inc, (“Michaels™) as Senior Vice President, Chief
Accounting Officer and Controller, | submit this Affidavit in support of Michaels
Application for a Varlance to Pay Manual Workers Bi-Weekly, This Affidavit is
based on my personal knowledge and records maintained by Michaels in the ordinary
course of its business.

2. Michaels is the largest arts end crafts specialty retailer in North America. The
company operates more than 1,270 stores nationwide and in Canada.

3. As Michaels Senior Vice President, Chief Accounting Officer and Controlier, I have
been responsible for overseeing Michaels payroll. I have performed this function
since 2014,

4, Michaels fiscal year began on January 31, 2021 and it will conclude on January 29,
2022,

5. For the past three fiscal years, Michaels has not defaulted on any of its payroll
obligations.

6. Moreover, Michaels is committed to continuing its record of meeting its payroll
cbligations going forward.

I certify that the foregoing statement it is true and correct to the best of my knowledge
and belief.

BocaBigrad by:
Fire Sulhivan

JAMES SULLIVAN

Swopn to before me this
| {z 3y of November, 2021

tary Public
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ROBERTA REARDON
Commissioner of Labor

New York State Department of Labor

W. Averell Harriman State Office Campus
Building 12, Room 500, Albany, NY 12240
www.abor.ny.gov

October 22, 2021

Mr. Robert M. Tucker, Esq,

Qgletree, Deakins, Nash, Smoak & Stewart P.C.
599 Lexington Ave, 17" Floor

New York, NY 10022

Dear Madam/Sir:

This is in response to your recent correspondence on behalf of Michaels Stores, Inc. to pay its
manual employees in New York State on a biweekly basis pursuant to New York State Labor
Law Section 191.1a(ii).

The New York State Department of Labor has carefully reviewed the material submitted and
determined that Michaels Stores, Inc. has satisfied all the conditions enumerated in the statute,
The firm has employed 1,000 or more persons in New York State for the three years preceding
its application; has furnished sufficient proof it has met and shall continue to meet its payroll
responsibilities; and has furnished other information and proof in accordance with the conditions
set forth under Section 191.1a(ii).

Therefore, | hereby grant authorization for Michaels Stores, Inc. to pay wages to its manual
workers employed in New York State on a biweekly basis.

Sincerely,

Roberta Reardon

New York State Department of Labor

Facebaok | Twitter | YouTube | Linkedin

FL-22-0355 0219




OGLETREE, DEAKINE, NASH,
SMOAK & STEWART, £.C.
RECEIVED Attarneys &
MYS DEPARTMENT OF LABDY E
HRT OF LABOH 399 Loexingion Ave, FHIET
Mew Yook, Now York 10022

ROV § 82001 Tefephone: 2424922300
Pacsimidle: 2124922501
ENY OF LABDA STANDARDS www oglerrecdeaking com

PERMIT & CERT UNIT
Robert M. Tscker
21242310
raberl mckeriogletreccom

November {8, 2021

Via Fedlin

New York State Department of Labor
¢lo Mr, J.C. Dacier

State Office Bldg, Campus

Building 12, Rm 1858 (PCLH
Albany, NY 12240

Re:  Application for o Varjggee o Pav Manual Workers Bi- Weekly
Michaels Stores, Ine,

Dear Mr. Dacier:

As you are aware from prior correspondence. this firm represents Michaels Stores, Inc.
{*Michaels™) in connection with the above-referenced matter. By emai! dated October 22, 2021, you
requested additional documentation in connection with Michaels application. Please find enclosed
the requested documentation.

Very truly yvours.
/
/fo?’/

Robert M., Tucker

Enclosures
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Dacier, J.C. (LABOR)

From: Dacier, 1.C. {LABOR)

Sent: Friday, October 22, 2021 2:10 PM
To: roberttucker@ogletree.com
Subject: your client Michaels Stores, Inc.

Your client submitted a petition for a variance allowing it to pay its manual workers on a bi-weekly basis.
There are some deficiencies.
Please submit the following items on behalf of your client in order to complete their petition.

1) One recent pay period's computerized payroll record from any single NYS location. Those
records should include the address of the location where the employees work and for each
individual employee the following: i) first and last name and department or occupation, ii) wage rate,
iii) hours worked, iv) gross wages paid, v} itemized deductions from wages,; and, vi) net wages. Do
not include employee SSNs or addresses or any other data not listed in this paragraph. Do not
include payrolls from muitiple pay periods or from multiple locations,

2} A transcript of the number of individuals employed and remuneration paid as recorded on your
client's quarterly NYS-45 reporting form for each quarter in each of the last three complete
calendar years and for each completed quarter of the current calendar year. Under no
circumstances should the business submit a copy of the originai form.

The information should be arranged in a spreadsheet or matrix format with an individual row for
each quarter in each year showing (in ascending date order) the sums for the number of
indiyidua_ts employed and remuneration paid as reported for each year.

The transcript must be accompanied by a signed and notarized affidavit wherein the business's
divisional vice president or department head responsible for filing the NYS-45 attests to the
genuineness and accuracy of the figures contained in the transcript.

3) Proof of the company's continued ability to meet its payroll responsibilities including but not
limited to an opinion letter from a certified public accountant affirming that the employer has not
defaulted on any of its payroll obligations over the course of the three fiscal years preceding this
application.

None of the items listed in (1), (2) and (3) above cannot come under separate cover,
Please submit all three items in a single mailing to:

NYS Dept. of Labor

Room 1858 (PCU}, Bullding 12

State Office Campus

Albany, NY 12240

Thank you for your kind cooperation in this matter.
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Have a nice day.

Mr. L.C. Dacier
{Clem)
Investigative Officer 3

New York State Department of Labor | Division of Labor Standards
Room 1858 PCU Building 12

Albany, NY 12240

Office: 518-485-6334 {direct) j.c.dacier@labor.ny.gov

Facebook | Twitter | YouTube | Linkedin

4’%‘3"&“ of m:r
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OGLETRIE, DEAKINS, NASH,
SMOAK & STEWART, P.C.
egg"@@ Aty af Ling
. 399 Leximgion Ave, FI 17
, New York, New Yark {0022
gﬁg Telephone: 2124922500
Fagsimile:  212-492-2501
wwiwogletrec.Lmm

Robert M. Tucker

i‘lb:\:;ﬁifki]r%}ngictr{fc.cmn s F%ECE;VE{} .
Seprember 29, 2021 bar;\j:gzg S;;TK{?E i;;éoz

VIA FEDEX | SEP 3 ¢ 2021

New Yorl Department of Labor

_Dmgon of %ah@: Stasciar_ds__ ) DIVISION OF LABOR STANDARDS
Pernit and Certificate Unit, Room 18358 PEAMIT & CEITIFICATE UNIT

State Office Campus, Building 12
Albany, New York 12240

Rer  Application {or a Vagance ta Pa ial Workers Bi-Weekly
Michael Stores, Inc.

Dear SivrMadam:

As set forth in the enclosed Letter of Representation, we represent Michael Stores, Ine.
(*Michacls™) in the above-referenced matter, Please address all furuve inquiries and correspondence
for Michaels in this matter exclusively to my attention.

Please find enclosed an Application for a Variance to Pay Manual Workers By-Weekly and
the following supporting documents:

I. Certificate of NYS Workers” Compensation Insurance Coverage (Form C-105.2);

2. Certificate of Insurance Coverage (Form DB-120.1);

3. A table identifying the total number of individuals employed at each Michaels New York
State focation for years 2018, 2019 and 2020;

4. Release Form —Disclosure Information; and :

3. Aletter from the NYS Department of Taxation and Finance confirming that Michaels does
not have any outstanding tax warrants,

Please do not hesitate to contact me it vou require additional information or documentation.
Very truly vours,

Robert M, Tucker

Encs,

Al » Awsnn ¢ ikdm iGremuany) *» Biroingham * Boson * Chakeson * Chadose = Chicgo  Cloveland = Colonilia = Dl = Diesver = Dol Moty = Greenydlle » Hovsion
brdiannpolis « Kaosas Cliy + 1as \k‘—‘a‘.i-‘i" Lol Pkt o Lo Aepeles « Memphis « Mexics Chy z\'\kwiw; = M« Mibasokes » Minspoiz » Monndd {Caseda) » Momzown
Nashywille « New Chrbatrsex Nowe Yok City = Ollabvorras Clry = Chrangge County # Paris (Prmnes » Phil sdu}p 3% Phorsx » Pisbungh » Poadand, M= Prrdand, Ot » Raldeh = Midsnend
St by v 5o Thomas » Saeapnente * San Apeods v S Diego » S Pawsdlson « Soude » SsenBud * T = Toronn {Camda « Tormnce « Tueson  Wshingeon
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DocuSign Envelops iD: 2673BAY6-AB15-4268-80DF-7574022AB4M

@'fmf’““ Department
&\f?aamnm of Labor
plg

Diviston of Labor Standards

Letter of Representation

Fill in each item if you are representing an employer or complainant in a Labor
Standards matter.

Date: September 28, 2021

Case File 1D or Order to Comply Number:

Client/Member Repraesented (check one). [} Employer [_] Complainant/Claimant

Clieni/Memhber Namae:

i i Michaals Slores,
Client Business Name: S olores 3-

Subject of Client's Claim (e.g. minimum wage, overtime elc.):

Application for & Variance to Pay Manuasl Workers Bi-Weekly

Representative Information (all fields must be completed)

Rabert M. Tucker, Esq.
MName: 4

Organi?ation /Firm Name: Gglalree, Deaking, Nash, Smoak & Stewart P.C.

,.«v""”':d L
Signature: ____srer

Shareholder

Title:

Choose One: [X Attorney  [_] Advocate [ ] Accountant [} Other:

: 599 Lexington Avenue, 17th Floor, New York, New York 10022
Address:
Telephone: __(212) 482 - 2510 Fax. (212)492- 2501
£ mait: robertiucker@ogletree.com

Are you being compensaled by the claimant? [ ] Yes CINo

Client/Member Authorization: | authorize the above named individua! or organization to
represent me in matters involving my complaint/claim. You have my permission to
communicate or share infermatior}h;yith my representalive as necessary,

DocuSiga
@mb Pritiman,

Client/Member Signaturg:

AU@‘h?E!EHﬂ:}:‘o’U:
Name: Janie Perelman

LS 11 {(10/16) Title:  Vice President and Assistant General Counsel
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RECEIVED
NEW YORK STATE
DEPARTMENT OF LABOR

SEP 3 0 202

xewvork | Department
£t !efE:bor
DIVISION OF LABOR STANDARDS

PERMIY :
Division of Labor Standards & GERTIFICATE UNIT

Room 1858 {PCU) Building 12 State Office Campus
Albany, NY 12240

APPLICATION FOR A VARIANCE TO PAY MANUAL WORKERS BI-WEEKLY

NOTE: This type of variance provides coverage only to those employers who for one year preceding
the application employed an average of one thousand or more persons In this state and/for have for
three years preceding the application employed an average of three thousand or more persons
cutside the state, Employers wha do not fit elther of these criteria will not qualify for a variance,

There is no application fee,

FILLING QUT THIS FORM: Answer the following questions {or supply the requested documents) in
accordance with the instructions for each numbered item.

1. Legal name of the employer, wMichaeis Stores, inc.

2. Trade name of the employer: Michaeis

4. Employer'saddress: __3839 John Carpenter Frwy lrving, TX 75063

5. Name, title, address, direct phone number and email address of employer’s representative
making thiz petition:

Susie Wicker Director-Payroll 3939 John Carpenter Frwy Irving, TX 75063

972-831-4194 wickerd@michaels.com

B. Are any of the employees represented by a union? YES (NO){circle one)

7. fyou answered yes to question 6 provide the name, position, address, direct phone
number and email address of union official{s) representing the employess:

FL-22-0355 0225



Please submit the following items the completed application;

8. Proof that the employer's workers' comp policy is in effect, for this purpose you must
submit form C-105.2 or form U-28.3 (You must not submit an Acord liability form.)

9. Proof that the employer's disability policy Is in effect, for this purpose you must submit form
DB-120.1 or form DB-155;

10. A table alphabetically listing by location [e.g. Astoria, NY, Babylon, NY, Catskill, NY, efc.) the
employer's NYS focations and the number of people cumulatively employed at each location

in each of the last 3 complete a} fiscal years, or, b) calendar years with totals at the bottom
of each of the three yearly columns,*

11. Proof that there are no outstanding warrants against the employer for failure to remit state
personal income tax withheldings. You may obtain such proof by writing to the Department

of Taxation and Finance and asking them to furnish you with a letter certifying that fact. The
appropriate address is as follows:

New York State Department of Taxation and Finance
Disclosure and Government Exchange

Attn: Thomas Engel or Christine Kilmartin

Building #8, Room 700

NYS Office Building Campus

Albany, NY 12227

Phone: {518) 530-4362

Thomas. Engel@tany.gov or Chiistine Kitmartin@iax.nv.goy

NOTE: In your communications with the above-referenced agency you must provide the

employer’s FEIN.

12. The disclosure/reiease form that accompanies this form to verify that the emplover's
ugnemployment insurance tax account is not in arrears.

13. If you answered Question 6 affirmatively, a letter from responsible officials of the local
unjon wherein these officials express their opposition 1o or concurrence with the employer’s
petition to pay manual workers bi-weekly or semi-monthly.
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All items plus this application must be submitted together in one mailing to:

NYS Dept of Lahor

Division of Labor Standards

Permit and Certificate Unit, Room 1858
State Office Campus, Building 12
Albany NY 12240

Piease do not submit any of the items pertaining to this application under separate cover.

Also complete and submit the form found at the following link if you are a third party representative:
hitps://www labornyv.gov/lormsdoos/wo/LS1 L ndf

NAME OF PREPARER _Susie Wicker

1M Director-Payrofl

SIGNATURE DATE

*f the applicant wishes to gualify by showing that it has employed an average of 3,000 or more
people during the last 3 calendar or fiscal years then the applicant should substitute a table
alphabetically Hsting by location {e.g. Chicago, 1L, Fairbanks, AK, Waco, TX, etc.} the employer's
US locations and the number of people cumulatively employed at each location In each of the
last 3 complete a) fiscal years, or, b} calendar years with totals at the bottom of each of the
three yearly columns.

FL-22-03565 0227



Workers’ Compensation Law

Section 57. Restriction on issue of permiits and the enteringinto contracts unless compensation is secured.

1. Thehead of astate or municipal department, board, commission or office authorized or required by law to isstec any permit for or in
connection with any work involving the employment of employees in a hazardous employment defined by this chapter, and notwithstanding
any peneral or special statuterequiring or authorizing the issue of such permits, shall not issue such permit unless proof duly subscribed by an
msurance carrier is produced in a form satisfactory to the chair, that compensation forall employees has been secured as provided by this
chapter. Nothing herein, however, shall be construed as creating any liability on thepart of such stateor municipal department, board,
commission or office to pay any compensation to eny such employeeif so employed.

2. Thehead of a state or municipal department, board, commission or office authorized or required by law toenter into any contract for or in
commection with any work involving the employment of employees in a hazerdous employment defined by this chapter, notwithstandingany
genetal 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 & form satisfactory to the chair, that compensation for all employees has been secured as provided by this
chapter.

C-105.2 (9-17) Reverse
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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 New York State Disability and Paid Family
Leave 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",

The insurance carrier must notify the above certificate holder and the Worker's 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 untit the policy expiration date listed in Box 3¢, whichever is earfier.

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 dees it confar any rights or responsibilities
beyond those contained in the referenced policy.

This certificate may be used as evidence of a Disability and/or Paid Family Leave 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 perml, license or contract issued by a certificate holder, the business
must provide that certificate holder with a new Certificate of NYS Disability andfor Paid Family Leave Benefits
Coverage or other authorized proof that the business is complying with the mandatory coverage requirements of
the New York State Disability and Paid Family Leave Benefits Law.

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

(a) The head of a state or municipal department, board, commissicn or office authorized or required by law o issue any
permit for or in connection with any work invelving 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 praduced 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 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 & form satisfactory to the chalr, that the payment
of disability 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 (10-17) Reverse
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To:

Company:
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Phone:

From: Thomas.Engel@tax.ny.gov
Fax:
Phone:

Email: Thomas,Engel@tax.ny.gov

17003

Fax Berver

Notes:

For Rebecca H Shaffer
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Mew York State UDepartment of Labor
Harriman State Office Campus
Building 12, 1858, Albany, NY 12240
www. aborny.goy

518-457-1942

RELEASE FORM — DISCLOSURE INFORNMATION

Pursuant to the request, initiated by

Michaels Stores, Ing
{Please print legal name of EMPLOYER)

to pay its manual workers on a biweekly or semimonthly basis,

{, Rebacea H, Shaffer
{Please print NAME of responsible officer signing release form)

Vice President- Tax
(Please print TITLE of responsible officer signing relesse form)

heraby authorize the Division of Unemployment insurance to disclose to the Permit and
Certificate Unit of the Division of Labor Standards of New York State Department of Labor ils
record, if any, of said employer's Unemployment lnsurance tax liabilities,

Federal Employer identification Number

(FEIN)

Unemployment insurance Employer Registration Number

(ER#)
(ERE)

&é&éﬁ{i@ ﬁ(_} }%j ?jf £

Bignature

15 “‘Z&Eﬁlfm gsﬂa Dot

Date
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By

WE ARE YOUR DOL

— HEWYORK
STATLOF
CPPGRTUMTY.

Pepartment
of Labor

Kathy Hochui, Governor
Roberta Reardon, Commissioner

November 12, 2021

Mr. Larry Bliss

Executive Director, Assistant General Counsel, Employment Law
Regeneron Pharmaceuticals, Inc.

777 Oid Saw Mill River Road

Tarrytown, NY 10591-6707

Dear Mr. Biiss:

This is in response to your recent correspondence on behalf of Regeneron Pharmaceuticals,
Inc. to pay its manual employees in New York State on a biweekly basis pursuant to New York
State Labor Law Section 191.1a(Gi).

The New York State Department of Labor has carefully reviewed the material submitted and
determined that Regeneron Pharmaceuticals, Inc. has satisfied all the conditions enumerated
in the statute. The firm has employed 1,000 or more persons in New York State for the three
years preceding its application; has furnished sufficient proof it has met and shall continue to
meet its payroll responsibilities; and has furnished other information and proof in accordance
with the conditions set forth under Section 191.1a(ii).

Therefore, | hereby grant authorization for Regeneron Pharmaceuticals, Inc. to pay wages to
its manual workers employed in New York State on a biweekly basis.

if you require additional information please feel free to contact Maura McCann, Director of
Labor Standards at either maura.mccann@labor.ny.gov or 518-457-1378.

Thank you.

Sincerely,

bk ot

Roberta Reardon
Commissioner

RR:sc

W. Averell Harriman State Office Campus
Building 12, Room 500 Albany, NY 12240
www.labor.ny.gov
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cc.  Milan Bhatt, Deputy Commissioner, Worker Protection
Maura McCann, Director, Labor Standards, Worker Protection
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ROBERTA REARDON
Commissioner of Labor

New York State Department of Labor

W. Averell Harriman State Office Campus
Building 12, Room 500, Albany, NY 12240
www labor.ny.gov

September 17, 2021

Mr. Larry Bliss, Exec. Dir., Ass’t. Gen. Counsel, Employment Law
Regeneron Pharmaceuticals, Inc,

777 Old Saw Mill River Rd.

Tarrytown, NY 10591-6707

Dear Madam/Sir;

This is in response to your recent correspondence on behalf of Regeneron Pharmaceuticals,
Inc. to pay its manual employees in New York State on a biweekly basis pursuant to New Yark
State Labor Law Section 191.1a(ii).

The New York State Department of Labor has carefully reviewed the material submitted and
determined that Regeneron Pharmaceuticals, Inc. has satisfied all the conditions enumerated in
the statute. The firm has employed 1,000 or more persons in New York State for the three
years preceding its application; has furnished sufficient proof it has met and shall continue to
meet its payroll responsibilities; and has furnished other information and proof in accordance
with the conditions set forth under Section 191.1a(ji).

Therefore, | hereby grant authorization for Regeneron Pharmaceuticals, Inc. to pay wages to its
manual workers employed in New York State on a biweekly basis.

Sincerely,

Roberta Reardon

New York State Department of Labor

Facebook | Twitter | YouTube | Linkedin

F1.-22-0355 0235



Release Form — Disclosure Information

Pursuant to the request, initiated by,

Qﬂﬂﬁnmh ? \\5\/’ e Co N \$ ) e
e {Print legal name of EMPLOYER)

to pay its manual workers on a bi-weekly or semi-monthly hasis,

I g\"\c'\& Ponda\oo

{print NAME of responsible officer signing release form)
\I \Ca Qfa sidend . ACcountnmg Overcions (f Bss A Coy\*‘v'b“érf

(print TITLE of responsiBle officer signing release from)

hereby authorize the Division of Unemployment Insurance to disclose to the Permit and Certificate Unit
of the Division of Labor Standards of New York State Department of Labor its record, if any, of said

{print Uniemployment INSUrance Employer Registralion Number ERE)

% £ “uf ~20)
MMMK 5 attg/

New York State Department of Labor
Division of Labor Standards
W. Averell Harmiman State Office Campus, Bldg. 12, Rm. 1858 PCU, Albany, NY
12240 Phone: (518) 457-1942 Fax, (618) 457-2731
jabor2dd22d@labor.ny.qov

LS 138{06/21) FL29.0355 l”gza%e 30f3



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1a, Legal Name & Address of Insured {Use street address only)

Regeneron Pharmaceuticals, inc.
777 Old Saw Mill River Road
Tarrytown, New York 10591

Work Location of Insured (Only reguired if coverage Is specifically
fimited (o certain locations In New York State, Le., a Wrap-Up

1b. Business Telephone Number of Iasured
914-345-7000

1c. NYS Unemployment Insurance Employer
Registration Number of Insured

1d. Federal Employer Lientification Nusmber of Insured
or Social Security Number

Policy)

2. Name and Address of the Entity Reguesting Proof of
Coverage (Entity Being Listed ag the Certificate Holder)

3a. Name of Insurance Carriey

Travelers insurance Co.

R H ¥ 3 “1 3¥
New York State Department of Labor 3h. Policy Number of entity listed in box “1a

Division of Labor Standards

W. Averell Harriman State Office Campus,
Bidg. 12, Rm. 1858 PCU

Albany, NY 12240

3e. Policy effective period

02/10/2021 |, 02/10/2022

3d. The Proprietor, Partners or Executive Officers are
included. (Only eheck box 3 oY partners/officers incladed)
C] ali excluded or certain pariners/officers excluded.

This certifies that the insurance carrier indicated above in box “3% insures the business referenced above in box “1a” for workers’
compensation under the New York State Workers® Compensation Law. (To use this form, New York (NY) must be listed under ftem 3A
on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its licensed agent will send
this Certificate of Insurance to the entity listed above as the certificate holder in box “2".

The Insurance Carrierwill also notify the above certificate holder withsin 10 days 1F a policy is canceled due to nonpayment of premiums or
within 30 days IF there are reasons other than nonpayment of premiunis that cancel the policy or eliminate the insured from the coverage
indinated on this Certificale. (Thesa notices may be sent by regular mail.) Otherwise, this Certificate is valid for one year afier this form
is approved by the insurance carrier or its Heensed agent, or until the policy expliration date lsted in box “3c”, whichever Is i

Please Note: Upon the canceliation of the workers’ compensation policy indicated on this form, if the business continues to be
named on s permit, license or contract issued by a certificate bolder, the business must provide that certificate holder with a new
Ceriificate of Workers® Compensation Coverage or nther authorized proof that the business is complying with the mandatory
coverape requirements of the New York State Workers’ Compensation Law.

Under penalty of perjury, I certify that I s as authorized represeatative or licensed agent of the insurance carvier referenced
above and that the named insured has the coverage as depicted on this form,

Uigitaily signed by Lauretice R, Schacht, VP
Approved by: Laurence R SChaCht VP _slata: 2%21 067.16 13:36:44 D400

Wmlmmw agent of insurance garrier)
Approved by ; w7y /J C-/ 2ol

(Sigrigtrc) {Date)
Laurence Schachi, VP

Title:

Telephone Number of authorized representative or licensed agent of insurance carrier: 585-292-6030

Please Note: Only insurance carriers and their licensed agents are authorized to issue Form C-105.2. Insurance brokers ar¢ NOT
authorized 1o issue It.

C-105.2 (5-07) www.web.stateny.us
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ot sion CERTIFICATE OF INSURANCE COVERAGE
DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

L

PART 1, To be completed by Disability and Paid Family Leave Banefits Carrier or Licensed Insurance Agent of that Carrier

14. Legal Name & Addross of Insured {use stroet address only) b, Business Tolephone Number of ngtred
REGENERON PHARMACEUTICALS, INC,
T OLD SAW MILL RIVER ROAD 814-847 5504

TARRYTOWN, NY 10591

¢, Faderal Employer identitication Numbear of insured or Social Security
Namber

Work Lacaflon of insured (Only reguired # coverage is speciffeally
fimited to cerlain locations In New York Slafe. i.e., Wrap-Up Policy}

2. Name and Address of Entity Requesting Proof of

ame of Ing v r
Coveraye (Entity Being Listed as the Corfificate Haolder) 34 Name of Insurance Carrie

HARYFORD LIFE AND ACCIDENT
3b Policy Number of Entity Listed in Box 13"

3¢ Policy offective peried
Q1-01-2021 o 12-31-2021

4. Polcy provides the following benafiis:
[.Z} A, Bath disabliity and pald family foava banefits,
B, Disability benefits only.
D C. Paid fomily leave beneflis only,
5. Policy covers:

A, All of the employer's smployees eligible undar the NYS Disability and Paid Family Leave Benefits Law.
m 8. Only tha following class or classes of employer's ampioyeos:

Undar panalty of perjury, | certify that | am an authorized representative or licensed agent of the Insurance carrier referenced above and that the named
fnsured has NYS Disabitity andior Paid Family Leave Benefits insurance soverage as described above,

Dato Signeg 06-15-2021 Elegabeth Tello-
{Slimntira of | Canlers authorized 1ep wive or NYS Licensed Insurance Agent of that Insurance carmon
Telaphone Number (212} 553-8074 Name and Title: Elizabeth Tello - Assistant Director, Stalviory Services

IMPORTANT: | Boxes 4A and 5A are checked, and this form ks signed by the insurance carrler's authorized representative or NYS
Licensed Insurance Agent of that carrler, this cortificate is COMPLETE. Mall J§ directly to the certificate holder,

if Box 4B, 4C or 5B is checked, this certificate is NOT COMPLETE for purposos of Saction 220, Subid. 8 of tha NYS
Plsability and Paid Family Leave Benefits Law. It must be maited for completion to the Workers' Compensation
Board, Plans Acceptance Unit, PO Box 5200, Binghamton, NY 13902-5200.

PART 2. To be completed by the NYS Workers' Compensation Board (Only If Box 4C or 58 of Part 1 has been checkad)

State of New York

Workers' Compensation Board
According to information maintained by the NYS Workers' Compansation Board, the above-named employer has complied with
tha NYS Disabifity and Pald Family Leave Benefits Law with respect to all of histher employees.

Dato Signed By

{Signature of Authodesd 8YS Wodlers' Campensation Soard Employes)

Telaphone Number Name and Tile

Plaagsa Note: Onily Insurance carriars licensed fo write NYS disabilfly and paid family leave bonofits insuranice polivios and NYS liconsed insuranch aganis
of those insurance carrers are authorized to issue Form DB-120.1. Insurance brokers are NOT authorized to issue this form,

120 01 el

DB~120.1" {1017}

H
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;wf“%@f“ § Departmentof
- 1AV Taxation and Flnance

OHfice of Budget and Management Analysis
WA Hartiman Sampus, Albany MY 12227

July 14, 2021

Lamrry Bliss

Executive Director

Regeneron Pharmaceuticals Inc

777 Old Saw Mill River Road
Tarrytown, NY 10891-8707

Re: Regenercn Pharmaceuticals Inc
Dear Larry Bliss:

i
In response {o your request for tax information regarding the above-referanced taxpayer, the f
following is provided: !

A search of our records does not indicate any outstanding tax warrants,

if you have guestions regarding your request, please cali (518) §30-4382.

Sincerely,
¢ ,
N Ty |
"«m.,..,).;\.f\m\ \u:%..% S M?%&; |
~

Thomas Enga!
Ineome Tax Technician

A A L AR T LSS A TR RS R AR A S b Ly e YA s R

WA b
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July 27, 2021

Via Overnight Mail

New York Department of Labor
Division of Labor Standards
Permit and Certificate Unit
State Office Campus,

Building 12, Rm. 1858 (PCU)
Albany, NY 12240

Re:  Pay Variance Application — Affirmation of Ability to Meet Payroll Obligations

To Whom It May Concern:

1 am writing on behalf of Regeneron Pharmaceuticals, Inc. (“Regeneron” or “the Company™) regarding
the company’s application for a pay variance to pay workers bi-weekly.

{ am Regeneron’s Vice President of Accounting Operations and the Company’s Assistant Controller.
Payroll operations fall under my responsibilities, Therefore, [ can confirm that the Company contmues
to maintain its ability to meet its payroll responsibilities. Regeneron has not defaulted on any of its
payroll obligations over the course of the three fiscal years preceding this application. Regeneron does
not have any payroll debts over thirty days due.

Please let me know if you have any questions or need more information for this request.

Thank you,

// ,é ‘ y‘j:/;f:“zf.‘-/ L et ’IC”'/(‘”"
Alicia Pantaleo
Vice President, Accounting Operations & Assist. Controller

FL-22-0355 0240



Dacier, J.C. '(LABOR)

From: Dacier, J.C. {LABOR)

Sent: Friday, August 13, 2021 .07 AM

To; larry. bliss@regeneroncom

Subject: ‘ application for a pay variance NYS Dept. of Labor
Dear Sir;

We have processed your client’s petition for a variance to pay manual workers bi-weekly. The packet you sent was
complete and we are ready to recommend approval of the petition. However, there is an impediment. Apparently your
client Is in arrears on its unempioyment insurance tax payments. We cannot refer the petition for approval until this
situation is resclved,

Please instruct your client to have someane contact the people in this Department who handle unemployment
insurance tax payments: 518-457-5839 or 1-800-456-1015. When calling please refer to these two accounts:

Rege ceuticals Inc
FEI
ER ‘

ReMe Solutions Inc
FE

e A

Please write back to me when you have written proof that these two issues have been resolved.

Have a nice day.

M. 1.C, Dacier
{Clem)
investigative Officer 3

New York State Department of Labor | Division of Labor Standards
Room 185B PCU Building 12

Albany, NY 12240

Office: 518-485-6334 {direct} j.c.dacier@iabor.ny gov

Facebook | Twitter | YouTube | Linkedin

O iw‘m

De mnant
of Labor

FL-22-0355 0241



Maif - Gardner, Ebonai (LABOR) - Cuticok
914421, 8:07 AM

P 22-78741 Regeneron

Dacier, J.C. (LABOR} <J.C.Dacier@}abor.ny.gov>

Ry 2577 57203 2050 Fia

Ta: Gardner, Ebonai (LABOR) <Ebonal.Gardner@labor.ny.gov>
Ebonai:

! : = ider.
Pleasa print this emafl and put it in Regeneron's manual worker/bi-weekly pay folde

August 3, 2021 :
RECEIVED
NYS DEPARTMENT OF LABOR

Via Overnight Mail

AUG § 4 i
New York State Department of Labor

Division of Labor Standards Dﬂ;’)?’;’ if-BOR STANDARDS
Permit and Certificate Unit MIT & CERT Uit
State Office Campus

Building 12, Rm. 1855 (PCU)
Albany, NY 12240

Rer  Pay Varimce Application
To Whom 1t May Concern:

Fam writing on behalf of Regeneron Pharmaceuticals, Ing. ("Regeneron™), Enclosed is Repeneron’s
application for a pay varfance pursuant to Labor Law Section 191,

[ am an in-house atforney acting as Regeneron’s representative. If you have any questions, please do not
hesitate to contact me at (914) 847-7128 or at larry bliss@regeneron.com.

Thank you for your attention to this matter.

Respectfully Submitted,
'ig&im?ﬁ ,lzgv’\*‘”

Larry Bliss
Executive Director, Assistant General Counsel, Employment Law
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August 3, 2021

Via Overnight Mail

New York State Department of Labor
Division of Labor Standards

Permit and Certificate Unit

State Office Campus

Building 12, Rm. 1858 (PCL)
Albany, NY 12240

Re:  Payv Variance Application

To Whom It May Concern:

RECEIVED
NYS DEPARTMENT OF LABOR

AUG G 4 200

DIV OF LABOR STANDARDS
PERMIT & CERT UNIT

I am writing on behalf of Regeneron Pharmaceuticals, Inc. (“Regeneron™). Enclosed is Regeneron’s
g 24

application for a pay variance pursuant to Labor Law Section 191,

[am an in-house attorney acting as Regeneron’s representative. 1f you have any questions, please do not
hesitate to contact me at (914) 847-7128 or at larry bliss@@regeneron.com.

Thank you for your attention to this matter.

Respectfully Submitted,

Larry Bliss

Executive Director, Assistani General Counsel, Employment Law

FL-22-0355 (243



RECBIVED

Division of Labor Standards WE ARE YOUR DOL VS DEPARTMENT OF LABOR
Permit and Certificate Unit %
State Office Campus, e | fporUment AUG 0 4 2021

Building 12, Rm. 1858 (PCU) DIV OF LABOR STANDARDS
Albany, NY 12240 PERMIT & CERT UNIT

Application for
Authorization to Pay Manual Workers Less Frequently Than Weekly

According to Section 191,1(a) of the Labor Law, an employer may qualify for a variance if

» inthe 3 years preceding the application it has employed an average of 1,000 or more persons in this
state, or

» for 1 year preceding the application it has employed an average of 1,000 or more persons in this state_

and has for 3 years preceding the application it has employed an average of 3,000 or more persons
outside the state

« it furnishes satisfactory proof of the continuing ability to meet its payroll responsibilities.

Answer the following questions and provide the requested information in order to apply for a variance
to pay manual workers bi-weekly or semi-monthiy:

1. Legal name of employer:  Regeneron Pharmaceuticals, inc

2. Trade name: NIA

3. Address: 777 Old Saw Mili River Road, Tarrytown NY 10581

4. FEIN:

5. The person filing this appiication on behaif of the employer must complete and submit a letter of
representation form found at this link:

hites fdol ny govisystemifiles/documents/2021/03/is 11, pdf

8. Are the manual workers covered by this request represented by a labor organization? Yes ] No [®

If yes, provide the name, title, address, direct phone number and e-mall address of any labor official at the local
or national fevel who represents the employees in question. Use an additional sheet, if necessary.

6a, Name; Title:
{print) {print)

8b, Address:

6¢. Phone Number: E-mail;

This application must be submitted with the items listed beiow and mailed to the address shown in the
top left-hand corner of this form. All required items must come in a single mailing. Please do not
submit any item pertaining to this application under separate cover,

A) One recent pay period's computerized payroll record frora any single NYS location. Those records
should include the address of the location where the employees work and for each individual
employee the following: i) first and Iast name and depariment or occupation, i) wage rate, iii) h_ours
worked, iv) gross wages paid, v) itemized deductions from wages; and, vij net wages. Do not include
amployee SSNs or addresses or any other data not listed in this paragraph. Do not include payrofis
from muitiple pay periods or from multiple locations,

.S 138 (07/20) FL-22-0355102ge 1 of 3




B) A transcript of the number of individuals employed and remuneration paid as recorded on your
business's quarterly NYS-45 reporting form for each quarter in each of the last three complete
calendar years and for each completed quarter of the current calendar year. Under no
circumstances should the business submit a copy of the original form.

The information should be arranged in a spreadsheet or matrix format with an individual row for
each quarter in each year showing (in ascending date order) the sums for the number of
individuals employed and remuneration paid as reported for each vear.

The transcript must be accompanied by a signed and notarized affidavit prepared by the
business's legal counsel wherein the business's divisional vice president or department head

responsible for filing the NYS-45 attests to the genuineness and accuracy of the figures
contained in the transcript.

If your business is seeking to qualify for a variance under the 3,000-employee threshold
described earlier in this form then your business must also submit the same kind of transcripts
compiled from figures on analogous quarterly reporting forms used in other states or localities.

C) Proof of the company’s continued ability to meet its payroll responsibilities including but not limited
to an opinion letter from a certlified public accountant affirming that the employer has not defaulted
on any of its payrol! obligations over the course of the three fiscal years preceding this application.

D) If the manual workers in New York State are represented by any labor organization the empioyer
must include letters from the appropriate union officials giving their assent to the requested pay

period extension, or a copy of a contract in effect wherein a bi-weekly or semi-monthly pay period
has been agreed upon.

E) Proof of employer's coverage for workers’ compensation insurance. Acceptable forms are: C-105.2;
U-26.3; SI-12, GSI-105.2.

Acord liability insurance forms are not accepted as proof of workers’ compensation coverage.

F) Proof of employer's coverage for disability insurance. Acceptable forms are; DB 120.1; DB-155.

G) Proof of no outstanding warrants for failure to remit state personal income tax withholdings. Proof is
obtained by writing to the New York State Department of Taxation and Finance {(address below) to
issue a letter certifying that fact. Be sure to reference the Federal Employer Identification Number (FEIN).

The letter must accompany the application, do not submit it under separate cover.

New York State Department of Tax and Finance
Disclosure and Government Exchange
Attention: Thomas Engle, Tax Technician IH
Building #8, Room 700
NYS Office Building Campus
Albany, NY 12227
Phone: 518-530-4362

H} Proof that there are no outstanding warrants against the employer for failure to remit

unemployment insurance contributions. The Division of Unemployment Insurance may provide
proof to us directly, if a responsible officer of the employer executes the attached RELEASE FORM.

LS 138 (07/20) FL-22-0355 Pgte 2 of 3



Attestation: | the undersigned applicant, as a responsible official of this firm, attest that the number of
employees employed by the above-named employer has (check one):

[x] in the 3 years preceding this application employed an average of 1,000 or more persons in New York State
or

{_]has fer 1 year preceding this application employed an average of 1,000 or more persons in New York State
and has for 3 years preceding the application employed an average of 3,000 or more persons outside the state.

Name:_ Y\, NS e‘Ln-\c_\r?\ Title: § e\le O

Signature: 74/ Z é g o Date:_ ¥—2-~-202/

There is no application fee.

LS 138 (07/20) : FL-22-0355 Pagfe 3 of 3



Department

HE‘VEIJ(HIK
of Labor

STAY

Division of Labar Standards

Letter of Representation

Fill in each item if you are representing an employer or complainant in a Labor
Standards matter.

Date: \Tu\\I 7\;\ 202\

Case File ID or Order to Comply Number: Un oW ber ed(

Client/Member Represented (check one); mmployer [C] Compilainant/Claimant
Client/Member Name: Q &, 4 LNE Lo )D Wharma e Fe G "%’ j: N

Client Business Name: Réq C AL o P ‘/\4 L harfé./ 7“;{4, Q»—;’)é

Subject of Client's Claim (e.g. minimum wage, overtime etc.):

1CaPren 4‘” pﬂ\\il \/m;qm(/ -jf/ Ipoh; ch/'\”\é’/‘ﬁ
b;“‘WéiV\\\‘ 744 Sam;'wmwf#\'\l»/

Representative Information (all fields must be compieted)

!
Name: La,/‘{'\; B (/99
Organization/Firm Name: Ré’g(ﬁf\@f‘ar’\ p\nq fmacev h‘w"hi Tl/fv,,.

Signature:

Title: AQS ($Top T (f'\e‘n &@J (U’an& ‘ ).éfel‘/b?ffltfﬁ p,'/‘dcf‘of
Choose One: E‘Mé:ey [] Advocate [] Accountant D!Other

Address: _ 1/ 7 O\A _ Sous A/\fﬂ)l R!uf’f Q,-ﬂ Tar/\:f‘oh/,n /1/}/
Telephone: &\ SLD 7 ) 23? Fax: q“"l 8"’7 "‘%% ( ]o;ﬂ
Email: Icmml. ,\o\m 4l f‘@gé’ﬂé’/’()ﬂ ._tom

Are you being compensated by the claimant? es [1No

Client/Member Authorization: | authorize the above named individual or organization to
represent me in matters involving my complaint/claim. You have my permission to
communicate or share information with my representative as necessary.

Client/Member Signature: % /VZZ{/{ e

LS 11 (10/16)
FL-22-0355 (247



Reganaron Phammacsutiosls, nc, Phong 914 847 7908
FEE Ol Saw WHE River Bosd Fax 914 B47 7848
Tarvylown, WY 103807 WWW FGQRNerHR.Com

August 4, 2021

New York Department of Labor
Division of Labor Standards
Permit and Certificate Unit
State Office Campus,

Building 12, Rm. 1858 (PCU)
Albany, NY 12240

Re:  Pav Variance Application — Affidavit re: NYS-45 Transcript

State of Ney York )

Nolcneds s
County ofWésteheﬁter{/g/& )

I, Alicia Pantaleo, being duly sworn, depose and say:

1. 1 am Regeneron’s Vice President of Accounting Operations and the Company’s Assistant
Controlier.
2. As part of my duties, I am responsible for overseeing the quarterly filing by Regeneron of

the Form NYRS-45.

3. Attached is a spreadsheet created under my supervision which contains: (1) the number of
individuals employed by Regeneron and (2) the remuneration paid to these individuals, as Regeneron
recorded on its Form NYS-45 for each quarter in each of the last three complete calendar years (2018,

2019, and 2020) and for each completed quarter of the current calendar yvear (2021).

4. I have reviewed the spreadsheet and affirm that the information contained therein is

accurate, -~

o
Pl

A . e LA P
- 'f_'/ I:;j’—; - féw, /C//,r.
..// / f’/fz:':f """"""" e

‘Alicia Pantaclo

Sworn ,’t\zéefore me
: A ; DIPTE SHAH
s 72 .
Thxsé_ day of Au%&% Jﬁ_d ’Z NOTARY PUBLIC-STATE OF NEW YORK
Lz{ GNe) G No. 015H6391079

Notary Public Qualitied in Dulchess County
My Commission Expiras E}ﬁ-QQ-?OZB

FL-22-0355 0248



Workers’ Compensation Law

Section 57. Restriction on issue of permits and the entering into contracts unless compensation is secured,

1. The head of a state or municipal department, board, commission or office authorized or reguired by law to issue any permnit for or in
connection with any work involving the employment of employees in a hazardous employment defined by this chapter, and notwithstanding
any general or special statute requiring or anthorizing 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 compensation for all employees has been secured as provided by this
chapter. 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 compensation to any such employee if so employed.

2. 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 a hazardous employment defined by this chapter, 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 & form satisfactory to the chair, that compensation for ali employees has been secured as provided by
this chapter.

C-105.2 (9-07) Reverse

FL-22-0355 0249



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 ™1 a" for disability and/or paid family leave benefits under the New York State Disability and Pald Family
Leave 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.

The insurance carrier must notify the above 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 my 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 date listed in Box 3¢, whichever is earlier

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 and/or Paid Family Leave Benefits contract of insurance only while
the underlying policy is in effect.

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

DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

§220. Subd. 8

{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 and after January first, two thousand and twenty-one, the payment of family leave benefits
for ali employees has been secured as provided by this article. Nothing herein, however, shall be construed as creating
any llabllity 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 depariment, board, commission or office authorized or raquired 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 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-1201 (16-17) Reverse

Fi-22-0355 0250




OF LABOR

ROBERTA REARDON Y T
Cammissioner of Labor

New York State Department of Labor
W. Averell Harriman State Office Campus
Building 12, Room 500, Albany, NY 12240
www labor.ny.gov

Cctober 30, 2018

Ms. Christine Hogan

Counsel for Ulta Salon Cosmetic Ffzagrance !nc
Littler Mendelson, P.C.

800 Third Avenue

New York, NY 10002-3298

Dear Ms, Hogan:

This is in response to your recent correspondence on behalf of Ulta Salon Cosmetic Fragrance, Inc.
to pay its manual employees in New York State on a biweekly basis pursuant to New York State
Labor Law Section 191.1a(i).

The New York State Department of Labor has carefully reviewed the material submitted and
determined that Ulta Salon Cosmetic Fragrance, Inc. has satisfied all the conditions enumerated in
the statute. The firm has employed 1,000 or more persons in New York State for the three years
preceding its application; has furnished sufficient proof it has met and shall continue to mest its
payroll responsibilities; and has furnished other information and proof in accordance with the
conditions set forth under Section 191 1a(ii).

Therefore, | hereby grant autherization for Ulta Salon Cosmetic Fragrance, Inc. to pay wages 1o its
manual workers employed in New York State on a biweekly basis.

Sincerely,

Uohds Na g

Robearia Reardon

i W JoRK Departmem
. mm\'\zr‘ n#m 1 Of La bﬂf

FL-22-0355 0251



ROBERTA REARDON
Commissioner of Labor

- New York State Depariment of Labor
W. Averell Harriman State Office Campus
Building 12, Room 500, Albany, NY 12240

www.labor.ny.gov
October 24, 2018

Christine L. Hogan, counsel for Ulta Salon Cosmetic Fragrance, Inc.
Littler Mendelson, P.C.

900 Third Avenue

New York, NY 10002-3298

Dear Ms. Hogan:

This is in response to your recent correspondence on behalf of Ulta Salon Cosmetic Fragrance,
Inc. to pay its manual employees in New York State on a biweekly basis pursuant to New York
State Labor Law Section 191.1a(ii).

The New York State Department of Labor has carefully reviewed the material submitted and
determined that Ulta Salon Cosmetic Fragrance, Inc. has satisfied all the conditions
enumerated in the statute. The firm has employed 1,000 or more persons in New York State for
the three years preceding its application; has furnished sufficient proof it has met and shall
continue to meet its payroll responsibilities; and has furnished other mformatton and proof in
accordance with the conditions set forth under Section 191.1a(ii).

Therefore, | hereby grant authorization for Ulta Salon Cosmetic Fragrance, Inc. to pay wages to
its manual workers employed in New York State on a biweekly basis.

Sincerely,

Roberta Reardon

FL-22-0355 0252



Littter Mendelson, P.C.
960 Third Avenue
New York, NY 10022.3298

Christine L. Hogan
212.583.2676 direct
212.583.9600 main

July 11, 2018 212.898,1116 fax

cithogan@littier.com

J.C. Dacier, Supervising Investigator HYS DERS
(Investigative Officer 3)
Permits & Certificates Unit
NYS Dept. of Labor

Room 266A Building 12
State Office Campus
Albany, NY 12240

Re: Request for Biweekly Payment Schedule Pursuant to
Labor Law Section 191.1(ii)

Dear Mr. Dacier:

On behalf of our client, Ulta, we write pursuant to New York State Labor Law 191.1() to
request that the Company be permitted to pay manual workers on a biweekly rather than a
weekly basis. -

As per your request, we submit the following documents:

(1) The Affidavit of Micahel Castrogiovano, Ulta’s Payroll Director, attesting to the relevant
facts and submiiting documentary proof in support of the Company's request for a
Section 191.1(ii) waiver, attached hereto as Exhibit A;

(2) A certifying Jetter from the New York State Department of Tax & Finance indicating that
there are no outstanding tax liabilities against Ulta, attached hereto as Exhibit B;

(3) An executed Unemployment Insurance release form, attached hereto as Exhibit C; and

(4} Forms C-105.2 and DB-120.1 from the relevant time periods, attached hereto as Exhibit
D.

Please do not hesitate to contact me at (212) 583-2676 if you have any questions or require
further information.

Respectfully sgb?ﬂtted,

,/‘f} ;ff
o &:ﬂfj/ , r(ﬁ/\
Christine L. Hoga
Encl,
Huiedittier.com

FL-22-6355 0253




¢ Complete application, including FEIN v/(\:’.fsdr‘fé EL LT

Q

Bi-Weekly Pavrol] Checklist

Reason why variance is needed

# of employees on the payroll in NYS al the end of a pay period from last month \//
and from pay periods 12 months, 24 months and 36 months earlier or the # of all
employees on the pavroll in NYS at the end of a pay period from last month and

from the pay pertod 12 months earlier and the d‘v&ldLL # of employees outside NYS

during the ast 3 years ??52.’5? Yo /;9/2._5 7 s

Proof of coverage for WC/DB. including effective dates and names of insurers b
providing coverage

Proof that the employer has a computerized payroll record-keeping system that ‘v/
specifies hours worked. rate of pay, gross wages, deductions and date of pay for
gach employee

Release Form — Disclosure Information authorizing Ul to disclose its record, if
any, ol the employer’s Ui tax Habilities, along w uhlllzc FEIN and UT Employer
Registration # &5 giiii &7 "7 (. Loy ///7 j /e

RE-SENT 018 10/23/18 " 4077 5
Certifying letter from the NYS Dept. of Taxation & Flimnce that there are no P
outstanding warrants against the employer for fatfure to remit state Personal
Income Tax withholdings

Enter ER data in {manual wkr ongoing database.mdb] located at S
\Dol0z | s wrkerprofLS\LS INIPCS\Permit and Certificate Unit\Bi-Weekly v
Payroll

[f employees are represented by a labor union, employer must present either a letter
from an appropriate union official attesting to the fact that it consents to the
requesied pay period extension or a copy of the current contract in which a bi-
weekly or semi-monthly pay period has been agreed upon & [AaJ IO A

F1-22-0355 0254




Liftler Mendolson, P.C,
980 Third Avenue
New York, NY 10022,3208 -

Employiment 8 Lebor Law Sofutions Worldwide™

Chrlstine L. Hogan
212.583.2676 diract
212.583.8800 main
212.898,1116 fax
clhogan@ilittler.com

October 22, 2018

J.C. Dacler, Supervising Investigator
{Investigative Officer 3)

Permits & Certificates Unit

NYS Dept. of Labor

Room 266A Building 12

State Office Campus

Albany, NY 12240

Re: Request for Biweekly Payment Schedule Pursuant to
Labor Law Section 191.1(ii)

Dear Mr. Dacier:

On behalf of our client, Ulta, we write pursuant to New York State Labor Law 191. (i) to

supplement our request that the Company be permitted to pay manual workers on a biweekly
rather than a weekly basis.

Accordingly, we submit the follbwing_ additional information:
(1) The number of NYS employees on payroll at the end of the last payrolls in June 2015: 738
(2) The number of NYS employees on payroll at the end of the last payrolls in June 2016: 865
(3) The number of NYS employees on payroll at the end of the last payrolls in June 2017: 1094
(4) The number of NYS employees on payroll at the end of the last payroll in June 2018: 1571

(5) The average number of employees outside of NYS over the course of the last three years
dating back from the last payro[l in June 2018: 35, 620

Please do not hesitate to contact me at (212) 583-2676 if you have any questions or require
further information or underlying documentation.

Respectfully submitted,

(LT

Christine L. Hogan

fittler.com

F1-22-0355 0255



V¥ | Department of

$TATE | Taxation and Finance
Office of Budget and Managemen! Analysis
W A Harriman Campus, Albany NY 12227

June 13, 2018

Ms. Christine Hogan
Littler Mendelson, P.C.
900 Third Avenue

New York, NY 10002-2329

Re: Uita Salon Cosmetic Fragrance Inc.

Dear Ms. Hogan:

In response to your request for tax information regarding the above-referenced taxpayer, the

following is provided:

A search of our records does not indicate any outstanding tax warrants under the name and

identification number given,

If you have questions regarding your request, please call (518) 530-4362.

Sincerely,

Thomas Engel
Income Tax Technician

W A Harriman Campus, Bullding 8 Room 700, Albany NY 12227 [www.tax.ny.gov

FL~22-0355 0256



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS® COMPENSATION INSURANCE COVERAGE

1n. Legal Name & Address of Insured (Use street address only)

Ulta Salon, Cosmetics & Fragrancs, inc.
Store #324

Wabsater Towne Center

913 Holt Road

Waehster, NY 14580

Work Location of Insured {(Only requived if coverage Is
specifically timited (o ceriain locations in New York Stare, ie, a
Wrap-Up Pelicy)

1h. Business Telephone Number of Insured
£85.872-0750

1¢, NYS Unemployment Insurance Eraployer

T

1d, Federal Employer Ydentification Number of Insnred
or Social Security Number

2. Name and Address of the Entity Requesting Proof of
Coverage (Entity Being Listed as the Certificnte Holder)

NY Department of State
Division of Licensing Servives
{hne Commerce Plaza

99 Washingion Ave

Albany, NY 12201

3u, smme of Insurance Carrler
Arch Indennity Insurance Company

3b, l’oﬁei Nﬂmhei' of entity listed in box “1a®

3¢ !&’olicy effective period
08/31/17 - 05/31/18

3d, E;l‘he Proprietor, Partners or Executive Officers are
Chweht 2l thut apply):
included. (Ounly eheck box if afl partnersofficers jncluded)
ofl thet apply):

71 al excluded or certain partuersiofficers excluded,

This certifies that the insurance carrier indicated above in box 3% msures% the business referenced above in box “18” for workers’
compensation under the New York State Workers® Compensation Law. ('1’30 use this form, New York (NY) must be listed under
tem 3A on the INFORMATION PAGE of the workers' cammensatimai insurance policy). The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the eatity listed above as the certificate holder in box “2,

The Insurance Carrier will also notify the abeve vertificate holder within 10 days IF a policy is canceled due to nonpayment of
premiums or within 30 days IF there are reasons other than nonpayment of premivums that cancel the policy or eliminate the insured
Jfrom the coverege indicated on this Certificate. (These nofices may be sent. by regular mail ) Otherwise, this Certificare is valid for
one year after this form is approved by the insurance carrier or its lcensed agent, or undii the policy expiration dute listed in box

“3o1, whichever is earfier,

Please Note: Upon the cancellation of the workers’ compensation polic:‘é indicated oun this form, if the business contivues to be
pamed oa a permit, Heense or contract issned by s certificate hiolder, the business must provide that certiflcate holder with a
pew Certificate of Workers® Compensation Coversge or other autharized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers’ Compensation Law,

Under penalty of perjury, I certify that I am an authorized representative or Hoeused agent of the insurance carrder referenced
above and that the named fusured has the coverage a3 depicted on this form.

Evan Lane

Approved by
{Print name of puthorized representative or Hoonsed sgent of insuvance carder)

Approved by: Eerrs Lo 06122117

{Signatuee}

{Dats}

Title:  Underwriter

Telephone Number of suthorized representative or licensed agent of insurance carrer: 312 601 8485

Please Note: Only insurance carriers and their licensed agents are authorized to issue Form C-105,2. Insurance brokers are NOT
aquthorized to issue it.

C-105.2 (8-07) www.web.state.ny.us

Workers’ Compensation Law FL-22-0355 0257



Compensation  CERTIFICATE OF INSURANCE COVERAGE
Board DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

i gﬁw
m
PART 1. To be completed by Disability and Pald Family Leave Benefits Carrler or Licensed Insurance Agent of that Carrier

1a. Legal Name & Address of Insured {use street address only) 1h. Bustness Telephena Nurmber of Insured
VETAA COSMETICS & SALON INC {630} 4104730

1000 REMINGTON BLVD 8TE 20
BOLINGBROOK, i 80440

i 1¢. Federal Employar identification Number of insured or Social Securily
Work Location of Insured (Only raquired if coversge is specifically fimited fo
cerfain lovalions in New York Stale, Lo, & Wrap-Up Policy)

2, Name and Adr{ress of Enlity Requesting Proof of Coverage Ja, Name of Insuranca Carrler
Y‘izﬁ‘zﬂiﬁ‘f ;—';f:: :‘:;‘9 Certificate Holder) Now York Stata Insurance Fund (NYSIF)
N N A
ONE COMMERCE BLAZA 3b. Policy Number of Entity Listed in Box "ta"

28 WASHINGTON AVE

ALBANY, Y 12201 ’ .
3¢. Policy effective period

Q50171086 o O70172018

4. Policy provides ihe following benefits:
A, Both disability and pald family toave bensfits
[ 8. bisability banafits only
71 €. Pad family leave benefiis only

§. Policy covers:
A, All of the employer's employees efigible under the NYS Disability and Paid Family Leave Benalils Law

[:i 8. Only the following class er classes of employer's emplovees;

Under penalty of perjury, | certify that | am an authorized representative or licensed agent of the Inswrance carrer referenced above and that the named
insured has NYS Disability andfor Paid Family Leave Benefils insurance coverage as described above.

Date Signed 5/24/2018 By W/@m&—

{Signature of Insurance carrler's authorized representative ar NYS Licensed instrance Agent of that insurance varter}

Telephone Number (886} 8074332 Name and Tille Melissa Jonson, Acting Hoad of Disabllity Insurance Unit

IMPORTANT:  If Box 44 and 5A are checked, and this form is signed by the insurance carrier's authorized representative or NY$
Licensad insurance Agant of that carrer this certificate is COMPLETE. Mall It divectly to the certificate holder,

if Box 4B, 4C or 5B is checked, this cerlificate is NOT COMPLETE for purposes of Section 220, Subd. 8 of the NYS
Disability and Paid Family Leave Benefils Law, it must be mailad for completion to the Workers' Compensation Board,

DB Plans Acceptance Unit, PO Box 5200, Binghamton, NY 13902-5200
PART 2. To be completed by the NYS Workers' Compensation Board (Only if Box 4C or 58 of Part 1 has heen chacked)

Btate of New York
Workers' Compensation Board

According to information maintained by the NYS Workers' Compansation Bosrd, the above-namad employer has comphied with the NYS
Disability and Paid Family Leave Benefits Law with respect to all of his/her employees,

Dale Signed By
[Snaturs oF AUthorized MYS Workers: Compensation Hoard tmployea)

Name and Tie

Telephone Number

Ploase Note: Only insurance carers ficensed to write NYS disebility and peid family leave benefits lusvrance policies and NYS licensad insurance agents
of those insurancy camers are sutharzed (o issue Form DB-120.1, Insurance brokers are NOT authorized (o Issue this form.

DB-120,1 (10-17) Certificate Number 497483

FL-22-0355 0258



ROBERTA REARDON
Commissioner of Labor -

" New York State Department of Labor

) . W. Averell Harriman State Office Campus

Building 12, Room 500, Albany, NY 12240
www.labor.ny.qov

Qctober 24, 2018

Christine L. Hogan, counsel for Uita Salon Cosmetic Fragrance inc,
Littler Mendelson, P.C. ,
800 Third Avenue

New York, NY 10002-3208

Dear Ms. Hogan: |

This is in response to your recent correspondence on behalf of Uita Salon Cosmetic Fragrance,
Inc. to pay its manual employees in New York State on a biweekly basis pursuant to New York
- State Labor Law Section 191, ’Ea(lt)

The New York State Department of Labor has carefully rewewed the material submltted and
determined that Ulta Salon Cosmetic Fragrance, Inc. has satisfied all the conditions
enumerated in the statute. The firm has employed 1,000 or more persons in New York State for
the three years preceding its application; has furmshed sufficient proof it has met and shall

- continue to meet its payroll responsibilities; and has furnished other mformatlon and proof in
accordance with the conditions set forth under Section 191. 1a(ii).

Therefore, | hereby grant- authorlzatzon for Ulta Salon Cosmetlc Fragrance Inc: to pay wages to
its manual workers empioyed in New York State on a blweekly basis.

Sincerely,

Roberta Reardon

FL-22-0355 0259




& Littles Mendelson, P.C.
800 Third Avenue
New York, NY 100223298

Employment & kabor baw Sotutions Worldwide™
Christine L. Hogan
212.583.2676 direct
212.583.9600 main
- 212.898.1116 f
JUIy 11’ 2-018 ! clhogen@llmer.a::’::m
. - . RECEIVED
J.C. Dacier, Supervising Investigator ‘ NYS DEPARTMENT OF
(Investigative Officer 3) LABOR
Permits & Certificates Unit _ U
NYS Dept. of Labor | L 122018
Room 266A Building 12 ' DIV OF LABOR STANDARDS
State Office Campus PERMIT & CERT UNIT

Albany, NY 12240

Re: Request for Biweekly Payment Schedule Pursuant to
Labor Law Section 191.1(ii)

Dear Mr. Dacier:

On behalf of our client, Ulta, we write pursuant to New York State Labor Law 191.1(ii) to
request that the Company be permitted to pay manual workers on a biweekly rather than a
weekly basis.
As per your request, we submit the following documents: 7
(1) The Affidavit of Micahel Castrogiovano, Ulta's Payroll Director, attesting to the relevant
facts and submitting documentary proof in support of the Company's request for a
Section 191,1(ii) waiver, attached hereto as Exhibit A;

(2) A certifying letter from the New York State Department of Tax & Finance indicating that
there are no outstanding tax liabilities against Ulta, attached hereto as Exhibit B;

(3) An executed Unemployment Insurance release form, attached hereto as Exhibit C; and

(4) Forms C-105.2 and DB-120.1 from the relevant time periods, attached hereto as Exhibit
D.

Please do not hesitate to contact me at (212) 583-2676 If you have any questions or require
further information.

Respectfylly s itted,

Christine L.r Hoga
Encl,

littlediiidsn com
" mﬁ, FL-22.0355 0260



Bi-Weekly Payroll Checklist

L)

¢ Compiete application, including FEIN /@g@' ﬁﬂgﬂﬂ; Fo}ZM)

.0 Reason why variance is needed

0

# of employees on the payroll in NYS at the end of a pay period from last month /
and from pay periods 12 months, 24 months and 36 months earlier or the # of all
employees on the payroll in NYS at the end of a pay period from last month and

from the pay period 12 months earlier and the average # of employees outside NYS

during the last 3 years Age &7 0ED 0/2.3/r%

Proof of coverage for WC/DB, including effective dates and names of insurers ‘/‘
providing coverage

Proof that the employer has a computerized payroli record-keeping system that \/
specifies hours worked, rate of pay, gross wages, deductions and date of pay for
each employee '

Release Form - Disclosure Information authorizing Ul to disclose its record, if ,

any, of the employer’s Ul Eapx iiabili‘}ie‘sz__aiong wi}% t/éF /l'%and UI Employer '

Registration # EpMLED 76 UL, ord 2 [/ y - ;o
Re-56NT ON 12/25/18 ° o 155U S FEIR G-MHIE o feuffs

Certifying letter from the NYS Dept, of Taxation & Finance that there are no \//

outstanding warrants against the employer for failure to remit state Personal

Income Tax withholdings ~ -

Enter ER data in [manual wkr ongoing database.mdb] located at \/'
\Dol0a1fs\wrkerprot\LS\LS 1\IPCS\Permit and Certificate Unit\Bi-Weekly
Payroll

If employees are represented by a labor union, émployer must present either a letter
from an appropriate union official attesting to the fact that it consents to the
requested pay period extension-or a copy of the current contract im which a bi-
weekly or semi-monthly pay period has been agreed upon N ONION

FL-22-0355 0261



_ _ Liitler Mendelson, P.C.
- ' 960 Third Avenue :
: . - New York, NY 10022,3298

Emala pmmm uboruu!nlmimw-:dmm"

Christine L. Hogan
212,583.2676 direct
212,583.9600 main
212.898.1116 fax
chogan@litiler.com

October 22, 2018

1.C. Dacler, Supervising Investigator
(Investigative Officer 3)

Permits & Certificates Unit

NYS Dept. of Lahor

 Room 266A Building 12

State Office Campus

Albany, NY 12240

Re: Request for Biweekly Payment Schedule Pursuant to
Labor Law Section 191.1(ii)

Dear Mr. Dacier:

- On behalf of our ciient Ulta, we write pursuant to New York State Labor Law 191.1(ii) to -
supplement our request that the Company be permitted to pay manual workers on a biweekly
rather than a weekly basis.

Accordingly, we submit the .follbwing_ additional information: E

(1) The number of NYS employees on payroll at the end of the last payrotis in June 2015: 738
(2) The number of NYS employees on payfoll at the end of the last payrolls in June 2016; 865
(3) The number of NYS employees on payroll at the end of the last payrolls in June 2017: 1094
(4) The number of NYS employees 6n payroll at the end.of the last paiyrolt in June 2018; 1571

(5) The average number of employees outside of NYS over the course of the last three years -
dating back from the last payro!! in June 2018: 35,620

Please do not hesitate to contact me at (212) 583-2676 lf you have any questlons or require
further information or underlying documentation.

Respectfully submitted,

%4,//4_

Christine L. Hogan

littter.com

FL-22.0355 0262



Ywc | Department of

JTATE | Taxation and Finance
Office of Budget and Management Analysis
W A Harriman Campus, Albany NY 12227

June 13, 2018

Ms. Christine Hogan
Littler Mendelson, P.C,
800 Third Avenue

New York, NY 10002-2329

Re: Ulta Salon Cosmetic Fragrance inc.

Dear Ms. Hogan:

In response to your request for tax information regarding the above-referenced taxpayer, the

following is provided:

A search of our records does not indicate any outstanding tax warrants under the name and

identification number given.

If you have questions regarding your request, please call (518) 530-4362.

Sincerely,

Thomas Engel
Income Tax Technician

W A Harriman Campus, Building 8 Room 700, Albany NY 12227 | www.tax.ny.gov

FL-22-0355 0263



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE

18, Legal Name & Address of Iusured (Use street address only)

Ulta Salon, Cosmelics & F
Store #324

Webster Towne Center
913 Holt Road

Wabster, NY 14580

ragrance, Inc,

Work Location of Insured (Only required if coverage Is
specifically limited lo cevtaln locations in New York State, ie., o
Wrap-Up Policy)

1b. Business Telephone Number of Insured
585-872-0750

Ie. NYS Unemployment Insurance Employer

Reﬁtratinn Number of Insured

14, Federsl Employer Idemtification Number of Insured

-c(.“u‘h‘y o

2. Name and Address of the Entity Requesting Proof of
Coverage (Entity Being Listed as the Certificate Holder)

NY Department of State
Division of Licensing Services
One Commerce Plaza

9% Washington Ave

Albany, NY 12201

3a. Name of Insurance Carrier
Arch Indemmity Insurance Company

entity sted in box ¥1a*

3¢. Policy effective period
051331117 - 05131118

3d. 'The Propristor, Partners or Executive Officers are
Check ali that apply):

included. (Only cheel box if afl partnorsotlicers Included)
Checl all that upply);

3 all excluded or certain partnersfofficers excluded.

This certifies that the insurance carvier indicated above in box “3" insures the business referenced sbove in box “1a” for workers'
ocompensation under the New York State Workers” Compensation Law, (To use this form, New York (NY} must be lsted under
item 3A on the INFORMATION PAGE of the workers’ compensation insurance policy), The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the entity listed above ag the certificate holder in box “2",

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled 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 the coverage indicated on this Certificate, (These norices 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 Heensed agent, or until the policy expiration dute listed in box
“3e", whichever is earfler,

Plense Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business confinues to be
namedl on 4 permit, Lcense or contract issued by a certificate holder, the business must provide that certificate holder with a
new Certificate of Workers’ Compensation Coverage or other nuthorized proof tha¢ the business Is complying with ¢he
mandatory coverage requirements of the New York State Workers® Compensation Law,

Under penalty of perjury, I certify that I am an anthorized representative or Heensed agent of the insurance carrier referenced
above and that the named Insuved has the coverage as depicted on this form.

Approved by, Bvan Lane ‘
{Print name of authorized repregentative or Hoensed agent of insurance carrier)
Approved by, Greens G 06722/17
{Signature) {Date)
Titles  Underwriter .

Telephone Number of authotized represeatative or licensed agent of insurance carrier; 312 601 8485
Please Note: Only insurance carriers and their licensed agents are authorized to Issue Form C-105.2. Insurance brokers are NOT
. authorized to issue it.

C105.2 (8-07) www.wob.state.ny.us

Workers’ Compensation Law FL-22-0355 0264



b

Waoricers'

i

Campensation
o

CERTIFICATE OF INSURANCE COVERAGE
DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

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

ta. Legal Name & Address of Insused (Use street addrass only)
ULTA 3 GOSMETICS & SALON INC

1000 REMINGTON BLVD STE 120

BOLINGBROOK, L 60440

Work Localion of Insured (Only raguired i coverage Is specifically imitad fo
certain lovations in New York Stale, 1.0, @ Wrep-Us Policy)

1b. Business Telephons Number of Insured
{530) 4104730 )

1e. Federal Employer identification Number of insured or Sociai Security

2. Name and Addrass of Entity Requesting Proof of Coverage
{Entily Being Listed as the Cedificate Holder}

NY DEPARTMENT OF STATE
ONE COMMERCE PLAZA

86 WASHINGTON AVE
ALBANY, NY 12201

34, Name of Ingurance Carrer
New York Biate Insurance Fund (NYSIF}

m&tﬂy Listed in Box *1a*
" rod

05/01/1098 o 07012018

4. Policy provides the foliowing benefits:
A. Bolh disability and paict family leave benefils
{7] 8. Disabilty bensfits onty
{71 c. Paid family leave benefits only

8. Pollcy covers:

A. Al of the emplayer's employees eligivle under the NYS Disability and Paid Family Leave Bensfils Law
71 B. Only the Tollowing class or classes of emplover's employees:

Date Signed 5/24/2018

Under penalty of perjury, | ceriify that | am an suthorizad represantative or licensed agent of the insurance carrier referanced above and (hat the named
insured has NYS Disabllity andior Pald Family Leave Bensfits Fasurance coverage as described above,

By ”’WJ%W_»

Teiephone Number {868) 657-4332

{Signature of Insurance carster's authorzed reprasentative o NYS tiansed insuranca Agent of that insuraace tardier)

Name and Titte Mellssa Jongen, Acting Head of Dissbility insurance Unit

IMPORTANT:

if Box 44 and A are checked, and this form is signed by the insurance carrlers authotized representative or NYS
Licansed Insurance Agent of that carrier this certificate is COMPLETE, Malt it diractly o the certificate holder,

if Box 4B, 4C or 58 is checked, this certificate is NOT COMPLETE for purposes of Section 220, Subd. 8 of the NYS
Disability and Pald Family Leave Benefits Law. It must be mailed for completion to the Workers' Compensation Board,
DB Plans Acceptance Unit, PO Box 5200, Singhamton, NY 13002-5200

PART 2, To be completed by the NYS Workers' Compensation Board {Only if Box 4C ar 5B of Dart 1 has been checked)

Dale Signad By

State of New York

Workers' Compensation Board

Acoording to information maintained by the NYS Workers' Compensation Board, the above-named employer has complied with the NYS
Disability and Paid Family Leave Benefits Law with respect to all of histher employees.

Telephone Number

Name and Tille

Tiignatire of Authorizad NYS WeTkers' Compansation Bosrd EMpPOyeR)

Please Notw: Only insurance carrfers fivensod lo write NY3 disability and pald family Jeave benefis Insurance policles antd NYS liensed insurance agenis

" of those insurance carters are aulthorized fo lssue Form DB-120.1. Insurante brokers are NOT authorized 1o issuo this form.

DB-120.1 {1017}

Certificate Number 497483

FL-22-03585 0265




Dacier, J.C. (LABOR) _

From: Dacier, J.C, {LABOR)

Sent: Monday, July 16, 2018 12:34 PM

To: ‘clhogan@littier.com'

Subject: your client Ulta Salon Cosmetic Fragrance, Inc. request for variance to pay manual workers
‘ bi-weekly

Ms. Hogan:

| am working on your client’s application. Looks like it will probably receive approva! But there are a few details
missing.

We need to know:

a} the number of NYS employees on payroll at the end of the last payroll in June 2018;

b) the number of NYS employees on payroll at the end of the last payrolls in June 2015, June 2016 & June 2017;

¢} the average number of employees outside of NYS over the course of the last three years dating back from the
last payroll in June 2018,

Your client provide a statement about the number of workers employed in his affidavit, but we need figures that are a
little more precise.

Thank you for handling this matter on your client’s behalf,

Respectfully yours,

Mr. J.C. Dacier
Supervising Investigator
{Investigative Officer 3)
Permits & Certificates Unit
NYS Dept. of Labor

Room 185B Building 12
State Office Campus
Albany, NY 12240

j.c.dacier@labor.ny.qov
518-485-6334 (direct)

FL-22-0355 0268
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Littler Mendeison, P.C.
900 Third Avenue
New York, NY 10022.3298

Christine L.. Hogan
212.583.2676 direct

212.583.9600 mai
December 4, 2017 212.898.1116 2: "

clhogan@littler.com

NYS Department of Labor
Building 12

W.A. Harriman Campus
Atbany, NY 12240

Re: Request for Biweekly Payment Schedule Pursuant to
Labor Law Section 191.1(ii)

To Whom It May Concern:

On behalf of our client, Uita, we write pursuant to New York State Labor Law 191.1(ii) to
request that the Company be permitted to pay manual workers on a biweekly rather than a
weekly basis.

Enclosed is the Affidavit of Michael Castroglovani, Ulta's Payroll Director, attesting to the
relevant facts and submitting documentary proof in support of the Company's request for a
Section 191.1(ii) walver.

Please do not hesitate to contact me at {212) 583-2676 If you have any questions or require
further information.

Respectfully submitted,

oot By,

Christine L. Ho

Encl,

cc! Jeong Lee, Senior Labor Standards Investigator (via e-maif)

litler.com

FL-22-0355 0268



AFFIDAVIT OF MICHAEL CASTROGIOVANI

STATE OF NEW YORK )
} 88
COUNTY OF NEW YORK )

MICHAEL CASTROGIOVANI, being duly sworn, deposes and says:

L [ am an employee of Ulta, I have been employed by Ulta since May 12,
2014, Since I began employment for Ulta, ] have held my curmrent position of Payroll
Director.

2, Ulta has requested, pursuant to New York Labor Law Section [91.1(i1),
that it be permitted to pay manual workers in New York State on a bi-weekly basis
instead of on a weekly basis,

3. In preparing to make this request, I have gained personal knowledge of the
facts bearing on the payroll exemption under Section 191.1(if).

4, Ulta has had an average of 1,000 or more employees in NY for the fast
year and an average of 3,000 or more employees outside NY for the last three years,
Attached hereto as Exhibit 1 are federal and state tax reports for the years 20152017
indicating the number of employees paid by Ulta nationwide and in New York during
those years,

5. Ulta was incorporated in 1990. As far as management is aware, since
incorporation, Ulta has never missed, and it continues to be able to meet, its payroll
obligations in New York State.

6. The Company maintains & computerized payroll record keeping system,
which details for each employee: the number of hours worked, rate of pay, gross wages,
deductions, and date of pay. A sample of Ulia’s payroll records for a New York
employee (with certain personal identifiers, such as an employee’s identification number
and home address, redacted) is attached hereto as Exhibit 2. Additional samples are
available, if needed.

7. Ulta provides both Workers’ Compensation and shont term disability
coverage to its New York state employees. Proofs of Workers' Compensation and short
term disability coverage are attached hereto as Exhibits 3 and 4,

8. Ulia’s employees are not unionized. Accordingly, written consent from a
labor union for this request is not needed.

9. There are no outstanding warrants from the New York State Department
of Taxation or the New York State Department of Labor against Ulta for faijure to remit
state personal income {ax withholdings or unemployment instrance contributions.

FL-22-0355 0269



10,  For all the above reasons, on behalf of Ulia, I respectfully ask that the

New Yotk Department of Labor, Division of Labor Standards, grant Ulta's request to pay
its manual workers in New York State on a bi-weekly basis,

tL I declare under penalty of perjury under the laws of the United States of
America that the foregoing is true and correct.

MICHAEL CASTROGIOVANI
Swomn 1o before me this

.Ei. day of December, 2017

Notary Public

OFFICIAL SEAL 4
LORI M BRADBURY

ROTARY PUBLIC - BTATE OF ALINOIS

MY COMMISSION EXPRES OIS

FL-22-0355 0270
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EXHIBIT 2



€120 $9E0-2¢-14

msﬁa.tgvtif asuﬁasﬁm gasapa&so ga&:ﬂm&
SF NOOM  L3OTIPOILE : BpvE PORs 0R0-9LZS T Weg NOWS VI @

90T FIR* AT 00

T i HRUOYTOERIEE

R ] G b STy 1L o 2
S At B Al e LR D HuClD



¥£20 S5€0-¢2-14

806 #Bed  JLLOTIGOILL C om0 Aed 030 : s soes Od1 om0 Aundund
S NOUML  LPOZIPOfL | Bapu poued 9RO-82TT C Wl NOWS V1IN

Jeys150y g@

BEFLE

50 Wy
Hvio oo
000 xeg

R W
L 31 %o WVHISRINY OONTLE

0085EE ey
Hele e
itvo00 Rap

ARG

(573 £9°58 WESTTN VAN

STt it sty FprirrraMonirbind SRt Emg ..m.wmw) FE
~ s, 3 FOIE PTS e bl RN Sl TN Ly S

R S LT T TR BT T S .- . -
NE S SN =3 £ 0 o2 L FHPPR A3 sy | 2o 5 W 2,
Aees LU0 oL AL RS




5420 S6€0-2¢14

619 ®0nd  LLOTIGOML} 1 awg deg 080 : ;D sopmg
SF A60M  LHIZAO/L - Dol posed 090~9425 - P8

OdT 00 Auedaos
NOWE ¥iNn

ok T S M v

eBey fioukeqd @

%L

A1 DOLE

¥LTPOE




9420 S580¢<H

tmoaﬁhwgww“smag gngg ggg .
Sb NOOM  ZBOLIPOE S Supu3 popog OBO-PLTS 1 PwE NOWS V1N sosiBoy joskeg @

A5 0

we L 1 NUBYILAVOY

wm i) NILSRDETION

£1°683

fi: -2
VI CADARE Y )€). ST B ] e R LAl o g e



£420 SSE0-ged

ot Vi ST P

msauuhgwﬁs&tm 8?283!3 gu%ura&au uﬁummum__ﬁawm %
Sy A6 LI0ZMOM ] : Bupua popag DBO-DLLS w9 NOTYS V1n 3,

Lo S
g a0

[y £1]
T iy - mﬂ LU

1w o

5 seme 3 G IR DNYNOE

o2 04 Lok FTIFTYRNY HIAN0

L L ]




8.¢0 §5e0-¢2-14

cig eled  LLQUISOILE - o0 feg 090 : e oxa0g Dd1  epo) kundwoy
9b NOAM  ZIOTPOME : BUDi3 oed ODO-BLZS | WS NOYS V1n seysiboy jroiheq 3




REG

o'ied

8420 §S£0-2¢-1d

o Bog  LLOTIGNNY

S e Ang

083 - Jepes sopsor

OdT  epo) Auwum)y

b NOOM, ZMOTAMOAL} - Dubig poed (D0-0L2S Wi NOTWE Y0
[
oMo Spon
0r000 g
-l
WS " 3 TLNNIABG
000 Tl
el B 4]
I8 e
o
KRV
WSt YT "NYNTEM
oo ey
] e el
P - H0e  q
5 sermi WL - o
8 N MY HIBTHS VM

[ Jegie il
POBT AN

5543 T U S P g §
GHUHLDNIET a0 ILYLS




08eld §5e0-22-1d

sip Wled  LLOZIEDILE : omg ded

OD0 ; somen sopeg

5% NOOM  LLOZIPO/LE : Sumu3 powod 090-BL28 * R

Dd1 w00
NOTVS

] 224
viin d

-~

eL

T ) S

JnsiBoy fjouked ﬁ




EXHIBIT 3



STATE OF NEW YORIC
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1a. Legal Name & Address of Insured 1b, Business Telephone Number of Insured
311-253-3732

Ulta Beauty, Inc.
1000 Remington Bivd. Suite 120 le. NYS Unemployment Insurance Employer

Baolingbrook, (k. 80440 ﬂn Number of Insured
Work Location of Insured (Only required if coverage is

specifically limited to ceréain locations In New York State, Le,, @ | 1d. Federal Employer Identification Number of Insured

Wrap-Up Policy) ar Soclal Security Number
2, Namie and Address of the Entity Requesting Proof of 3u. Name of Insurance Carrier
Coverage (Entity Being Listed as the Certificate Holder) Arch Indemnity Insurance Company

3b. Policy Number of entity listed ln box “1a”
New York State Insurance Pund *

| Waterviiet Ave oxt,
Albany, NY 12206-1649 3e. Policy effective period
05/31117 - 05/31/18

3d. The Proprieior, Partners or Executive Officers are
Chack ail hat apoly):

included, (Only check box I'all partaersollicess incinded)
Lhock ol that upply):

L] alt excluded or certain partnersfofficers excluded,

This certifies that the insurance camrier indicated above in box “3” insures the business referenced above in box 12" for workers'
compensation under the New York State Workers' Compensation Law. (To use this form, New York (NY) must be listed under
Item J3A on the INFORMATION PAGE of the workers' compensation insurance policy), The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the entity listed shove a5 the certificale holder in box #2".

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of
premivms or within 30 days IF there are reasons other than nonpaymers of premiums that cancel the policy or eliminate the insured
Jrom the coverage indicated on this Certificate. (These notices may be sent by reguiar mail,) Otherwise, this Certificate Is valid for
ane year after this form is approved by the insurance carrier pr its licensed agent, or until the policy expiration date listed in box

“3¢”, whichever is eartier,

Please Note; Upon the cancellation of the workers’ compensation pollcy indicated on this form, if the business continues to be
named on a permit, license or contract issued by & certificate holder, the business must provide that certificate holder with a
new Certificate of Workers’ Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Warkers” Compensation Law.

Under penalty of perjury, I certify that 1 am an authorized representative or licensed agent of the insurance carrier referenced
above and that the named insured has the covernge as depicted on this form.

Approved by:  Cori Maloney
(Print name of suthorized reprosentalive of licensed pgent of insurance carrier)

avproved by, B Moty W128NT
{Signature) {Date)
Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Please Nete: Only insurance carriers and their licensed agents are aythorized to issue Form C-105.2. Insurance brokers are NOT
autherized to issue i,

C-105.2 (3407) www,weh.state ny.us

Workers’ Compensation Law

FL-22-0355 D282



Section §7. Restriction on issue of permits and the entering into contracts untess compensation is secured,

1. 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 a hazerdous employment defined by this chapter, and
notwithstanding any general or special statute requiring or authorizing the issue of such permits, shall not issue such permit unless
proof duly subscribed by en insurance carrier is produced in a form satisfactory to the chair, that compensation for all employees has
been secured as provided by this chapter. Nothing herein, however, shall be construed as creating any lability on the part of such state
or municipal department, board, commission or office to pay any compensation to any such employee if so employed.

2. The head of a state or municipal department, board, commission or office authorized or required by iaw to enter into any contract
for or in connection with any work involving the employment of employees in a hazardous empioyment defined by this chapter,
notwithstanding any general or spevial statute requiring or authorizing any such contract, shall rot enter into any such contract untess
proof duly subscribed by an insurance carrier is produced in a form satisfactory to the chair, that compensation for all employees has
been secured as provided by this chapter.

C-105.2 (9-07) Reverse

FL-22-0355 0283
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DISABILITY BENEFITS
New York Stale Insuraace Fund INSURANCE

| WATERVLIET AVE EXT., ALBANY, NY, 12206.164%
A i

E}B 2034 67.8 [14707 OGDBLBRLS-DBIL1#{0 1.00103) %z
|3

ULTA 3 COBMETICS & SALON INC
PAYROLL DEPARTMENT

1000 REMINGTON BLVD STE 120
BOLINGBROUK iL 60440

Minioem Amount Duse

$1,502.94
By 0853002017

Gmup Number |

; -Pravbm Balartm ‘ J - -Oier(
$2270457 sﬂamg WOR 'sg.ooia

sea reverse s!de for lmparta:st informaﬁcn
Activity Peried - 08/02/2015 to 08/01/2017

Transaction Date  |Reference #] Payment/Credlt Status Charges Gradils

Beplember 01, 2018 Pravicys Balanga $22 704 57

Seplember 07, 2016 | 005238 | Paymeni Received - Thank You 5066774

Seplember 28, 2016 | 005238 | Payment Received » Thank You §30,543, 18-
Now Charges _

October 03,2016 | 569097  insigliment 4 of 11 {0710112016) 5979.82

November 01,2016 | 845734 |instalimant 5 of 11 (07/0172016) $879.82

December 01, 2016] 665938 | inglaiment 6 of 11 {07/0172018) 5979.82

>Your current Total Account Holancals  $13,526.48, Payment of this amount is retjulred fo avold service charges andlor ‘iar!ure

Interast charges. Bes reverse side (Page 2} Yor detalls.

Page 1 of 3§

' To snsurs ;:rc;pa‘r t:radit; giu:sn mail paymanﬁ % ramittance éiip T daya prior to the dua date 1o the address balow.
Ingluds poticy aurpbar on your chock.

REMITTANCE SLIP
i . i’w your bilt at nysit.com or  eall 14?‘3‘-339-8323
' sCHECK < no service fas
Policy No. _ Cratit card ~ 2.5% convaniency Tes by Oislsl Payments
Curent Balance: $1082.30  insored:
Mintmum Amound Due: $1.502.04 gt‘{% 3 ?.mgﬁc“rﬁ é} S}g«LON WC
: (OA30/2017 1000 REMINGTON BLVD STE 120 "
Date Cue 7 20 S FMNCTON BLVD Retura to:
Payment Enclosed: ¥ A%, S 0x #37 bnsltbatlusellandalisbdslatls byl ol
NYSIF Disability Benefits
_ . PO Box 5239
R CHANE O ALVERE SipE O OF NAME 0R ADuRESS New York, NY 10008-5233

FL-22-0355 0285



[PACO0COCODODTSBGAITON- UGS MO T4 FOT-DIEDMLIALE DL, 0100 4] .-
Policy Number: DB 2334 67-8 * BB Number: 53971232

Failure to make payment by the date(s) indicated will result In the cancellation of this policy and
notification to the Worker's Compensation Board as required by law and to holders of certilicates of
insurance, if any. If your policy Is cancelled, any unpald balance is subject to the provisions of section 18,
paragraph 5 of the New York State Finance Law. If notice of nonpayment cancetlation Is issued, all
outstanding premium, regardless of due date must be paid In full by the cancellation date In order for the
policy to be reinstated. This is the anly natice you will receive before canceliation,

Minimm Amount Bue Caleulation
Account Remalning Minlmum
Balznes Instaliments Eayment Dya
8) Deposit/Reb
b) Instefiments $12,087.07 9 314430
¢} Augdit Balance §630.38 8 $50.93
d) Miscelansous Charges
&) Minimum Current Charge (Due By 09301201 7) $1,502.4
1) Past Due .
Ninlmum Amount Due $1,502.94
¢} Remaining Audil Balance $470.45 8 547945
Current Batanca $1,9682.39
h} Future tnstaltments §11,504.08 8 $11,544.05
Tota) Accourt Batance $1352645 4
For policy periods effactive 11139 and Jator,lo aveld fulura service charges you must pay  $13,526.45 by 09/30/2017.
To Insure imely posting to your account, payment must ba mailed 7 days prior to tha due dato.
You 2iso have the option of paying audit premium in installments, Please refer to the information page which gives
detalls of your audi, and how the minimum payment will be calculated,

Page 2 of 3

[T

IF YOU HAVE CHECKED THE BOX ON THE REVERSE SIDE, PLEASE ENTER NEW INFORMATION BELOW.

[T e P

FL-22-0355 0286



BT DISABILITY BENEFITS
IV}"SIF New York Stale Insurance Fund o {NSURANCE

P WATERVLIET AVE EXT., ALBANY, NY, 122061649
rom—— Bkt

DB 2934 67-8
ULTA 3 COBMETICS & SALON ING
PAYROLL DEPARTMENT

1000 REMINGTON BLVD STE 120
BOLINGBROOK 1L 80440

 Pologhumber Growpumber

* Previous Balancs

1 Minimarn Amount Dus
54,5024

sIMET
Activity Perlod - 08/02/2016 to 09/01/2017

Transaclion Date  |Refarenpe #‘Nw Charges Charges Cradits
January D3, 217 | BEGADS Insiztiment 7 of 11 {071042014) §9749.82

February 01,2017 | 707403 [Inslafiment 8 of 11 {07/01/2016) 587082

Margh 01,2017 § 720088 {insiatiment B of 11 (07104/2018) S978.82

Aprl 03, 2017 751537 lnslaliment 10 of 11 {07701/2016) §974.82

May - 01,2017 | 772442 linstaiment 11 of 11 {07/0172016) $975.85

May 17,2007 | 792581 {Renewal Pol. 1/12th Down Payment [07/81/2017 to 07/0172016) §1,442.38

July 03, 2017 B45130  {nstaliment 1 of 11 {07/0H2017) §1443.09

Avgust 01,2017 | 873319 Hnstakment 2 of 11 {07/01£2017) §1,443.01

Seplember 01, 2017 | $01728  {Paywll Repod Siatement {07/01/2016 (o 0T04112017) §5.878.72

Seplember 01, 2047 | 904753 [nslaliment 3 of 11 {07027 - _ i §1.443.01

Page 3 of 3
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Check Inquiry Summary Bankof ﬂmerica”‘?:?"
Account Number: [N Merrill Lynch

Accournt NSALON GOSMETICS AND FRAGRANCES INC
Bank i

CULTA ssssmemigtinase e o “oomn
LR D 3{;1;! L“}'g Dep 19,2047

SOVTHORTEEN THOUSARD FIVE HUNDRED TWIRTYSIX AND 457100 BOLLARSY
greroraes(s 536 45v

PAY

»
BRI Sabor, Lormelis b Fuagance, b

i o i
i HYSIF -BBI. ) M i
N el ) -
W Fi3 b

LN

S GNE WATERVLIGT AVENUE EXT
ALBANY NY 11206

‘ T -*

BT

ICLNEY G o

Amournt 13,526.45

Chetk &umbef 583110

+ Ascount Numbey; ISR Pusted Date: 09/28/2017
Account Name: ULTA SALON Paid Date: 08/28/2017
COSMETICS AND
FRAGRANCES

F1.-22-0355 0288



Check Inquiry Summary Bankof America 25"
Account Number:  |EEERINIER Merrill Lynch

Acoount Name:  ULTA SALON COSMETICS AND FRAGRANCES INC

BOFD . Bank Of First Doposit ' - ' h :
Bank Name: BANK OF AMERICA, NA (BOFD)

Date: 0B/2TI2017
RIT: 111310346

Setuonce Numhe—

FL-22-0355 0289




EXHIBIT B
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EXHIBIT C
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New York State Department of Labor
Harriman State Office Campus

Building 12, Room 286A, Albany, NY 12240
www.labor.ny.gov

£18-457-1942

RELEASE FORM - DISCLOSURE INFORMATION

Fursuant to the request, initlated by

UHa Salon, (osmetics & Hagrance, |ne.
{Please print legal name of EMPLOYER)

to pay its manuat workers on a biweekly or semimonthiy basis,

L Chris Lialias

(Please print NAME of responsible officer signing releass form)

\P_ (ontwller

(Please print TITLE of responsible officer signing release form)

hersby authorize the Division of Unemployment Insurance to disclose to the Permit and Ceriificate Unit of the
Division of Labor Standards of New York State Depariment of Labor its record, if any, of said employer's
Unemployment insurance tax liabilities,

- Federal Employer Identification Number (FEIN)
' Unsmployment Insurance Employer Registration Number (ER#)

Signature

S -7
Date

L

FL-22-0355 0292



EXHIBIT D



Additional Instructions for Form DB-120.1

By signing this form, the insurance carsler identified in box "3" on this form is certifying that it is insuring the business
referenced in box "1a" for disability andfor paid family leave benefits under the New York State Disability and Paid Family
Leave Benefits Law, The Insurance Carrler or its licensed agent will send this Certificate of Insurance to the entity listed as
the ceriificate holder in box "2",

The insurance carrier must notify the above certificate holder and the Worker's 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 regutar 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 date listed in Box 3c, whichever is eartier.

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

This cerificate may be used as evidence of a 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 feave 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 and/or Paid Family Leave Benefits
Coverage or other authorized proof that the business is complying with the mandatory coverage requirements of
the New York State Disability and Paid Family Leave Benefits Law.

DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

§220. Subd. 8

(a) The head of a state er 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 and after January first, two thousand and twenty-one, the payment of family leave benefits for ait
employees has been secured as provided by this article, Nothing herein, however, shall be construed as creating any fiability
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 connaction 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 uniess 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 eighteen, the payment of family leave benefits for all employees
has been secured as provided by this article.

DB-120.1 (10-17) Reverse
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STATE OF NEW YORK
WORKERS* COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1a, Legal Name & Address of Insured (Use street address ondy)

Ulta Balen, Cosmetics & Fragrance, Inc,
Store #54

Lavittown Mews

3377 Hempstead Turnpike

Lavittown, NY 11756

Work Location of Insured (Only required If coverage is
specifically limited to certain locations in New York State, .o,
Wrap-Up Policy)

1h. Business Telephone Number of Insured
516-579-5163

Ic. NYS Unemployment Insurance Employer

ﬂion Number of Tnsured

1d. Federal Employer Identification Number of Insured

Security Number
# ﬂ

2. Name and Address of the Entity Reguesting Proof of
Coverage (Entity Being Listed as the Certificate Holder)

NY Department of State
Division of Licensing Services
Oune Commerce Plaza

99 Washington Ave

Albany, NY 12201

3a. Name of Insurance Carrier
Arch Indempity Inserance Company

3b, }’nlici Number of entity lsted in box “1a”

3e. Policy effective perfod
05/31/17 - 05/31/18

3d. The Proprietor, Partaers or Execufive Officers are
Chatk &l that epply):

£ included. (Only check box if all partnersfofficers inciuded)
Check of) that apply}:

£ alt excluded or certain partnersiofficers excluded.

This certifies that the insurance carrier indicated sbove in box “3% insures the business referenced above in box *1#” for workers’
compensation under the New York State Workers® Compensation Law. {To use this form, New York (NY) must be listed under
Itern 3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its licensed
agent will send this Certifieate of Insurance (o the entity listed above as the certificaie holder in box “2¢,

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of
preniums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminnte the insured
Srom the 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 date listed in box

“3¢”, whickever is earlier,

Please Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continues to be
named on a permit, deense or contraet issued by a cortificate holder, the business must provide that certificate holder with a
new Certificate of Workers® Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workery! Compensation Law.,

Under penalty of perjury, I certify that I am an authorized representative or licensed agent of the iusurance carrier referenced
above and that the named inaured has the coverage ns depicted on this form.

Approvedby:  Evan Lane
{Print name of authorized representative or licensed agent of insurance carrier)
Approvedby:  Ho o 06/22/17
{Signature) {Date)
Title:  Underwriter

Telephone Number of authorized representative ot liconsed agent of insurance carrier: 312 601 8483

Plzase Nove: Oniy ingurance carviers and their licensed agents are authorized to issue Form C-105.2, Insurance brokers are NOT
authorized 1o issue it,

C-105.2 (8-07) www. web.state.ny.us
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STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

Ulta Salon, Cosmetics & Fragrance, Inc.
2005 Smith Haven Plaza
{.ake Grove, NY 11755

Wrap-Uyp Policy}

1a. Legal Name & Address of Insured {Use street address anly)

Work Location of Insured (Only required If coverage Iy
specifically fimited to certain locations in New York Stafe, ie, a | 14, Rederal Employer Identification Number of Insured

1b, Business Telephone Number of Insured
631-979-3473

1e. NYS Unemployment Insurance Emplover
Number of Insured

Number

2, Name and Address of the Entity Requesting Proof of
Coverage (Entity Being Listed as the Certificate Holder)

NY Department of State
Division of Licensiug Services
One Commeree Plaza

99 Washington Ave

Albany, NY 12201

3a. Name of Insurance Carrier
Arch Indemnity Insurance Company

ii Piﬂi iumber of entlty listed in box *1a®

3¢, Policy effective period
05/31/17 - 0S/31/18

3d. The Proprietor, Partuers or Execufive Officers are
Check sli that apply):

included, (Only chieck box If all parfoers/officers Included)
Chack el et appiyk

1 all excluded or certain parinersfofficers excluded,

This certifies that the insurance carrier indicated above in box “3" insures the business referenced above in box *1a” for workers'
compensation under the New York State Workers' Compensation Law. (To use this form, New York (NY) must be Usted under
Hem 3A on the INFORMATION PAGE of the workery' compensation insurance policy). The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the entity listed above as the certificate holder in box “2.

The Msurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of
premiums or within 30 days IF there are reasons other than nonpeayment of premiums that cancel the policy or eliminate the Insured
from the coverage indicated on this Certificate. (These notices may be sent by regular mail,) Otherwise, this Certificate Is valid for
gne year after this form is approved by the insurance carvier ar its fticensed agent, or untif the policy expiration date listed in box
“3o¥, whichever is earlier,

Please Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continues to be
pamed on a permit, license or contract lssued by a certificate holder, the business must provide that certiffcate hoider with a
new Certificate of Workers’ Compensation Coverage or other suthorized proof that the business is complying with the
mandatory coverage requlrements of the New York State Workers' Compensation Law,

Under penalty of perfury, I certify that T am an suthorized representative or licensed agent of the Insnrance carrier referenced
ahove and that the named insured has the coverage as deplcted on this form.

Approvedby:  Fvan Lane

{Print name of authorized representative or Heensed agent of insurance carrder)
Approved by: s Long 06/22/17

{Signatne) {Dae}

Titte:  Underwriter

Telephone Number of suthorized representative or licensed agent of insurance carrier: 312 601 8485

Please Note: Only insarance carriers and their Hoensed agents are authorized to issue Form C-105.2, Insurance brokers are NOT
authorized 1o issue it.
C-105.2 {9-07) www,web.state.ay.us

Workers’ Compensation Law
FL-22-0355 0296



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1b. Business Telephone Number of Insured

1a. Legal Nnme & Address of Insured (Use street address only)
631-758-4603

Ulta 8alon, Cosmelics & Fragrance, Inc,

Stare #66 1¢. NYS Unemployment Insurance Employer
Gateway Plaza umber of Insured
489 Sunrise Highway

Patchogue, NY 11772
mpioyer Identification Number of Insured
Work Locatioh of Insured (Only required if coverage is urity Number
speelfically Himited to certain locations in New York State, le., a

Wrap-Up Policy}

2. Name and Address of the Entity Requesting Proof of 3a. Name of Insurance Carrler

Coverage (Entity Belng Listed as the Certificate Holder) Arch Indemnity Insurance Company
NY Department of State { entity listed in box “1a®
Division of Licensing Services !m
One Conunerce Flaza
99 Washington Ave 3¢. Policy effective period
Albany, NY 12201 05/31/17 - 05/31/18
3d. The Proprietor, Partners or Execative Officers are
Chack g that applyl:
& included. (Only check box if all partners/officers included)
Check all that apply):

] alt exciuded or certaln partnersfofficers excluded,

This certifies that the insurance carrier indicated above in box “3” ingures the business referenced above in box “1a™ for workers’
compensation under the New York State Workers' Compensation Law, (To use this form, New York (NY) must be listed under
Ttem 3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its loensed
agent will send this Certificate of Insurance to the entity listed above as the certificate holder in box “2".

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of
premiums or within 30 days IF there are reasons other than nonpayment of premivms that cancel the policy or eliminate the insured
Jrom the coverage indicated on this Certificate. (These notices may be sent by regidor mail ) Otherwise, this Certificate is valid for
one pear after this foris is approved by the insurance carrler or its licensed ageny, or until the policy expiration date listed in box

“3c¥, whichever is sariior.

Tiease Note: Upon the cancellation of the workers® compensation policy indicated on this form, if the business continues {o be
named on a permit, Heense or contract issued by a certificate holder, the business must provide that certificate holder with a
new Ceréificate of Workers' Compensation Coverage or other suthorized proof that the business Is complying with the
mandatory coverage requirements of the New York State Workers® Compensation Law.

Under penalty of perjury, I certify that Tam an anthorized represeniative or Heensed agent of the insurance earrier referenced
above and that the named insured has the coverage as depicted on this form,

Approved by:  Evan Lane
[Print name of authorized represuntative or Hicensed agent of insurance catrier)

Apnproved b'ff g«w .g.gtua 06/22]17
{Signature) {Date)

Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carriers 312 601 8485

Please Note: Only insurance carriers and their licensed agents are authorized to issue Form C-103.2, Insurance brokers are NOT
authorized 1o issue it

C-105.2 (9-07) www,web.stateny.us
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STATE OF NEW YORK
WORKERS’ COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS? COMPENSATION INSURANCE COVERAGE

1a. Legal Name & Address of Ingured (Use street address only)

Ulta Salon, Cosmatics & Fragrance, Inc.
Slore #68

King Kullen Plaza

78 Veterans Memorial Highway
Commack, NY 11725

Work Location of Insured (Oaly reguired if coverage is
specificaily limited to certain locations in New York State, e, a
Wrap-Up Policy)

1b. Business Telephone Number of Insured
631-499-2439

e, NYS Unemployment Insurance Employer

“n Number of Insared

1d. Federal Employer Identification Number of Insured

2, Name snd Address of the Entity Requesting Proof of
Coverage (Entity Being Listed as the Certificate Holder)

3a. Name of Insuranee Carvier
Arch Indemuity Insurance Company

NY Department of State 3b, Policy Number of entity isted in box “1a”
Division of Licensing Services “
One Commerce Plaza
99 Washingion Ave 3o, Policy effective period
Albany, NY 12201 05/31/17 - 05/31/18
3d. The Proprietor, Partners or Executive Offlcers arve
Chock off thal apply):
5 Included. (Only sheek box if att partnerypfficers Included)
Check alf that apply):

I3 all excluded or certain partnersfiofficers exeluded,

This certifies that the insurance carsier indicated above in box *3* insures the business referenced above in box “Ia” for workers’
compensation under the New York State Workers® Compensation Law. (Te use this form, New York (NY) must be listed under
Iiem 3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the entity listed above as the certificate holder in box “2%.

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due fo nonpayment af
premiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured
Jrom the coverage indicated on this Certificate. (These notices may be sent by vegular mail ) Otherwise, this Certificate is valid for
one year after this form is approved by the insurance carrler or its licensed agent, or until the policy expiration date listed in box

“Ie¥, which is earlier.

Please Note: Upon: the cancellation of the workers” compensation policy indicated on this form, if the business continnes to be
named on a permit, license or contract issued by a certificate holder, the business must provide that certiffeate holder with a
new Certificate of Workers’ Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirerents of the New York State Workers’ Compensation Law.

Under penalty of perjury, I certify that I am an suthorized representative or ticensed agent of the insnrance carrler referenced
shove and that the pamed insured has the coverage as depicted on this form.

Approved by:  Evsn Lape
{Print name of authorized representative or licensed agent of insurance carmier)
Approved by: Ern Lo 06122117
(Signaturc) {Date)
Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Please Note: Only insurance carriers and their licensed agenis are authorized to issue Form C-105.2. Insurance brokers are NOT
authorized fo issue it. :
C-108.2 {9-07) www.web.stale.ny.us

Workers” Compensation Law FL-22-0355 0298



STATE OF NEW YORK
WORKERS® COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1. Legal Name & Address of Insured (Use street address only)

Ulta Salon, Cosmetics & Fragrance, Inc.
Store #214

The Shoppes at Orangs Plaza

444 Route 211 East

Middistown, NY 10840

Work Location of Insured (Only required if coverage is
specifically limited to certain locatians in New York State, ie., a
Wrap-Up Policy)

1b. Business Telephone Nuomber of Insured
845-344.1997

1¢. NYS Unemployment Insurance Employer
Repgistration Number of Insured

1d. Federal Employer Identification Numbey of Insuyed

ﬂseeurﬁy Number

2. Name and Address of the Entity Requestiag Proof of
Coversge (Entity Belng Listed as the Certifieate Holder)

3a. Name of Insurance Carrier
Arch Indemnity Insurance Company

NY Department of State f eatity listed in box “1a®
Divigion of Licensing Services u

One Commerce Plaza

99 Washington Ave 3¢, Policy effective period

Albany, NY 12201 05/33/17 - 03/31/18

3d. The Proprietor, Partners or Executive Officers are
{Check ail that apply}:

2 included. {Only check box if alt partnersiofficers included)
Check alf that apply):

7] all exclueded or certaln partners/officers excluded,

This certities that the insurance carrier indicated shove in box *3" insures the business referenced above in box “1a” for workers’
compensation under the New York State Workers” Cozapensation Law, (To use this form, New York (NY) must be iisted under
Trem 3A ou the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrler or its licensed
agent will send this Centificate of Insurance to the entity listed above a3 the certificate helder in box “2",

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of
premiums or within 30 days IF there are reasons other than nonpaymeni of premiums that cancel the policy or eliminate the insured
from the 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 date listed in box
“3c, whichever is eatiler.

Please Note: Upon the cancellation of the workers’ compensation 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 2
new Certificate of Workers' Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers’ Compenzation Law,

Under penalty of perjury, I certify that I am an authorized ropresentative or icensed agent of the insurance carrier refevenced
above and that the named insured has the coverage as depicted on this form,

Approved by:  Evan Lane
{Print neme of nuthorized represaniative or licensed agent of insursnce carrder)
Approyed by: Svan Lows 06/22/17
(Signature) {Date)
Title:  Underwriter
Telephone Number of authorized representative or licensed agent of insurence carrier: 312 601 848%

Please Nove: Only insurance carriers and thelr licensed agents are quthorized 1o issue Form C-105.2, Insurance brokers are NOT
authorized 1o issue it
C-105.2 (901 www,web,state.ny.us

Workers? Compensaﬁon Law FL-22-0355 0209



STATE OF NEW YORK
WORKERS’ COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

11, Legal Name & Address of Insured (Use street address only)

Ulia Salon, Cosmelics & Fragrance, Inc.
Blore #3308

New Hartford Consumer Square

u4733 Commercial Dr.

New Hartford, NY 13413

"Work Location of Insured (Only regquived if eoverage is
specifically limited to certain locations in New York State, ¢, a
Wrap-Up Policy)

1b, Business Telephone Number of Insured
315-768-7864

1c. NYS Unemployment Insurance Employer

ﬂ Number of Tosured

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

2. Name and Address of the Entity Reguesting Proof of
Coverage (Entity Belag Listed as the Certificate Holder)

NY Department of State
Division of Licensing Services
One Commerce Plaza

99 Washington Ave

Albany, NY 12201

3s. Name of Insurance Carrier
Arch Indemuity Insursnce Company

M entity lsted in box *“1a"

3¢, Policy effective period
05/31/17 - 05/31/18

3d. The Proprietor, Partuers or Executive Officers are
Check all that apply):

B included. (Only check box 3t all purtnersiofficers Incleded)
Check afl that applyk:

[1 all excluded or cortain partners/officers excluded,

This certifies that the insuragce carrier indicated above in box “3Y insures the business referenced above in box “1a” for workers'
compensation under the New York State Workers® Compensation Law. (To use this form, New York (NY) must be listed under
Item 3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Camrier or its lioensed
agent will send this Certificate of Insurance to the entity listed above as the certificate holder in box 2",

The Insurance Carrier will alse notify the above certificate holder within 18 days IF a policy is canceled due 10 nonpayment of
premiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the poficy or eliminate the insured
Jrom the coverage indicated on this Certificate. (These notices may be sent by regular mail) Otherwise, this Certificate is valid for
oneg year after this form is approved by the insurance carvigr or its livensed agent, or until the policy expirvation date listed in box

“3e", whichover is earlior.

Please Note: Upon the cancellation of the warkers’ compensation policy indicated on this form, if the buskaess confinues to be
named on s permit, license or contract issued by a certifieate holder, the business must provide that certificate holder with a
new Certificate of Workers’ Compensation Coverage or other authorized provol that the businesy is complying with the
mandatory coverage requivements of the New York State Workers’ Compensation Law,

Under penaity of perjury, I certify that I am an authorized representative or licensed agent of the insursnce carrier veferenced
above and that the nemed insured has the coverage as depicted on this form.

Approved by:  Evan Lane
{Print name of suthorized representutive or licensed agent of insurance varder)
Approved by: A 06/22/17
(Signature) {Date)
Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carriers 312 601 8485

Please Note: Only insurance carviers and thelr licensed agents are authorized 1o issue Form C-105.2, Insurance brokers are NOT
authorized to fysue if.

C-105.2 (9-07) www,weh.state.ny.us

Workers’ Compensation Law FL-22-0355 0300



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1a, Legal Name & Address of Insured (Use strest address only)

Uita Salon, Cosmelics & Fragrance, Inc.
Store #310

MeKinley Mail

3701 MeKlinley Parkway, Sulte 202
Buffalo, NY 14218

Work Location of Insured {(Omly required if voverage Iy
specifically limited to certain locations iw New York State, ie, a
Werap-Up Policy)

1b. Business Telephone Number of Insnred
116-826-2152

1z NYS Unemployment Inserance Employer

Ritstraﬂan Number of Insured

1d, Federat Employer Identification Number of Iasured

2. Name and Address of the Entity Requesting Proof of
Coverage {Entity Belng Listed as the Certificate Holder)

NY Departmeni of State
Division of Licensing Services
One Commerce Flaza

29 Weshington Ave

Adbany, NY 12201

3a. Name of Insurance Carrler
Arch Indemnity Insurance Company

3e. Policy effective period
05/31/17 - 05/31/18

3d. The Propriefor, Partuers or Executive Officers are
Chetk all that apply):

& included. (Oaly check box if ull partnersiofiicers included)
Cheek afl that apply}:

{1 all excluded or certain partnersfofficers exciuded,

This sertifies that the insurance carrier indicated above in box “3* insures the business referenced above in box “ia” for workers’
compensation under the New York State Workers” Compensation Law, (To use this form, New York (NY) must be listed under
Item 34 on the INFORMATION PAGE of the workers' compensation insurance policy), The Insurance Carrier or its licensed
agent will send this Centificate of Insuranoe to the entity listed sbove as the certificate holder in box “2",

The Insurance Carvier will alse notify the above certificate holder within 10 days IF g pelicy s canceled due io nonpayment of
premtiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured
from the coverage indicated on this Certificate. (These notices may be sent by regular muil) Otherwise, this Certificate is valid for
ane year after this form Is approved by the insurance carviey or its Heonsed agend, or until the policy expivation date listed In box

“3et, whichever is sarlier,

Please Note: Upon the canceilation of the workers® compensation policy Indicated on this form, if the business continnes to be
named oxt & permit, ficense or contract jssued by a certificate holder, the business must provide that certificate holder with s
pew Certificate of Workers® Compensation Coversge or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers® Compensation Law.

Under penalty of perjury, I certify that I am an suthorized representative or licensed agent of the insurance carrier referenced
above and that the named insured has the coverage as depicted ou this form,

Approved by:  Evan Lune
{Prim name of authorized representative or Hoensed apent of insurance cander)
Approved by: Farrr T Q622117
{Signature} {Date)
Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Plense Note: Only insurance carriers und their licensed agents ave authorized to issue Form C-105.2. Insurance brokers are NOT
authorized lo Issue if,

C-105.2 (9-07) www.web.siateny.ns

FL-22-0355 0301



- . . -

STATE OF NEW YORK
WORKERS® COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1a, Legal Name & Address of Tusured (Use street address andy)

Lilta Salon, Cosmetics & Fragrance, Inc.
Store #3149

Market Place Sguare

720 Jefferson Road, Suite 100
Rochester, NY 14623

Work Location of Insured (Only reguired if coverage is
specifically limited fo certain locations in New York State, i.e., a
Wrap-Up Policy)

1h. Business Telephone Number of Insured
585.292.1250

1c. NY8 Unemployment Insurance Employer

Reiistraﬁon Number of Insured

1d. Federal Employer Identification Number of Insured

_.ﬁty o

2. Name and Address of the Entity Requesting Proof of
Coverage (Entity Being Listed ay the Certificate Holder)

3a. Name of Insurance Carrier
Arch Indemnity Insurance Company

NY Department of State 3b, Policy Number of entity listed in box ¥1a®
Division of Licensing Services

One Commerce Plaza

99 Washington Ave fod

Albany, NY 12201 85/31117 - 0831718

3d. The Proprietor, Partners or Executive Officers are
Chack glf that applyh:

Included. (Only check box If all partaers/officers included)
Chipek all that apply):

{1 all excluded or certain partnersiofficery exeluded,

This certifies that the insurance carrier indivated sbove in box *3" Insures the business refercnced above in box “1a* for workers®
compensation under the New York State Workers' Compensation Law. (To use this form, New York (NY) must be listed under
Items 3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its licensed
agent will send this Certifioate of Insurance to the entity listed above as the certificate bolder in box 2%

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled 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
Jrom the coverage indicated on this Certificate. (These notices may be sent by regular mail} Otherwise, this Cerdificate is volid for
one year after this form is approved by the insurance carrler or its lcensed agent, or until the policy expiration date listed in box

#3p4, whichever is earlier,

Please Note: Upon the cancellaiion of the workers” compensation 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 Workers’® Compensation Coverage or other authorized proof that the business i complying with the
mandatory coversge requirements of the New York State Workers’ Compensation Law.

Under penslty of perjury, I certify that I am an authorized representative or ficeused agent of the insurance carvier referenced
ahove and that the named insured has the coverage as depicted on this form,

Approved by:  Evan Lane
{Print name of authorized representative or livensed agent of insurance carrier)
Approved by: Brernr Lo 06/2217
{Signature) {T2ate)
Title:  Underwriter

Telephone Nurmber of authorized representative or licensed agent of insurance carrier: 312 601 8485

Please Note: Only insurance carriers and their licensed agents are authorized to issue Form C-105.2. Insurance brokers are NOT
authorized 1o issue i,

C-105.2 (9-07) www. web.stale.ny.us

F1.-22-0355 0302



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1a. Lepal Name & Address of Insured (Use street address only)

Uita Salon, Cosmetics & Fragrance, Inc.
Store #332

Boulevard Consumer Square

1701 Niagara Falls Blvd, Suite 100
Albany, NY 14228

specifically limited 1o certain locations in New York State, i.e, a
Wrap-Up Policy}

1b. Business Telephone Number of Insured
708-836-0658

1¢. NYS Unemployment Insurance Employer

ﬂra’an Number of Insured

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

Work Location of Insured {[Only reguired if coverage I—

2. Name and Address of the Entity Requesting Proof of
Coverage (Entity Being Listed as the Certificate Holder)

NY Departmont of Stale
Division of Licensing Setvices
One Commercs Plaza

99 Washington Ave

Albany, NY 12201

3a. Name of Insurance Carrier
Arch Indemnity Insurance Company

3b, Pelici Number of entity listed i box “1a®

3¢, Policy effective perdod
05/31/17 - 053418

3d. The Proprietor, Partners or Executive Officers are
Check sl that apply}:

£ included. {Ooly check box If all partnersiofiteers included)
Check ail that applyk

{1 _all excluded or certain partuersfofficers excluded,

This certifies that the insurance carrier indicated sbove in box 3" insures the business referenced above in box “1a” for workers'
compensation under the New York State Workers® Compensation Law. {To use thiy form, New York (NY) must be listed under
Hem 3A on the INFORMATION PAGE of the workers' compengation insurance policy). The Insurance Carrler or Its licensed
agent will send this Cerlificate of Tnsurance to the entity listed above as the certificate holder in box 2"

The Insurance Carrier will also notify the abave certificate holder within 10 days IF a policy is canceled 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 the coverage indicated on thiz Certificate. (These notices may be sent by regular mail} Qtherwise, this Certificate iy valid for
ane year after this form is approved by the insurance carrier or its licensed agent, or untif the policy expiration date listed in box

s“3o¥ swoldchaver Is earlier.

Please Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continues to be
pamed on a permit, liceuse or contract issued by a certificate holder, the business must provide that certificate holder with a
sew Certificate of Workers® Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers® Compensation Law,

Under penalty of perfury, I certify that I am an authorized representative or licensed agent of the lnsurance carrier referenced
above and that the named insured has the coverage as depicted on fhis form,

Approvedby:  Evan Lane
{Print name of authorived representative or lioensed agent of insumncs camrier)
Approved by: G S 06/22/17
(Sigmature} {{ale)
Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Please Notes Only insurance carriers and their licensed agents are authorized 1o issue Form C-105.2. Insurance brokers are NOT
authorized o issue it.
C-105.2 (9-07) www.weh,state.ny.os

FL-22-0355 0303



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS®' COMPENSATION INSURANCE COVERAGE

12, Legal Name & Address of Insured (Use street address only) | 1b, Business Telephione Number of Insured

607-796-2769
Ut Salon, Cosmetics & Fragrance, Inc,
Store #3903 1c. NYS Unemployment Insurance Employer
Southermn Tier Crossing n Number of Insurad
1520 County Road €4 -
Horseheads, NY 14845

1d. Federal Empioyer ldenﬁﬁcaﬂon Number of Insured

curity Number
Work Location of Yasured (Only required if coverage Is
specifically Hemited to certain locarlons in New York State, Lo, a

Wrap-Up Policy}

2. Name and Address of the Entity Requesting Proof of 38, Name of Insurance Carrier

Coverage (Eutity Being Listed as the Certificate Holder) Arch Indemnity Insurance Company

NY Department of State entify listed In box “1a"
Division of Licensing Services M

One Commerce Plaza

99 Washington Ave ' Je. Policy effective period

Albany, NY 12201 05/7331/17 - 083118

3d. The Proprietor, Partners or Executive Officers are
Chack ¢fl that apply):

B included. (Only clreck box If ali parinera/officers Inctuded)
Check all that apply)

[3 all excluded or certain partners/officers excluded.

This cortifies that the ingurance carrier indicated above in box *3" insures the business referenced above in box *ia" for workers’
compensation under the New York State Workers” Compensation Law. {To use this form, New York {NY) must be lsted under
Item_3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or ity licensed
apent wilt send this Certificate of Insurance to the entity listed above as the certificate holder in box 2%,

The Mnsurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of
premiums or within 30 days IF there are reasons oiher than nonpayment of premiums that cancel the policy or eliminate the insured
fiom the 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 nsurance carrier or iis lcensed agent, or until the policy expiration date Usted in box

“Io¥ whichever is gariier.

Please Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continues to be
named on a permit, Heense or contract issued by a certificate holder, the business mast provide that certificate holder with »
new Certificate of Workers' Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers’ Compensation Law.

Under penalfy 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 the coverage as depicted on this form,

Approved by:  Evan Lane

{Print name of euthorized representative or Meensed agen! of insurance carrier)

Approvedby:  En e 06122117
{Signature} {Date)

Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 607 8485

Please Note: Only insurance carriers and their licensed agents are authorized to issue Form C-105.2. Insurance brokers are NOT
authorized to issue i,

£.105.2 (5-07) www.wob.stateny.us

FL-22-0355 0304



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS®' COMPENSATION INSURANCE COVERAGE

1a. Legal Name & Address of Insured (Use streef address only) | 1b, Business Telephone Number of Ingured
607-796-276%

Ulia Salon, Cosmetics & Fragrance, inc.
Store #3985 1¢. NYS Uneraployment Inszrance Employer

Falrmount Fair ian Number of Insured
3541 W, Genesee Strest

Syracuse, NY 14845
1d. Federal Employer 1dentification Number of Insured

Work Location of Insuved (Only required if coverage Is fty Number
specifically fimited to certain locations in New York State, ie, a
Wrap-Up Palicy)

2. Name and Address of the Entify Requesting Proof of 3a. Name of Insurance Carrler

Coverage (Entity Being Listed as the Certificate Holder) Arch Indemnity Insurance Company

NY Department of State ¥ entity listed in box “1a®
Division of Livensiug Servives

One Commerse Plaza

99 Washington Ave eriod

Albany, NY 12201 45131717 - 05/31718

3d. The Proprietor, Partners or Execntive Officers are
ek el that epply):

¥ Inclnded, (Ony check box I all parinersioficers included)
Chetk off that appiy):

{1 all excluded or certain partnerg/officers excluded,

This certifies that the insurumce carrier indicated above in box "3" insures the business referenced sbove in box “1a” for workers'
compensation under the New York State Workers' Compensation Law. (To use this form, New York (NY) must be listed under
Item_3A on the INFORMATION PAGE of the workers' corspensation insurance policy). The losurance Carrier or its liceased
agent will send this Centificate of Insurance to the entity listed above as the certificate holder in box 2",

The Insurance Carrier will also notifp the above certificate holder within 10 days IF a policy is canceled due {0 nonpayment of
premiums or within 30 days IF there ave reasons other than nonpayment of premiums that cancel the policy or eliminate the insured
Jrom the coverage indicated on this Certificate. (These notices may be sent by regular mail)) Otherwise, iiis Certificate is vaiid for
one pear after this form is approved by the insurance carrier or its leensed agent, or until the policy expiration date listed in box

“3o¥, whichever is earlier.

Please Note: Upon the canceliation of the workers’ compeasation policy indicated on this form, if the business continaes to be
named on 2 permit, license or contract issued by a certificate bolder, the business must provide that certifieate holder with a
new Certificate of Workers® Compensation Coverage or other authorized proof that the business Is compiylng with the
mandatory coverage requirements of the New York State Workers’ Compensation Law.

Under penalty of perjury, 1 certify that I am an authorized representative or licensed agent of the insurance carrier referenced
sbove and that the named insured has the coverage as depicted on this form,

Approved by:  Evan Lane
{Print name of authorized representative or Heensed ugent of insurance carrier)

Approved by;  Han L 06/22/17
{Signature) {Date)

Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Dlense Note: Only insurance carriers and thel licensed agents are authorized fo issue Form C-105.2. Insurance brokers are NOT
authorized o issue i,

C-105.2 (9-07) weww wob.state.ny.us

FL-22-0355 0305



STATE OF NEW YORX
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS* COMPENSATION INSURANCE COVERAGE

1a, Legal Narae & Address of Insured (Use street address only)

UHta Salon, Cosmetics & Fragrance, Inc.
Store #401

Harrlman Commons

128 Bailey Farm Road

Monroe, NY 10850

Work Location of Insured (Owly reguired If coverage is
specifically limited fo certain locations in New York Stute, Le.,
Hrap-Up Policy}

1b. Business Telephone Number of Insured
B45-783-3544

1¢, NYS Unemployment Insurance Employer

mon Number of Insured

1d, Federal Employer Identification Number of Insured
ecurity Numbey

2. Name and Address of the Entity Requesting Proof of
Coverage (Eatity Being Listed as the Certificate Holder)

NY Department of State
Vivision of Licensing Services
One Commerce Plaza

9% Washington Ave

Albany, NY 12201

3a. Name of Insurance Carvier
Arch Indemnity Insurance Company

I 3b, Puiiei Nusmber of entity lsted in box *1a”

3¢, Policy effectlve period
05/31137 - 05/31/18

34, The Proprieter, Partners or Executive Officers are
Ghick ol that apply)

B incladed. (Only check box if sll paricersiofficers Included)
Chack alf that apply):

[ all excluded or certain partners/officers excluded,

This certifies that the insurance carrier indicated above In box “3" insures the business referenced above in box “18" for workers’
compensation nnder the New York State Workers' Compensation Law. (To use this form, New York (NY) must be listed under
Jtem 3A on the INFORMATION PAGE of the werkers' compensation insurance policy), The Insurance Carrier or its licensed
agent will send this Certificete of Insurance to the entity listed above as the certificate holder in box 2",

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled 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
Jrom the coverage indicated on this Certificate. (These notices may be sent by regular mail ) Otherwise, this Certifivate Is valid for
pne pear after this form is approved by the insurance carrier or its licensed agent, or antil tive policy expiration date listed in box

“3o”, whichever is carlier.

Please Note: Upon the canceflation of the workers® compensation 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 Workers’ Compensation Coverage or other authorized proof that the business Is complying with the
mandatory coverage requirements of the New York State Workery’ Compengation Law.

Under penalty of perjury, I certify that T am an authorized representative or licensed agent of the insurance carvier referenced
above and that the named insuved has the covernge as depicted on this form.

Approvedby:  Evan Lane
(Print neine of anthorized representaive or licensed agent of insuranoe earvier
Approved by: Bean Lo 06/22111
(Signature) {Date)
Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8488

Please Note: Only insurance carviers and their licensed agents are authorized to {ssue Form C-103.2. Insurance brokers are NOT
authorized to issue if,

-105.2 (9-07) www.web.state.ny.ug

FL-22-0355 0306



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS® COMPENSATION INSURANCE COVERAGE

1a, Legal Name & Address of Insured (Use sireet address only)

Ulta Salon, Cosmedics & Fragrance, Ine,
Store #4683

Rego Center

61-35 Junction Bivd, MaliBox # A13
Rago Park, NY 11374

Waork Location of Insured (Ouly required if coverage is
specifically limited to ceriain locations in New York State, 1., a
Wrap-Up Policy}

1b, Business Telephone Number of Insured
718-699-9004

le. NYS Unemployment Insurance Employer

Rei‘siraﬁen Number of Insured

1d, Federal Employer Ydentification Number of Insured
or Soeial Security Number

2. Name and Address of the Entity Requesting Proof of
Coverage (Entity Being Listed as the Certificate Holder)

NY Department of State
Division of Licensing Services
One Commerce Plaza

9% Washington Ave

Albany, NY 12201

3r, Name of Insurance Carrler
Arch Indemnity Insursnce Company

Wf entity listed in box “#1a”

3¢, Policy effective period
O8/A1YT - 05/31/18

3d. The Proprietor, Parthers or Executive Officers are
Lheck all that apply).

included, (Only check box if all partuers/officers Included)
Cheek all that apely):

13 all excluded or certain pariners/officers excluded,

This certifies that the insurance carrier indicated above in box “3® insures the business referenced above in box “1a™ for workers’
compenzation under the New Vork State Workers® Compsnsation Law, (To use this form, New York (NY) must be listed under
Item 34 on the INFORMATION PAGE of the workers’ compensation fssurance policy). The Insurance Cardder or its licensed
agent will send this Certificate of Insurance fo the entity listed above as the certificate holder in box #2%

The Insurance Carrier will glso notifp the above certificate holder within 10 days IF a pelicy is canceled due to nonpayment of
premiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminute the insured
from the coverage indicated on this Certificate. (These notices may be semt by regular mail.} Otherwise, this Certificate is valid for
one pear after this form is approved by the insurance carrier or its Heensed agent, or until the policy expirations date listed in box

“Ie®, whichever is eurlier.

Piease Note: Upon the cancellation of the workers® compensation policy indicated on this form, if the business continues to be
named on a permit, ficense or contract fssned by a certificate holder, the buslness must provide that certificate holder with a
new Cerfificate of Workers' Compensation Coverage or other authorized proof that the business is complylog with the
mandatory coverage requirements of the New York State Workers® Compensation Law,

Under penalty of perjury, I certify that 1 am an authorized representative or licensed agent of the insurance eartler referenced
ahove 2nd that the uamed insured has the coverage es depicted on this form,

Approvedby:  Evan Lane
(Feint name of autharized representative or licensed agent of insurencs earior)
Approved by, s Lone 06/22/17
{Signarare) {Dmte)
Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier; 312 601 8483

Please Note: Only insurance carriers and their licensed agents are authorized to issue Form C-105.2. Insurance brokers are NOT
autharized to issus It

C-105.2 (9-07) www, wob state ny.ug

FL-22-0355 0307



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS* COMPENSATION INSURANCE COVERAGE

ia. Legat Name & Address of Insured (Use street address only)

Ulta Salon, Cosmetics & Fragrance, Ing.
Blore #511

Towne Canter at Watertown

21835 Towne Canter Drive

Watertown, NY 13601

Work Location of Insured (Only requived if coverage is
speciffcally limited to certain locations In New York Stare, ie, a
Wrap-tlp Pelicy)

1b, Business Telephone Number of Insured
315-785-1013

1¢. NYS Unemployment Insurance Employer

I Reistration Number of Tngured

14, Federal Employer Identification Number of Insured

.

2. Name and Address of the Entity Requesting Proof of
Coverage {Entity Being Listed as the Certificate Holder)

NY Department of State
Division of Licensing Services
One Commerce Plaza

99 Washington Ave

Albany, NY 12201

3a. Name of Insurance Carrier
Arch lndemaity Insurance Company

3b. Palicy Number of entity listed in box “18*

3c. Policy effective perjod
05/38/17 - 05/31/18

3d. The Proprietor, Partners or Executive Officers are
Check all that apply):

ncluded. (Qaly eheck box §f o}l parters/officers lncludeod)
Chegk afl that spply}:

{1 aill excluded or certala pavimersiofficers excluded,

This certifies that the msurance carrier indicated above in box “3* insures the business referenced above in box “ia” for workers’
vompensation vader the New York State Workers” Compensation Law. (To use this form, New York (NY) must be listed under
Item _3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its licensed
agent will send this Centificate of Insurance to the entity listed above as the certificate holder in box “2°.

The Insurance Carrier will also nofify the above ceriificate holder within 10 days IF a policy is canceled 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 the coverage indicared on this Certificate. (These notices may be yent by regular mail ) Otherwise, this Certificate {s valid for
one year after this form is approved by the insurance carrier or its licensed agent, or until the policy expiration date listed in box

“3¢*, wiivhever is earlier,

Plense Note: Upon the cancellation of the workers’ compensatlon policy indicated on this form, if the business continues to be
pamed on a permit, fcense or contract issued by a certificate holder, tie business must provide that certificate holder with a
pew Ceriificate of Workers® Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers® Compensation Law,

Under penalty of perjury, I certify that I am an suthorized representative or Heensed agent of the Insurance carrier referenced
shove and that the named Insured has the coverage as depicted on this form,

Approved by:  Evan Lane
{Print ame of suthorized reprosentative or Hoensed agent of insurance carrier)
AEQL'QVQQ Qyi gmr .%w 06122117
{Signature) (Date)
Title:  Underwriter

Telephone Number of authorized representative or licensed ageut of insurance carrier: 312 601 8485

Please Note: Only insurance carriers and their licensed agents are authorized to issue Form C-105.2. Insurance brokers are NOT
authorized 1o issue i,

C-105.2 (9-07) www.web.state.ny.us

FL-22-0355 0308



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

14, Lepal Name & Address of Insured (Use street address ondy) | 1b, Business Telephone Number of Insured
607-79'7-306%

Ulta Salon, Cosmetics & Fragrance, Inc.
Store #6543

Town Square Mall

2417 Vestal Parkway East

Vastal, NY 138580

1c, NY§ Unemployment Insurance Ewmployer
Reristration Number of Insured

1d. Federa) Employer Identification Number of Insured
rity Number

Work Locatlon of Insured (Only required If coverqpe is
specifically Hmited to certain locations in New York State, e, a
Wrap-Up Policy)

2. Name and Address of the Entlty Requesting Proof of 3a, Name of Tasurance Carrier

Coverage (Entity Being Listed as the Certificate Holder) Arxch Indemnity Insurance Company

NY Department of State 3b., Policy Number of entity listed in box *1a”
Division of Liscosing Services —

One Commerce Plaza

99 Washinpion Ave 3¢, Policy effective period

Albany, NY 12201 05/31/17 - 05/31/18

3d. The Proprietor, Partners or Exccutive Offlcors are
Chack alf that apply):

# included. (Only checkbox if aii partnersiofficers included)
Check all that apply).

L1 all exeluded or certain parinersfofficers excluded.

This certifies that the insurance carrier indicated above in box “3* josures the business referenced above in box “1a” for workers®
compensation under the New York State Workers' Compensation Law. (To use this form, New York (NY) must be listed under
Item 3A on the INFORMATION PAGE of the workers’ compensstion insurance policy). The Insurance Carrier or its leensed
agent will send this Certificate of Insurance to the entity listed above as the certificate holder in box “'2",

The Insurance Carrier wifl also notify the above certificate holder within 16 days IF a policy is canceled 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 the coverage indicated on this Certificate, (These notices may be sent by vegular mail ) Otherwise, this Certificate is vatld for
eue year after this form Is approved by the insurance carrier or iis licensed agent, er until the policy expiration date listed in box

“3c™, whicheyer is earlior.

Please Note: Upon the cancellation of the workers® compensation policy indicated on this form, if the husiness continues to be
named on a permit, Heeuse or contract issued by a certificate holder, the business must provide that certificate bolder with a
aew Certificate of Workers® Compensation Coverage or other anthorized proof that the business is complylng with the
mandatory coverage requirements of the New York State Workers’ Compensation Law,

Under penalty of perjury, 1 certify that 1 am an authorized representative or licensed agent of the insurance carrier referenced
above and that the named fnsured has the coverage as deplcted on this form,

Approved by:  Evan Lane
(Print pame of suthorized representative or licensed agent of insurance carier)

Anproved by: Hrwre Goia 06722717
(Sigmuture) {Date)

Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carvier: 312 601 8485

Please Note: Only insurance carriers and their licensed agents are authorized to lssue Form C-105.2. Insurance brokers are NOT
authorized o issue i,

C-105.2 (9-07) www,web.state.ny.os

FL-22-0355 0309



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

12, Legal Name & Address of Insured (Use street address only)

tlita Salon, Cosmeties & Fragrance, inc,
Store #544

The Gallery at Westbury Plaza

980 Old Country Road

Garden Clty, NY 11530

Work Location of Yusured Only required if coverage is
specifically Hmited to certain locations in New York State, 1e, q
Weap-Lp Policy)

1h. Business Telephone Number of Insured
516-794-7416

1. NYS Unemployment Insurance Employer

I

14, Federal Employer Identification Number of Insared
or Sotlal Security Numbey

2. Name and Address of the Entity Requesting Proof of
Coverage {Entity Being Listed as the Certificate Holder}

NY Depariment of State
Division of Licensing Services
One Commerce Plaza

99 Washington Ave

Albany, NY 12201

3a. Name of Insurance Carrler
Arch Indemnity Insurance Company

“enﬁ!y Hsted in box “1a®

3¢. Policy effective period
5117 - 0513118

3d. The Proprietor, Partners or Executive Offivers are
Check all that apply):

K included. (Only check box I all partnersfofficers Included)
Check afl that appiy:

[ aH excluded or certain partnersfofficers excluded.

This certifies that the insurance carder indicated sbove in box “3" insures the business referenced ahove in box “1a” for workers’
compengation under the New York State Workers” Compensation Law. (To use this form, New York (NY) oaust be listed under
Item_3A on the INFORMATION PAGE of the workers' compensation insurance polley). The Insurance Carrier or its Hoensed
agent will send this Certificate of lusurance to the entity listed above as the certificate holder in box *2",

The Inmurance Carvier will aiso notify the above certificate holder within 10 days JIF a policy is canceled 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 the coverage indicated on this Certificate. (These notices may be yent by regular mail) Otherwise, this Certificate s valid for
ong year after this fore is approved by the insurance carrier o its leensed agent, or untll the policy expiration date listed in box

“3¢", whichever Is earlier.

Pleuse Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continnes to be
named on 3 permit, license or contract issued by a certificate holder, the business must provide that ceriificate holder with a
new Certificate of Workers® Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage reguirements of the New York State Workers® Compensation Law,

Under penalty of perjury, I certify that ¥ am an autborized representative or licensed agent of the insurance carrier referenced
shove and thst the named insured has the coverage s depicted on this form.

Approvedby:  Evan Lane
(Print name of suthorized reprezentative o Hivensed agent of insusanee carrfer)
AQQTQ‘V@Q b!ﬁ ______ - g’fﬂn .Sﬁw 06722117
{Sigoatuse) {Daie)
Title: Underwriter

Teiephone Number of authorized representative or licensed agent of insurance carrier: 312 60) 8485

Please Note: Only insurance carriers and their licensed agents are authorized 1o issue Form C-105.2. Insurance brokers are NOT
authorized io issue L.

C-105.2 (2-07) www.web.state.ny.os
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STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

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

631-271-2817
Ulta Salon, Cosmetles & Fragrance, inc.
Store #5689 e, NYS Unemployment Insurance Employer
Huntington Shopping Cenler Registration Number of Insured
350 Route 110 i
Huntington, NY 11748

1d, Federal Employer Identification Number of Insured

Work Location of Insured (Only reguired if coverage Is ecarity Number
specifically limited to certnin locations in New York Stats, i.e., a -

Wrap-Up Policy)

2. Name and Address of the Entity Requesting Proof of 3. Name of Insurance Carrler

Coverage (Entity Being Listed as the Certificate Holder) Arch inderanity Insurance Company

NY Department of State ty listed in box *1a”
Divigion of Licensing Services

Oue Commerce Plaza

99 Washington Ave 3e. Policy effective period

Albany, NY 12201 Q831717 - 03731718

3d. The Proprictor, Partners or Executive Officers are
Chack ail thal apply):

B included. (Only chock box if ol partners/officers included)
Chack all that apply}:

[0 ali excluded or certain partnersiofficers exciuded,

This certifies that the insurance carrder indicated above in box “3" insures the business referenced above in box “1a* for workers’
compensation under the New York State Workers” Compensation Law. (To use this form, New York (NY) must be listed under
Hem 3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its licensed
agent will send this Centificate of Insurance to the entity listed above as the certificate holder in box *2",

The Insurance Carrier will glso notify the above certificate holder within 10 days IF « policy ix canceled due (o 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 the coverage indicated on this Certificate. (These notices may be sent by regular inail} Otherwise, this Certificate is valid for

one year afier this form is appraved by the insurance carrvier or its licensed agent, or until the policy expiration date listed in box

%30, witichever is earlier.

Please Note: Upon the cancellation of the workers’ compensation policy indleated on this formn, If the business continues to be
nanted on a permit, Heense or confract issued by a certificate holder, the busiuess mast provide that certificate holder with s
new Certificate of Workers’ Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers’ Compegsation Law,

Uader penaity of perjury, I certify that I am an suthorized representative or llcensed agent of the insurance carrier referenced
above and that the named insured has the coverage as depicted on this form,

Approved by:  Evan Lane
{Print nawe of authorized representative of leensed agent of insuranee carrier}

ﬁgprggcd b!: — gﬂ'n «%st ) 06122117
(Bignature) {Date)

Title;  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8433
Please Note: Only insurance carriers and their licensed agents are authorized to issue Form CL105.2. Insurance brokers are NOT
authorized to issue it

C-105.2 (9-07) www, web.state.ny.us
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STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

14, Legal Name & Address of Insured (Use street address only)

Ulla Salon, Cosmetiocs & Fragrance, Inc.
Store #594

Port Chester Shopping Center

445 Boston Post Road

Port Chester, NY 10673

Work Location of Xnsured (Only reguired if coverage s
specifically linsited to certain locations in New York State, ie, a
Wrap-Up Policy}

1b. Business Telephone Number of Insured
914-937-1430

1¢. NYS Unemployment Insorance Employer

-n 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)

3a. Name of Insurance Carrier
Arch Indemnity Insurance Company

NY Department of State tity Histed in box “1a®
Diviston of Licensing Services

Oue Commerce Flaza

99 Washington Ave od

Albany, NY 12201 * 05/31787 - 05/31/18

3d. The Proprietor, Partaers or Executive Officers are
Check af that apply):

£ included. (Only cheek box if alt partersiofficers included)
Check all hat spply)

{3 all excluded or certain partnersfofficers excluded.

This certifies that the insurence carrer indicated above in box “3" insures the business referenced above in box “1a” for workers’
compensation under the New York State Workers’ Compensation Law. (Te use this form, New York (NY) must be listed under
liem 3A on the INFORMATION PAGE of the workers' compensation insurance poliey), The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the entity listed above a3 the certificate holder in box *2".

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy iy canceled due to nompayment of
premiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured
Jrom the 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 carvier ov ity licensed ageny, or until the policy expivation date listed in box

“3p", whicheyer is earlion.

Please Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the businesy continues to he
named ox 8 permit, license or contract issued by a certificate holder, the business must provide that certificate holder with a
new Certificate of Workers' Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers® Compensation Law,

Under penalty of perjury, I certify that I s an authorized representative or licensed agent of the insurance carrier referenced
above and that the ngmed insured has the coverage as depicted on this form, _

Approved by:  EvanLane
{Print name of authorized representative or Hcensed agent of insurance carrier)
A]}Qﬂ)ﬂgd Q!,‘ g&ru %itf 06/22/17
(Signature) {Date}
Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Plaase Note: Only insurance carriers and their licensed agents qre authorized to issue Form C-105.2. Insuronce brokers are NOT

authorized to fssue 1t.
C-105.2 (9-07) www,webh. state.ny.us
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STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE

1a. Legal Name & Address of Insured (Use street address ouly)

Ulta Salon, Cosmetics & Fragrance, Inc,
Store #618

Riverfowns Square

16 Lawrence Street

[obbs Ferry, NY 10522

Work Location of Insured (Only requived if coverage is
specifically limited to certain locations tn New York State, ic., o
Wrap-Up Policy)

1b, Business Telephone Number of Insured
914.591-4539

le. NYS Unemployment Insurance Employer

“n Nusnber of Insured

1d. Federal Employer Identification Number of Insured

.

2. Name and Address of the Entity Requesting Proof of
Coverage (Entity Being Listed as the Certificate Bolder)

NY Department of State
Divigion of Licensing Services
Ogne Conunerce Plaza

99 Washington Ave

Albany, NY 12203

3. Nome of Insurance Carrier
Arch Indemnity Insurance Campany

MM entify listed in bex “1a¥

3¢, Policy effective period
05/31/17 - 05/31/18

3d. The Proprietor, Partners or Executive Officers are
Check alt that apply):

0 included. {Only check box }f ll partnersiofficers included)
Chetk all that apply):

U1 all excluded or certain parimers/officers excluded,

This certifies that the insurance carder indicated sbove in box “3* insures the business referenced above in box *1a” for workers®
gompensation under the New York State Workers' Compensation Law. (To use this form, New York (NY) must be listed undeyr
Item 34 on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or ifs lcensed
agent will send this Certificate of Insurance to the entity listed above ag the certifioate holder in hox *2",

The Insurance Carrier will also notify the above certificate holder within 10 days IF g policy is canceled due iv nonpayment of
premiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured
Jrom the coverage indicated on this Certificate. (These notices may be sent by regudar mail) Otherwise, this Certificate is valid for
one year after this form is approved by the insurance carvier or s licensed agert, or uniil the policy expiration dnte listed in box

“Io*, whichever is ¢arlier,

Please Note; Upon the cancelation of the workers® compensation policy indicated on this form, if the buslness continues to be
named oo a permit, Heense or contract issued by a certificate holder, the buslness must provide that cerfificate holder with a
new Certificate of Workers' Compensation Coverape or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers’ Compensation Law,

Under penalty of perjury, I certify that T am an authorized representative or licensed agent of the insurance carrier referenced
above and that the pamed Insured has the coverage as depicted on this form,

Approved by:  Evan Lane
{Print name of authorized representative or Hoensed agent of nsurance carrier)
Approved by: B T 06/22/17
{Signature} {Date)
Title:  Underwriter

Telephone Number of suthorized representative or licensed agent of insurance carrier: 312 601 3485

Please Note: Only insurawce carriers and thelr licensed agenis are authorized to Issue Form C.105.2, Insurance brokers are NOT
authorized to issue it,
C-105.2 (907) www,web.siate.ny.us
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STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

4. Legal Name & Address'of Insured (Use street address only) | 1b. Business Telephone Number of Insured
718-584-4634

Ulta Salon, Cosmelics & Fragrance, inc.

Store #5617 1¢. NYS Unemployment Insurance Employer
Bricktown Center mber of Insured
248 Bricidown Way

Staten Istand, NY 10300

1d. Federal Employer Identification Number of Insured

Work Location of Insured {Only required if coverage f urity Number
specifically limited to cevtain locations in New York State, ie.
Wrap-Up Policy}

2. Name and Address of the Entity Requesting Proof of 32, Name of Insurance Carrler

Coverage (Entity Being Listed as the Certificate Holder) Arch Indemnity fusurance Company

NY Department of Siate i entity listed {n box “1a®
Division of Licensing Services M

One Commerce Plaza

69 Washington Ave 3¢, Policy effective period

Albeny, NY {2201 05/31/17 - 05/31/18

3d, The Proprictor, Pariners or Execative Offtcers are
Check ail that applyy

A included. (Ouly cheek box if all partnersiolficers included)
Check all that applyy

[ ali excluded or certain partnersfofficers excluded.

This certifies that the insurance carrier indicated above in box “3” insures the business referenced above in box *1a” for workers’
compensation under the New York State Workers' Compensation Law. {To use this form, New York (NY) must be listed under
Item 3A on the INFORMATION PAGE of the workers' compensation insarance policy). The Insurance Carder or its licensed
agent will send this Certificate of Insurance to tho entity listed above as the certificate holder in box *2",

The Msurance Carrier will alse notify the above certificate holder within 10 days IF n policy is canceled 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
Srom the coverage indicated on this Certificate. (These notices muy be sent by regular mail ) Otherwise, this Certificare is vaiid for
one pear after this fornt is approved by the insurance carrier or its licensed agent, or until the policy expiration date listed in box
“Ip¥, whichever is eariier, ’

Please Note: Upon the cancellation of the workers® compensation policy indicated on this form, if the business continues to be
named on a permit, license or contract issued by a cerfificate holder, the busivess must provide that certificate holder with a
new Certificate of Workers® Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers® Compensation Lav,

Under penalty of perjury, I certify that { am an authorized representative or licensed agent of the Insurance carvier veferenced
above snd that the named Insuared has the coverage as depicted on this form,

Approved by:  Evan Lane
{Print saine of avthorized representative or licensed agent of insurance carier)

Approved by; Fran Fie 06/22/17
(Signature) {Date)

Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Please Note: Only insurance carriers and their licensed agents are authorized io issue Form C-103.2, Insurance brokers are NOT
authorized to issue il.

C-195.2 (9-07) www,wob stale.ny.us
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STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1a, Legal Name & Address of Insured (Use street address oaly) | 1b, Business Telephona Number of Insured
_ 516-541-4670
Uita Salon, Cosmetics & Fragrance, Inc.

Store #694 1e. NYS Unemployment Insurance Employer
Sunrise Promenade Numther of Insured
8282 Sunrise Highway

Massapequa Park, NY 11762.2007
1d, Federal Employer Meatification Number of Tosured
or Soctal Security Number

Work Lecation of Insured (Only required if coverage is
specifically limited to certain locations in New York State, i.e., o
Wrap-Up Policy)

2. Nume and Address of the Entity Requesting Proof of 33, Name of Insurance Carrler

Coverage (Entity Being Listed as the Certificate Holder) Arch Tndermity Insurance Company

NY Department of State b, Policy Nember of entity Hated in box “1a"
Divigion of Licensing Services “

One Commerce Plaza

49 Washiagton Ave 3¢, Policy effective period

Albany, NY 12201 08431717 - 05/31118

3d. The Proprietor, Partners or Executive Officers are
Check alf that apply):
5 fneladed. {Only cheel box if sif purtnors/officers included)
Cheek i that eppiyh:
7 _aH excluded or certaln partuers/officers excluded.

This certifies that {he insurance carrier indicated above in box “3" insures the business referenced above in box “1a" for workers’
compensation under the New York State Workers’ Compensation Law. (To use this form, New York (NY) must be listed under
{tem_3A on the INFORMATION PAGE of the workers' compensation imsurance policy). The Insurance Carrier or its licensed
agent will send this Certificate of Insurance 10 the entily listed above a3 the certificate holder in box “2",

The Insurance Carvier will also notify the above certificate holder within 10 days IF a policy is canceled 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
Jrom the 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 livensed agent, or until the policy expiration date listed in box

#3e whichever [s sariler.

Plesse Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continnes to be
named on 9 permit, license or contract issued by a certificate holder, the business must provide that certificate holder with o
new Certificate of Workers® Compensation Coverage or other authorized proof that the business is complylng with the
mandatory coversge requirements of the New York State Workers’ Compensation Law. ;

Under penalty of perjury, I certify that T am an authorized representative or licensed agent of the insurance earvier referenced
above and that the nemed Insured has the coverage as depleted on this form,

Approved by:  Evanlane

(Print namie of authorized representative or lieensed agont of insurance carrer)

Approved by: Ervere e Q61221
{Signalare} {Date)

Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Plzase Note: Only insurance carriers and their licensed agents are authorized 1o issue Form C-1035,2. Fisurance brokers are NOY
anzhorized Ip Issue i1, ‘

C105.2{9-07) www. web.state.ny.us
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STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS®’ COMPENSATION INSURANCE COVERAGE

1a, Legal Name & Address of Insured (Use street address only) | 1b. Business Telephone Number of Insured
631-666-0°106

Ulta Salon, Cosmetics & Fragrancs, inc,

Store #714 1¢. NYS Unemployment Insurance Employer

Waestileld South Shore Mali : Number of Insured

1701 Surnrise Highway

Bay Shore, NY 11706-6091 ﬂ
1d. Federal Employer Identification Number of Insured

ity Number
Work Location of Insured (Only reguived i coverage s
specificatly limited to certain locations in New York State, Le., a

Wrap-Up Policy)

2. Name and Address of the Entity Reguesting Proof of 3a, Name of Insurance Carrier

Coverage (Entity Being Listed as the Certificate Holder) Arch Indemnity Insurzuce Company
NY Depariment of State ity listed in box “1a”

Division of Livensing Services

One Commerce Plaza

99 Washington Ave 3e. Policy effective pertod
Albany, NY 12201 05731147 - 0513148

3d. The Proprictor, Pariners or Executive Officers are
Check all that apply)
& incladed. (Only check box If al) partnersinfficers Jnctuded)
Chack glf that apply):
1 all excluded or certain partnersiofficers exclnded.

This certifies that the insurance carrier indicated above in box “3" msures the business referenced above in box “1a” for workers®
compensation under the New York State Workers’ Compeneation Law. {To use this form, New York (Y} must be Ysted under
Item._3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its Heensed
agent will send this Certificate of Insurance (o the entity listed above as the certificate holder in box 2%

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy Is canceled due to nonpayment of
premiums or within 30 days IF there are reasons other thay nonpayment of premiums that cancel the policy or eliminate the ihsured
from the coverage indicated on this Certificate. (These notices may be sent Ly regulur mail } Otherwise, this Certificate is valid for
onie year afier this form is approved by the insurance carrier or its licensed agent, or until the policy expiration dute lsted in box

“3oM whichever Is parlier.

Please Note: Upon the cancellation of the workers' compensation pelicy indicated on this form, if the business continues to be
pamed on a permit, cense or contract issued by a certiffcate helder, the business must provide that certificate holder with 2
new Certificate of Workers® Compensation Coverage or other authovized proof that the business is complylug with the
mandatory coverage requirements of the New York State Workers® Compensation Law,

Under penalty of periury, I certify chat I am an suthorized representative or licensed agent of the insurance carrier referenced
above and (hat the named nsured has the coverage as depicted on this form,

Approved by:  Evan Lane
{Print nmme of suthorized representetive or livensed agent of inwrance carrivn)

Approved by: Gveers G 06/22/17
" (Signature) {Date)

Title:  Underwriter

Telephons Number of authorized representative or licensed agent of insurance sarrier: 312 601 3485

Please Note: Only insurunce carriers and their licensed agenss are authorized to issue Form C-105.2. Insurance brokers are NOT
authorized 1o Issue it,

C-105.2 (9-0T) www. wob.state ny.us
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STATE OF NEW YORK
WORKERS® COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1a. Legal Name & Address of Insured (Use street address only)

Ulta Salon, Cosmetics & Fragrancs, inc,
Slore #718

Shops at Allas Park

71 - 03 B0th Street

Glendale, NY 11388

Work Location of Insured (Only required if coverage is
specifically limited to certain lpcatlons in New York State, ie, a
Wrap-Up Policy)

1ib. Business Telephone Number of Insured
718-326-4968

1e. NYS Unemployment Insurance Employer

ﬂn Number of Insured

14, Federal Employer Identification Number of Insured
urity Number

2, Nagne and Address of the Entity Requesting Proof of
Coverage (Entity Being Listed s the Certificate Holder)

NY Department of State
Division of Licensing Services
| One Commerce Plaza

99 Washinpton Ave

Albany, NY 12201

3a. Name of Insurance Carrier
Arch Indemnity Insurance Company

b, Polici Number of enﬁi listed in box “1a"

3. Policy effective period
P5/311E7 - 05/31/18

3d. The Proprietor, Partoers or Executive Officers are
Check ail that appiy):

& included, (Oaly check box i sl partnerdofficers included)
Check aif that apply);

[] ali excluded or ceriain partnersiofficers excluded,

g

This certifies that the insurance carrier indicated above in box *3" insures the business referenced above in box “1s” for workers’
compensation under the New York State Workers’ Compensation Law. {To use this form, New York (NY) must be listed under
Item 3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its licensed
agent will send this Certificate of Tnsurance to the entity listed above as the certificate holder in box 2"

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled 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 the coverage indicated on s Cereificate. (These notices may be sent by regular matl,) Otherwise, this Certificate is valid for
one year after this fornt is approved by the insurance carrier or its licensed agent, or until the policy expiration date listed in box

“3e" whichever is earlier,

Please Note: Upon the cancellation of the workers’ compensation pelicy indicated on this form, if the business continues to be
named on 4 permit, Heense or contract issued by # certiflcate holder, the bushuess must provide that certificate holder with »
aew Certificate of Workers® Compensation Coverage or other aunthorized proof that the business Is complying with the
mandatory coverage requirements of the New York State Workers’ Compensation Law,

Under penalty of perjury, [ certity that X am an authorized representative or licensed agent of the insurance carrier referenced
above and that the named insured hag the coverage as depicted on this form,

{Print mame of suthorized sopresentative or Ueensed agent of insurase camier)

Approvedby:  Evan Lane
AQ[!!O !fé b V. . (;9(:«1: ..%fa
{Signature)
Title:  Underwriter

06/22/17

{Daw)

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Please Note: Only insurance carriers ond thelr licensed ngents are authorized to issue Form C-105.2, Insurance brokers are NOT

authorized 1o issue it.

C.105.2 (3-07)

www,web.state.ny.us

FL-22-0356 0317




STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS® COMPENSATION INSURANCE COVERAGE

5. Legal Name & Address of Insured (Use street address only)

Ulta Salon, Cosmetios & Fragrance, Inc,
Blore #735

Wistor Crossing

417 Commerce Dr.

Viotor, NY 14584

Work Location of Insured (Only reguired if coverage is
specifically limited to certain locations in New York State, b.e, 2
Weap-Up Policy)

1h. Business Telephone Namber of Insured
585.924-8098

1¢. NYS Unemployment Insurance Employer

Wﬂ Number of Insured

14. Federal Emplayer Identification Number of Insared
ecurlty Number

2. Name and Address of the Entity Requesting Proof of
Coverage {Entity Belng Listed a5 the Certificate Holder)

NY Department of State
Divisjon of Licensing Services
One Commerce Plaza

99 Washington Ave
Albany, NY 12201

3a. Name of Insurance Carrier
Arch Indemnity Insurance Company

ﬁl iiiiii Number of entity listed in box *1a”

3¢, Policy effective period
08731/ - 05/31/18

3d. ‘The Proprietor, Pariners or Execntive Officers are
Chuck aff that Agply):

B included. (Only check box i £l parinersioflicers Included)
Chack off that spply):

] all excluded or certain partners/officers excluded,

This certifies that the insurance carrier indicated above in box “3¢ insures the business referenced above in box “1a” for workers'
compensation under the New York State Workers' Compensation Law. (Fo use this form, New York (NY) must be Yisted nnder
Item 3A on the INFORMATION PAGE of the workers' compensation insurance poliey). The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the entity listed above as the certificate holder in box “2".

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled 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
Jrom the 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 carvier or its Hoensed agent, or wntil the policy expirvation daie listed in box
“307 whichever is earilien

Please Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business contimues o 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 Workers® Compensation Coverage or other puthorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers® Compensation Law,

Under penalty of perjury, I certify that I am an authorized representative or eensed agent of the insurance carrier referenced
ghove and that the named insured has the coverage as depicted on this form.

Approved by:  Evan Lane
(Print name of shorized representative or licensed ageat of insurance cander)
Anproved by: Hn Sie 08122111
{Signature} {Date)
Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485
Please Note: Only insurance carriers and their ficensed agents are authorized to issue Form C-1035.2. Insurance brokers are NOT
authorized to issue it.

C-105.2 (9-07) www.web.state.ny.us
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STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS® COMPENSATION INSURANCE COVERAGE

1a. Legal Name & Address of Insured (Use street address only) | 1b, Business Telephone Number of Insured
' 315-476-1237

Uita Salon, Cosmaetics & Fragrance, Inc.
Store #1014 _ 1e. NYS Unemploymeat Insurance Employer

Destiny USA Riisiraﬁou Number of Tesured

1 Destiny USA Drive
Syracuse, NY 13204

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

Work Location of Insured (Only reguired if coverage is
specifically limited to certain locations in New York State, i.e., a
Wrap-Up Pelicy}

2. Name and Address of the Entity Requesting Proof of 3a. Name of Insurance Carrier
Coverage {(Entity Belng Listed as the Certificate Holder) Arch Indemunity Insurance Company
NY Department of State f entity listed Ia box “1a4"

Division of Licensing Setvices

One Commerce Plaza

99 Washington Ave ¢, roucy elfective period
Albany, NY 12204 05/31/17 - 05/31/18

3d, The Proprictor, Pariners or Exccutive Officers are
Chack sl that apply):
R incilnded. (Oaly check box If all partners/officers included)
Ghetk oll that applyy: _
[3_all excluded or certaln parmers/officers excluded,

This certifies that the insurance carrier indicated wbove in box “3" insures the business referenced nbove in box “la” for worers'
compensation under the New York State Workers® Compensation Law. (To use this form, New York (NY) must be listed under
Item 3A on the INFORMATION PAGE of the workers' compensation insurance poliey). The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the entity listed above as the centificate holder in box "2",

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of
premiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminete the insured
Jrom the coverage indicated on this Certificate. (These notices may be seni by regular mail,) Otherwise, this Certificate is valid for
one year after tiis form is approved by the insurance carrier or its licensed agent, or until the policy expiration date lisied in box

“3p%, whichever is earlier.

Piease Note: Upon the cancellation of the workers’ compenyation policy indieated ou this form, if the business continues to b
named on a permit, Jicense or contract issued by a certificate holder, the business must provide that certificate holder with a
pew Certificate of Workery' Compensation Coverage or other authorized proof that the business Is complying with the
mandatery coverage requirements of the New York State Workers' Compensation Law,

Under penalty of perjury, X certify ¢hat I am an authorized representative or lcensed agent of the Insarance carrier referenced
above and that the named insured has the coverage as depicied on this form,

Approvedby:  EvanLane
{Print name of authorized representative or licensed agent of insurance casvicr)

Approved by: Eroe Lo 06/22117
{Signaiure) {Date}

Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Please Note: Only insurance carrviers and their licensed agents are authorized 1o issue Form 1032, Insurance brokers ave NOT
authorized to issue i,

CA05.2 (507 www,.web.state.fty.ug

Workers’ Compensation Law FL-22-0355 0319



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS! COMPENSATION INSURANCE COVERAGE

1h. Bustness Telephone Number of Inyured
£18-381-8026

1a, Legal Name & Address of Insured (Use street address only)

Uita Saion, Cosmetics & Fragrance, Ing. -
Store #1025

Wiiton Mall

3068 Route 50, Space B100

Saratoga Springs, NY 12866

1c. NYS Unemployment Insurance Employer
i mber of Insured

mployer Identification Number of Insured
Wark Lecation of Iusured (Only required If coverage is curity Nomber
specifically limited to certain locations in New York State, i.e., o

Wrap-Up Policy)

2. Narae and Address of the Entity Requestng Froof of 3a. Name of Insurance Carrier
Coverage (Entity Being Listed as the Certificate Holder) Arch Indemnity Insurance Company
NY Department of State H ty Hsted n box %1a”
Division of Licensing Services M
One Commercs Plaza
09 Washington Ave 3c. Policy effective period
Albany, NY 12201 053147 - 05131148
3d. 'The Proprictor, Partoers or Executive Officers are
Cheok sl that apply):
K included. (Only check box I al} partaersiofficers Included)
Chaek all dwat applyy

[ all excluded or certain purtnersiofficers excluded,

This certifies (hat the insurance carder indicated above i box “3" insuves the business referenced above in box “18™ for workers’
compensation under the New York State Workers' Compengation Law. (To ase this form, New York (NY) must be listed ander
Tern 3A on the INFORMATION PAGE of the workery' compensation insurance policy), The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the entity listed above as the certificate holder in box *2°.

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of
premiums or within 30 days IF there are reasons other than nonpapment of premiums that cancel the policy or eliminate ihe insured
from the caverage indicated on this Certificate. (These notices may be sent by regular mail) Otherwise, this Certificare is valid for

one year after this form is approved by the insurance carrier or is licensed agent, or wntil the policy expiration date listed in box .
“3Ict, whichever is earlier,

Pleage Note: Upon the canceliation of the workers’ compensation policy mdicated on this form, if the business continues to be
named on a permit, license or contract issued by a certificate holder, the busiuess must provide that certificate holder with a
new Certificate of Workers® Compensation Coverage or other suthorized proof that the business iy complying with the
mandatory coverage requirements of the New York State Workers® Compensation Law,

Under penalty of perjury, I certify that ¥ am an authorized representative or licensed agent of the insurance earrier referenced
above and that the named insured has the coverage as depicted on this form,

Approved by:  Evan Lane
{Prin nams of nuthorized representytive or licensed agont of insurance cander)

Approved by Brven Foome 06/22/17
{Signature} (Date)

Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 B485

Please Note: Only insurance carviers and their licensed agenis are awthorized to issue Form C-105.2. tnsurance brokers are NOT
authorized to issue it,

C.105.2 (9-07) www.wch.stale ny.us

Workers® Compensation Law FL-22-0355 0320



STATE QF NEW YORK
WORKERS' COMPENSATION BOARD

"CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

ta. Legal Name & Address of Insured (Use street address only)

Ulta Salon, Cosmetles & Fragrance, nc,
Store #1030

Mall at Bay Plaza

200 Baychester Avenue

Bronx, NY 10475-4575

Wark Location of Xnsured {(Only reguired if coverage s
specificatly lmited to certain locations in New York State, ie, a

Wrap-Up Policy)

1. Business Telephone Number of Inswred
718-862-4024

1o, N¥S Unemployment Insurance Employer

“umhm‘ of Insured

14, Federal Employer Identification Number of Insured

&ecﬁﬁw o

2. Nawie and Address of the Entity Requesting Proof of
Coverage (Entity Being Listed as the Certificate Holder)

NY Department of State
Division of Licensing Services
One Commerce Plaza

99 Washington Ave

Albany, NY 12201

3a, Name of Insurance Carriey
Arch Indermity Insurance Company

3. Policy effective period
03131117 -05/31418

3d, The Proprictor, Partuers or Exeentive Officers are
Check al that applyk:

¥ included. {Only check box If all paymersiofficers Included)
Chock a0 that applyk

[ sll excluded or certain partuersiofficers excluded,

This certifies that the insurance carrier indicated above in box “3" insures the business referenced above in box *18" for workers’
compensation under the New York State Workers” Compensation Law, (To use this form, New York (NY) maust be listed under
Yem 3A on the INFORMATION PAGE of the workers' comapensation insurance poficy). The Insurance Carier or ifs licensed
sgent will send this Certificate of Insurance to the entity listed above as the certificate holder in box “2",

The Insurance Cerrier will also notify the above certificate holder within 10 daps IF a policy iz canceled due to nonpayment of
premiums or within 30 duys IF there are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured
from the coverage indicated on this Certificate. (These nolices may be sent by regular mail.} Otherwise, this Certificate is valid for
one year after this form is approved by the insurance carvier or its livensed agent, or until the palicy expivarion date listed in box
“Io %, witichever is eartier.

Please Note: Upon the cancellation of the workers® compensation policy Indicated on thiy form, if the business continues fo be
pamed on 4 permit, license or contract issued by a certificate holder, the husiness must provide that eertificate holder with a
new Certifieste of Workers' Compensation Coverage or other anthorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers® Compensation Law,

Under penalty of perjury, I certify that ¥ am an authorized representative or Heensed agent of the insurance carrier referenced
above and that the named insured has the coverage as depicted on this form.

Approved byt Evan Lane
(Frint name of authorized representative or leensed agent of insurance carrier)
Approved bY: g«w «gf:aa 06{22417
{Signaturc) {Date)
Title: Underwriter

Telephone Number of authorized representative or licensed apent of insurance catrier: 312 601 84385

Please Note: Only insurance carviers and their licensed agents are authorized to issue Form C-105.2, Insurance brokers are NOT
authorized to issue it,

C-105.2 (9-07) www.web.stateny.us

FL-22-0355 0321



STATE QF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

14, Legat Name & Address of Insured (Use street address only) | 1b. Business Telephone Nuraber of Insured
607-257-2361

Ulla Salon, Cosmetics & Fragrance, lne.
Store #1057 1c. NYS Unemployment Ensurance Employer

The Shops At Ithaca Mall mber of lnsured
40 Catharwood Road
ithaca, NY 14880

14, Federal Employer Identification Number of Insared

Work Locatlon of Insured (Only required If' coversge is Security Number
specifically limited to certain locations in New York State, i.e, a ﬂ

Wrap-Up Policy)

2. Name and Address of the Entity Requesting Proof of 3a. Name of Insuranee Carrler

Coverage (Entity Being Listed as the Certificate Holder) Arch Indemmity Insarance Company

NY Department of State 3b. Policy Number of entity isted in box “1a”

Division of Licensing Services
One Commeres Plaza

09 Washington Ave

Albany, NY 12201 D5/31/17 - D5/31/18

3d, The Proprietor, Partners or Executive Officers are
Check all thal apply):

5 included, (Only cheek box if 5l partnersiotficers fncluded)
Chack all that apply):

{11 all excluded or certain partnersiofficers excluded.

This certifies that the insurance carrier indicated above in box “3" insures the business reforenced above in box “1a” for workers’
compensation under the New York State Workers* Compensation Law. (Yo use this form, New York (NY) must be listed under
Jtem 3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its loensed
agent will send this Certificate of Insurance to the entity listed above as the certificate holder in box *2"

The Insurance Carvier will also notify the above certificate holder within 10 days IF a policy is canceled 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 the 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 iis licensed agent, or uniil the policy expivation date listed in box
30 whichever Is earlier.

Please Note: Upon the cancellation of the workers® compensation 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
vew Certificate of Workers' Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers’ Compensation Law.

Under penalty of perjury, I certify that I am an authorized representative or licensed agent of the insurance carrler referenced
ahave and that the named insared kas the coverage ay depicted oa this form,

Approvedby;  Evan Lane
{Print name of suthorized represerative or licensed agent of insurance canvier)

Approved by: Bverrs Lorie 06/22117
{Signature) {Date)

Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier; 312 601 8488

Please Noter Only insurance carviers and their licensed agents gre authorized o issue Form C-105.2, nsurance brokers are NOT
authorized 1o issue I,

£-105.2 (5-07) www,webstateny.us

Workers’ Compensation Law FL-22-0355 0322



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE

1a, Legal Nume & Address of Insured (Use street address only) | 1b. Business Telephone Number of Insured

8454323608
Ulta Salon, Cosmelics & Fragrance, Inc,
Storg #1103 1z, NYS Unemployment Insurance Employer
Post Road Plaza Registration Number of Insured
2532 South Road (U.S. Route 9) ﬁ
Poughkeepsie, NY 12601

1d. Federal Employer Identification Number of Insured
Work Location of Insured (Only required if coverage i or Social Security Number
specifically limited to certnin locations in New York State, le, a
Wrap-Up Policy}
2. Name and Address of the Entity Reguesting Proof of 3a. Name of Tnsurance Carrier
Coverage (Entity Being Listed as the Certificate Holder) Arch Indemnity Insurance Compuny
NY Department of State { entity listed in box “1a”
Division of Livensing Services
One Commerce Plaza
99 Washington Ave 3o, Policy effective period
Albany, NY 12201 05/31/17 - 653118

3d. The Proprietor, Partners or Executive Offtcers are

Chsk all that apply)
included, (Duly chock box if all partaersiofficers included)
Chack all thal spply)k
[_all excluded or ceytain partnersiofficers excluded.

This certifies that the insurance camier indicated above in box “3" insures the business referenced above in box “1a” for workers'
compensation under the New York State Workers' Compensation Law. {To use fhis form, New York (NY) must be listed under
Ttem_3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the eatity listed above as the certificate holder in box #2%,

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled 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
Jrom the coverage indicated on this Certificate. (These notices may be sent by regular mail,}) Otherwise, his Certlficate is valld for

one year after this form is approved by the insuranve carrier or its licensed agent, or until the policy expiration date listed in box

43", wiichever is earlier.

Please Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continues to he
pamed on & permit, license or contract Issued by a certificate holder, the business must provide that certificate holder with a
new Certificate of Workers’ Compensation Coverage or other anthorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers’ Compensation Law,

Under penalfy of perjury, I certify that I am an authorized representative or licensed agent of the Insurance carrier referenced
above and thai the named insured has the coverage 88 depicted on this form.

Approved by Evan Lane
{Print name of authorized representasive or Heensed agent of insurance cacrier)

Approved by, e Fone 06722117
{Signature) {Date)

Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier; 312 601 8488

Piease Note: Only insurance carriers and their licensed agents are quthorized 1o lssue Form C-105.2. Insurance brokers are NOT
authorized 1 fssue i,

C-105.2 (8-07) wrw,wob.state.ny.us

Workers’ Compensation Law FL-22-0355 0323



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

18. Legal Name & Address of Insured (Use street address only) | Ib. Business Telephone Number of Insured

518-344.7023
Ulta Salon, Cosmetivs & Fragrance, Inc.
Store #1120 1c. NYS Unemployment Tosurance Employer
Mohawk Commons ’ gipr Number of Insured
400 Balitown Ry, Space 3 _
Schenactady, NY 12304
1d. Federst Employer ¥dentifieation Number of Insured
Work Location of Insared (Only required if coverage s or Social Security Number

specifically limited to certain locations in New York State, L&, a
Wrap-Up Policy)

2. Name and Address of the Entity Requesting Proof of 3a. Name of Insurasce Cartier
Coverage (Entity Belag Listed as the Certificate Holder) Arch Indemuity Insurance Company
NY Departiment of State ty listed in box *1a™

Evision of Licensing Services
One Commmerce Plaza

99 Washingion Ave

Albany, NY 12201

3d. The Proprietor, Partners or Excentive Offivers are
Chack & thet apply):

B included. (Only check box if oll parinersiofMcers included)
Check ail thal applyk

[71 aH excluded or certain partnersfofficers excluded.

This certifies that the insurance carrder indicated sbove in box *3" insures the business referenced above in box “1a" for workers’
compensation undet the New York State Workers” Compensation Law. {T'e use this form, New York (NY) must be listed under
Itemt 3A on the INFORMATION PAGE of the workers' compensation jnsurance policy). The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the entity listed above as the certificate holder in box 2",

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy iy canceled due io nonpayment of
premiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured
Jrom the coverage indicated on this Certificate. (These notices may be sent by regular mail) Otherwise, this Certificase is valid for
one year after this form Is approved by the insurance carrier or its Heensed agent, or until the policy expiration date listed in box

“Io*, wihicheyer iy garlier,

Please Note: Upon the cancellation of the workers® compensation policy indicated on this form, if the business continues to be
named on & permit, license or contract issued by a certificate holder, the business must provide that certificate holder with
aew Certificate of Workers' Compensation Coverage or other authorized proof that the busluess is complying with the
mandatory coverage requirements of the New York State Workers® Compensation Law,

Under penalty of perjury, I certify that ¥ am an suthorized representative or Heensed agent of the Insurance carrier referenced
above and that the named insured has the coverage as depieted on this form,

Approved by:  Evan Lane
(Print name of authorized representative or ioensed agent of insurance carred)

Approved by: B Lome 06/22/17
{Signatuse) (Dnate)

Tile:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Please Noter Only insurance carviers and their Heensed agents are muhorized to issuy Form C-105.2. Insurance brokers ave NOT
authorized to issue it.

C-105.2 (9-07) www.web.state.ny us

Workers’ Compensation Law FL-22-0355 0324



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE

18, Legat Name & Address of Insured (Usc street address only) | 1b. Business Telephione Number of Insured

$45-336-5120
Ulta Salon, Cosmetics & Fragrance, Inc,
Store #1187 1e. NYS Unemployment Insurance Employer
Kingston Mall : ‘ Registration Number of Ingared
440 Kings Mail Court
Kingston, NY 12401

_ 1d. Federal Employer Identiffcation Number of Insured
Work Lecation of Insured (Omly regaired if covernge is rity Number
specifically limited 1o certain locations in New Yark State, ie., N

Wrap-Up Policy)

2. Name and Address of the Entity Requesting Proof of 3a. Name of Insurance Carvier

Coverage {Eatity Being Listed as the Certifieate Holder) Arch Indemnity Insurance Company

NY Department of State tity iisted in box *1a”
Division of Liceusing Servives M

One Commerve Plaza

99 Washington Ave 3¢, Policy effective period

Albany, NY 12201 0513117 - 65/31/18

3d. The Proprietor, Partners or Executlve Gificers are
Chal all thal applyl:

fncluded. (Oualy cheek box if al] parners/oflicers Included)
Chuck all that apply):
[ _all excluded or certsin partners/officers excluded.

This certifies that the insurance carrier indicated above in box 3" insures the business referenced above in box “1a” for workers’
compensation under the New York State Workers’ Compensation Law. (To use this form, New York {NY) must be listed under
Ttem 3A oun the INFORMATION PAGE of the workers' compensation insurance policy). The Insusance Carrer or its licensed
agent will send this Certificate of Insurance to the entity listed above as the centificate holder in box “2°,

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due 1o nunpayment of
premiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured
from the 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 carvier or its licensed agent, or until the policy expivation date listed in box

“Ic, whichever is gorlier.

Please Note: Upon the cancellation of the workers® compensation policy indicated on this form, if the business continues {o be
named on a permit, license or contract Issued by s certificate holder, the business must provide that certificate holder with »
new Certificate of Workers® Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers’ Compensation Law,

Under penalty of perjary, I certify that I am an anthorized representative or icensed agent of the insurance carrier referenced
shove and that the named lusured has the coverage as depieted on this form.

Approved by:  Evan Lane
{Print nasme of anthorized representative or Hoensed agent of insumnce carrier)

Approved by: B Gone 062217
{Signatarc) {Date}

Title:  Underwrifer

Telephone Number of authorized representative or licensed agent of insurance carrier; 312 601 8485

Please Note: Only insurance carviers and thelr licensed agents are quthorized to issue Form C-105.2, Insurance brokers are NOT
authorized 1o issue it.

£-105.2 (9-07) ‘ www.web.state.ny.us

Workers’ Compensation Law FL-22-0355 0325



STATE OF NEW YORK
WORKERS’ COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1a, Legal Name & Address of Insured (Use street address anly)

Ulta Salon, Cosmetics & Fragrance, inc.
Store #1192

LaSalle Center

1520 Military Road, Sulte 180

Niagara Falls, NY 14304

Wrap-Up Policy)

1b. Business Telephone Number of Insured
716-297-3432

1c. NYS Unemployment Insurance Employer

mﬁvn Number of Insured

Work Location of Insured (Only required if coverage is | 1d. Federal Employer Identification Number of ¥nsured
specifically limited to certain locations in New York State, ie, o “acnrity Number

2. Name and Address of the Entity Requesting Proof of
Coverage (Entity Belng Listed as the Certificate Holder)

NY Depuartment of State
Division of Licensing Services
One Commerce Plaza

99 Washington Ave

Albany, NY 12201

3a. Name of Insurance Carrier
Arch Indemnity Insurance Company

uenﬁty listed in box “1a”

3¢, Policy effective period
08/31/17 - 08/31/18

3d. The Propriefor, Pariners or Execative Officers are
Chock afl that apply):
ineinded. (Only cheek box I a¥f parmersieifieers Included)
Chack it thal appiyk
1 all excluded or certain partnersfofficers exciuded.

"I'his gertifies that the insurance carrier indicated above in box *3" insures the business referesced above in box “14” for workery’
compensation uuder the New York State Workers' Compessation Law. (o use this form, New York (NY) must be listed under
Item 34 on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its leensed

agent will send this Certificate of Insurance to the entity listed above as the cestificate holder in box “2".

The Insurance Carrier will also notify the abave certificate holder within 10t days IF a policy is canceled 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 the coverage indicated on this Certificate. (These notices may be sent by regular mail} Otherwise, this Certificate is valid for
one year affer this form is approved by the insurance carrier or its licensed agent, or uniil the policy expiration date listed in box

“30%, whichever is cariter.

Please Note: Upon the cancelintlon of the workers” compensation policy indicated on this form, If the business continues to be
named on 4 permit, Heense or contract issued by » certificate holder, the business must provide that certificate bolder with a
new Certificate of Workers® Compensation Coverage or other authorized proof that fhe business Is complying with the

mandatory coverage requirements of the New York Siate Workers’ Compensation Law,

Under penalty of perjury, I certify that { am an suthorized representative or Heensed agent of the insurance carrier referenced

above and that the named insured has the coverage as depicted on this form.

Approved by:  Evan Lane

{Print namne of authorized repreventative of licensed agenl of insurance carrier)

épnroved by Bretet .gf:am

06/22/17

{Signature)

Title:  Underwriter

{Date)

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Please Note: Only insurance carviers ond their licensed agenis are authorized to issue Form C-105.2. Insurance brokers are NOT

authorized {0 issue it

C-105.2 (8-07)

www.wob stateny.us

Workers® Compensation Law FL-22-0365 0326




STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

. 1b. Business Telephone Number of Insured
5168251340

1e. Legal Name & Address of Insuved (Use street address only)

Ulta 8alon, Cosmetics & Fragrance, Inc.
Store #1200

Green Acres Commons

750 West Sunrise Hwy, #1285

Valley Stream, NY 11582

1c, NYS Unemployment Insurance Employer
n Number of Insured

id. Federal Employer Identification Number of lnsured
Work Location of Insured (Only reguired if coverage is ecurity Number
specifieally limited to certain locations in New York State, Le, o

Wrap-Up Policy)

2. Name and Address of the Entity Requesting Proof of 34, Name of Insurance Carrier

Coverage (Entity Being Listed as the Cerfificate Holder) Arch Indemupity Insurance Company

NY Departirient of State ntity listed in box “1a"
Division of Licensing Services

Oue Commerce Plaza

99 Washiugton Ave 3e. Policy effective period

Albany, NY 12201 05/31737 - 45131718

3d. The Proprietor, Partners or Executive Officers are
Cheek i that apply):

inciuded. (Only check box 1€ ol partnersiofficers Included)
Check oll thal apply):

1 all excluded or cerfain partners/officers excluded,

This certifies that the insurance carrler indicaied above in box “3" insures the business referenced above in box “1s” for workers®
compensation under the New York State Workers® Compensation Law, (To use this form, New York (NY) must be listed under
Hem 3A on the INFORMATION PAGE of the workers' compensation invorance poliey)., The Insurance Camier or #ts licensed
gent will send this Certificate of Insurance to the entity listed above as the certificate holder in box #2%,

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of
premiums or within 30 days IF there are reasons other than nonpaymend of premiums that cancel the policy or eliminate the insured
Jrom the coverage indicaled on this Certificate. (These notices may be sent by regular mail ) Otherwise, this Certificate Is valid for
ang year after this form is approved by the insurance carrier or its Heensed ageny, or until the policy expiration date listed in box

“3eY, whichever is earlier,

Please Note: Upon the cancellation of the workers® compensation policy indicated on this form, if the business continues to be
ngmed on a permit, license or contract issued by a certificate holder, the business must provide that certificate holder with &
new Certificate of Workers’ Compensation Coverage or other authovized proof that the business is complying with the
mundatoery coverage requirements of the New York State Workers” Compensation Law.

Under penalty of perjury, I certify that ¥ am an authorized representative or licensed agent of the Insurance carrior referenced
above and that the named insured has the coverage as depicted on fhis form,

Approved by:  Evan Lane
(Print nume of suthonized ropresentative or licansed agent of insurence cavrer)

Approved by: Eran g 06122117
{Sigmatr) {Dure)

Title:  Underwriter

Telephone Number of authorized representative or licersad agent of insurance carrier: 312 601 8485

Please Noter Only insurance carriers and thelr licensed agenrts are authorized to {ssue Form C-105.2. Insurance brokers are NOT
authorized to issue i,

C-105.2 (9-07) www.web, stale.ny.us

Workers’ Compensation Law FL-22-0355 0327



STATE OF NEW YORX
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

14, Legal Name & Address of Insured (Use strect address only)

Ulta Salon, Cosmetics & Fragrance, Inc.,
Store #1283

Jefferson Valley Mall

650 Lee Blvd, Sulte C12

Yorktown Helghts, NY 10598

Work Location of Insured {(Oaly required {f coverage i
specifically limited to certain locations in New York State, Le, o
Wrap-Up Policy)

1b. Business Telephone Number of Insured
914.962-2638

lc. NYS Unemployment Insurance Employer

-her -

14, Federal Employer Identification Number of Insared
or Social Security Number

2. Name and Address of the Entity Requesting Proof of
Coverage (Entity Being Listed as the Certificate Holder)

NY Department of State
Division of Licensing Services
One Commerce Plaza

99 Washington Ave

Albany, NY 12201

3a. Name of Insurance Carriey
Arch Indemnity Insurance Company

Wof entity listed in box “1a"
i

3c. Policy effective period
05/31/17 - 05/31/18

3d. The Proprietor, Pertuers or Executive Officers are
Check il thal applyk
I included. (Only cheek box f all partaeryofficers lneluded)
Check a4 that spplyy

{7 all excluded or certain partnersiofficers excluded,

This certifics that the insurance carrier indicated above in box “3" insures the business referenced above in box *Ia” for workers’
compensation under the New York State Workers® Compensation Law, (To use this form, New York (NY) must be listed under
Item 3A oo the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carler or it Heensed
agent witl send this Certificate of Insurance to the entity listed above as the certificate holder in box “2".

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due ivo nonpayment of
premiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured
Jrom the 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 date listed in box
“Iof, whichever is earfier,

Please Note: Upon the cancellation of the workers’ compensation policy ndicated on this form, if the business continues to be
named on n permit, license or contract issued by a certiflcate holder, the business must provide that certificate holder with a
new Certifteate of Workers® Compensation Coverage or oiher authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers’ Compensation Law,

Under penalty of perjury, £ certify that I am an authorized representative or Heensed agent of the insurance enrrier referenced
sbove and that the named insured has the coverage s depicted on this form,

Approved by:  Evan Lane
{Print name of suthorized representative or licenzed agent of insurance carrier)
Approved by: Brerrr S 06/22/17
{Signaturs) {Dare}
Title;  Uunderwriter

Telephone Namber of authorized representative or licensed agent of insurance carrier: 312 603 8485

Please Note: Only Insurance carriers and their licensed agents are authorized to issue Form C-105.2, fnsurance brokers are NOT
authorized lo issue it.
C-105.2 (9-07) www, wob.state.ny.us

Workers” Compensation Law FL-22-0355 0328



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS®’ COMPENSATION INSURANCE COVERAGE

1a, Legal Name & Address of Insured (Use strect address only) | 1b. Business Telephone Number of Insured
518-438-1642

Ulta Salon, Cosmetics & Fragrance, inc.

Stora #1313 1e. NYS Unemiployment Insurance Employer
Colonle Center isteation Number of Insured
112 Coloriie Center ﬂ
Albany, NY 12205
1d. Federal Employer Identification Number of Insured
or Soclal Security Number

Work Location of Insured (Only required If coverage is
specifically limited to certain locasions in New York State, ie, a

Wrap-Up Policy)
2, Name and Address of the Entity Reguesting Proof of 3a. Name of Insurance Carrier
Coverage {Entity Being Listed as the Certificate Holder) Arch Indemmity lusurance Company
NY Department of State 3b., Policy Number of entity lsted in box “1a"
Division of Licensing Services I—
Que Commerce Plaza
99 Washington Ave 3c. Policy effective period
Albany, NY 122061 05731117 - 05/31/18
3d. The Proprictor, Partmery or Executive Officers are
Check a8 that apply):
H included. (Only check box I alf partnersiofficers Included)
Ghack gl that apply):

{71 all excluded or certain partnerg/officers excluded.

This certifies that the insarance catrier indicated above in box “3* insures the business referenced nbove in box “14™ for workers'
compensation under the New York State Workers™ Compensation Law. (To use thig form, New York (NY) must be listed under
Item 3A on the INFORMATION PAGE of the workers’ compensation insurance policy). The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the entity listed above as the certificate holder in box #2",

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of
premiums or within 36 days IF there are reasons other than nonpayment of premiums that cancel the policy or efiminate the insured
from the coverage indicated on this Certificate. (These notices may be sent by regular mail,) Otherwise, this Ceriificate is valid for
one year after this form is approved by the insurance carrier or its licensed agent, or until the policy expivation date listed in box
“Ip™, whichever is earlier,

Plense Note: Upon the cadcellatlon of the workers® compensation policy indieated on this form, if the business continues te be
named on a permit, license or contract Iysued by a certificate holder, the business must provide that certificate holder with 8
new Certificate of Workers” Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers’ Compensation Law,

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 the coverage as depicted on this form.

Approved by:  Evan Lane
(Print name of autherizod mpresentative or Heensed agent of insmrance cander)

-~

Approved by: Kvvons Lo 06722117
{Signature) {Date)

Title:  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 601 8485

Please Note: Only insurance carriers and their licensed agents ave authorized to issue Form C.105.2. Insurance brokers are NOT
authorized to issue it,

C-105.2 {5-07) www.web.state.ny.us

FL-22-0355 0329



STATE OF NEW YORK
WORKERS® COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE

Ulta Salon, Cosmetics & Fragrance, Inc,
Store #1368

3409 Erie Blvd, Eagt, Suite 130

Dewitt, NY 13214

Work Location of Insured (Only required iff coverage

18, Legal Name & Address of Insnred (Use street address only)

1b. Business Telephone Number of Insured
{630.410.4800)

1e. N¥S Unemployment insurance Employer
on Numbey of Insured

1d. Federal Employer Identification Namber of Insured

i ecarity Numnber
specifically limited to certain locations in New York State, Lo,
Wrap-Up Policy)

2. Name and Address of the Entity Requesting Proof of
Coverage (Entity Being Listed as the Certificate Holder)

NY Department of State
Division of Licensing Services
One Commerce Plaza

99 Washington Ave

Albany, NY 12201

3a, Name of Insurance Carrier
Arch Indemmnity Insurance Company

3¢. Policy effective period
05/31/17 -~ 05131718

3d. The Proprietor, Partners or Executive Officers are
haok aff thal apply):

& included. (Only check box if ald partnersiofficers included)
Check all that appiy):

{1 all excluded or certain partners/officers exeluded.

This certifies that the insurance carrier indicated above in box “3% insures the business referenced above in box “la” for workers’
compensation under the New York State Workers' Compensation Law. (To use this form, New York (NY) must be listed under
Item 3A on the INFORMATION PAGE of the workers' compensation insurance policy). The Insurance Carrier or its licensed
agent will send this Certificate of Insurance to the entity listed sbove as the certificate holder in box “2°,

The Insurance Carrier will also notify the above certificate holder within 189 days IF a policy is canceled due to nonpayment of
premiums or within 30 davs IF there are reasons other than nonpayment of premiums that carcel the policy or eliminaie the insured
Jrom the 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 Heensed agent, or until the policy expirvation date Hsted in box

“3c%, whichever is earlier.

Please Note: Upon the canceliation of the workers® compensation policy indicated on this form, if the business continues {o be
named on a permit, license or contract issued by a certificate holder, the business must provide that certificate holder with 2
aew Certificate of Workers' Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers® Compensation Law.

Under penaity of perjury, 1 certify that T am an authorized representative or licensed agent of the Insurance carrier referenced
above und that the named insured has the coverage as depicted on this form,

Approved by:  Evan Lane
{Prinl name of authorized represontative or Hoeensed ngent of insurance carrier}
o IV
Approved by: é”ipze;m al"/{eom Lheraant
{Signature) {Date}
Title;  Underwriter

Telephone Number of authorized representative or licensed agent of insurance carrier: 312 681 8485

Please Noter Only insurance carriers and their licensed agents are authorized jo issue Form C-105.2. Insurance brokers are NOT
authorized 16 issue i1,

C-145.2 (9-07) www,web state.ny.us

FL-22-0365 0330



Workers’ Compensation Law

Section 57. Restriction on issue of permits and the entering into contracts unless compensation is secured.

1. The head of & state or municipal department, board, commission or office authorized or required by law to issue any permit for or
in connection with any work invoiving the employment of employees in a hazardous employment defined by this chapter, and
rotwithstanding any general or special statute requiring or authorizing the issue of such permits, shall nof issue such permit unless
proof duly subscribed by an insurance carrier is produced in a form satisfactory to the chair, that compensation for all employees has
been secured as provided by this chapter. 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 compensation to any such employee if so employed.

2. 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 a hazardous employment defined by this chapter,
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 compensation for all employees has
been secured as provided by this chapter,

C-105.2 (9-07) Reverse

FL-22-0355 0331



STATE OF NEW YORK
WORKERS® COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS' COMPENSATION INSURANCE COVERAGE

ia. Legal Name & Address of Insured 1b. Business Telephone Number of Insured
33525337132

Ulta Beauty, Inc,

1000 Remington Blvd, Suite 120 1c, NYS Usemploymenti Insurance Employer

Buolingbrook, H. 60440 ﬂn Number of [nsured

Work Location of Tnsured (Omly required if coverage iy
specifically limited to certain locatlons in New York State, L.e., a | 1d. Federal Employer Identificstion Number of Insured

Wrap-Up Policy) dl Security Number

2. Name and Address of the Entity Requestiog Proof of 3a. Name of Insurance Carrier
Coverage (Entity Being Listed as the Certificate Holder) Arch Indemnity Insurance Company
of entity listed in box “1a"
New York State nsurance Fund -
1 Watervliet Ave ext,
Albany, NY 12206-164% 3e. Policy effective period

05/31/17 - 08/31/18

3d. The Proprietor, Partners or Execative Officers are
Check all that apply);

£ included. (Only check box if all partaersiofficers included)
Chack all that applyk:

L1 ali excluded or certain partnersiofficers exciuded.,

This certifies that the insurance carrier indicated above in box “3" insures the business referenced above in box “1a” for workers’
compensation under the New York State Workers’ Compensation Law. (To use this form, New York (NY) must be listed under
ltem 34 on the INFORMATION PAGE of the workers' compensation insarance policy). The Insurance Carrier or its licenged
apent will send this Certificate of Insurance 10 the entity listed above as the certificate holder in box “2°,

The Insurance Carrier will also notify the above certificate holder within 10 days IF a policy is canceled due to nonpayment of
pramiums or within 30 days IF there are reasons other thaw nonpayment of premiums that cancel the policy or eliminate the inswred
Jrom the 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 iy ficensed agent, or umifl the policy expiration date listed In box
“3e, whichever is earlier.

Piease Note: Upon the cancellation of the workers® compensation policy indicated on this form, if the business continues to be
named on 0 permit, license or contract issued by a certificate holder, the business must provide that certificate holder with
new Certificate of Workers’ Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Werkers' Compensation Law,

Under penaity of perjury, I certify that 1 am an authorized representative or licensed agent of the insurance carrier referenced
above gnd that the named insured has the coverage as depicted on this ferm. ‘

Approved by:  Cori Maloney
{Print name of suthorized reprosentative o Heensed agont of itsurance carrier)

Aporoved by:  Cose AMadbrey____VIRNT
{Signature) {Date)

Titie:  Underwriter

Telephone Number of authorized representative or licensed apent of insurance carrier; 312 601 8483

Please Note: Oniy insurarice carviers and their licensed agenty are authorized to issue Form C-105.2. Insurance brokers are NOT
authorized to issue it.

C-1052 (9407) www. web.stateny.us

Workers’ Compensation Law
F1.-22-03585 0332



Section 57, Restriction on issne of permits and the entering into contracts unless compensation is secured.

1. 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 a hazardous employment defined by this chapter, and
notwithstanding 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 compensation for all employees has
been secured as provided by this chapter. Nothing herein, however, shall be construed as creating any Hability on the part of such state
or municipal department, board, commission or office to pay any compensation to any such employee if so employed.

2. 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 a hazardous employment defined by this chapter,
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 compensation for all employees has
been secured as provided by this chapter.

C-105.2 (9-07) Reverse

FL-22-0355 0333



NE g
Yoni | Workers CERTIFICATE OF

TATE| Compensation  NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
fa. Legal Name & address of Tasored {use street address only) 1b. Business Telephone Number of insnred

516-579-5163
Ulta Salon, Cosmetics & Fragrance, Ingc
Store #%54, Levittown Mews

3377 Bempstead Turnpike

Levittown, NY 11756

1o, NYS Unemployment Insurance Employer Registration Number of

Wark Location of Insuved (Only required if coverage is specifically 1d, Federal Employer Identiftcation Number of Insuted or Social Security
tmited to ceriain lovations in New York State, i.e. a Wrap-Up Polficy) | Number

2. Name and Address of the Entity Requesting Proof of Coverage 3a. Name of tnsurance Carrier
{Enfity Being Listed as the Certificate Holder)
Safety National Casualty Corporation

NY Department of State
Pivision of Licensing Services

One Commerce Plaza i listed in box “1a”
9% Washington Bve
Albany, WY 12201

36, Policy effective period
05/31/2018 to 05/31/201%

3d. The Proprietor, Pariners or Executive Officers are
X included. (Only check box ifall parinersfofficers included)

aH excluded or certain partrersiofficers excluded.

This cenifies that the insurance carrier indicated above in box “3" Insures the business referenced above in box “18” for warkers® compensation
under the New York State Workers’ Compensation Law. {To use this form, New York (VY) must be listed uader [tern 3A on the
INFORMATION FAGE of the workers' compensation insurance policy). The Insurance Carrder or its licensed agent will send this Centificate
of Insurange {o the entity listed zbove as the certificate holder in box ¥2,

The insurance carrier must notify the sbove certificate holder and the Workers' Compensation Board within 10 days IF a policy is canceled due to
nonpayment of premiuns or within 30 days IF there are reasons other then nonpayment of premiums that cancel the policy or eliminate the fnsured from
the coverage indicated on this Certificate. {These notices may be sent by regular mail,) Otherwise, this Certifieate #s valid for one year after this
form is approved by the insurance cayrier or its Heensed agent, or until the policy expiration date Hsted in box "3c", whichever I3 eaviler,

This certificate Is jssued as a matier of information only and confers no rghts upon the certificate holder, This certificate does not amend, extend or alter
the coverage afforded by the policy listed, nor does it confer any vights or responsibilities beyond those contained in the referenced policy.

This certificate may be used ay evidence of a Workers' Compensation contract of insurance only while the underfying policy is in effect,

Please Note: Upon the canccllation of the workers® compensation policy indlcated on this form, if the business contisues o be named on »
permit, license or confract issued by a certificate holder, the business must provide that certificate holder with a new Certificaie of Workers?
Compensation Coverage or other authorized proof that the business is complying with the mandatory roverage requirements of the New York
State Workers’ Compensation Law,

Under penalty of perjury, 1 certily that 1 am an authorized representative or licensed agend of the insurance caryier referenced
above and fhat the pamed insuced bas the coverape as depicted on this form.

Approved by Seth A, Smith
{Print name of suthorized representative or licensed agent of insurance carrier}

Approved by < . <o ok Q5/10/2018

{Signature) {Dats}

Tille: Senior Vice President, WC Underwriting

Telephone Number of authorized representative or ficensed agent of insurance camier: 1-888-995-5300

Please Note: Only Insurance carriers and thelr licensed agents are authorized te Issue the C-105.2 form, Insurance brokers are NOT
atthorized to isaue it,

G082 {947) wwwweb.ny.gov
FL-22-0355 0334




NEW | Workers'
*‘0}}% Compensation CERTIFICATE OF
Boar?! NYS WORKERS' COMPENSATION INSURANCE COVERAGE

18, Legel Name & address of Insured {use street address oniy) 1b, Business Telephone Number of Insured
$31-879-34713
Ulta Salon, Cosmetics & TFragrance, inc
2005 Smith Haven Plaza

Lake Grove, NY 11755 6. NYS Unemployment Insurance Employer Registration Number of

Waork Location of lasaced (Only requived [f coveroge Is specifically Id. Federal Bmployer Identifioation Number of Insured or Socisl Security
fimited to certain locations In New York State, Le. o Wrap-Up Polley) | Number

Me Carrler

Safety National Casualty Corporation

2. Name and Address of the Entify Requesting Proof of Coverage
{Euntity Being Listed as the Cerfificate Holder)

NY Department of State
Givigion of Licensing Services

One Commerce Flaza r of entity listed in box “12”
95 Washington Ave
Albany, NY 12201

3e, Policy effective period
05/31/2018 to 05/31/2019

3d. The Proprietor, Partners or Executive Officers are
¥ included. (Oaly cheek box I all partnersfoflicers included)

all excluded or certain pariners/officers excluded.

This cerdifics that the insurance carrior indicated abave in box *3” inaeres the business referenced above in box *Ia” for workers® compensation
under the New Yok State Workers’ Compensation Law, {To use this form, New York (NY) must be listed under YHem 3A on the
INFORMATION PAGE of the workers’ compengation insurance policy), The Insurance Carrier or its Heensed agent will send this Cetificate
of thsurance to the entity listed above as the certificate holder in box “2",

The insurance carrier must notify the above certificate iolder and the Workers' Compensation Board within 10 days IF a policy is canceled dus to
nonpayment of premiums or within 30 days IF there are reasons other than ronpayment of premiums thai cansel the poliey or climinate the insured from
the coverage indicated on this Certificate. (These netices may be sent by regular mail.) Othierwise, this Certificate Is valid for one year affer this
form iy rpproved by the insurance carrier or its licensed ngend; or until the pelivy expiration date listed in box #3¢", whichever is earlier,

This certificate is issued as o mtter of information only and confrs no rights upon the cortificate holder, This certificate does not amend, extend or alter
the coverage afforded by the policy listed, nor does it confer eny rights or responsibilities beyond those contained in the referenced polioy,
This certificate may be used as evidence of 2 Workers' Compensation contract of insurance only while the underlying policy is in effect,

Plenge Note: Upon the eanceliation of the workers® compensation policy Indicated on this form, if the business continues fo be named on a
permit, license or coniract issued by a cortificnte holder, the business must provide that certilicate holder with a new Certificate of Workers’
Compensatlon Coverage or other authorized proof {hat the business is complying with the mandatory coverage requirements of the New York
State Workers’ Compensation Law,

Under penalty of perjury, ¥ certify that 1 am an authorized representative or Heensed agent of the insnrance earrier referenced
above and that the named insured has the coverage as depleted on this form,

Approvedby:  Seth A, Smith
{Print neme of suthorized representative or licensed agent of insarance carrier)

Approved by:  wSoof . ek 05/10/2018

{Signature) (Date)
Title: Seniocr Vice President, WC Underwriting

Telephone Number of suthorized representaiive or licensed ageni of insurance carrer: 1-888-~995-53300

Please Note; Only insurance carriers and thelr licensed agents are authorized to jssue the C.105.2 form. insurance brokers are NOT
authorlzed 1o issue it

£-1086.2 (917} wwwweb.ny.gov

FL-22-0355 0335




NEw | Workers'
TATE | Compensation
Board

CERTIFICATE OF
NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

la, Legel Name & address of Insured {nse street address only) ih. Business Telephone Number of Insured
631-756-4603

Ulta Salon, Cosmetics & Fragrance, Ing
Store #66, Gateway Plaza

438 Sunrise Highway

Patchogue, NY 11772

. NYS Unemployment Insurance Employer Registration Number of

Waork Lacation of [nsured (Only required If coverage Is speeifically 1d. Federal Employer Identification Number of Insuced or Social Security
limited o certain locations in New York Stafe, i.s. a Wrap-Up Policy)

2. Nume and Address of the Entity Requesting Proof of Coverage #1. NName of insurance Carrier
(Entity Being Listed as the Certificate Holder)

Safety National Casualty Corporation
NY Department of State
Division of Licensing Services

One Commerce Plaza 3b. Policy Number of entity listed in box “1a”
9% Washington Ave
Rlbany, NY 12201

Jo. Policy effective period
05/31/2018

©  05/31/2019

3d, The Proprivtor, Pariners or Executive Officers are
¥ included. (Only cheok box I all partaersiofficers included)

all exvluded or certain partners/officers excluded,

This cerifles that the Insurancecarrier indicaied above in box “3" Insures the business referenced above in box “1a” for workers' compensafion
under the New York State Workers' Compensation Law. {To use this form, New Yorl (NY) must be listed under Item 3A on the
INFORMATION PAGE of the warkers' compensation Insurance policy). The Insutance Carcler or its Heonsed agent will send this Cettificate
of Insurance to the entity Hsted above as the certificate holder in box #2”.

The insurance carrier must notify the above certificate holder and the Workers' Compensation Board within 10 days IF a policy is canceled due to
nonpayment of premiums or within 30 days IF there are reasons other than nonpayment of premiuins that soncel the polivy or eliminate the losured from
the soverage indicated on this Certificate, (These notices may be sent by regular mail.) Otherwise, this Certificate is valid for one year after this
(orm is approved by the insarance carrler or its Mcensed agent, or undil the policy sxpiration date listed In box "3¢", whichever is carlier,

This certiffeate is Issued as a matier of information only and coaflrs ne rights upon the certificate holder, This certificate does not amend, extand o alter
the eoverage afforded by the policy listed, nor does it confer any rights or responsibilities beyond those contained in the referenced poliey,
This ceriificate may be used as svidence of 2 Workers' Compensation contract of insurance only while the underlying policy is in effect,

Please Note: Upon the cancellation of the workers® compensation palicy indleated on this form, if the bustaess confiuues to be named on
permit, Neense or confeact issued by a certificate holder, the business must provide that certiffeate holder with a new Cerfifivate of Workers®
Compensation Coverage or other authorized proof that the business Iy complying with the mandatory coverage requirements of the New York
Stafe Workers? Compensation Law.

Under penaity of perjury, X certify that I am an authorized representative or Heensed agent of the lusurance carrier referenced
above and that the named fusared has the coverage as depicted on this form,

Approved by:  Seth A, Smith
{Print name of authorized ropresentative or liconsed agent of ingurance carrier)

Approved by:  sZlenf . w4 0571072018

(Eignature) (Date)
Tille: Senlor Vice President, WC Underwriting

Telephone Number of authorized reprosentailve or licensed agent of insurance carriet: 1-588-995-5300

Please Note: Only insurance cardlers and their licensed agents are authorized to issue the C1856.2 form. Insurance brokers are NOT
authorized to issue it,

Cv105.2 (8-17) www.web. ny.gov
FL-22-0355 0336




NEW '
Y Workers'

CERTIFICATE OF
$TATE gg‘;:,%e“sa“"“ NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
1a, Logal Neme & address of Insured (use street address only) 1h, Business Telephone Number of Insured

631-4995-26239
Ulta Salon, Cosmetics & Fragrance, Inc

Stoxe §68, King Kullen Plaza 1. NY'S Unemployment Insurance Employer Registration Number of

78 Veterans Memorial Highway
Commack, NY 11725 h

Work Location of Insured (Only required If coverage is specifically 1d, Federal Employer Identification Number of Insured or Social Security
Timited to certaim locations in New York State, 1.e. a Wrap-Up Policy}

2. Name and Address of the Entity Requesting Proof of Coverage 3a. Name of Insurance Carrier
{Entity Being Listed as the Certificale Holder)
Safety National Casualiy Corpovation

NY Department of State
Divislon of Licensing Services

One Commerce Plaza & f entity listed i box *18
99 wWashington Ave

Alkany, NY 12201

3o, Policy effective period

05/31/2018 fo 0573172019

38, The Proprietor, Purtners of Executive Officers are
X included. (Only cheek box if afl partners/olficers Included)

all excluded or cerfain partners/ofTicers excluded.

This vertifies thatl the Insurance earrier indicated above in box 37 insures the business referenced above in box "1a” for workers” compensation
under the New Vork State Workers® Compensation Law, (To use this form, New York {(NY) must be Hsted under Hem 3A on the
INFORMATION PAGE of the workers? compensation insurance policy). The Insurance Carrder or s licensed agent will send fhis Certificate
of Insurance to the entity listed sbove as the certificate holder in box “2%,

The insurance carrier st notify the above certificate holder and the Workers' Compensation Board within 10 days IF a policy is canceled dus 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
the coverage indicated on this Certificate, (These notices may be sent by regalar mail.) Otherwive, this Certificate is valid for one year after this
form is approved by the insurance carrier or Hs liconsed sgent, ov untll the palicy expiration date Heted in hox "3e", whichever is surlier,

This centificate is issued as a matier of information only and confers no rights upon the certificate holder, This certificate does not smend, extend or alter
the coverage afforded by the policy tisted, nor does it confer any rights or responsibilities beyond those contained in the referenced policy.

This certificate may be used s evidence of a Workers' Compensation contract of insurance only while the underlying policy is in effect.

Please Note: Upon the cancellation of the workers® compensation policy indicated on this form, if the business continues to be named on a
perinit, license or contract issued by a cevtificate holder, the business must provide that certificate holder with a new Certificate of Workoers®
Compensation Coverage or other authorized proof fhat the business is complying with the mandatory coverage requirements of the New York
State Workers' Compenyation Law,

Under penalty of pevjury, I certify that I am an authorized representative or Heensed ageat of the insurance carrier referenced
ghove and that the named insured has the coverage as depicted on this form,

Approvedby:  Seth A. Smith
fPrint name of sutherized representative or licensed agent of Ingurnce carrer)

Approved by.  Soenf . et ke 05410/2018

{Signature) {Exate}
Tille: Senior Vice Preaident, WC Underwriting

Telephone Number of authorized representative or licensed agent of insurance camrier: 1~888-995~5300

Ploase Note: Only insurance carrfers and thelr licensed agents are authorized to Issue the C-1085.2 form. Insurance brokers are NOT
authorized to iasue it

C-108.2 {917} www.weh.ny.gov
FL-22-0355 0337




Workers'

CERTIFICATE OF
TATE ggg}%e“”ﬂ"" NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
1a. Legal Name & sddress of Insured (use street address only} 1h, Buginess Telephone Number of Insured

845-344~19487
Ulta Salon, Cosmetics & Fragrance, Inc

Store {1214, The Shoppes at Orange Plaza .
444 Route 211 East ;:m;hlm\(’is Unemployment Instrance Employer Registration Number of

Middletown, NY 10840

Work Location of Insured (Oniy regulred {f voverage is specifically 1d, Fedoral Employer Identification Number of Insured or Sooigl Security
limited to certain locations in New York State, Le. a Wrap-Up Policy) | Number

2. Name and Address of the Entity Requesting Proof of Coverape 3a, Name of Insurance Carrier
{Entity Being Listed as the Certificate Holder)
Safety Wational Casualty Coxporation

Y bepariment of State
Division of Licensing Services
One Commerce Plaza 34, Policy Number of entity listed in box *{a”

98 Washington Ave “

Albany, NY 12201
3e. Policy effective period
08/31/2018 o 05/31/2018

34. The Proprietor, Partners or BExecutive Officers ere
% included, (Only check box if alf pastners/officess included)

all excluded or certain parinersfofficers excluded.

This certifies that the insurance carrier indicated above in box “3" insures the business referenced above in box “1a" for workers® compensation
under the New York Sfaie Workers™ Compensation Law. {To use this ferm, New York (NY) must be listed upder [tem 3A on the
INFORMATION PAGE of the workers’ compensation insurance policy). ‘The Insurance Carrfer or its Heensed agent will send this Certificate
of Insurance to the entity Hsted above as the cerii{icate holder in box “2”,

The insursnce carrier must notify the above certificate holder and the Workers' Compensation Board within 10 days IF a policy is canceled due to
sonpayment of premioms or within 30 days IF there are reasons other than nonpayment of premiums that canoe! the policy or eliminate the insured from
the voverage indicated on this Certificate, (These notices may be sent by regular mail.) Otherwise, this Certificate is valld for one year after this
form i¢ approved by the tnsurance carvier or ifs ficensed agent, or until the policy expiration date listed in box *3c", whichever is carlier.

This certificats is issued as a matler of faformation only and confers no rights upon the certificate holder. This certificate does not wmend, extend or alier
the voverage afforded by the policy listed, nor does it confer any rights or responsibilities beyond those contalned in the referenced policy.

This certificate may be used as evidence of a Workers' Compensation contract of msurance only while the anderlying policy is in effect.

Piease Note: Upon the eancellation of the workers? compensation poliey indleated on this form, if e business continues to be named on 8
permit, Heense or contract issned by a certificnte holder, the business must provide that certificate helder with a new Certificate of Workers®
Compensation Coverage or ofher anthorized proof that the business Is complying with the mandatory coverage requirements of the New York
State Workers® Compensation Law,

Under penalty of perjury, I certify that ¥ am an suthorized representative or licensed agent of the insurance carrier referenced
sbove and thnt the named fnsured has the coverage as deplcied on this form.

Approvedby;  Seth A. Smith
{Print name of authorized representative or lcensed agent of insurance carrien)

Approved by, ek . el 0B/10/2018

{Signature) {Date)
Tile: Senlor Vice FPresident, WC Underwriting
Telephone Numbsr of authorized representative or licensed agent of nsurance calarn 1-388~995-5300

Plaase Note: Only insurance carrlers and their licensed agenis are authotized to issue the CA05.2 form, Insurance brokers ars NOT
authotized to issue it

CA05.2 (3173 www.web.ny.gov
FL-22-0355 0338




NEW ¢
Yorx | Workers CERTIFICATE OF

TATE ggg;.ﬂe“s““"“ NYS WORKERS® COMPENSATION INSURANCE COVERAGE
1a. Legal Name & address of Tnsured (use street address only) 1b. Business Telephone Number of Insuved

315-768-7864
Ulta Balon, Cosmetics & Fragrance, Inc
Store #309, New Hartford Consumer 3quare
4733 Commercial Drive

New Hartford, NY 13413

1¢. NYS Unemployment Insurance Employer Registration Number of

Wark Looution of Insured (Only requdred if coverage is speciflcally 1d. Federal Employer Identification Number of Insured or Social Security
fimited to certain localions in New York State, i.e. a Wrap-Up Policy) | Number

2. Natne and Address of the Entity Requesting Proof of Coverage 3a. Name of Insurance Carrier

{Entity Being Listed a3 the Certificate Holder)
Bafety National Casually Corporation

NY Department of State

Division of Licensing Services
One Commerce Plaza 3b, Policy Number of entify listed In box “ig”
99 Washington Ave
Albany, NY 12201
3¢, Policy effective period

05/31/2018  ,  05/31/201%

3d. The Proprictor, Pattners or Executive Officers ure
X included. (Only clieck box if sl partnersfoftivers included)

all excluded or certain pariners/officers excluded,

This certifies that the insurance carrfer indicated above in box 3% Insures the business refetenced above in box “1a" for workers® compensation
under the New York State Workers® Compensation Law, {To use this form, New York (NY) must be Hsted nnder Hem 3A on the
INFORMATION PAGE of the workers' compeusation insurance policy), The Insurance Caerier or ifs Hicensed agent will send this Cerfificate
of Insurance to the entity listed above as the certificate holder in box "2”,

The Insurance carrier must notify the above certificate holder and fhe Workers® Compensation Board within 10 days TF a policy is cancelsd due to
nonpayment of premiums or within 30 days 1F there aré reasons other than nonpayment of premiums that eancel the policy or climinate the insured from
the covernge indicated on this Certificate. (These notices may be sent by regniar mail} Otherwise, this Certificate is valid for one year after this
form is approved by the insurance errrier or ifs Heensed agent, or until the policy expiration date lsted in box "3c*, whichever Is earlier,

This cerfificuie is issued as a matter of information only and confers no rights upon the certificate holder, This certificate does not amend, extend or alter
fhe coverage afforded by the policy listed, nor does it vonfer any rights or responsibilities beyond those contained in the referenced policy,

This certificate may be used as evidence of a Workers' Compensation contract of insurance only while the underlying policy is in effect.

Please Note: Upon the canceliation of the workers® compensation poitcy 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 Certificaie of Workers!
Compensation Coverage or other authorized proof that the business Is complying with the mandatory coverage requirements of lhe New York
State Workers' Compensation Law.

Under penalty of perjury, ¥ certify that 1 am an authorized representative or licensed agent of the Insurance carvier referenced
above and that the named ingured has the coverage as depieted on fhis form.

Approvedby:  Seth A. Smith
{Print same of authorized representative or Hoensed apent of insuranse camier)

Approved by:  Soenf . < de 0571072018
{Slgnature) {Date)

Tille: Senior Vice Pregident, WC Underwriting

Telsphone Number of authorized representative or licensed agent of insurance caler 1~B888~955-5300

Ploast Note: Only instrance carriers and their Hicensed agonts are authorizad to Issue the C-108,2 form, Insurance brokers are NOT
authorized to Issue it o

$-1065.2 (817}

www.woh.ny.gov
FL-22-0355 (339




EW .
3 Workers

CERTIFICATE OF
TATE g‘;‘gf_ﬁemaﬁ‘”‘ NYS WORKERS? COMPENSATION INSURANCE COVERAGE
1a. Legal Name & address of Insured {use street address only) 1b, Business Telephone Number of Insured

T16~-826--2152
Ulta Salon, Cosmetics & Fragrance, Ing
Store #3i0, McKinley Mall

3701 MeKinley Parkway, Sulte 202
Buffalo, NY 14219

1¢, NYS Unemployment Insurance Employer Registration Number of

Work Location of Insured (Only requrived if coverage is specificafly 1d. Federal Employer dentification Number of Insured or Social Security
Timited fo certain locations in New York State, i.e. a Wrap-Up Policy} | Number

2, Nawmie and Address of the Entity Requesting Proof of Coversge arvier
(Entity Being Listed as the Certifivate Holder)
Safety National CGasuslty Corporation
NY Department of State
Bleision of Licensing Services
One Commerce Plaza 3b. Policy Nurnber of entity listed in box “14”
9% Washington Ave
Albany, NY 12201

3¢. Policy effective period
05/31/2018 to 05/31/2019

3d. The Proprietor, Partners or Executive Officers are
X included, {Only clteck box if all pettmers/officers insluded)

all excloded or certain partnersfofficers excluded,

This cerlifies thet the insorance corrier indicated above in box “3" insures the business referenced above in box “18" for workers® compensation
utider the New York State Workers® Compensation Law. {T'o ase this form, New York (NY) must be lsted under [tem 3A on the
INFORMATION PAGE of the workers' compensation insurance pelicy). "The Insurance Cardler or its licensed agent wil send this Certificate
of Insurancs to the entity listed above as the cesfificate holder 1n box “2%,

The isurance carrier must notify the above certificate holder and the Workers' Compensation Board within 10 days IF a polioy is canceled due to
nonpayment of premiums or within 30 days TF there are rensons other than nonpayment of premiuras that cancel the policy or eliminate the insured from
the coverage indicated on this Certificate. {These notices may be sent by regular mail.) Otherwise, this Certificate Is valtd for one year after this
form i approved by the fusurance carrier or its fivensed agent, or until the policy expiration date lsted in box "3¢, whichever Is earller,

This ceriificate is issued as a matter of information only and confers no rights upon the certificate holder. This certificate does ntot amend, extend or alter
the coverage afforded by the policy Hated, nor does it confor any rights or responsibilities beyond those contained in the referenced policy.

This certificate may be used as evidence of 0 Workers' Compensation contract of insurance only while the underlying polioy iy in effect,

Please Note: Upon the canceliationt of the workers’ compensation polficy indicated on this form, if the business continues fo be named on a
permit, license or coutract issued by a certificate holder, the business must provide that certificate holder with  new Certificate of Workers’
Compensailon Coverage or other authorized proof that the business s complying with the mandatory covernge requirements of the New York
State Workers® Compensation Law.

Under penaity of perjury, I certify that 1 am an nuthorized representative or Hicensed agent of the insurance carrier referenced
above and that the named fusured bas the coversge as depleted on this form.

Approved by:  Seth A. Smith
{Print nane of nuthorlzed tepresentative or Heensed agent of insurance currier)
Approved by:  =Seenf . i ke 0671072018
{Signalure) {Date)

Tifle: Senior Viece President, WC Underwriting

Telephone Number of authorized representative or ficensed agent of insurance carrier: 1-888-995-5300

Ploase Nota: Only Insurance casslers and thelr licensed agents are authorized to issue the C-105.2 form. insurance brokers are NOT
authorized to Issue it

G108.2 (8-17) www.weh.ay.gov
FL-22-0355 0340




EW '
NEW. | Workers

CERTIFICATE OF
ATE ggg:%e"sa“““ NYS WORKERS' COMPENSATION INSURANCE COVERAGE
13, Legsl Name & address of Insured (use street address only) tb. Business Telephone Number of Insured

585-292-1250
Ulta Salon, Cosmetics & Fragrance, Inc
Store 319, Market Place Square

720 Jefferson Read, Suite 100
Rochester, NY 14623

1g, NYS Unemployment Insurance Employer Registration Number of

Work Locmion of Insured (Only required if coverage is specifieally 14, Federnl Employer identification Number of Insured or Social Security
hmited to certain lacations in New York State, i.e. a Wrap-Up FPoligy) | Number

2, Narne and Address of the Batity Requesting Proof of Coverage Ja. Name of Insurance Caceler
{Entity Being Listed ag the Certificate Hoider)
Safebty Watlional Casualty Corporation
NY Departwment of State
Division of Licensing Sexrvices
One Commerce Plaza 3%, Policy Number of entity Histed in box #14”
89 Washington Ave
Blbany, NY 12201

3e, Policy effective puriod
05/31/2018 o 05/31/201%

3d, The Propriefor, Partners or Excentive Officers are
¥ ingluded, (Only check box if all partrers/olficess included)

all excinded or ceriain parmers/officers excluded.

This certifies that the insurance carricr indicated above In box 3" insures the business referenced above in box *1a” for workers’ compensation
under the New York State Workers' Compensation Law. {To use this form, New York (NY) must be listed :nder Items 3A on the
INFORMATION PAGE of the workers® compensation insurasnce policy). The Insurence Carrior or its Heensed agond will send this Certificate
of Insurance to the entity listed above as the certificate holder in box “2".

The insurance camier musl notify the above cenificate holder and the Workers” Compensation Board within 10 days IF a policy Is canceled duo to
nonpayment of premiums or within 30 days IF there are veasons other than nonpayment of premiums that cancel the policy or eliminate the insured from
{he coverags indicated on this Certificate, (These notices may be sent by regular mail.) Otherwise, this Cerdlficate is valld for one year after this
form is approved by the insurance carrier or its licensed agent, or until the policy expiration date Jisted in box "3¢”, whichever is enrler,

This certificate it issued as a meatter 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 nsed a5 evidence of & Workers' Compensation contract of insurance cnly while the underlying policy is in effect.

Plense Note: Upon the cancellation of the workers’ compensation policy indlcated on this form, if thie business continues to be named on a
permit, license or contract jssued by a certificate holder, the business must provide that certifiente holder with a new Certliieate of Worleers?
Compensation Coverage or other suthorized proof that the business Is complying with the mandatery covernge requirements of the New York
State Workers’ Compensation Law,

Under penalty of perjury, 1 certify that I am an suthorized vepresentative or licensed agent of the insurance carefer referenced
ahove and that the named Insured has the coverage as depicted on this form.

Approved by:  Seth A, Smith
(Print rame of authorized represenistive or licensed agent of insurance carrier)

Approved by:  <Soenf . s 05/10/2018
(Signature) {Date}

Tite: Senior Vice President, WC Underwriting

Telephone Number of authorized representative or ficensed agent of Insuranca camier; 1~888~595~5300

Ploase Note: Only insurance carrers and thelr licensed agents are authorized to issue the $-405.2 form. Insurance brokers are NOY
authorized to lssue it.
G-1058.2 {917} warw.wob,ny.gov

FL-22-0355 0341




yew | Workers’
Tate | Compensation
Board

CERTIFICATE OF
NYS WORKERS® COMPENSATION INSURANCE COVERAGE

in. Legal Name & address of Insured {use street address only) 1b. Business Telephone Number of Insured
585~872-0730

Uita Salon, Cosmetics & Fragrance, Ino
Store #324, Webster Towne Center

913 Holt Road

Webster, NY 14580

e, NYS Unemployment nsirance Employer Registration Number of

Work Location of Insured (Only requlred if coverage is spacifically 14, Federal Employer Identification Number of Insured or Social Security
limited to certain lovations in New York State, Le. a Wrap-Up Policyy | Number

2. Name and Address of the Entity Requesting Proof of Coverage 3a, Nume of Insurance Carrier

{Entity Being Listed as the Centificate Holder}
Safety National Casualty Corpcration

NY Department of State
Division of Licensing Services

One Commerce Plaza 3b. Policy Number of eotity listed in box “1a”
89 Washington Ave
Albany, HY 1220}

3e. Poliey effective periad
05/31/2018 05/3172019

3d. The Proprietor, Pariners or Executive Officers are
% included. (Only cheok box if all perinersfoficers included)

all excluded or certain pactners/officuers excluded,

This certifies that the insurance cardler indicated above in box *3" insures the business referenced sbove in box “1a” for workers' compensation
under the New York State Workers® Compensation Law. (Fo use this forsa, New York (NY) mast be listed under [fem 3A on the
INFORMATION PAGE of the workers’ comipensation insuvance poHey), The Insurance Carrder or its licensed agent will send this Certificate
of Insurance to the entity listed above s the certificate holder in box “27.

The lnsurance carrier must notify the sbove ceificate helder and the Workers' Compensation Board within 10 days IF 2 policy is canceled dus to
nonpayment of premiums or within 30 days IF thero are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured from
the coverags indicated aq this Certificate, (These notives may be sent by regular mail.) Otherwise, this Certiffeate is valid for one year after thls
formn {3 approved by the Ingurance carvier or its licensed ngent, or until the policy expiration date listed in box “3c¢¥, whichever is emrlier.

This certificate Is Issued as & matter of information onfy and confers no rights upon the certificate holder. This cerfificate does nat amend, extend or aiter
the coverage afforded by the policy listed, nor does it confer any rights or responsibilities beyond thoss conteined in the referenced policy.

This certificate may be used as evidence of a Warkers' Compensation contract of insurauce only while the undetlying policy is in effect.

Plense Note: Upon the canecllation of fhe workers’ compensation poliey indleated on {his form, if the business continues to be named on 2
permit, license or contract issued by a certificate holder, the business must provide that certificate hiolder with a new Certificate of Workers®
Compensation Coverage or other authorized proof that the business is complying with the mandatory coverage requirements of the New York
State Workess* Compznsation Law,

Under penalty of perjury, I certify that 1 am an authorized reprosentative or Heensed agent of the insurance carrior referenced
above and thaf the named fnsured bas the coverage s depicted on this form,

Approved by:  Seth A. Smith
{Print name of authorized representetive or Uceased agent of insurance carrier)

Approved by:  Soenf . = ool 08/103/2018

{Signature) {Date}
Tle: Senior Vice President, WC Underwriting

Telephone Number of authorized representative or licensed agent of insurance carrier. 1-888-995-5300

Plenas Note: Only insurance carriers and thelr liconsed agents are authorized to lasue the ¢-105.2 form. Insurance brokeys are NOT
authorized to issue it.

C-105.2 (8-17) www.weh.ny.gov
FL-22-0355 0342




Workers'

) CERTIFICATE OF
TATE ggg:,ge"”“"" NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
1a. Legal Name & address of Insured (use street address only) 1. Business Telephone Number of Insured

TO8-836-0658
Ulta Salon, Cosmetics & Fragrance, Inc
Store #332, Boulevard Consumer Square
1701 Niagara Falls Blwvd, Suite 100
Albany, NY 14228

l¢, NYS Unemplayment Insurance Employer Reglstration Nomber of

Work Location of Insured (Only required if coverage Is specifically
iimited to ceriain focations in New York Stats, Le. a Wrap-Up Policy)

t Identification Number of Insured or Social Security

2. Name and Addregs of the Entity Requesting Proof of Coverage 3a. Neme of Insurance Currier
{fintity Being Listad as the Certificate Holder)

Safety National Casualty Corporation
WY Department of State
Division of Licensing Services
One Commerce Plaza

99 Washington Ave

Albany, NY 12201

ntity listed in box *1a”

3¢, Policy effestive period
05/3172018 05/31/2019

34, The Proprietor, Parinarg or Bxecotive Officers are
% included, {Only shieck box if afl pedtnersfolficers incloded)

alt excluded or certain puriners/officers excluded,

This cerlifies that the insurance carrivr indicated above in box *3" ingures the business referenced above in box *18" for workers’ compensation
under the New Yotk State Workers’ Compensation Law. (To nse this form, New York (NY) must be Usted nader fem 3A on the
INFORMATION PAGE of the workers® compensation {nsurance palicy), The Iusurance Carrler or iis licensed agent will send this Certificate
of Insurance to the entity listed above ns the certificate holder in box “2”,

The Insurance camier must notify the above certificate holdor and the Waorkers' Compensalion Board within 10 days IF a policy is canceled due to
nonpayment of premiums or within 30 days IF there ars reusons other than nonpayment of premiums that cancel the policy or eliminate the insured from
the coverage indicated on this Cerlificate, (These notices may be sent by regular mall) Otherwise, this Cortificats is valid for one yoar after thiy
form is approved by the insurance cavrier or i3 Hleensed agent, or untli the policy expiration date Hsted in box "3¢", whichever is earlier.

This cestificate is issued as a mutfer of information only and confers no rights upon the certificate holder. This certificale does not amend, extend or alfer
{he coverape afforded by the policy listed, nor does it confer any rights or responsibilities beyond those contained in the referenced polioy.

This cerlificate may be used as evidence of 2 Workers' Compensation contract of insurance only while the underlying policy is in effect.

Please Note: Upon the cancellation of the workers’ compensation poficy indicated on this form, if the business continues to be named on &
permit, license or contract issued by a certificate holder, the bustness must provide that certifiente bolder with & new Certiffeste of Worlters?
Compensation Coverage or other authorized proof that the business Is complying with the mandatory coverage requirements of the Now Yok
Sinte Workers' Conmipensation Law.

Under penalty of perjury, Leertify that | am an authorized representative or licenzed agent of the insurance earrier referenced
above and ihat the nxmed insured has the coverage as depicted an this form,

Approved by,  Seth A. Smith
{Print name of suthorized reprosentutive o ficensed agent of insurance carvler)

Approved by  “Soemf . =l ek 05/10/2018
{Signature) {Date}

T#ls: Senior Vice President, WC Underwriting

Telaphone Number of authorized representative or licensed agent of insurance camien 1-888~-895-5300

Please Note: Only insurance carriers ahd thelr licensed agents are authorized to lssue the C-105.2 form, insurance brokers are NOT
suthorized to lssus it.
C108.2 (9-17} www.weh.ny.gov

FL-22-0355 0343




NEW ype!
hEw Workers

CERTIFICATE OF
ATE g‘;g:ﬁe"sa“““ NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
1a, Legal Name & address of Insured (use stroot address only) 1b, Business Telephone Number of Insured

607-796~27689
Ulta Salon; Cosmetices & Fragrance, Ing

Store #393, Southern Tier Crossing i ¢ i '
1520 County Road 64 ::sulj:;ls Unemployment Tusurance Empioyer Regisiration Number of

Horseheads, NY 1484% —

Wark Location of Insured (Only reguired if coverage Is specifically 1d, Pederal Employer Identification Nurmber of Insuved or Social Seourity
fimited o certain locations in New York State, i.e. a Weap-Up Policy) l

2. Name and Address of the Entity Requesting Proof of Coverage 3n, Name of Insurance Carrier
{Entily Being Listed as the Certificate Holder)
Safety National Casualty Corporation

NY Department of State
Divigion of Licensing Sexvices
One Commerce Plaza 3k, Policy Number of entity listed in box “1a®

99 Washington Ave —
Albany, NY 12201
3c. Policy effective perind
05/31/2018 4, 08/31/201%

3d. The Proprietor, Parfness or Executive Officers are
% included. {Only check box ifall pantnersfolficers included)

all excluded or cerfain partpersfofficers excluded,

This cedlifies that the nsurance carrier indloated above in box 3" insures the business referenced abova In box *1a” for workers’ compensation
under the New York Stats Workers® Compensation Law, (To use this form, New York {(NY) must be Hsted under Jtem 34 on the
INFORMATION PAGE of the warkers' compensation insurance policy). The Insurance Carrier or its licensed agent wil] send this Certificate
of Insurance to the entity listed above as the certificate holder in box *27,

The insurance carrfer must rotify the above certificate holder and the Workers' Compensation Board within 10 days IF a policy is canceled dug 1o
nonpayment of premiums or within 30 days IF thers are rengons other than nonpayment of premiums that cancel the policy or eliminate the insured from
the caverage indicated on this Certificuie. (These notices may be sent by reguler mail.} Otherwise, this Ceriificate is valid for one year after this
form iy approved by the insursnce carrier or its Heensed agend, or uniil the policy expiration date listed in box "3¢", whichever Iy earlier.

This certificate Is issued a5 a matter of information only and confers no rights upon the certificate holder, This certificate does nol emend, extend oy alier
the coverage afforded by the policy listed, nor doea it confr any rights or responsibilities beyond those contained in the referenced policy.
This certificate may be used sy evidence of & Worlers' Compensation contract of insurance only while the underlying polloy is in effect.

Please Note: Upon the cancellation of the workers’ corapensation policy indicated on this form, if the business contlnnes to be samed on 4
permit, Heense or contract lssued by a certificate holder, the business must provide that certifiente holder with a now Cerfificate of Workers®
Compensation Coverage or other authorized proof that the husiness is complying with the mandatory coverage requirements of the New York
State ‘Workers’ Compensation Law.

Under penalty of perjury, I certify that 1 am an anthorized representative or licensed agent of the insurance carrier referenced

sbove and that the named Insured has the coverage as depicted on this form,

Approvedby:  Seth A. Smith
(Print name of authorized representative or Hoensed ngent of Insurence carvier)

Approved by:  rewf .. e 05/10/2018

[Signnture) {Date}
Tile:  Senior Vice President, WC Underwriting

Telephone Number of authorized represantative or licensed agent of Insurance garar. 1~886~995~5300

Please Note: Only insurance cardoers and their licensed agents are authotized to lssue the C.105.2 form. insurance brokers are NOT
authorized to issue it,

€-108.2 {9-17)

www.web.ny.gov
FL-22-0355 0344




NEW '
e Workers

CERTIFICATE OF
TATE gg‘;}%““sa“” NYS WORKERS® COMPENSATION INSURANCE COVERAGE
18, Legal Name & address of Insured (use street address only) 1b, Business Telephone Number of Insured

607-796-2768
Ulta Salen, Cosmetics & Fragrance, Inc
Storp #396, Fairmont Fair

3541 W. Genesee Street

Syracuse, NY 14845

1¢, NYS Unemployment Insurance Bmployer Registration Number of
I

Work Location of Insured (Only required [ coverage Is specifically 1d. Federal Employer Identification Number of Insured or Social Seonrity

limitad 1o cartain locations in New York State, i.e. a Wrap-Up Policy)

2. Name and Address of the Entity Requesting Proof of Coverage WITICT
{Erdity Being Listed us the Certificate Holder)
Safety National Casualty Corporation

NY Department of State
Division of Licensing Services
One Commerce Plaza

99 washington Ave

Albany, NY 12201

3b, Policy Number of entity listed in box “1a"

3¢. Policy effective period
05/31/2018 05/31/2019

3d, The Proprielor, Pariners or Executive Officers sre
X included. {(Only checkbox if all pastnersfofficers included)

all excluded or certaln parinersfofficers excluded,

This certiffes that the insurances caerler indicated above in box 43" insures the business referenced above In box *Ia” for workers’ compensation
under the New York State Workers' Compensation Law. {To use this form, New York (NY) must be listed under liem 3A on the
INFORMATION PAGE of the workers’ compensaiion Insaranee pelicy). The Insurance Carrler or its licensed agent will send this Certificate
of Insurance to the entity listed above as the certificate holder in box “2”,

The insurence cenrer must notify the above certificats holder and the Workers’ Compensation Board within 10 days IF & policy is canceled due fo
nonpayment of premiunms or within 30 days IF there are roasons other than nonpayment of premiums that cancel the policy or eliminate the insured from
the coverage indicated on this Cedificate, (These notices may be senl by regular mail.) Otherwise, this Certifleate i valld for one year after this
form is approved by the insurance carrier or its ficensed ageat, or untii the poticy expivation date fisted in box "3¢", whichever s earler.

This centificate ¢ issued as a matter of Information only and confers no rights upon the certificate holder, This certificate doss not amend, extend or alter
the coverage afforded by the policy listed, nor does it confer any rights or responsibilities beyond those contained I the referenced policy.

This certificate may be used as evidence of a Workers' Compensation contract of insurance onfy while the underlying policy is in offect.

Please Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continues to be named on »
permif, lvense or contract issued by 2 cortificate fofder, the business must provide that certificate holder with a new Certiffente of Workers'
Compensntion Coverage or other authorized proof that the business is complying with the mandstory coverage requircments of the New York
State Workers® Compensation Law.

Under penalty of perjury, ¥ certify that I am an authorized representative or licensed agent of the insurance carrler yeferenced
above and that the named Jnsured has the coversge as depicted on this form.

Approved by:  Seth A, Smith
{(Print name of anthorized representative or licensed agent of insurance carrler)

Approved by:  =Socnf el 0571072018
(Signature) (Date)

Tile: Senior Vice President, WC Undexrwriting

Telephone Number of authorized representative or ficensed agent of insurance carrier, 1~-888-955-5300

Please Note: Only insurance carriers and thelr licensed agents ara authorized {0 issuo the £.1058.2 form, Insurance brokers are NOT
authorized to Jssue it

£108.2 {817} www.weh.ny.gov
FL-22-0355 0345




NEW | Workers'

YORK CERTIFICATE OF
TATE ggg}%”“saﬁ"“ NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
1a. Legal Name & address of Insured {use steest address only) 1%, Business Telephone Number of Insured

B45-~783-3544
Dlta Salon, Cosmetlics & Fragrance, Ing
Store #401, Harriman Commonsg
128 Bailey Farm Road
Monroe, NY 10850

ie. NYS Unemployment Insurance Employer Registration Number of
[nsuted

Work Location of Insured (Onfy required if coverage is specifically 1d, Federal Employer identification Number of Insured or Social Security
linrited to certain locafions in New Fovk State, i.e. a Wrap-Up Foliey)

2. Name and Address of the Bntity Requesting Proof of Coverage 34, Name of Insurance Carrier

{Entity Being Listed as the Certificate Holder)
Safety WNational Casvalty Corporation
NY Department of State
Division of Licensing Services
One Commerce Plaza

9% Washington Ave

3b, Policy Number of entity Hsted in box *1a"

3o, Policy effective period
0573172018 0 6573172019

3d. The Proprictor, Partners or Executive Officers are
% included. (Cnly check box if all partnersivficers includsd)

all excluded or certain parinersfofficers excluded.

This cedifies thal the insurance carrier indicated above in box #3" insured the business referenced sbove in box “1a” for workers® compensation
under the New York State Workers® Compensation Law, (To use this form, New York (NY) muat be Hsted under Item 34 on the
INPORMATION PAGE of the workers' compensation insurance policy). The Insucance Carrier or its licensed ngent wili send this Certificate
of Insurancs 1o the entity listed sbove a3 the cerdificate holder in box “2",

The insurance carticr must notify the above cerfificate holder and the Workers' Componsation Board within [0 days IF a policy is canceled due to
sonpayment of premiums or within 30 days IF there ars reasons other than nonpayment of premiums that cancel the policy or eliminate the insured from
the coverage Indicated on this Certificate, (These notices may be sent by rogular mail.) Otherwise, this Certificate is valid for one year after this
form is approved by the fnsurance carricr or Its licensed agent, or untll the policy expiration date Hsted in box *3¢", whichever is earller,

This certificate is issued as a matter of information only and confers no rights upon the certificate holder. This certificate doss 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 cerlificate may be used as evidence of a Workers' Compensation contract of insurance only while the underlying policy Is in effect.

Piease Note: Upon the cancollation of the workers’ compensation policy {ndicated on thig fovm, if the business continoes to be nanted od &
permit, Heense or contract jssued by a certificate bolder, the business must provide that certificate holder with a new Certifieate of Workezs’
Compensation Coverage or other authorized proof that the business {s complying with the mandatory coverage requirements of the New York
State Workers' Compensation Law,

Under penaity of perjury, L certify thut 1 am an authorized representative or Yicensed agent of the insurance carvier veforonced

above sod that the named insured has the covernge as depicted on this form.

Approvedby:  Seth A. Smith
{Print name of suthorized representutive or licensed sgent of insurancs carrler)

Approved by:  “Soenf. . < e 0571072018
{Signature} {Date)

Tille; Senior Vice President, WC Underwriting -

Telophone Number of authorized representative or ficensed agent of insurance carder;  1-888-985-5300

Ploase Note: Only Insurance carrlers and thelr licensed agents are authorized 10 Issue the G-105.2 form. Insurance brokers are NOT
authorized to issue it.
G-105.2 (8-17) v weh.ny.gov

FL-22-0355 D346




NEW | Workers’
Tate | Compensation
Board

CERTIFICATE OF
NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

ia. Legal Name & nddress of lnsured (use strest address only) 1h, Business Telephone Number of Insured
710-6938-9004

Ulta Salon, Cosmetics & Fragrance, Inc
Store #483, Rego Center

6135 Junction Blvd, Mailbox # AL3
Rego Park, NY 11374

1o, NYS Unemployraent Insurance Employer Registration Number of

Work Location of Insured (Only required if coverage is specifically 1d. Federa! Employer Identification Nurmber of Insuted or Soolal Security
timited to ceriain fovations in New York State, Le, a Wrap-Up Policy}

2. Name and Address of the Entity Requesting Proof of Coverage
{Entity Being Lisicd a3 the Certificate Holder)

Cartier

Safety National Casualiy Corporation
NY Department of State
Division of Licensing Services
Oneg Commerce Plaza

89 Washington Ave

Albany, NY 12201

f entity tisted in box “1a™

3c¢. Policy effective period
05/3172018 4 05/31/2019

3d, The Propristor, Partners or Exeentive Officers arg
¥ insluded. (Only check box if all parimersfofficers included)

alf excluded or certain partners/officers excluded.

This certifies thut the Insurance cander indicated above in box “3" insures the business referenced above in box *1a* for workers® compensation
under the Now York State Workers® Compensetion Law. (To uze this form, New Vork (NY) must be listed under Item JA on the
INFORMATION PAGE of the workers' compensation Insnrance policy}. The Insurance Carrier or its licensed agent will send this Certificate
of Insurance to the entity lsted above as the certificate holder in box *2%,

The insurance carrfier must notify the above certificate holder and the Workers' Compensation Board within 10 days IF a policy Is canceled due to
nonpayment of premiums or within 30 days IF thers are reasons other than nonpayment of premiumns that cancel the policy or eliminate the insured from
the coversyge indicated on this Certificate, {These notices may be sent by regular mail.} Othetwise, this Certificate is valld for one year after this
form s spproved by the insurance careler or {is lcensed agent, or uniil the policy expiration dnte lsted in box "3c”, whichever is earlier.

This certificate #s issued as & matter of information anly and confirs no rights upon the certificate holder, This certificate does nof amend, extend or alfer
the coverage afforded by the pokicy lisied, nor does it confer any rights or responsibilities beyond those contained in the referenced policy.

This cerlificate may be used as evidense of a Workets' Compensation contract of insurance only while the underlying polioy is in effoct.

Pleuse Nofe: Upon the cancellation of the warkers’ compensation paticy indlented on this form, if the business continues to be named on 2
permit, license or contract issued by a cortificate holder, the business must provide that certificate holder with 2 new Ceriificate of Workers’
Compensation Coverage or ofher authorkzed proof that the business is complying with the mandatory coverage requirements of the New York
State Workers® Compensation Law.

Under penaity of perjury, X certify thai I am an authorized representative or licensed agent of the insurance carrier referenced
nbove and that the named {nsured has fite coverage as depicted on this form,

Approvedby:  Seth A. Smith
(Print nume of authorized representative or licensed ngent of insuranee carrler

Approved by: Sl . e ode 0571072018

(Signature} {Date)
Tille: Senior Vice President, WC Underwriting

Telephonse Number of authorized representative or ficensed agent of insurance carrder: 1-888~988-5300

Please Note: Only Instrance carriers and their licensed agents are authorized to issus the C-105.2 form. Insurance brokers are NOT
suthorized to [ssue it

C-105.2 (917} www.web.ny.gov
FL-22-0355 0347




NEW [ Workers'
sTATE | Compensation
Board

CERTIFICATE OF
NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

1a. Legal Mame & sddress of Insured (use streot address only) 1b. Business Tefephone Number of Insured
315-785~1013
Ulta Balon, Cosmetics & Fragrance, Ine

Stoxe #511, Towne Center at Watertown 1¢. NYS Unemploymant Insursace Employer Registeation Number of

21835 Towne Center Drive
Watertown, NY 13601 l_

Work Location of Ingured (Only requived If coverage is specifically 14, Federad Employer Tdentification Number of Tnsured or Social Security

Himited to earigin locations bt New York State, Le. a Wrap-Up Policy) “

2. Name and Address of the Entity Requesting Proof of Coverage 3a. Name of Insurance Carier

{Entity Being Listed as the Certificate Holder)
Safety National Casualty Corporation

NY Department of State
Division of Licensing 3urvices

One Commerce Plaza . ficy Number of eatity listed in box *19”
9% Washington Ave
Albany, NY 12201
36, Policy sffective peslod

0573172018 to 08/3L/2019

3d. The Proprictor, Parlners or Executive Officers are
% ineluded. {Only check box if 2l partnersfofficers insluded)

all excluded or cortain partners/officers sxcluded.

This cerlifies that the insurance camier indicated ubove in box “3” insures the business referenced above ii box “La® for workers' compensation
under the New York State Workers® Compensation Law. (To nse this form, New York (NY) must be Hsted under ftem 34 on the
INFORMATION PAGE of the workers® compensation insuranee policy), The losuwance Carvier or its Heensed agent will send this Certificate
of Insurance to the entity listed above as the cegtificate holder in box *2¥,

The insucance cartier must notify the above centificate holder and fhe Workers’ Compensation Board within 10 days IF a policy is canceled due to
nonpayment of premiums or within 30 days IF there are reasons other than nonpayment of premiuns that cance! the policy or climinate the fnsured from
the coverage Indicated on this Certiffente. (These notices may be sent by reguiar mall) Otherwise, this Certificate Is valid for one year after this
form is approved by the insurance earrier or s Heensed agent, or until the policy expiration dute listed in box 3", whichever is earlier,

This cetfificate is issued as o matter of Information only and confers no rights upon the certiffeate holder, This certificate does not amend, extend or alter
the coverage afforded by the poliey listed, nor does it confer any rights or responsibilities beyond those contained in the refsrenced policy.

Titds certificate may be used as evidence of & Workers' Compensation contract of insurance only while the underlying policy is in effect,

Please Note: Upon the cancellation of the workers® compensation pelicy fndicated on this form, if the business continnes to he named on a
permit, license or eontract Issued by a certificate holder, the business must provide that certificate holder with 5 new Certificate of Workery?
Compensation Coverage or other authorized proof that the business is complying with the mandatory ceverage requirements of the New York
State Workers’ Compensation Law,

Uunder penalty of perjury, I certify that 1 am an authorized representative or licensed agent of the insurance cavrier veferenced

above and that the named psured has the coverape as depleted on this form.

Approvedby.  Seth A, Smith
(Print name of suthorized representative or licensed agent of Insurance onrrier)

Approved by wSoenf . ke 05/10/2018

(Signalure) {Date)
Tile: Benior Vice President, WC Underwriting

Telephane Number of authorized representative or licensed agent of insuranca carrier: 1~888-995~5300

Please Note: Only insurance carriers and their licensed agents are authorized to lssue the C-105.2 form. Insuyance brokers are NOT
authorized to issue it. -
C-1056.2 {997} www.wob.ny.gov

FL-22-0355 0348




NEW ’
HEw Worlcers

CERTIFICATE OF
TATE | COmPpensation  Nys WORKERS’ COMPENSATION INSURANCE COVERAGE
ia. Lagal Name & address of Insured {use stree! address only) 1b. Business Telephone Number of Tnsured

607-797-3089
Oita Salon, Cosmetics & Fragrance, Inc
Store #543, Town Square Mall

2417 Vestal Parkway East

Vegtal, NY 13850

16, NYS Unemployment Insurance Employer Registration Number of

Work Location of Tnsured (Only vequired if coverage is specifically | 1d. Federal Employer ldentification Number of Insured or Social Security
fimited to certain locatlons in New Yok State, i.e. ¢ Wrap-Up Polizy)

2, Name and Address of the Entity Requesting Proof of Coverage 38, Name of Insurence Carrier
{Entity Belng Listed as the Ceitificate Holder)
Safety Natlonal Casualty Corporation

NY Department of Btate
Division of Licensing Sexvices

One Commerce Plaza i entity Hsted in box “18™
99 Washington Ave :

Albany, NY 12201

3¢. Policy effective petiod

05/31/2018 1o 05/31/2015

3d. The Proprietor, Partners or Excoutive Officers are
% Included. (Oniy check box if all parmersfofficers included)

all excluded or cortain parinersfofficers excluded.

This cerifies that the insurance cartler indicated above in box *3" Insures the business referenced above In box %18 for workers” compensation
under the New York State Workers’ Compensation Law, (To use this form, New York (NY) must be Hated under Hom 34 on the
INFORMATION PAGE of the workers’ compensation insurance policy). The Insurance Canier or its licensed agent will send this Certificats
of Insurance to the entity listed above us the certificate holder in box “2%.

The insurance carrier nuust notify the above certificate holder and the Workers' Compensation Board within 10 days I a policy i canceled dus to
nonpayment of premiums or within 30 days IF there are reasons other then nonpayment of premiums that eancel the pelicy or eliminate the insured from
the coverage indicated on this Certificate. (These notives may be sent by regutar mail.) Ofherwise, this Cortificate is valid for one year after this
form is approved by the insurance earrler or ity licensed agent, or until the pollcy expiration date ligted In box 3¢, whichever is earller

“This certificate is issued as o matter of Information only and confers no rights upon the certificate holder. This certificate does ntot amend, oxtend or alter
the coverage afforded by the policy Histed, nor does it confer any rights or responsibitities beyond those contained in the referenced policy.

This certificate may be used as evidence of a Workers' Compensation contraot of insurance only while the underlying policy is in offesl.

Please Note: Upon the cancelintion of the worlers’ compensation pollcy indicated on this form, if the business continues to be named ou 2
permit, license or contract issued by a cerfificate holder, the business must provide that certificate hiolder with a new Certificate of Workers®
Compensation Coverage or other sufthorized proof thut the business is complylng with the mandatory coverage requirements of the Now York
State Workers' Compensation Law.

Under penalfy of perjury, X certify that 1 am an authorized representative or lcensed agent of the insurance earvler referenced
above snd that the named Insured has the coverage as depicted on this forro.

Approved by:  Seth A. Smith
{Frint norme of authorized representative or ficonsed agent of insurance carrier)

Approved by:  “Sownt . < ude 0571042018

{(Bignature) {Date)
Title; Sonior Vice Pregident, WC Underwriting

Telephone Number of aulhurized representative or flcensed agent of insurance camier: 1-888-995-5300

Ploase Noto: Only insurance carriers and thelr Heensed agents are authorized to lssue the C.105.2 form. Insurance brokers are NOT
suthorized to issue it

C-1085.2 {847} www.web.ny.gov

FL-22-0355 (349




Workers’
TATE | Compensation
Board

CERTIFICATE OF
NYS WORKERS' COMPENSATION INSURANCE COVERAGE

fn, Legal Name & sddress of Insured {use street address only) 1b. Business Telephone Number of Insured
516~794-7416

Hlta Salon, Cosmetics & Fragrance, Inc
Store #544, The Gallery at Westbury
Plaza

990 Gld Country Road

Garden City, NY 11530

fe. NYS Unemployment Insurance Employer Registration Number of
Insured

Work Locatlon of tnsured (Only required If coverage Is specifieatly 1d, Peders] Employer ldentification Number of Insured or Soclal Security
Timtited to certain locations in New York State, 1. a Wrap-Up Folicy)

2. Name and Address of the Entity Reguesting Proof of Coverage 3a, Name of Insurance Carrier
{Entity Belng Listed as the Certificate Holder)

Safety National Casualivy Corporation

NY Department of State

Divislon of Licensing Services

One Commerce Plaza

99 Washington Ave

Albany, NY 12201

3b. Policy Number of entity listed in box “18”

3c, Policy effectlve period
05/731/2018 o 05/317201%

3d. The Proprietor, Partners or Executive Officers are
x mmctuded. {Only sheok box if al purnecsfofficers included)

all excluded or certain parinersfofficers excluded.

This certifies that the insurance carrer indicated above in box™3” insures the business referenced above in box “1a” for workers' compensation
under the New York State Workers’ Compensation Law. (To use this form, New Yerk (NY} must be Hsted snder Jtem 34 on the
INFORMATION PAGE of the warkers’ compensation insarimee poliey). The Insurance Carrler or Its loensed agent will send this Cerlifivate
of Insurance to the entity listed above sy the certiticate holder in box “2%,

‘The Insurance cartier must notify the above certificate holder snd the Workers' Compensation Board within 10 days IF a pelicy is canceled duc 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
the coverage indicated on this Certificate, (These notices may be sent by regular mail.) Otherwise, this Certiffeate Is valid for one year after this
form is approved by the insarance carrier or lts licensed ngent, or until the policy expiration date listed in box "3¢", whichever is earlier,

This certificate is issucd as a matter of information only and confers no rights upon the certificate holder, This certificate doss not amend, extend or aiter
the coverags afforded by the policy listed, nor does it confor any riglis or responsibilities beyond those contained in the referenced policy.

This certificate may be used as evidence of a Workers' Compensation contract of Insurance only while the underlying policy is in effect.

Ploase Note: Upon the cancellation of the workers® compensation policy indieated on this form, if the business continues to he named on &
permit, Heense or contract igsued by a cerfificate holder, the business must provide that certificate holder with a new Certificate of Workers®
Compengativn Coverage or other authorized proof that the business i3 complyiog with the mandatory coverage requirernents of the New York
State Workers® Compensation Law,

Under peaalty of perfury, I cerlify that 1 am an authovized xepresentative or licensed agent of the insurance earrier referenced
ahbove and that the named fnsured has the coverage as depicted on this form.

Approved by:  Seth A. 8mith
(Peint name of awthorlzed rpresentative or licensed agent of insurance carrior}

Approved by, =Soen . =Gk 05/10/2018
{Signature) {Date}

Tile: Senior Vice President, WC Underwriting

Telaphona Number of authorized representative or Heansed agent of insurance camler: 1-888-~995-5300

Please Note: Only insurance carriers and thelr licensed agants are authorized to issue the C-108.2 form. Insurance brokers are NOT

authotized to Issue it

¢-1085.2 (8417) www.web.ny.gov
FL-22-0355 0350




NEW v
Yok Workers

CERTIFICATE OF
TATE gg’a’}%e“sa“"“ NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
Ta. Lepal Name & address of Insured {use street address only) 1h. Business Telephons Number of Tnsured

631-271-2817
Ulta Salon, Cosmetics & Fragrance, Inc
Stexe #569, Huntington Shopping Center
350 Route 110

Huntington, WY 11746

e, NYS Unemployment Insurance Employer Registration Number of
Insured

‘Work Location of Insured (Only reguired if coverage is specifically 1d. Federal Employer 1dentification Number of Insured or Social Secwlty
fitttited 1o cortain locatlons in New York State, e, a Wrap-Up Polley) | Number

2. Name and Address of the Entity Requesting Proof of Coverage 3a, Name of Insurance Carrier

{Entity Being Listed as the Certificate Holder)
. Safety National Casualty Corporation

NY Department of SBtate
Division of Licensing Services

One Commerce Plaza 3b, Palicy Number of entity listed in box “1a"
99 Washington Ave
Albany, NY 12201

3¢. Poliny effective period
05/31/2018 05/31/2019

3d. The Proprietor, Partnors or Bxeoutive Officers are
¥ included. {Only check box il all pertncrs/officers included)

all excluded or verfain partners/officers excluded.

This certifies that the insurance carsier indicated above in box ¥3" insures the business referenced above in box “1a” for workers' compensation
pnder the New York State Warkers’ Compensation Law, (To use this form, New York (NY) must be listed under ftom 3A on the
INFORMATION PAGE of the workers” compensation fusuvance policy), The Insuwance Cagder or its licenged agent will send this Certificate
of Insurance fo the entity listed above as the certificate holder in box 2",

The insurance carrier must notidy the above certificate bolder and the Workers' Gompensation Board within 10 days IP a policy is canceled due to
noupayment of premiums or within 30 days IF there are resasons other than nonpayment of premiums that cance] the policy or ellminate the insuved from
the 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 tnsurance cavrier or its Nicensed agent, or wutil the pelicy expiration date listed Jo box "3¢”, whichiever Is earlier,

This cestificate is issued as a matter of information only and confors no rights upon the cortificate helder, This certificate does not amend, extend or alier
the coverage afforded by the polioy listed, nor does it conter any rights or responsibiities beyond those contained in the referenced policy.

This certificate may be used s evidence of a Workers' Compensation contraot of insurance only while the underlying poticy is in effect.

Please Note: Upon the cancellation of the workers’ compensation policy Indicated on this form, if the buginess continues to be named on 8
perinit, ficense or contract issued by a certificate holder, the business must provide that certificate liolder with a new Certificate of Workers’®
Compensation Coverage ov other anthorized proof that the business is complying with the mandatory coverage requirements of the New York
State Workiers' Compensation Law.

Under penalty of perjury, I ceitify that I am an authorized represeniative or licensed agent of the insurance carrier referenced

above and that the nanted fnsured has the coverage as depicted on this fornn

Approved by:  Seth A. Smith
{Print name of authorized reprasentative or lleensed agent of insurance cerrier)

Approved by:  Sowk . = ok . 05/10/2018
(Signature) {Date)

Title: Senior Vice President, WC Underwriting

Talephone Nurnber of authorized representalive or licensed agent of insurance carrier: 1~888-995-5300

Please Note: Only insurance carrlers and their licensed agents are authorized to lssue the G-105.2 form. Insurance brokers ars NOT
autharized to issue it
¢408.2 (817 waw weh.ny.gov

FL-22-0355 0351




NEW s
e Workers

CERTIFICATE OF
TATE ggg}g““saﬁ"“ NYS WORKERS® COMPENSATION INSURANCE COVERAGE
1a. Legal Name & address of Insured {use sirest address only) Th, Business Telephone Number of nsured

814-937-1430
Ulta Salon, Cosmetices & Fragrance, Inc
Store #594, Pori Chester Shopping Center
445 Boston Port Road

Part Chester, NY 10573

e, NYS Unemployment Insurance Employsr Registration Number of

Work Location of Insured (Only required if coverage is specifically 1d. Federal Employer Identification Mumber of Insured or Social Security
limited to certain locations in New York State, |.e. & Wrap-Up Policy) | Number

3, Name and Address of the Entlly Requesting Proof of Coverage 3a. Name of Insurance Carriot

{Entity Being Listed as the Certificate Holder}
Bafety National Casualty Corporation

NY Daepartment of State
Division of Licensing Services

One Commerce Plaza 3b. Policy Number of cutity listed in box “1a”
99 Washington Ave —
Albany, WY 12201

3¢. Policy effective period
05/31/2018 05/31/2019

3d, The Proprietor, Partmers or Executive Offivers are
X intluded. Only check boy if sll partnersiofficers inchuded)

all excluded or certain partners/officers excluded,

This certifies that the insurance carrier indicated sbove it box 3" insures the businesy reforenced above in box “1a” for workers’ compensation
under the New York State Workers' Compensation Law. {To use this form, New York (NY) must be listed under Item 3A on the
INFORMATION PAGE of the workers’ compensation lnsurance policy), The Insurance Carier or its licensed agent will send this Certificats
of Insurance to the entity Hsted above as the certificate holder in box *2*",

The insurance carrier must notify the above certificate holder and the Workers' Compensation Borrd within 10 days IF a policy is canceled due to
nonpsyment of premitums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured from
the coverage indicaied on this Cerlificate. {These notices may be sent by regular mail.} Otherwise, this Cortificnte is valid for one yoar affer this
form is approved by the insurance careier or Its lieensed rgent, or wntll the policy expiration date listed in box "3¢", whichever Is earlier.

This cestificnte Is iswued as a matter of information only and confers no rights upon the cerificate holder. This cerificale does dot amend, exlend or alier
fhie coverage afforded by the policy listed, nor does it confer any rights or responsibilities beyond those contained in the referenced policy.
Thig certificate may be used as evidence of a Workers' Compensation contract of Insurance only witle the underlying poficy is in effecl,

Please Note: Upon the cancellation of the workers' compensation policy indicated on this form, if the business continues to be named on a
permit, Heense or contract issued by a certificate holder, the business must provide that certificate holder with a new Certificate of Workers?
Compensation Coverage or other authorized proof fhat the business is complying with the mandatory coverage requirements of the New York

State Workers® Compensation Law.
Under penalty of pexjury, 1 certify that I am an anthorized representative or Heensed apent of the Insurance carrier referenced
above and that the named insured las the coverage as depicled on this form.

Approved by:  Seth A, Smith
(Print name of authorized representative or licensed agent of ingurance carrier)

Approved by, =Sl wtl ok 05£10/2018

{Signature) {Date)
Tde: Senior Vice President, WC Underwriting

Telephone Number of authorized representative or licensed agent of Insurance carriar: 1-889~995-5300

Pisase Note: Only Insurance carrlers and their ficensed agents are authorized to issue the €-405.2 form. Insurance brokers are NOT
authorized to Issus it

C-406.2 (817) wwwowch. ny.gov

FL-22-0355 0352




NEW | Workers'

ORK CERTIFICATE OF
TATE ggg}ge"saﬁ“ NYS WORKERS* COMPENSATION INSURANCE COVERAGE
1z, Legal Name & address of Insured (use sireet address only) 1h. Business Telephone Number of insured

9145814538
tilta Salon, Cosmetics & Fragrance, Ine

Store #616, Rivertowns Sqguare . -
16 Lawrence Street 0. NYS Unemployment Insurance Employer Reglstration Number of

-l

Work Location of Insured {Only reguired if coverage is specifically 1d, Federal Employer Identification Numbar of Tusured or Social Security
timited to certain locations in New York State, Le. a Wrap-Up Policy)

2, Name and Address of the Entity Requesting Proof of Coverage 4. Mame of insutance Carrier
{Bntity Being Listed a5 the Certificnte Holder) ‘
Safety National Casualty Corporation

NY Department of State
Division of Licensing Services

One Commerce Plaza i ty disted in box *1a8"
99 Washington Ave
Albany, NY 122061

3o, Polloy effective period
05/31/2018 o 05/31/2019

3d. The Proprietor, Partners or Bxecutive Officers are
% included, Only check box if all partnersfofficers included)

afl excluded or certain partners/officers excluded.

This certifies that the Insurance carder indicated above In box “3” insures the business relereaced sbove In box *18” for workers’ sompensation
under the New York State Workers® Compensation Law. {To use this forny, New York (NY) must be listed uader Jtem 34 on the
INFORMATION PAGE of the workers® compensation insurance poliey), The Insursnce Carrier or ifs licensed agent will send this Centificate
of Insurance to the entity listed above as the certificate holder in box “2”.

The insurance catrler must notify the above certificate holder and the Workers' Compensation Board within 10 days 18 a policy is canceled due io
nonpayment of premiums or within 30 days IF there ave reasons other than nonpayment of premiums that cancel the policy or eliminate the insured from
the coverage indicated on this Certificate, (These notices may be sent by reguler mail)) Otherwise, this Certificate is valid for one year after thiy
form is approved by the insurance earrier or fis licensed agent, or until the policy expiration daie listed in box "3¢", whichever is eariler,

This certificate is issued as a tuatier of information only and confors no rights upon the certificate holder. This certificate does not amend, extend or alter
the coversge afforded by the policy listed, nor does it confer auy rights or responsibilittes beyond those contained in the referenced policy.
This certificate may be used as evidence of a Workers' Compensation contract of insurance only while the underlying policy is in effoct,

Please Note: Upon the csucellation of the warkers” compensation poticy indicnted on this form, if the business contlnues t6 e namedon a
pormit, license or contract issued by a ceriificate holder, the business must provide that certificate holder with # new Certifieate of Workers?
Compensation Coverage or othier anthorized proof that the business is complylng with the mandatory coverage requirements of the New York
Btate Workers' Compensation Law.

Yador penalty of perjury, I certify that I am an nuthorized representative or ficensed agent of the insurance cavricr referenced
above nnd that the usmed insured has the coverage ss depieted on this form,

Approved by:  Seth A, Smith
(Print nome of authorized representative or Nomsed agent of insurance carrier)

Approved by:  <Soenf . ok _ 05/10/2018

{Signature} {Date)
Tile: Senior Vice President, WC Underwriting

Telaphone Number of authorized representative or licensed agent of Insurance sander: 1-888~995-3300

Please Note: Only insurance carriors and thelr licensed agents are authorized to issue the C-108.2 form. Insurance brokers are NOT
authorized to Issue it

G-105.2 {817} www.weh. ay.gov
FL-22-0355 0353




NEW '
New | Workers

0 CERTIFICATE OF .
TATE gg:}%e”saﬂ"“ NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
1a. Legal Name & address of {nsured (use strest address only) 1b. Business Telephone Number of Insured

T18-554~4634
Ulta Salon, Cosmetics & Fragrance, Inc
Store #617, Bricktown Center

245 Bricktown Way

Staten Island, NY 10309

¢, NYS Unemployment Insurance Employer Registration Number of

Work Location of Insured (Only requived if coverage is specifically 14, Federal Employer Identification Number of insured or Social Security
Ffimited fo certain locations in New York State, Le. a Wrap-Up Polley) | Number

2. Name and Address of the Entity Requesting Proof of Coverage 3a. Name of Insurance Carricr
(Entity Being Listed os the Certificate Holder)
Bafety Naticnal Casualty Corporation

NY Department of State
pivision of Licensing Services

One Commerce Plaza 3b, Policy Number of entity listed in box *1a”
59 Washington Ave .
Albany, NY 12201

3o, Policy effective perind
0573172018 to 05/31/2019

3d. The Proprietor, Partners or Executive Officers are
x included. (Only check box it alf pariners/officers included)

all excladed or certain partners/officers excluded.

“This certifics that the Insurance carrier indicated above in box “3" insures the business referenced above in box “1a” for workers’ compensation
under the New York State Workers® Compensation Law, {To use thig form, New York {NY) must be listed under Item 34 on the
INFORMATION PAGE of the workers’ compensation insurance policy). The Insurance Carrier or its licensed agent will send this Certificate
of Insurance to the entity listed above as the certificute holder in box *2™.

The Insurance carrier must notify the above certificate helder and the Workers' Compensation Board within 10 days IF a policy {s canceled 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

. the coverage indicated on this Certificate. (These notices nway be sent by repular mail.) Otherwise, this Certificate is valid for one year after this
form Is approved by the insurance cavrier or its licensed agend, or until the policy explration date Hsted in box "3¢", whichever is earlier,

‘This cerfificate is fssued as a matter of information only and confers no rights upon the certificate holder. This certificate does rot 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 cerfificate may be used as evidence of a Worlers' Compensation sonisact of insurance only whils the underlying poticy is in effect.

Please Nofe: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continues to be aamed on
permit, license or confvact issued by a certificate holder, the business must provide that certificate holder with a new Certificate of Workers’
Compensation Coverage or other authorized proof that the business is complying with the mandatory coverage requirements of the New York
State Workers' Compensation Lay.

Under penalty of perfury, I certify that I am an authorized representative or Jicenged apent of the insurance carrier referenced
above aud that the named Insured has the coverage as depicted on this form.

Approved by:  Seth A, Smith
{Print name of authorized representative or Hcensed sgent of insurance carrler)

Approved by,  “Soewt . < ds 08/10/2018

{Signatare) (Dale)
Title: Senior Vice President, WC Underwriting

Telephone Number of authorized representative or ficensed agent of insurance cartier: 1-888-~995-5300

Please Note: Only Insurance carrders and their licensed agents are authorized to issue the C-105.2 form. Insurance brokers are NOT
authorized to lssue it

C-105.2 {9-17) www.webh.ny.gov
FL-22-0355 0354




NEW y
YE. Workers

. CERTIFICATE OF
YATE ggt;;%ensatzon NYS WORKERS? COMPENSATION INSURANCE COVERAGE
la. Legal Name & address of Insured (use street address only) 1, Business Telephone Number of Insured

51465414670
Ulta Salon, Cosmetics & Fragrance, Inc
Store #1694, Sunrise Promenade

5252 Sunrise Righway

Massapequa Park, NY 11762-~2%07

fe. NYS Unemployment Insurimee Employer Registration Number of

Work Location of Insured {Only required if coverage i3 specifically 14, Pederal Employer ldentification Number of Insured or Social Seourity
linited to certain locations in New York State, i.e, a Wrap-Up Pelicyp | Numbet

2. Name and Address of the Entity Requesting Proof of Coverage 3a. Name of Insurance Carrier

(Entity Being Listed as the Certificate Holder)
Safety MNational Casualty Corporation

NY Department of State
Bivision of Licensing Services

One Commerce Plaza 3b, Polley Number of entity Hsted in bax “1a”
99 Washington Ave —
Albany, MY 12201

3o, Policy effective petiod
05/31/2018 4 05/31/201%

3d. The Proprietor, Pariners or Executive Officers are
% included. (Only check box if il pariners/officers included)

all excluded or certaln partners/officers excluded.

This vertifies that the insurance carier indicated above in box 3" insures the business referenced above in box “1a” for workers’ compensation
under the New York State Workers’ Compensation Law, (To use this form, New York (NY) must be listed onder Jtem 34 on the
INFORMATION PAGE of the workers® compensation insurance policy), ‘The Insurance Carrier or its licensed agent will send this Certificate
of Insurance to the entity Usted above as the certificate holder in box “27,

The insurance carrier must notify the above certificate holder and the Workers' Compensation Board within 10 days IF a policy Is canceled doe to
nonpayinent of premiums or within 30 days IF there are reasons other than nonpaymient of promiums that cancel the policy or eliminate the insured from
the coverage indicated on this Centificate, {These notices may be sent by regiilar mail.) Gtherwise, #his Certificate is valid for one year ufter thiy
form is approved by the insurance carrler or Hs Yicensed agent, o until the policy expiration date Ysted In box "3, whichever is earlier,

This certificate is jssued as a watter of information only and confiers no rights upon the cestificate holder. This certificate does not amend, extend or alter
the coverage nfforded by the policy listed, nor does it confer any rights or responsibillties beyond those contained in the referenced policy.
‘This certificate may be used as evidence of a Workers' Compensation contract of insurance only while the underlying policy Is in effect,

Piease Nofe: Upon the caucelisfion of the workers’ compensation poliey indicated on this form, if the business continues to be numed on a
permit, license or confract issned by a certificate holder, the business must providu that certificate holder with & new Certifieate of Workers’
Compensation Coverage or other authorized proof that the business is complying with the mandafory coverage requirements of fie New York
State Workers® Compensation Law,

Under penalty of perfury, I certify that X am an authorized representative or licensed agent of the insurnnce earrier referenced
ghove and that the named insured has the coverage as depicted on this form.

Approved by, Seth A. Smith
{Print name of authorized representative or licensed egent of insurance oander)

Approvad by:  <Foe . e ok 08/10/2018

{Signature) {Date)
Tile: Senior Vice President, WC Underzwriting

Telephione Number of authorized representalive or licensed agent of insurance camier, 1-888-995~5300

Ploase Note: Only Insurance carriers and thelr ioensed agents are authorized to issue the C408.2 form. Insurance brokers are NOT
authorized to Issus i

C-106.2 (8-17) www.web.ny.gov
FL-22-0355 0355




NEW y
e Workers

RIC CERTIFICATE OF
TATE ggg}%“"saﬁ"“ NYS WORKERS® COMPENSATION INSURANCE COVERAGE
ta, Legal Name & address of [nsured (use street address only) 1b. Business Telephone Number of Tnsured
631~666-0706

Ulta Salon, Cosmetics & Fragrance, Inc
Store #714, Westfileld South Shore Mall
1701 Sunrise Highway

Bay Shore, NY 11706-6051

1o, NYS Unemployment Insurance Employer Registration Number of
Ingured

Work Location of Insured (Only reqiitved if coverage Is specifically 14d. Pederal Employer Identification Number of Insured or Social Security
limited 1o certuin locations in New York Staie, i.e, a Wrap-Up Policy} | Number

2, Name and Address of the Entity Requesting Proof of Coverage 3a. Name of Insurance Carrier

{Entity Being Lisicd a3 the Certificate Holder)
Safety National Casualty Corporation
NY Oepartment of State
bivision of Licensing Services
One Commerce Plaza

99 Washington Ave

Albany, NY 12201

Nomher of entity Hsted in box 18

3¢, Policy effestive period
08/31/2018 4 05/31/2019

34, The Proprietor, Partners or Excoutive Officers are
X fncluded. (Only check box if aft parmers/officers included)

#ll excluded or certain partners/officers exciuded.

This certifies that the Insutance carrier indicated above in hox “3" insures the business referenced above in box “1a™ for workers' compensation
under the New York State Workers' Compensation Law. (Yo use this form, New York (NY) must be Hsted under Item 34 on the
INFORMATION PAGE of the workers® compensation Insurance policy). The Insuranco Carrder or its licensed agent will send this Certificate
of Insurance to the entity Hsted above as the certificate holder in box “2”,

The insurance carrier must notify the above certificate holder and the Workers' Compensation Board within 10 days IF a policy is canceled 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
the coverage indicated on this Certificate. {Thess notices may be sent by regular mail.) Otherwise, this Certificate is valid for one year after this
form is approved by the insurance carrler or is Heensed sgent, or until the policy expiration date listed in box *3c", whichever is eariier,

This certificate is issued &3 a matter of information only and confers o rights upon the cerlificate holder. This cortificate doos not antend, extend or atter
the coverage afforded hy the policy listed, nor does it confer any rights or responsibilities beyond those contained in the referenced policy.

This certificate may beused as svidence of a Workers' Compensation contract of insurance only while the underlying polioy is in effect.

Plense Note: Upon the capeellation of fhe workers® compensation policy indicated on this form, if the business continues to be named otk a
perinit, license or confract issued by a certificate holder, the business must provide that certificnte holder with a new Cerilficate of Workers®
Compensation Coverage or other authorized proof that the business is complying with the musdatory covernge requirements of the New York
State Workers® Compensation Law.

Under pennity of perjury, 1 cortify that 1 am an authorized representative or Heensed agent of the insurance carrier referenced
above and thaf the named Insived has the coverage as depicted ou this form,

Approved by:  Seth A. Smith
(Print seme of suthorized representative o Heensed agent of Ingurance carder)

Approved by.  wpe . wl pd 0571042018

{Signatare} {Date)
Title: Senior Viece Prasident, WC Underwriting

Telophone Number of authorized representative or ficensed agen! of insurance carrier; 1-888-9595-5300

Pleage Note; Only insurance carslers and thelr licensed agents are authorized to issue the C-105.2 form, Insurance brokers are NOT
authorized to issua it e

C-108.2 (847) wwwweh.ny.gov
FL-22-0355 0356




NEW | Workers'
Y?f’?‘a Compensation CERTIFICATE OF
Bo ar?i NYS WORKERS! COMPENSATION INSURANCE COVERAGE

ta. Legal Name & address of Insured {use strect address only) 1b. Business Telephone Number of Insured
718~326--4958

Ulta Salon, Cosmetics & Fragrance, Inc
Store #718, Shops at Atlas Park

71 -~ 03 80th Street

Glendals, NY 11385

1. NYS Unemployment Insurance Employer Registration Namber of

Work Losation of Insured (Onidy raquired if coverage is specifically {d. Federal Employer Identification Number of Insured or Soclal Security
Haiited to certain locations in New York State, 1.e. o Wrap-Up Palicy)

2, Narme and Address of the Entity Requesting Proof of Coverage 3a. Name of Insurance Carrier

{Entity Being Listed as the Certificale Holder)
Safety National Casualty Corporation

NY Department of Btate
Divigion of Licensing Services

One Commerce Plaza 3b. Policy Number of entity Hsted inbox *]a”
89 Washington Ave _
Albany, NY 12201

3o, Poliey offuctive period
0573172018 05/31/2019

3d. The Proprieter, Partners or Exscutive Officers are
% inchoded, (Only check box if ull pertaers/officers inchded)

all excluded or certain partnersiofficers excluded,

This certifies that the insurence carrier indicated above in box “3” insures the business referenced above in box *1a” for workers’ compensation
under the New Yark State Workers' Compensation Law. {T'o uss this form, New York {NY) must be Hsted under figm 3A on the
INFORMATION PAGE of the workers® compensation insurance policy). The Insurance Carrler or its Heensed agent will send this Certificate
of Tosurance to the entity listed above as the certificate holder in box 2",

‘The insurance carrier must notify the above certificate holder and the Workers' Compensation Bourd within 10 days IF & policy is canceled due to
nonpayment of promiums or within 30 days IF there sre reasons other then nonpayment of premiums that cancel the policy or eliminate the insured from
the coverage indicated on this Centifioate. {These notices may be sent by ragular mail.) Otherwise, this Certifleate is valid for one yeay after this
form is approved by the insurance carrler or its Licensed agent, or until the policy expiration date lsted in box "3c”, whichever is carlier,

This cextificate is issued as & matter of information only and confers no rights upon the certificate holder. This certificate does not amend, sxtend or giter
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 @ Workers' Compensation contract of insurance only while the underlying polivy is in effect,

Please Note: Upan the cancellation of the wotkers” compensation policy indicated on this form, if the business continues to be named on a
permit, license or contract lssued by a certificate holder, the business must provide that certificate holder with » uew Certiflente of Workers
Compensation Coverage or other anthorized proof that the business is complying wiith the mandatory coverage requivements of the New York
State Workers® Compensation Law.

Under penalty of perjury, I cortify that I am an authorized representative or licensed agent of the insurance carvier referenced
ghove and that the named insured has the coverage as depicted on thiy form,

Approvedby:  Seth A. Smith
{Print nome of authorized representative or licensed agent of insurance carrler)

Approved by.  wSeef el 4 05/10/208

{Signature} {Date)
Tile: Senior Vice President, WC Underwriting

Telephone Number of authorlzed represenistive or licensed agent of insurance carier: 1~B88-385~-5300

Please Note: Only Insurance carders and their llcensed agents are authorized to issue the C-105.2 form.  Insurance brokers are NOT

authorbzed to issue It

C-105.2 (817} www.wehay.gov
FL-22-0355 0357




NEW )
NEW Workers

sTaTE | Compensation CERTIFICATE OF
Boar‘é o NYS WORKERS* COMPENSATION INSURANCE COVERAGE
la. Legal Name & address of sured (use strect address only) Ib. Business Telephone Number of Insured

585-924~8088
Ulta Salon, Cosmetics & Fragrance, Inc
Store #7355, Victor Crossing

417 Commerce Drive

Viactor, NY 14564

{e. NYS Unemployment Insurance Employer Registration Number of

Work Location of Insured (Only required if coverage ix speelfically
limited 1o certain focations in New York Staie, 1.e. @ Wrap-Up Policy)

td. Federal Employer Identification Number of Insured or Scelat Seourity

2. Namo and Address of the Entity Requesiing Proof of Coverage 3a. Name of insurance Carrier

{Entity Being Listed as the Certificate Holder)
Yafety National Casualty Corporation
NY Department of State
Division of Licensing Services
One Commerce Plaza

99 Washington Ave

Albany, NY 12201

tity Hsted in box *18”

oitcy etiective period
05/31/2018 16 05/317/2019

3d, The Proprietor, Partners or Excoutive Officers are
% included, (Only check box if all paniness/oSicess lncluded)

all excluded or ceriain partnersfofficers excluded,

This certifies that the insurance camrier indicated sbove ln box “3” insures the business referenced above in box “1a” for workers” compensution
under the New York State Workers® Compensation Law, (To use this form, New York (NY) must be listed under liem 34 on the
INFORMATION PAGE of the workers’ compensation insurance policy). ‘The Insurance Carrier or its liconsed agent will send this Centificate
of Insurance (o the entity listed above us the certificate holder in box “2”,

The insurance carrier must notify the above certificate holdor and the Workers' Compensation Board within 10 days IF a policy is canceled due to
nonpayment of premivins ot within 30 days IF thers are reasons other than nonpayment of premiums that cancel the policy or eliminate the insured from
the coverage indicated on this Certificate. {These notices may be seat by regular mail.) Otherwise, this Certificate is valid for one year after this
form 1s approved by the insurnnce carrier or its leensed agent, or until the pollcy expiration date Hsted tn Box "3c", whichever is earder,

This certificate is issued as & matter of information only and confiers no rights upan the certificate holder. This cedificate 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 referanced policy,

This certificate may be used as evidence of a Workers' Compensation contract of insurance only while the underlying policy is in effect.

Please Nofe: Upon the caucellation of the wotliers® compensation policy indicated on this form, if the business eoatinuey to be named on u
permit, license or contract issued by a certificate holder, the business must pravide that certificate haolder with 8 new Certificate of Workers’
Compensation Coverage or oflier authorized proof that the business Is complying with the mandatory coverage requirements of the New York
State Workers® Compensation Law,

Under penalty of perjury, I cortify that I am an authorized represeatative or licensed ageut of the insurance earrior vofersneed

above and Ehat the named jassured has fhe coverage ag depleted on this form,

Approved by:  Seth A. 8mith _ _
(Frint reme of authorized representative or Jicensed agent of insurance carrist)
Approved by:  Soedl . <o 0571072018
{Signature) {Date)

Tie:  Senlor Vice President, WC Underwriting

Telephone Number of authorized representative or feensed agent of insurance carrler! 1--888-595-5300

Please Note: Only Insurance carriers and thelr ficensed agents are authotized to issue the C-105.2 form. Insurance brokers arp NOT
authorized to Issue it i

C-{08.2 {917} www.wob.ny.gov
FL-22.0355 0358




NEW. | Workers’

R CERTIFICATE OF
TATE ggg}ge“saﬁ"“ NYS WORKERS’* COMPENSATION INSURANCE COVERAGE
ta Legal Name & addvess of Insured {use street addeess only) 1b, Business ’l‘cla;ihﬁne'ﬂhiabér' of Insured

315-476-1237
Ulta Salon, Cosmetics & Fragrance, Ino
Store #1014, Destiny USA

1 Destiny USA Dtive

Syracuse, NY 13204

16, NY$ Unemployment Insurance Emplover Registrution MNumber of

Work Location of lusured {Only reguired {f coverage Is specifically 1d, Federat Employer Identification Number of Insured or Social Security
Himited to certain locations in New York State, Le. a Wrap-Up Policy) r

2. Name and Address of the Entity Requesting Proof of Coverage for
{Entity Being Listed as the Certificate Holder)
Safety Wational Casualty Corporation
NY Department of State
Division of Licensing Services
Cne Comnerce Plaza 3b. Policy Number of entity listed in box “1a"
99 Washington Ave

Albany, WY 12201 -

3o, Polioy effective period
05/31/2018 4 05/31/2019

34, The Proprietot, Partners or Excoutive Officers are
X inchuded. (Only check box if all pantnersiofficers included)

al! exeluded or certain parinersfofficers excluded.

This certifies that the insurance carder Indicated above in box 3" insures the business referenced above in box *1a” for workers’ compensation
under the New York State Workers’ Compensation Law, {T'o use this form, New York (NY) must be listed under Item 34 on the
INFORMATION PAGE of fhe workers’ compensation insuraxce poliey), The Insurance Carrier or its licensed ngent will send this Certificate
of Insurance 1o the entity listed sbove us the certificate holder in box “2%,

‘The insurance carrier must notify the sbove certificate hoider and the Workers' Compensation Board within 10 days IF a policy is canceled due to
nonpayment of premiums or within 30 days IF there are reasons othier than nonpayment of premiums that cance! the policy or eliminate the insured from
the covetage indicated on this Certificate, (These notices may be sent by regular mail.) Otherwise, this Certifieate Is valid for one year after this
form is approved by the insurance carrier or is licensed agent, or unti] the policy explration date Hsted fo box “3c", whichever Is earlier.

This certificate iz Issucd as a matler of information only snd confers no rights upon the certificate holder. This cerfificate does not smend, extend or alter
the coverage afforded by the policy listed, nor does it confer any rights or responsibilities beyond these contained in the referenced policy.

This certificate may be used as evidence of 2 Workers’ Compensation contract of insurance only while the underlying policy is in effect.

Plense Note: Upon the cancellation of the workers’ compensation policy ludicated on this form, if the business continues {o be named on a
permit, ticense or contract Issued by & certlficate holder, tire business must provide that certificate holder with a new Certifieate of Workers’
Compensation Coverage or ofher authorized proof that the business is complying with the mandatory coverage requirements of the New York
State Workers' Compensation Law,

Under penslfy of perjury, 1 cortify that I am an suthorized representative or Yicensed agent of the imsurance carrler referenced
above and that the named iosured has the coverage ns depicted on this form.

Approved by:  Seth A. Smith
{Print name of authorized representative or licensed agent of insurance carrier)

Approved by el . ke 045/10/2018
(Signaturs) {Dute)

Tille;: Senior Vice President, WC Underwriting

Telephane Number of authorized representative or flcensed agent of insurance carrlen 1~888~995-5300

Please Note: Only insurance carriers and their licensed agents are authorized to lssue the C-108,2 form. Insurance brokers are NOT
authorized to issue it

¢106.2 (817} www.weh.ny.gov

FL-22-0355 0359




NEwW | Workers'
YORK
TATE | Compensation
Board

_ CERTIFICATE OF
NYS WORKERS* COMPENSATION INSURANCE COVERAGE

ia, Legal Name & address of insured (use street address only) b, Business Telephone Number of Insured
518-581-8026

Ulta Salon, Cosmetics & Fragrance, Inc
Store #1025, Wilton Mall -

3065 Route 50, Space B100 %;g;s Unemployment Insurance Employer Registration Number of
Saratoga Springs, NY 12866

Work Location of Insured (Only vequired If coverage Is specifically 1d. Federal Employer Identifioation Number of Insured or Social Security
limited to certaln focations in New York State, i.e. o Wrap-Up Policy} | Number

2. Name and Addeess of the Entity Reqaesting Proof of Coverage Ja. Name of Insurance Catrier

(Entity Being Listed as the Certificate Holder)
Safety National Casualty Corporation

NY Department of State
Divigion of Licensing Services
One Commerce Plaza 3b, Policy Number of entity listed iz box *1a”
99 Washington Ave
Albany, NY 12201

3¢, Policy effective period
05/31/2018 05/31/2019

3d, The Propristor, Partners or Executive Officers are
% included. {Ondy check box If all partnersfofficers instuded)

all excluded or certain partnersiofficers excluded.

This cettifies that the insurance carrior indicated above in box “3" insures the business referenced above in box “1a® for workers’ compensation
under the New York State Workers® Compensation Law. (To use this form, New York (NY) must he Usted under Item 34 an the
INFORMATION PAGE of the workers® compensation insurance poliey). The Insurance Carrier or its Hicensed agent will send this Certificate
of Inserance to the entity Hsted above as the certificale holder in box ¥27.

The insurance carsier must notify the above certificate holder and the Workers' Compensation Board within 10 days IF a policy is canceled due to
nonpayment of premivss or within 30 days IF there are reasons other than nonpayment of premiums that caneel the policy or sliminate the insured from
the coverage indicated on this Certificate. (These notices may be sent by regular muil) Otherwise, this Certificate is valid for one year after this
form is approved by the lnsurance caveder or its licensed agent, or until the policy expiration date Tisted In box "3¢", whichever is carfior,

This certificate is issued as a matter of information only and canfers no rights upon the certificate holder. This cestificate does not amend, extend or alter
the covetage afforded by the policy listed, nor does it confer any rights or responsibilities beyand those contained in the referenced policy.
This certificate may be used as evidence of a Workers' Compensaticn contract of insurance only white the underlying policy is in effuct.

Please Note: Upon the cancellation of the workers’ compensation policy indicated on this form, if the business continues to be named on &
permit, license or contract issued by a certificate holder, the business must provide that certificate holder with s new Certifieate of Worliers®
Compensation Coverage or other authorized proof that the business is complylng with the mandatory coverage requirements of the New York
State Worliers® Compensation Law,

Under penally of perfury, I certify that 1 am an authorized representative or licensed agent of the iasurance carrier referenced

above and that the named jnsured has the coverage as depicted on this form.

Approved by Seth A, Smith
(Print name of euthorized representative or licensed agent of nsuranee carrior)

Approved by, ~Soeuf . ezl ke 0571072018

{Signeture) {Dute)
Tile: Senior Viee Preszident, WC Underwriting

Telephone Number of authorized representative or licensed agent of insurance carrier: 1-888-995-5300

Please Note; Only Insurance carriers and thelr licensed agents are authorized to issua the C-105,2 form. Insurance brokers are NOT
authorized to issue it

C-1056.2 (3-17) www,wob.ny.gov
FL-22-0355 0360




NEW ¢
M Workers

i CERTIFICATE OF
TATE ggrg%ensatien NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
I1s. Legal Mame & address of Insured (use strest address only) 1b. Business Telephone Number of insured

T18-862-4024
Ulta 8alon, Cosmetics & Fragrance, Inc
Btore #1038, Mall at Bay Plaza

200 Baychaster Avenue

Bronx, NY 10475-457%

1o, NYS Unemployment Insurance Employer Repistration Number of

Work Location of Insuved (Only required if coverage is specifically 1d. Federat Employer Identification Number of Insured or Soclal Security

Timitted to certoin locations in New York State, Le. a Brap-Up Policy) “

2. Name and Address of the Entity Requesting Proof of Coverege 3a. Name of Insurance Carrier
(Entity Being Listed as the Certificate Holder)
Snfety National Casualty Corporation

NY Department of State

Divigion of Licensing Services
One Commerce Plaza plicy Number of entity listed in box *1a”
38 Washington Ave
Albany, NY 12201

3e. Policy effective period
05/3172018 5 05/31/2019

3d. The Proprietor, Parfners or Executive Officers are
¥ included. {Only cheak box if oli partnersfollicers inclisded)

all excluded or ceriain partnersfofficers excluded,

This cestifies that the insurance carrier indicated above in box *3" Insures the business refarenced above In box 18" for workers” compensation
under the New York State Workers’ Compensation Law. {To use this form, New York (NY) must be }Hsted voder Hem 3A on the
INFORMATION PAGE of the workers’ compensation {nsurance policy). The Insutance Carrler or its licensed agent will send this Certificate
of Insurance to the entity listed above us the certificate holder in box 27,

The lnsurance ¢arier must notify the above certificate bolder and the Workers' Compensation Board within 10 days [F a policy is canceled due to
nonpayment of premiums or within 30 days IF there are reasons other than nonpayment of premiums that cancel the paliey or eliminate the insured from
the coverage indicated on this Certificate. (These notices may be sent by regular mail.) Otherwise, this Cerfificate is valid for one year affer this
form 18 approved by the insuranes carrier or its Heensed agent, or until the policy expiration date listed ln box “3c", whichever is carlier,

This certificate is issued as a matter of information only and confers no rights upon the certificats helder, 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 ceptificate may be used as evidence of a Workers' Compensation contract of insurance only while the underlying policy is in effect,

Please Note: Upon the cancellation of the workers’ cornpensation policy indicated on this form, If the business cantinues to be named ont a
pesmit, license or contract issued by a cevtificate holder, the business must provide that certificate holder with a new Certificate of Workers'
Compensation Coverage or other authorized proof that the business is complying with the mandatory coverage requirements of the New York
State Workers® Compensation Law.

Under penalty of perjury, I certify that T am an authorized representative or Heensed agent of the insurance carrier referenced
above aad thatthe named insured has the coverage as depicted on this form.

Approved by:  Seth A. Smith
{Print neme of authorized representative or Hoensed agent of Insurance corrler)

Approved by, Elenf | wmf ke 0543042018

(Sigraturc) {Dats)
Title: Senior Vice President, HWC Underwriting

Telophone Number of authorized representative or licensed agent of insurance carrier. 18889955300

Please Note: Only Insurance carrlers and their licensed agents are authorized to issue the C-106.2 form. insurance brokers are NOT

authorized to lssuas It

C108.2 (8417) www.web.ny.gov
FL-22-0355 0361




EW | Workers’

. CERTIFICATE OF
T .
TATE ggg;gensatmn NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
1a. Legni Name & address of Insured {use sireet address only) 1b. Business Telephone Number of Tnsured

607~-257-2361
Ulta Salon, Cosmetics & Fragrance, Inc

Store #1057, The Shops at Ithaca Mall . ©o A
20 Catherwood Road iI ;Jf:’ds Unemployment Insurance Employer Regisiration Namber of

Ithaca, NY 14850

Work Location of Insured (Only reguived [f coverage is specifically 1d. Federal Employer Tdentification Number of Insured or Socin Security
limited to certain locatlons in New York State, le. a Wrap-Up Pollcy) | Number

2, Name and Address of the Entity Requesting Proof of Coverage 3a. Name of Instrance Carrier
(Entity Being Listed as the Certifivate Halder)
Safety National Casualty Corporation

NY Department of State

Division of Licensing Services
One Commerce Plaza 3b, Policy Number of entity listed in box *1a"
9% Washington Ave
Albany, NY 12201

3o, Policy effective period
4873172018 to 05/31/2019

3d. The Proprieter, Parfuers or Executive Officers are
% included. (Only check hox if el padnersioflicers included)

all excluded or certain parinersfofficers excluded.

This certifies that the insurance carrier indicated above in box “3" Insures the business referenced abave in box “la™ for workers' compensation
under the New York State Workers’ Compensation Law. (To use this form, New York (NY) must be listed under Jtem 3A on the
INFORMATION PAGE of the workers® compensation Insarance policy). The Insueance Carrder or its licensed agent will send this Certificate
of Insurance to the entity listed above as the cerlificate holder in box #27.

The insurance carrier must nolify the above certificate holder and the Workers' Compensation Board within 10 days [F a policy Is canceled due to
ronpayment of premiums or within 30 days IF there sre reasons other than nonpayment of premiums that cancel the policy ot eliminate the insured from
the coverage Indicated on this Certificate. (These notices may be seat by regular mail.) Otherwise, {his Cerfificate Is valid for one year aftes this
fors is approved by the Insuvance carrler or its icensed agent, or until the policy explration date listed in box "3c”, whichever iz enrller.

This certificate is issued as & matter of information only and confers no rights upon the certificate holder. This certificate does not amend, extend or alter
e coverage afforded by the policy listed, nor does it confer any rights or responsibilitios beyond those contained in the referenced poiley.

This cestificate may be used as evidence of a Warkers' Compensation contract of insurance only while the underlying policy is in offeet,

Plense Note: Upon the cancellation of the workers’ compensation policy indicated on his form, if the business continues {0 be named ot &
permit, license or contract fssued by a certificate older, the business must provide that certificate holder with a new Certificate of Workery?
Compensation Coverage or other authorized proof that the busiuess is complying with the mandatory coverage requirements of the New York
Siate Worlers’ Compensation Law.

Under penalty of perfury, X cevtify that T am an nuthorized representative or lcensed agent of the insurance onrrier referenced
above and that the named fosured has the covernge ay depicted on this form.

Approved by:  Seth A. Smith
(Print name of authorized representative or Ticensed agent of Insurnave carrier)

Approved by Soe ... ek 05/1022018
(Sipnature) {Date)

Tile:  Sanior Vice President, WC Underwriting
Telsphone Number of authorized representative or licensed agent of insurance carrler: | 1-888~ 985-5300

Please Note: Only Insurance carrders and thelr licensed agents ara authorized to Issue the C-405.2 form. Insuranca brokers are NOT

authorized fo fssue it,

C-108.2 (917} www.webany.gov
FI.-22-0355 0362




DEw | Workers’
are | Compensation
Board

CERTIFICATE OF
NYS WORKERS' COMPENSATION INSURANCE COVERAGE

1a. Legal Name & address of Tnsured {use street address only) 1b, Business Telophone Number of insured
845~432~3608

Uita Salon, Cosmetics & Fragrance, Inc
Store #1103, Post Road Plaza

2532 South Read {lI.S. Route 8}
Poughkeepsie, NY 12601

{c. NYS Unemployment Insurance Employer Registration Number of

Work Lovation of Tnsered (Only required If coverage Is specifically 14, Federal Employer Identification Number of Insured or Social Security
Himited to certain focations in New York Siate, e a Wrap-Up Policy} | Number

2. Name and Address of the Entity Requesting Proof of Coverage 3a. Name of Insurance Carrier
{Entity Baing Listed as the Centificate Holder)
Safety National Casualty Corporation

NY Department of S5State
Division of Licensing Serviges

One Commerce Plaza r of enfity listed in box “ia”
99 Washington Ave
Albany, RY 12201

3¢, Polioy effective perfod
05/31/2018 to 0573172019

3d, The Proprietor, Partnors or Execative Officers are
X inchided, (Only check box iffall parinersfofficers Included)

ali excluded or certuin purinersfofficers excluded,

This cerfifies that the insurance carrier indicated above In box “3" insures the business referenced above in box “1a” for workers' compensation
under the New York State Workers® Compensation Law. {To use this form, New York (NY) vust be Hsted vuder [fem 3A on the
INFORMATION PAGE of the workers’ compensation insurance policy). The Insurance Cander or its licensed agsnt will send this Certificats
of Insurance o the entity listed above as the certificate holder in box %27,

The insurance oarrier must notify the above certificate holder and the Workers' Compensation Board within 10 days IF a policy is canceled due to
nonpayment of premiums or within 30 days IF there are reasons other then nonpayment of preminms ihat cancel the policy or oliminate the insured from
the coverage Indicated on this Centifivate, (These notices muay be sent by regalor mail) Otherwise, this Certificate is valid for one year after this
form Is approved by the lnsurance eorvier or its licensed agent, or until the polivy expiration dute listed fa hox "3c”, whichever is earlior.

Tiris certificate is issued as a matter of information only and confers no rights upon the certificate holder. This certificate does not amend, extend or alfer
the coverage sfforded by the polioy listed, nor does it confer any rights or responsibilifies beyond those contained in the referenced policy.

This certificate may be used ag evidence of a Workers' Compensation contract of insurance only while the underlying policy is in effeet,

Please Notes Upon the cancellation of the workers® compensation policy indicated o this forny, if the businasy continues to be named on g
permit, Hcense or contract issucd by & certificate holder, the business muat pravide that certificate holder with a new Cerfificate of Workers®
Compensation Coverage or other authorized proof that the business is complying with the mandatory coverage requirements of the New York
State Workers® Compensation Law,

Under penalty of pevjury, ¥ certify that 1 am an anthorized representative or Heensed agent of the insurance carrler refevenced
above and that the named insured has the coverage as depicted on this fornt

Approved by Seth A, Smith
{Print mame of anthorized ropresentative or licensed agent of insurance carrier)

Approved by:  Soew . el ok 05/10/2018
{Signatre) {Date)

Tite:  Senioxr Vice President, ®C Underwriting

Telephone Numbar of authorized representative or licensed agent of insurance carrier. 1-888-995-5100

Ploase Note: Only insurance carrfers and thelr licensed agents are authorized to lesue the C-105.2 form. Insurance brokers are NOT
authorized to lssue it

C-408.2 8.1 www.weh.ny.gov
' FL-22-0355 0363




NEW. | Workers’
1ATE | Compensation
Board

CERTIFICATE OF
NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

12, Legal Name & address of Insured {use streel address only) 1b. Business Telophone Nember of Insured
518-344~7023

Ulta Salon, Cosmetics & Fragrance, Inc
Btore #1120, Mohawk Commons

400 Balltown Rd., Space 3

Schenuctady, NY 12304

1¢. NYS Unoemployment lnsucance Employer Registration Number of

Work Logation of Insured {Ondy required if coverage is specifieally 1d. Federal Employer Identification Number of insured or Social Security
fimited io certain locations in New York Stote, i.e. a Wrap-Up Policy)

2. Name and Address of the Entity Requesting Proof of Caverage 8. Name af Insurance Carrier

(Entity Being Listed as the Certificate Holder)
Bafety National Casualty Corporation

NY Department of State
Division of Licensing Services

One Commerce Plaza i listed in box “1a"
8¢ Washington Ave .
Albany, NY 12201

3o Polivy effective period
05/31/2018 ¢, 05/31/2019

3d. The Proprietor, Parinors or Exeontive Officers are
x included. (Onty cheok box if 8l partnersiofficers included)

all excluded or certain parinersfofficers excluded.

This vertifios that the insurance carrler Indicated above in box “3" insures the business referenced above in box *1a™ for workers® compensation
under the New York State Workers® Compensation Law, (T'o use this form, New Yorlk (NY) must be listed under Jem 3A on the
INFORMATION PAGE of the worlers’ compensation insursnce policy). The Insuranoe Carrier or its liconsed agent will send (his Certificate
of nsurance to the entity listed above as the certificate holder in box “2%,

The insurance sander must notify the shove certificate holder and the Workers' Compensation Board within 10 days IF s policy is canceled due to
nonpayment of promiums or within 30 days IF there are reasons other than nonpayment of premiums that cance! the policy or eliminate the Ingured from
the coverage indicated o this Cortificate. (These notices may be sent by regular mail.} Otherwise, this Certificate Is valid for one year nfter this
forim is npproved by the insurance ¢arrier or its Heensed agent, or until the policy expiration date Hsted In box 3e", whichever is earller.

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 Hsted, nor does it confer any rights or responsibilities beyond those contained in the referenced policy.

This certificate may be used as evidence of a Workers' Compensation confract of insurance only while the underlying policy is in effect.

Please Note: Upon the cancellation of the workers® compensation policy indicated on this form, if the business continues to be named ogt o
permit, livense o contrael issued by a certificate holder, {he business must provide that certificate holder with a new Certificate of Workers?
Compensation Coverage or other authorized proof that the business is complying with the mandatory coverage requirements of the New York
State Worlters’ Compensation Law.

Under penalty of perjury, I certify that ¥ mm an sutborized representative or licensed agent of the insurance carrvier referenced
above and that the named insured has the coverage as depicted on this form.

Approved by:  Seth A, Smith _
(Print name of puthorized representative or leensed agent of insurance carrier)

Approved by =l L -l ok 05/10/2018

{Sipreture) {Date)
Thite: Senior Vice Presidant, WC Underwriting

Telephone Number of authorized representafive or licensed agent of insurance carrien 1-888-995-5300

Ploase Note: Only Insurance carriers and their licensed agents are authorized to Issus the C105.2 form. Insurance brokers are NOT
authorized to lsaue it =

C408.2 (8-17) wwwweb.ny.gov
FL-22-G355 0364




NEW +
Yony | Workers CERTIFICATE OF

TATE ggg}%ensa“"“ NYS WORKERS' COMPENSATION INSURANCE COVERAGE
1a. Legal Name & address of Insured {use street address only) 1b. Busingss Telephone Number of Insured

845~336-5120
Ulta Salon, Cosmetics & Fragrance, Inc
Store # 1187, Kingston Mall
440 Kings Mall Court
Kingston, NY 12401

1e. NYS Unemployment fnsurance Employer Registration Number of

Waork Location of Insured {Chily required if‘covz: age iy speclfieaily entification Number of insured or Social Security

timited o certatn locations in New York State, 1.e, a Wrap-Up Policy) N ber

2. Mame and Address of the Entity Requesting Proof of Coverage 3a. Name of Insurance Carrier

{Entity Being Listed as the Certificate Holder)
Safety National Casualty Corporation
WY Department of Sktate
Division of Licensing Services
One Commerce Plaza

99 Washington Ave

i 3, Policy Number of entity listed in box *14”
Albany, WY 12201 ﬁ

Je. Policy effective period
08/31/208 o 05/31/201%

3d. The Proprietor, Partners or Execntive Officers are
% incloded. (Only check box if all portnersfofficers included)

all excluded or cerfain pariners/officers excluded.

This cerifies that the insurance earrier indicated above in box “3* insures the business referenced above in box *1a” for workers’ compensation
under the New York State Workers” Compensation Law. {To use this form, New York (NY) miust be Hsted under Jtem 34 on the
INFORMATION PAGE of the workiers® compensation insurance poliey). The Insurance Carrfer or its licensed agent will send this Certificate
of Insurance to the entity Hsted above as the certificate holder in box “2”,

The insurence carrier must notify the above cestificate holder and the Warkers' Compensation Board within 10 days IF a policy is canceled 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
the coverage indicated on this Ceriificate, {These notices may be sent by regular mail.) Otherwise, this Certificate is vald for oneo year after this
form iz approved by the Insurance carrer or its Heensed agent, or undil the policy explration date listed in hox “3e”, whichever is eardier,

Thig cerificate is issued as a matter of information only and confers so rights upon the certificate holder, "This centificate does not amend, extend or siter
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 & Workers' Compensation contract of insurance only while the underlying policy s in effeot.

Please Note: Upon the caucellstion of the werkers’ compensation policy indieated on this form, if the business continues to be named on a
permit, ficense or contract issued by a certifieate holder, the business must provide that certificate holder with a new Certificate of Workers®
Compensation Coverage or other anthorized proof that the business is complying with the mandutory coverage requivements of the New York

State Workers' Compensation Law.
Under penalfy of perjury, X certify that I sm an authorized representative or licensed agent of the insurance carricer referenced
above and that the named Insured has the coverage ns depicted on thig form.

Approved by:  Seth A, Smith
{Print name of authorized representative or licensed agont of insurance carrier)

Approved by:  wSpenf . ez 05/10/2018
{Signature) (Date)

THle: Benior Vice President, WC Underwriting

Telephone Number of authorized representative or licensed agent of insurance camnier: 1-886-995-5300

Please Note: Only Insurance garriers and their licensed agents are authorized to issue the C.105.2 form, Insurance brokers are NOT
authorized to Issue i,

C-108.2 (841 www.web.ny.gov

FL-22-0355 0365




NEW ¥
NEW Workers

CERTIFICATE OF
ATE ggme“saﬂ"“ NYS WORKERS’ COMPENSATION INSURANCE COVERAGE
ia, Legal Name & address of insured {use street addrass only) 1b, Business Telephone Number of Insured

T16-297-3432
Uita Salon, Cosmetlos & Fragrance, Ing
Store #1192, Lafalle Center

1520 Military Road, Suite 180

Niagara Falls, NY 14304

o, WY'S Unemployment Insurance Employer Registration Number of

Work Location of Wnsured (Only required if voverage is specifically 1d. Federsl Employer Identification Number of Insured or Social Security
fintted to cartain locations in New York State, i.e. o Wrap-Up Policy} | Number

2. Name and Address of the Endily Requesting Proof of Coversge 3a. Name of Insurance Carrier

{Entity Being Listed as the Certificate Holder)
Safety Mational Casualty Corporation

WY Department of State
Division of Licensing Services
One Commerce Plaza 3h, Palicy Number of entity listed in box “1a”
8% Washington Ave
Albany, NY 12201
3a. Policy effective perlod

05/31/2018 05/31/2019

3d, 'The Proprictor, Pariners or Executive Officers are
% included, {Only cheek box if s partners/offisees inoluded)

ail excluded or certain parinersiofficers excluded,

This certifies that the insurance carrier indicated above in box “3" insures the business referenced above In box “1a” for workers’ compensation
under the New York State Workers® Compensation Law, (To use {iis form, New York (NY) must be listed under Item 3A on the
INFORMATION PAGE of the workers’ compensation insurance policy), The Insurance Carrier or its licensed ngent will send this Certificate
of Insurance to the entity listed above as the certificate holder in box “27,

The insurance carrier must notify the above certifivate holder and the Workers' Compensation Board within 10 days IF a policy is canceled dus to
nonpayment of premiums or within 30 days IF there are reasons other than nonpayment of premiums that cuncel the policy or eliminate the Insured from
the coverage indicated on this Certificate. (These notices may be sent by regular mail.) Otherwise, this Certificate is valid for one year sfter this
form Is approved by the insurance carrler or ity ficensed agent, or untll the policy expiration date listed in box "3c", whichever is enrlier,

This certificale 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 poliey.

This certificate may be used a5 evidence of a Workess' Compensation contract of insutance only while the underlying policy is in effect.

Please Note: Upon the cancellation of the worlers’ compensntion policy indicated on this form, if the bosiness continues to be named on a
permit, Hiceuse or contract lssued by n certificate holder, the business must provide that certificate bolder with a new Certificate of Workers®
Compensation Coverage or other authorized proof that the business Is complying with the mandatory coverage requirements of the New York
State Worliers’ Compeusation Law,

Undey penalty of perjury, I certily that T am an authorized representative ot licensed agent of the Insurance carrier referenced
ahove and that the named insured hns the coverage as depleted on this form.

Approved by:  Seth A, Smith
(Print rame of authorized represontative or fivensed agenl of insurance curricr)

Approvedby, Sl <k 05/10/2008
(Sipnature) {Date)

Tile: Senior Vice President, WC Underwriting

Telephons Number of authorized representative o ficensed agent of insurance carrier: 1-888~995-5300

Pleasa Note: Only Insurance carrlers and their ficensed agents are authorized to Issue the £-105.2 form. Insurance brokers are NOT
authorized o Issue it

C-105.2 {8-17) www.wob.ny.gov
F1.-22-0355 0366




NEW '
YEri Workers

CERTIFICATE OF
TATE ggg}ge“saﬁ"“ NYS WORKERS' COMPENSATION INSURANCE COVERAGE
1a. Legal Name & nddress of Insured {use street address only) 1b. Business Telephone Number of Insused

516-825-1340
Ulta Salon, Cosmetlcs & Fragrance, Inc

Store #1209, Green Acres Commons 1e. NYS Unemployment Insorance Employer Registration Number of

750 West Sunrise Hwy., #128
Valley Stream, NY 11582 ]_

‘Work Location of Insured (Only reguired if coverage is specifically 1d. Pedera! Emplayer Identification Nitmber of Tnsured or Social Security
lintited to certain locotions in New York Stale, i.e. a Wrap-Up Polieyy) | Number

2. Name and Address of the Entity Requesting Proof of Coverage 3n. Name of Insurance Carvier
(Bntity Being Listed as the Certificate Holder)
Safety National Casualty Corporation

NY Dgpartment of State
Divigion of Licensing Bervices

¢One Commerce Plaza i f entity Hsted in box “1a”
98 Washington Avse
Albany, NY 12201

3¢, Policy effective period
0%/31/2018 ¢ 05/31/2019

3d. The Proprietor, Partners ot Executive Officers are
W included, (Only check box if all purtnersfoificers inchuded)

all exeluded or cerfain parinersfofficers exeluded.

This certifies that the Insurance carrier indicated above in box 3" insures the business referenced above in box *14” for workers’ compensation
under the New York State Workers’ Compensation Law. (To use this form, New York (NY) must be listed under Jtem 3A on the
INFORMATION PAGE of ihe workers® compensation insurance policy), The Insurance Careier or ity licensed agent will send this Certificate
of insuranee to the entity fated sbove ag the ceriificate holder in box “2%

The insurance carrier must notify the ebove certificate holder and the Workers' Corpensation Board within 10 days IF a polioy Is canceled due to
nospayment of premiums or within 30 deys IF there are reasons other than nonpayment of premiums that cancel the policy o eliminate the insured from
the coverage indicated on this Certificate, {These notices may be sent by regular mail.) Otherwise, this Certificate iz valid for one year afler this
form is approved by the insurance carrier or ifs Heensed agent, or until the policy expiration date listed in box "3¢", whichever Iy earlivr.

This certificate s issued 25 & matter of nformation onty and confers no rights upon the certificate holder. This certificate does riot amend, extend or aiter
ths coverape afforded by the polloy listed, nor does it confer any rights or regponsibilities beyond those contained in the referanced policy.
This certificate may be used as evidence of a Workers' Compensation contract of insurance only while the underlying policy is in offect.

Pleage Note: Upon the cancellation of the workers' compensation policy indicated on this form, if the business continges to be named on
permit, license or contract issued by & cerfificate holder, the business must provide that cortifieate holder with a new Certificate of Workers’
Compensatlon Coverage or other authorized proof that the business is complying with the mandatory coverage requirements oF the New York
State Workers’ Compensation Law,

Under penalty of perjury, I certify that I am an authorized representative or Heensed agent of the insurnuce carrler referenced
above and that the named insured hag the coverage as depicted on this form,

Appreved by:  Seth A, Smith
{Print name of authorized representative or licensed agent of inswranes varrer)

Approved by:  Soel . <po K 05£10/2018

(Signature) Date)
Tile: Senior Vice President, WC Underwriting

Telephone Number of authorlzed representative or Heensed agent of insurance carrfer: 1-888~995-5300

Please Nuote: Only Insurance carrlers and their licensed agents are authorized to issue the C408.2 form. Insurance brokers are NOT
authorized to issue it. v

£-105.2 {9-17) wwaw.wehny.gov
FL-22-0355 0367




!‘}g’-"x Workers’
TATE | Compensation
Board

CERTIFICATE OF
NYS WORKERS’ COMPENSATION INSURANCE COVERAGE

ta, Legal Name & nddress of Insured (use street address only) 1. Business Telephone Number of Insured
914-4962-2635

Ulta Salon, Cosmetics & Fragrance, Inc
Store #1283 Jefferson Valley Mall

650 Lee Blvd., Suite Ci2

Yorktown Heights, NY 10598

le. NYS Unemployment Insurance Employer Regisiration Numbey of
Insured

Woark Location of Insured (Only required if coverage is specifically 14, Federal Ermplover ldentification Number of Insured or Soolal Security
limited to certaln docattons tn New York State, ie. a Wrap-Up Policy) | Number

2, Name and Address of the Entity Reguesting Proof of Coverage 30, Name of Insurance Carrder

{Entity Being Listed as the Certificate Flolder)
Safety Natlonal Casualty Corperation
NY Department of State
Divigsion of Licensing Services
One Commerce Plaza

935 Washington Ave

Albany, WY 12201

er of entity listed in box “1a”

od
05/31/2018 4, 05/31/2019

3d, ‘The Proprietor, Parmers or Executive Officers are
X included. (Only cheok box if a8 parnersfofficers inchuded)

all excluded or cettain parinersfafficers excluded.

This certifies that the insurance canier indicated above in box 3" insures the business referenced above i box *1a” for workers’ compensation
under the New York State Workers' Compensation Law, (To use this form, New Yorlt (NY) must be listed under Item 3A o the
INFORMATION PAGE of the worlkers’ compensation Insurvance policy}. The Insurance Carrier or its teensed agent will send this Certificate
of Insurance to the entity listed above a3 the certificate holder in box “2",

The nsurance carrier must notify the above certificate hoider and the Workers' Compensation Board within 10 days IF a policy ls canceled due 1o
nonpaymeat of premiums or within 30 days IF thers are reasons other than nonpayntent of premiums that cancel the policy or eliminate the insured from
the coverage indicated on this Certificate. (These notives may be sent by regular mall) Otherwise, this Certificate Is valid for one year after this
form Is approved by the jasurance carrier or its Neensed agent, or unti] the policy expiration date listed in box "3e", whichever is earlier,

This certificale is issued as a matter of information ondy 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 Workers' Compensatton contract of insuranoe only while the underlying policy is in effect.

Piense Note: Upon the cancellntion of the workers’ compensation policy indicated on this form, if the business continues to be named ou &
permit, leense or contraet issued by a certificate holder, the business must provide that certifients holder with a new Certificste of Workers’
Compensation Covernge or other authorized proof that the business is complying with the mandatory covernge requirements of the New York

State Workers' Compensation Law.
Under penalty of perjury, I certify that 1 am an authorized representative or licensed agent of the insuvance carsier referenced
above and that the named insured hag the coverage as deplcted on this form,

Approvedby:  Seth A, Smith
{Print name of authovized repregentative or Heensed agent of insuranve carrier)

Approved by, S . ek _ 05/10/2018

(Signature) {Date)
Tille: Senior Vice President, WC Underwriting

Telephone Number of authorized reprasentative or ficensed agent of Insurance carrier 1~888-995-5300

Ploase Note: Only insurance carriers and their licensed agents are authorized to Issue the G-105.2 form, Insurance brokers are NOT
authorized to issue It, —
C-A08.2 8417} wnw.weh.ny.gov

FL-22-0355 0368




NEW | Workers'
YOR%(E Compensation CERTIFICATE OF
8 oargl NYS WORKERS? COMPENSATION INSURANCE COVERAGE

1a. Legal Name & address of Insured (use street address only) 1b, Business Telsphons Number of Insured
518-436-1642
Olta Salon, Cosmebtlcs & Fragrance, Inc

Btore #1313, Colonis Center :
112 Colonie Center llc. NYS Unemployment Insurance Employer Roglstration Number of

Albany, HY 12205

Work Location of Insured (Only required if coverage is specifically Id. Federl Employer dentification Number of Insured or Social Security

fimited 10 cerwain locations i New York State, ie. a Wrap-Up Polley) _

2, Name and Address of the Bntity Requesting Proof of Coverage 3a. Name of Insurance Carrler
{Eniity Being Listed as the Certificate Holder)
Bafety National Casuvalty Corporation

NY Department of State

Division of Licensing Services
One Commerce Plaza } er of entity listed in box *1a®
99 Washington Ave
Albany, NY 12201
3c, Policy elfective perod

05/31/2018 ¢ 0S/31/2019

34, The Proprietor, Partners or Executive Officers are
® incloded. {Onlycheck box if all partnersfofficers inchidod)

alf excluded or certain partnetsfofficers excluded,

This certifies that the insurance carrfer indicated above in box “3" insures the business referenced above in box *Ia” for workers® compensation
under the New York State Workers' Compensation Law, {T'o use this form, New York (NY) mast be listed under Ifem 3A on the
INFORMATION PAGE of the worleers® compengation insurance policy). The Insuranee Carrier or ifs licensed sgent will send this Cerlificate
of Insurance to the entity listed above as the cedtificate holder in box #2¥,

The insurance carrier must notify the above certificate holder and the Workets’ Compensation Bonrd within 10 days [F a policy s canceled due to
nonpayment of premiums ot within 30 days IF there are reasons othier than nonpayment of premiums that cancel the policy or eliminate the insured from
the coverage indicated on this Certificate. (These notices may be sent by regular mail.) Otherwise, this Cerlificate Is valid for one year after this
form §s approved by the ivsurnnce carvier or its Hicensed agent, or until the policy explration date listed fo box 3e", whichever is earlier.

This cedificate is jssued a5 2 matier of information only and confers no rights upon the certificate holder, This certificate does not amend, extend or lter
the covarnge afforded by the policy listed, nor does it confer any tights or responsibilities bayond those contained in the referenced policy.

This cedificate may be used as evidence of a Workers' Compensation contract of insurance only while the underlying policy is in effect.

Please Note: Upon the canceliation of the workers’ compensation policy indicated on this form, if the bustness continues to be named on 2
permit, license or contract issued by a certifieate holder, the business must provide that certificate holder with & new Ceriificate of Workers’
Compensation Covernge or other authorized proof that the business is complying with the mandatory coverage requiremenis of the New York
State Workers' Compensation Law,

Under penalty of perjury, I cortify that I am ao aunthorized representative or licensed agent of the insurance cavrvier referenced
above and that the named insured has the coverage ns depicted on this form,

Approved by:  Seth A, Smith
{Print name of authorized reprosenatative or ficensed agent of tnsuracce carvler)

Approved by:  oenf . Sl D5/10/2018

(Signature) {Date)
Tihle:  Seniox Vice President, WC Underwriting

Telephone Number of authorized representative or licensed agent of insurance carrler: 1-888~9395-3300

Plaase Note: Only Insurance carriers apd thelr Hcensed agents aro authorized to issue the C-105.2 form. Insurance brokers are NOT
authorized to issus it

G-1058.2 (9-17) www.web.ny. gov
FL-22-0355 0369




MOSER LAW FirMm, P.C.

5. MAIN BT,
HUNTINGTON, NY 11743
(631) 824-0200

s womoserlow Hrm o

Steven ] Moser, Esg. steven,moser@moscrlawfirm.com
July 27, 2020
RECE: .

Colleen C, Garner, Commissioner Office of the COMmmisssi . o wiaw

~ At Y
New York State Department of Labor Albay, Y
W. Averell Harriman State Office Campus JUL 99 2070
Building 12, Room 300

Albany, New York 12240

RE:  Whole Foods Market Group, Inc.
Authorization to pay Manual Workers” Weekly

Dear Commissioner Garner:

I represent Derell Meynard in the case of Scott v. Whole Foods Market Group, Inc., 18-
ev-00086 (SIFWAKT). currently pending in the United States District Court for the Eastern
District of New York. That case aileges violations of the timely pay provisions of Labor Law §
191 with regard to manual workers employed by Whole Foods in the State of New York.

In the course of our investigation we learned that Whole Foods had applied for a waiver
from the requirement fo pay its manual workers weekly,! However, Whole Foods concealed
from the New York State Department of Labor the material fact that throughout the 6 month
pendency of its application for a waiver, it was actually paying iis manual workers bi-weekly, in
direct violation of New York Labor Law § 191,

In a letter dated December 22, 2011, it appears that Whole Foods suggested to the New
York State Department of labor that it was actually paying workers in New York on a weekly
basis. Whole Foods indicated that it was seeking the waiver to “securg business and cost
efficiencies in accordance with its national practice to pay its employees bi-weekly.™ (000034
35). In fact, there were no business or cost efficiencies associated with the application because
Whole Foods was already paying its New York employees bi-weekly.

A letter dated March §, 2012 enclosing a certificate of disability insurance stated Whole
Food’s position that 1t had supplied “all of the information necessary. . . so that it may pay its
manal employees on a bi-weekly basis.” (000028) (emphasis supphied). Again, at the time of
this Jetter, Whole Foods was paying its New York employees bi-weekly.

! Excerpts from waiver request and file obtained from the New York State Department of Labor; which was
obtained pursuant to a FOIL request, are annexed hereto. References in this letter are to the bates stamp numbers to
the right of the FOIL {Hle number, FL-14-(832.

Ft.-22-0355 0370



Whole Foods counsel indicated in a letter dated April 11, 2012 that despite the fact that a
waiver had not yet been granted, “Whole Foods will pay its workers bi-weekly in accordance
with its national practice” because Whole Foods “believe[d] that the file [was] now complete to
support its application for a waiver.” (000015) (emphasis supplied). The letter uses the future
tense to say that it “will pay” workers bi-weekly. It would have been accurate to advise that
Whole Foods was already been paying its workers bi-weekly.

On April 17, 2012 Annemarie G. Culbertson, Sr. LSI summarized the information
obtained from Whole Foods Market Group, Inc. in the course of the application for the waiver.
(000017-18). According to Whole Foods, “employees outside of New York State are being paid
bi-weekly and it is costly to have New York State employees on a separate payroll.” (emphasis
supplied). Based upon this information, Ms. Culbertson recommended that the waiver be
granted. To reiterate, as of this date, and throughout the application for the waiver, Whole Foods
had actually been paying New York Workers bi-weekly. There was never a separate payroll
which was costly to Whole Foods.

On April 27, 2020, the waiver was granted. (000001).

As you are aware, the decision to grant a waiver is discretionary. See NYLL § 191
(stating that “The commissioner may authorize an employer” to pay employees bi-weekly).
In this case, it appears that the employer was not forthcoming about whether it was in
compliance with NYLL § 191 during the application process. Instead, the employer walked a
fine line and effectively misled the Department of Labor to believe that it had a costly “separate
payroll” for New York employees.

In light of this information, I respectfully request that the watver be revoked and voided
ab initio. If you need any further information, please do not hesitate to contact me.

submitted,

teven John Moser

Encl.
CC:  Proskauer Rose, LLP

Eleven Times Square
New York, NY 10036

FL-22-0355 0371
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December 22, 2011 Fredilo C. Letiier

. 'e ave counsel to Whole Foods Markets Group Inc. (*Whole Foeds™ or “the Company”).
Whole Fods seeks to apply for a walver to the fequirement thet it pay its manual workers
weekly as set forth in New York Labor Law § 191.1(a). Accordingly, pursuant to NYLL §

Lif), for all Whole Fooda Market locations in New York State, the Company requests
on to pay all its manust exeployees on a bi-weelkly basis.

he Company seeks this waiver fom the weekdy pay requirement in order to securo
businessand costefficiencies in accondance with fts national prectice to pay its employees bi-
n connection with the Company’s app! Mom.inmw\’mksmitmploys.w

) mdﬂy 3300 employees; ta 2010, nmp!uyad,ianYmkSWappmximatelyﬂﬂﬂ

ebs; in 2000, itemplnyedmﬁﬂyﬁ@ﬁﬂemphyees, and in 2008, it employed roughly
nployees in New Yok State, Today, inr the United States, Whole Poods employs

nately 62,000 employees and in 2010, it employed roughly 56,000 employees Company-
his totat reflects Company growth, s Whole Foods employed approximately 51,700

ees in 2009, and 51,000 employees Company-wide in 2003. The Company routinely
meaa : pamﬂmponsiblliﬁesthwYmksmmduﬁlmsaW payroll
seordiceeping system that specifies, at a minimum, hours werlted, rate of pay, overtime hours, if
any, overtime rate, gross wages, deductions, net wages, and date of pay for each employee.

FL-14:0832 030004
mtbmmamlm:mm;mlm&m:hmlmv«umtmsmmlm&?m
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Proskauer® -~

Ms. Annemarie Culberson
December 22, 2011 :

Page2

hsnppoﬂofitsappﬁenﬁon,wemmvidingy&uwiﬁmafonowhgin&nmﬁm:

D Tahl-mofofmmtinmmoeﬂomtheCmmy’sWoﬂ:mCompemahonmd
“Disability Benefits Insurdnce cairiérs; T -

2) Tab 2 - executed disclosure information ﬂﬂmtmgatdingmmpiom
insurance;

3) Tab 3 ~copies of year-end payroll for 2008-2010, plnsﬂxeﬂu:dmﬁorzou
showing total numbers ofempioyees,

4) Tab 4 -copies ﬁrmm;womplmdmmaﬂngmmpmwmmnmwm '
ﬁeeﬂnghom worked, rate of pay, deductions, grow and net pay, and date of pay;

5) ‘We are advised that Whole Foods® workess are not represented by any labor unions in
New York.

- ~
Following your review of this information, please contact me if you have any questions -
‘or require additional information.
~.
—

. FLA40B32 000088
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1w.mmmmmemmmmmhm&"m

Pasther to our earlier correspondencs,’ enolmdplmeﬁndampyot‘mOWsm

mammmmmmmmm,mmmmmm
sability Insuramce. wmmmmmmmmmo&hum

upplipd the New York State Degiartment of Lobor with oll the information necesssry pusuant to
oiiest for a waiver under NYLL § IDI.I(q)(iosoﬂatmemitsmmalmplwna

egicly basis, )
Pimmmmumunﬂwmwmmadﬁﬁmalmmwm
v tmlyrouw.

m by Ietters dated October 19, 2011, mn.znu.mmmxz,mzmmm
mmmmmmmmm

Dﬂ?lmmlmlmn’wm:m;mm;mm;&-mmﬂﬂmlmpuggm.ﬁ““,
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Proskauer’

Apil 11,2012 L " \Prodiin ©, Leflar

M&Aununﬁio(:nibmn -
SMWIWMWW

. New York State Department of Labor

. Divyision of Labor.Standards

Permit and Certificate Unit, Room 266A
State Office Cempus, Building12

_ Almeisorklm ce

.- Perotir recent correspindence and exchenges, enclmdphmﬁnd eletter dited
March 30, ZOIzmmmmYorksmTax and Finance
that Whole Foods has no outstanding warrants: Accordingly, on behalf of cuy client, Whole -

‘ Mmbﬂhwdw’ﬁhismcﬂmlmtomppmﬂs@pﬁmﬁm&rawmmm

pay its manual workers weekly. Instead, as explained previously,

'-WholeFoodswmpayhsworkash-weaﬁyhmdmewiﬂ:immﬁomlm

Hmhmhowﬁmmmymammmyﬂﬂnsalnmmmr
Wholel?endstobam&edﬂﬁsWuver , '

FCL/Np
Enclosure

FL40802 0008

FL-22-0355 0375



&7 Coleon C. Gordnor, Commissionar
. Date: Aprill72012
_ To: e Camﬂnekuﬁm,m . -
From: AnnanmeG.Gnlberson,_SrLSI

N
BRI s ot - - 4y
v e g

Subject: Whole Foodst'kets Group
C - " Mamal Wotker Bi-Weekly/Semi-monthly Pay Pexiod Appmvat

Mmmwm&wwenmﬁmplmmmmmmofm
mquastmpayiummaimﬂnmmlm&amﬁyﬂ:mmmﬂhly y . .

o Bmedupon&einfomaﬂonmpplxedbytheemplow

' 'I‘hewmganmbetofwmm nhasemployedmﬂewYorksmintbeihmym
-preeedinsthsmqnesthnaemeededwno‘ , .

- ) mmmmainuhsaoompmﬂnedmﬁ mmwmmmmmm
~ _rateofpay.mmdnetwmdedwﬂonsmdmadmdpay— "

"nmeorku’aCompMonaswaﬁasDisabimyBMnImmm
L mmwmnﬁmmvomdmmmapmmm

. msmpmympbyswenmmmofzswemphmianYmMMm

" xoess of 56,000 employees nationwide. Those employees cutside of New York State aro being .
peidbbweeklymzdumcwﬂy&ohayerYodzsmanphmma payroll. There is .
a computerized payroll system used for miost of the employees, aid itis noteeatef&cnvm ST
have a different system for New, York State employees only, 50 the company requests & variance .
mmalawmqmﬁngmualwotkmmbepaidweekly

Unanploymmthsmmeehasmfmmedmﬂmﬂmoutsmﬂngwmamimt%olemuds
* Markets Group Inc, havebeeasaﬁsﬁedﬂlisdm

Alewq'&omNewYorksmmTaxmdﬁnmeemdmtesﬁalhmamowmdingwmm
WWW .

Smee it further appears that all othér conditions emmerated inArhcleVl, Sechon 191.1a(ii) of
the New Vork State Lebor Law have been satisfied, I recommend that Whole Foods Markets
Gmul:‘ Inc. he granwed approvil to pay menual workm on a bi-weekly basis

~W. Awmmmomcmmiémmmw.m1mn
PR (618) 4671042 Fa (518)467-2791 E-mol: GPinb@labortsa.ys
. waw.fabor.atateny.us

FL-22-0355 0376
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Aprit 27,.2012

" Mr. Fredrick Lafﬂar

Senlor Gounsal.
Proskauer-Rose'LLP

Eleven Times Square '
New York, NY 10038 s

"‘De_aer Lefﬂer cL R

This is In response ta your recant conespondenca on behalt of Whole Foods

' 'MarketsGrouptopayltsmanualemployeeshNewYorkStatbonablmeklybasls

" purstant to New York. State Labor Law Section 191.1a(i).

. The New York State Departmerit of Labor has carefully réviewed the material

- submiited and detarmined that Whole Foods Markets Group has satisfied all the
" conditions enumerated in-the statute. The firm has employed 1,000 or more persons in-
New York State for the thrée years preceding its application; has fumished sufficlent prooi
it has met and.shall continue to meet its payroll responsfuifities; and has fumished other . °
lnionnation and proof In accordance with the conditions set forth under Sectlon 181, 1a(l).

. Therefors, | hereby grant authorization for Whole Foods Markets Gtotns to pay
wages to its manual wurkets employed in New York State oh a biweekly bass. i

Slncarely.

cc; Patricla Yost, Assistant Secretary
Whole Faods Markets Group
550 Bowle Street
Austin, TX 78703

Colleen . Gardndr -

TN

W, Averell Hamiman State Office Campus

ik P S
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New York State Department of Labor
Andrew M. Cuomo, Governor
§ Colieen C. Gardner, Commissioner

April 27, 2012

Mr. Fredrick Leffler
Senior Counse!
Proskauer Rose’LLP
Eleven Times Square
New York, NY 10036

Dear Mr. Leffler:

This is in response to your recent correspondence on behalf of Whole Foods
Markets Group to pay its manual employees in New York State on a biweekly basis
pursuant to New York State Labor Law Section 191.1a(ii).

The New York State Department of Labor has carefully reviewed the material
submitted and determined that Whole Foods Markets Group has satisfied all the
conditions enumerated in the statute. The firm has employed 1,000 or more persons in
New York State for the three years preceding its application; has furnished sufficient proof
it has met and shall continue to meet its payroll responsibilities; and has furnished other
information and proof in accordance with the conditions set forth under Section 191.1a(ii).

. Therefore, | hereby grant authorization for Whole Foods Markets Group to pay
wages to its manual workers employed in New York State on a biweekly basis.

Sincerely,

Colleen C. Gardner

ce: Patricia Yost, Assistant Secretary
Whole Foods Markets Group
550 Bowie Street
Austin, TX 78703

W. Averell Harriman State Office Campus
Building 12, Room 500, Albany, NY 12240
FL-22-036An0888bor.ny.gov
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Proskauer®

Fredrio G, Lafflar
April 11, 2012 Senlor Counsel

4 212.869.96570
fleiftardiproskausr.com
wWAWLpTosKaur.com

VIiA FEDERAL EXPRE D FACSIMILE (518-437.27

Ms. Annemarie Culberson

Senior Labor Standards Investigator
New York State Department of Labor
Division of Labor Standards

Permit and Certificate Unit, Room 266A
State Office Campus, Building 12
Albany, New York 12240

Ret  Whol
HEIN:

5

Dear Ms. Cuibmom

Per our recent correspondence and exchanges, enclosed please find a lettor dated
March 30, 2012 from Thomas Engel, New York State Tax and Finance Departroent, indicating
that Whole Foods has no outstanding warrants, Accordingly, on behalf of our client, Whole
Foods, we believe the file is now complete to support ita application for a Waiver from the
requirement that it pay its manual workers weekly. Insiead, a5 explained previously,
Whole Foods will pay its workers bi~weekly in accordance with its national practice,

Please et me kaow if you have any questions ot reguire anything else in order for
Whole Foods to be granted this Waiver.

FClL/lp
Enclosure

Baljing | Boca Redon ] Bostan | CRuago | Hong Keng | Landan { Loa Angalen | Now Griogras | Now Yok | Rowerkd Pards | 580 Pryn | Woakinglon, DO
FL-22-0355 0382
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Neaw Yori State Department of

8. TAXATION AND FINANCE

T3 Offiee of Budget and Managemnt Analysis
i1 Disctosure and Governmeni Exchange

W.A. Harriman Campng

Building 8, Roons 708

Albany, NY 12217

March 30, 2012

Mr. Fredric C. Leffler
Progkauver Rose LLP

Eleven Times Square

New York, NY 10036-8299
Re; Whole Foods Markets
Dear Mr. Leffler:

In response to your request for tax information regarding the above-referenced laxpayez, the
following is provided:

A search of our records does not indicate any outstanding warrants,
If you have any ;:;uesﬁons, I can be reached at (518) 485-8594.

Sincercly,

) r

N : i

NS m@‘g%/
Thomas Engel ' N

Income Tax Technician 1T

TE:ch

FL-22-0355 0383
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8. All items must be submitted together in 1 mailing,

If you have further questions you may contact me between the hours of 8:30 AM and 4:30 PM.
as follows:

New York State Department of Labor
Division of Labor Standards

Permit and Certificate Unit, Room 266A
State Office Campus, Building 12
Albany, NY 12240

Tel: 518-457-8014 (personal)
Tel: 518-457-1942 (office) '
Fax: 518-457-2731

Very truly yours,

Annemarie Culberson
Senior Labor Standards Investigator

FL-22-0355 0343
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Fradric C. Leffler
March 21, 2012 Senlor Counsel

o 2120693570

{ 212.969.2900

Heftlor@proskauer.com

waw.preakaler.com

ViA FACSIMILE {1-518-485-0243

Mr, Tom Engel

New York State Department of Taxation and Finance
W. Averell Harriman State Gifice Campus — Bldg. 9
Albany, NY 12240

Re:  Whole Foods Markets
FEIN
NYS 11

Dear Mr. Engle,

We are counsel 1o Whole Foods Markets Group, Inc. (*Whole Foods™ or “the
Company™). We seek a letter from the New York State Department of Taxation and Finance
stating that Whole Foods has no outstanding warrants for failing to remit state porsonal -

‘withholdings.

By way of background, Whole Foods is seeking a waiver from the New York State
Department of Labor (“NYDOL"} to the requirement that it pay its manual workers weekly. We
subsmniited extensive infonmation in support of the Company’s spplication to Ms. Annemurie
Culberson at the Division of Labor Standards, the New York Department of Labor, Ms,
Culberson bas now advised us that our file is complete except for a letter from your otfice
indicating that Whole Foods has no owtstanding warcants for failing to remit state personal
withholdings,

Pleasc send us such 2 lotter and also copy Ms. Culberson at the NYSDOL, Bidg, 12-266A
Stats Office Campus, Albany, NY 12240. (Fax No.: 518-457-2731). Your prompt attention to
this maiter would be very much appreciated,

Please contact me 1f you have any questions.

Very tryly yours,

Ce: Ms. Annemarie Culberson V/N
(Fax No. 518-457-2731)

Bagng | Buey Rawn | Bogloe ] Chlesgo {Hang fang | Limdon [Lox Angeies { New Orisane | Hew Y



New York State Department of Labor
Andrew M. Cuomo, Governor
Colleen C. Gardnar, Commissioner

Mr. Fredric C. Leffler
Senior Counsel
Proskauer Rose LLP
11 Times Square
New York, NY 1036-8299
October 25, 2011

Dear Mr. Leffler:

Today I received your letter of October 19, 2011 whereby you request permission for your client
{(Whole Foods Market Group, Inc.) to pay its manual workers on a bi-weekly basis. The
following is a list of instructions which must be followed for us to consider the request:

There is no form to fill out, nor is there a fee involved.

1. Please send a letter stating the necessity of paying the manual workers less frequently
than weekly,

2. Please include in this letter the names and addresses of those labor unions (if any)
representing the employees and a letter from a responsible union official expressing
his/her concurrence with or objection to the requested new wage payment agreement. .

3. Send pi'oof of current insurance from the carrier of Workers’ Compensation (form C-
105.2 or U-26.3) and Disability Insurance (form C-120 or DB-155). The carrier will tell
you which form is appropriate.

4. Contact Timothy Forbes, a technician with the New York State Department of Taxation
and Finance. He will provide a letter stating that the employer has no outstanding
warrant for failing to remit state personal withholdings. Ask for Leta Snovershould Mr.
Forbes be unavailable.

5. Fill out the attached word document which will allow us to verify that no unemployment
insurance taxes are owed.

6. Send a copy of the last payroll (sample of 1 or 2 employees is ample) so that we may see
that you have a computerized payroll system showing the hours worked, rate of pay,
deductions, gross and net pay and date of pay.

7. Send us a copy of the year end payroll for the past 3 years showing the total number of
employees for each year.

W. Averell Harriman State Office Campus
Bullding 12, Room 268A, Albany, NY 12240
Fl-z2, A gﬁ%r.ny.gov'



Bi-Weekly Pavroll Checklist

s

o Komplete application, including FEIN

¢ Reason why variance is needed

O # of employees on the payroll in NYS at the end of a pay period
from last month and from pay periods 12 months, 24 months and
36 months earlier or the # of all employees on the payroll in NYS
at the end of a pay period from last month and from the pay period
12 months earlier and the average # of employees outside NYS

_during the last 3 years

¢ Proof of coverage for WC/DB, including effective dates and names
of insurers providing coverage

&~ Proof that the employer has a computerized payroll record-keeping
system that specifies hours worked, rate of pay, gross wages,
deductions and date of pay for each employee

o Release Form — Disclosure Information authorizing UT to disclose
its record, if any, of the employer’s Ul tax liabilities, along with
the FEIN and Ul Employer Registration #

0 Certifying letter from the NYS Dept. of Taxation & Finance that
there are no outstanding warrants against the employer for failure
to remit state Personal Income Tax withholdings

O If employees are represented by a labor union, employer must
present either a letter from an appropriate union official attesting to
the fact that it consents to the requested pay period extension or a
copy of the cusrent contract in which a bi-weekly or semi-monthly
pay period has been agreed upon

FL-22-0355 0388



. STATE OF NEW YORK . L
DEPARTMENT Of LABOR - / ‘
ww.hhm.smta.q.w ' 4 / 17/ 2

1

TELEFAX TRANSMITI'AL FORM

PLEASE nez.wemo Mark Knos- Supervising Libor Slandands Investigatar
. nr:emario Culberson-Senior Labor Standards ivestigator L

A
Pivision ofLabu Standards, Permit and carﬁﬁeaﬁaUnil

omcemmsmmomsss NYS Department of Labor, State Office Campus, ' I
Bl 12 Room 766 Abaiy NY 13040 S

, ,ﬂ,QOE,' rd ___ROOM: 268A Pchg NO: 15131457-1942 Fg NO' (518) 4572731
FROM: ArthurF. nan TaxCo_m_glh_;_maAgﬂS!, Cenmmmemmcomgmcsg Ul

Nama
. StxteOﬂIeacampus aummz,nmmzse,;\m NY 12240
o 'F'HONE NG (§18)457. 1737 . ___FAXNO: (518) 457:3258

‘ SUBJECT: u,f_f—p L f'b(ﬂD b Mﬁf’ Jcéf [f-faou w o Jue. _
: (EMPLOYERNAME) S O R 386 1587 6
) KQ‘ - THERE ARE NO OUTSTANDING LIABIU'ﬂES

1 - THERE ARE OUTSTANDING LIABILITIES

- LEASECALLME '
SIGNATURE _; % = DATE 7 / 7/ / Z
@MSI‘AME’ ’ |

Toﬁ‘ 2
NUMBER OF PAGES BEING TRANSMITTED: _____ (mciudlng cover shea!)

This commumcaﬂon i8 intended only for the use of the named addressea and may
contain information which is privileged, corfidentiai andfar exempt from disclosure
under appllcabla law. If the reader of this communication is nat the intended :
reciplent, you are hereby natified that any cissemination, distribution, of copying of -
thig eommunication is sirictly prahibited, If you receive this communication in ervor, ’
E:Ler:se :%gfz me immediately by telephone to arrarge the immediafa return of the

munication, '

L P S2-1701075

3A 150 {10/02) -

OIV OF LABOR STANDARDS ~ |-22:0355 0390
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Andrew M. Cuamo, Governor
Colleon G. Gardnes, Commissioner

'RELEASE FORM ~ DISCLOSURE INFORMATION

F’ursuant to the requast, initlated by \N k\o\m FOC)&& M&v\(a)( 6?0&39 I ne,
{Piease print logal nama of EMPLOYER) .

to pay its manual workers on a biweekly or semimonthly basis,

L fsdvicia \Lﬂ‘f“{” .

{Ploage print NAME of réspunsible officer signing release form)

Aosat Sm% b/

{Pleasa print TITLE of fesponsble officer signing release form)

hereby authorize the Divislon of Unemployment Insurance fo disciose to the Division of
Labor Standards its record, if any, of said smployers Unemployment Insurance tax
fabilities.

-__. Federal Employer Identification Number (FEIN)
—Unemplaymem insurance Employer Registration Number (ER#)

lonature

[ 29]1)

Dat’e

Jo i,
Q

W, Avarell Hariman State Offce Campus
| ) Buliding 12, Room 2664, Albany, NY 12240
: www.laharny.gov

FL-22-0355 0381
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Proskauer)

3 -Fredric C. Leffler
April 11,2012 Sisnlof Caunss!

d 212.968.3570

f 212.969.2900
floffler@proskaver.cons
www . proskausroom

VIA FEDERAL EXPRESS AND FACSIMILE (518-457-2731)

Ms. Annemarie Cuolberson

Senior Labor Standards Investigator
New York State Department of Labor
Division of Labor Standards

Permit and Certificate Unit, Room 266A
State Office Campus, Building 12 ‘
Albany, New York 12240

Re:  Whole Foods Markets
FEIN:

NYS

Dear Ms, Culberson:

Per our recent correspondence and exchanges, enclosed please find a letter dated
March 30, 2012 from Thomas Engel, New York State Tax and Finance Department, indicating
that Whole Foods has no outstanding warrants. Accordingly, on behalf of our client, Whole
Foods, we believe the file is now complete to support its application for a Waiver from the
requirement that it pay its manual workers weekly. Instead, as explained previously,
Whole Foods will pay its workers bi-weekly in accordance with its national practice.

Please let me know if you have any questions or require anything else in order for
Whole Foods to be granted this Waiver.

FCL/lp
Enclosure

FL-22-0355 0393
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New York State Department of

TAXATION AND FINANCE

" Office of Budget and Management Analysis
Disclosure and Government Exchange

=¥ WA, Harriman Campus

Building 8, Room 700

Albany, NY 12227

March 30, 2012

Mr, Fredric C. Leffler
Proskauer Rose LLP

Eleven Times Square

New York, NY 10036-8299
Re: Whole Foods Markets
Dear Mr. Leffler:

In response to your request for tax information regarding the above-referenced taxpayer, the
following is provided: '

A search of our records does not indicate any outstanding warrants.

If you have any questions, I can be reached at (518) 485-8594.

Sincerely,
VR .
{ ) -
C O
v SN \M.ﬁm& 7
Thomas Engel ‘\x |

Income Tax Technician 11

TE:ch

APR -y 2012

FL-22-0355 0394



New York State Department of Labor
Andrew M. Cuomeo, Governor
Cotieen C. Gardner, Commissioner

M. Fredric C. Leftler
Senior Counsel

Proskauer Rose LLP

11 Times Square

New York, NY 1036-8299

October 25, 2011

Dear Mr. Leffler:

Today I received your letter of October 19, 2011 whereby you request permission for your client
(Whole Foods Market Group, Inc.) io pay its manual workers on a bi-weekly basis. The
following is a list of instructions which must be followed for us to consider the request:

There is no form to fill out, nor is there a fee involved.

1. Please send a letter stating the necessity of paying the manual workers less frequently
than weekly.

2. Please include in this letter the names and addresses of those labor unions (if any)
representing the employees and a letter from a responsible union official expressing
hig/her concurrence with or objection to the requested new wage payment agreement.

3. Send proof of current insurance from the carrier of Workers® Compensation (form C-
105.2 or U-26.3) and Disability Insurance (form C-120 or DB-155). The carrier will tell

you which form is appropriate.

4, Contact Timothy Forbes, a technician with the New York State Department of Taxation
and Finance. He will provide a letter stating that the employer has no outstanding
warrant for failing to remit state personal withholdings, Ask for Leta Snover should Mr.
Forbes be unavailable. : :

5. Fill out the attached word document which will allow us to verify that no unemployment
insurance taxes are owed.

6. Send a copy of the last payroll {(sample of ] or 2 employees is ample) so that we may see '
that you have a computerized payroll system showing the hours worked, rate of pay, -
deductions, gross and net pay and date of pay. )

7. Send us a copy of the year end payroll for the past 3 years showing the total number of
employees for each year. :

W. Averell Harriman State Office Campus ~
Building 2, Room 266A, Albany, NY 12240 .

Jfabor,ny.gov
FLo S ER AR Y9




Aprit 27, 2012

Mr. Fredrick Leffler
Senior Counsel
Proskauer Rose LLP
Eleven Times Square
New York, NY 10036

Dear Mr. Leffler:

This is in response to your recent correspondence on behalf of Whole Foods
Markets Group to pay its manual employees in New York State on a biweekiy basis
pursuant to New York State Labor Law Section 191.1a(li).

The New York State Department of Labor has carefully reviewed the material
submitted and determined that Whole Foods Markets Group has satisfied all the
conditions enumerated in the statute. The firm has employed 1,000 or more persons in
New York State for the three years preceding its application; has furnished sufficient proof
it has met and shall continue to meet its payroll responsibilities; and has furnished other
information and proof in accordance with the conditions set forth under Section 191.1a(ii).

Therefore, | hereby grant authorization for Whole Foods Markets Group to pay
wages to its manual workers employed in New York State on a biweekly basis.

Sincerely,

Colleen C. Gardner

cc: Patricia Yost, Assistant Secretary
Whole Foods Markets Group
550 Bowie Sireet
Austin, TX 78703

W. Averell Harriman State Office Campus
Building 12, Room 500, Albany, NY 12240
FL-22-459AnJa¥for.ny.gov



New York State Department of Labor
Andrew M. Cuomo, Govermnor

L, \g Colleen C. Gardner, Commissioner

April 27, 2012

Mr. Fredrick Leffler
Senior Counsel
Proskauer Rose LLP
Eleven Times Square
New York, NY 10036

Dear Mr. Leffler:

This is in response to your recent correspondence on behalf of Whole Foods
Markets Group to pay its manual employees in New York State on a biweekly basis
pursuant to New York State Labor Law Section 181.1a(ii).

The New York State Department of L.abor has carefully reviewed the material
submitted and determined that Whole Foods Markets Group has satisfied all the
conditions enumerated in the statute. The firm has employed 1,000 or more persons in
New York State for the three years preceding its application; has furnished sufficient proof
it has met and shall continue to meet its payroll responsibilities; and has furnished other
information and proof in accordance with the conditions set forth under Section 191.1a(ii).

Therefore, | hereby grant authorization for Whole Foods Markets Group to pay
wages to its manual workers employed in New York State on a biweekly basis.

Sincerely,

Colleen C. Gardner

cc: Patricia Yost, Assistant Secretary
Whole Foods Markets Group
550 Bowie Street
Austin, TX 78703

bc: Exec File

W. Averell Harriman State Office Campus
Building 12, Room 500, Albany, NY 12240
FlL-22-weavdalror.ny.gov



New York State Department of Labor
Andrew M. Cuomo, Governor
Colleen C. Gardner, Commissioner

Date: Aprill7 2012
To: Carmine Ruberto, Director
From: Annemarie G, Culberson, Str.LSI

Subject: Whole Foods Markets Group
Manual Worker Bi-Weekly/Semi-monthly Pay Penod Approval

Attached please find the material the above named employer has submitted in support of its
request to pay its manual workers no less frequently than semi-monthly

Based upon the information supplied by the employer:

The average number of workers it has employed in New York State in the three years
preceding this request has exceeded 1000:

The firm maintains a computerized record-keeping system which specifies hours worked,
rate of pay, gross and net wages, deductions and the date of pay:

It possesses Worker’s Compensation as well as Disability Benefits Insurance:

There is no union involved with Whole Foods Market Group.

~ This company employs well over an average of 2500 employees in New York State and in
excess of 56,000 employees nationwide. Those employees outside of New York State are being
paid bi-weekly and it is costly to have New York State employees on a separate payroll. There is
a computerized payroll system used for most of the employees, and it is not cost effective to
have a different system for New York State employees only, so the company requests a variance
to the law requiring manual workers to be paid weekly.

Unemployment Insurance has informed me that the outstanding warrants against Whole Foods
Markets Group Inc. have been satisfied this date.

A letter from New York State Tax and Finance indicates that there are no outstanding warrants
against the company. :

Since it further appears that all other conditions enumerated in Article VI, Secnon 191.1a(ii) of
the New York State Labor Law have been satisfied, I recommend that Whole Foods Markets
Group, Inc. be granted approval to pay manual workets on a bi-weekly basis

. W. Averell Harriman State Office Campus Bldg 12 Rm 266A Aibany, NY 12240
- . Phone: (518) 457-1942 Fax: (518) 467-2731 E-mail: CPInfo@labor.stata.ny.us
www.labor.state.ny.us

FL-22-0355 0398



Contact information is as follows:

Patricia Yost, Assistant Secretary
Whole Foods Markets Group
550 Bowie Street

Austin, TX 78703

Fredric Leffler
Senior Counsel
Proskauer Rose LLP
Eleven Times Square
New York, NY 10036

FL-22-0355 0358
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New York State Department of Labor
Andrew M. Cuomo, Governor
Colieen C. Gardner, Commissioner

Date: Aprill7 2012

To: - Carmine Ruberto, Director

_From: Annemarie G. Culberson, Sr.LSI
Subject: Whole Foods Markets Group

Manual Worker Bi-Weekly/Semi-monthly Pay Period Approval

Attached please find the material the above named employer has submitted in support of its
request to pay its manual workers no less frequently than semi-monthly

Based upon the information supplied by the employer:

The average number of workers it has employed in New York State in the three years
preceding this request has exceeded 1000:

The firm maintains a computerized record-keeping system which specifies hours worked,
rate of pay, gross and net wages, deductions and the date of pay:

It possesses Worker’s Compensation as well as Disability Benefits Insurance:

There is no union involved with Whole Foods Market Group.

This company empleys well over an average of 2500 employees in New York State and in
excess of 56,000 employees nationwide. Those employees outside of New York State are being
paid bi-weekly and it is costly to have New York State employees on a separate payroll. There is
a computerized payroll system used for most of the employees, and itis not cost effective to
have a different system for New York State employees only, so the company requests a variance
to the law requiring manual workers to be paid weekly.

Unemployment Insurance has informed me that the outstanding warrants against Whole Foods
Markets Group Inc. have been satisfied this date.

A letter from New York State Tax and Finance indicates that there are no outstanding warrants
against the company.

Since it further appears that all other conditions enumerated in Article V1, Section 191.1a(ii) of
the New York State Labor Law have been satisfied, I recommend that Whole Foods Markets
Group, Inc. be granted approval to pay manual workers on a bi-weekly basis

W. Avereli Harfiman State Office Campus Bidg 12 Rm 266A Albany, NY 12240
Phone: (518) 457-1942 Fax: (518) 457-2731 E-mait: CPInfo@labor.state.ny.us
www.labor.state.ny.us

FL-22-0355 0406



Contact information is as follows:

* . Patricia Yost, Assistant Secretary

Whole Foods Markets Group
550 Bowie Street
Austin, TX: 78703

Fredric Leffler
Senior Counsel
Proskauer Rose LLP
Eleven Times Square
New York, NY 10036

FL-22-0355 0402
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Proskauer)

April 16,2012 Fredric C. Loffler

Sanior Caunsal
d212.888.3570
£212.960.2800
fistarg@proskauer.com
WA pTORKEUES . COom
D EXPRESS OVERNIGHY D FACSIMILE (518-487.3256

Mr. Thomas fzzo

New York State Depatiment of Labor

Unepiployment Insurance Tax

Building 12, Room 256

State Office Campus

1220 Washington Avenue

Albany, New York 12240

Re:  Whole Foods Markeis

Dear Mr. [zzo:

Per our telephone conversation this moming, we are counsel to the Whole Foods Markets
Group. In order to expedite processing of Whole Foods” waiver application with the New York
State Department of Labor, so it can pay its New York State workers bi-weekly, we are remitting
on behalf of cur client & check in the arnount of $50.00 as payment for the penalties ontstanding
in the above-referenced matters. Please confinn receipt so that the Division of Labor Standards
can move forward with processing Whole Foods Markets’ waiver application.

Please contact me if you have any additional comments or questions.

FCLAp
Enclosure
co:  Ms. Amnemarie Culberson (via facsimile)

Rodting | Buca Reden | Boslon | Chizegs | Herg Kong § Lanaon | Lor Angeisi | New Crisans | e Yok [ Newark | Parts | S8o Paulo | Washinglen, 00
FL-22-0355 0409
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2013972| R. 041612 f4-16-12 BENEFIT CLAIM PENALTY DUE FOR 50,00

THIF

ALBERTU CABALLERY AND DOUGLAS
BROWN
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WHOLE Foods MARKETS

ol e i

CCUMENT I8 PROTEGTED By AN

CCOUNYERFEITING IREAGURCY
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Proskauer)

Annil | [, 2012 Fredric C, Lefller
P Senior Counsel
4 212.969.3570
[ 212.969.2800
fleffler@proskauer.com
WAVW.RIOSRaUer.com

VIAFEDERAL EXPRESS AND FACSIMILE {818-457-273 1)

Ms. Annemaric Culberson
Senior Labor Standards Investigator
New York State Department of Labor
Division of Labor Standards
Permit and Certificate Unit, Room 266A
State Office Campus, Building 12
Albany, New York 12240

Re: Wholegs
FEIN:

Dear Ms. Cualberson:

Per our recent correspondence and exchanges, enclosed please find a letter dated
March 30, 2012 from Thomas Engel, New York State Tax and Finance Department. indicating
that Wholc Foods has no outstanding warrants,  Accordingty, on behalf of our client, Whaole
Foods, we believe the file is now complete Lo support its application for a Waiver from the
requirement that it pay its manual workers weekly. Instead, as explained previously,
Whole Foods will pay its workers bi-weekly in accordance with its national practice.

Please lef me know il you have any questions or reguire anything else in order for
Whole Foods to be granied this Waiver,

Very truly yours,

y
i

FCLAp
Enclosure

e,

FL-22-0355 0411
Baearng | Boca Raten ¢ Boston | Thicago § Hong Kong | London | Los Angedes | Rew Odeans § Now Yok | Nowark | Paris | Sdie Paulk | Washingtan, 6



New York State Department of
TAXATION AND FINANCE

.
(

]

x;

Oifice of Budget and Management Analysis
Disclosure aind Government Exchange
W.A. Harriman Campus

Building 8, Room 700

Abbany, NY 12227

5

March 30, 2012

Mz, Fredric C. Leffler
Proskauer Rose LLP

Eleven Times Square

New York, NY 10036-8299

Re: Whole Foods Markets

Dear Mr. Leffler:

In response to your request for tax information regarding the above-referenced taxpayer, the

following is provided:

A search of our records does not indicate any outstanding warrants.

If you have any questions, I can be reached at (518) 485-8594.

Sincerely,

N ' h
o _\51\(\@.‘ l.;h{\(.@_‘s

Thomas Engel
Income Tax Technician Il

TE:ch

APR -y 2012

FL-22-0355 0412
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STATE OF NEW YORK
DEPARTMENT OF LABOR

www.labor.state.ny.us

DATE: 3/8/2012

TELEFAX TRANSMITTAL FORM

PLEASE DELIVERTO: Name Frederic C. Leffle

Office Proskauer Rose

Location
FLOOR: __ _ ROOM: ____ PHONE NO: 212-9693570 FAX NO: 212-969-2800
FROM: Name Annemarie Culberson Sr, 151

Office Location Bldg 12-266A State Office Campus Albany, NY 12240

PHONE NO: 518-457-1942
FAX NO: 018-457-2731
COMMENTS:

NUMBER OF PAGES BEING TRANSMITTED: 4 (including cover sheet)

This contmunication is intended only for the use of the named addressee and may contain information which is
privileged, confidential and/or exempt from disclosure under applicabie law. If the reader of this communication is
not the intended recipient, you are hereby notified that any dissemination, distribution, or copying of this
communication s strictly prohibited. If you receive this commusication in error, piease notify ma immediately by
telephone to arrange the immediate return of the communication.

GA 150E (10-02)

FL-22-0355 0414



STATE OF NEW YORK
DEPARTMENT OF LABOR

www labor.state.ny.us

DATE: 3/8/2012

TELEFAX TRANSMITTAL FORM

PLEASE DELIVER TO:  nName ARTHUR F. DOTT

Officc  Room 256
Location
FLOOR: ROOM: PHONE NO: 518-457-1735 FAX NO:! 518-457-3256

FROM: | Name Annemarie Culberson Sr. LSI

Office Location Bldqg 12-266A State Dffice Campus Albany, NY 12240
PHONE NO: 5ig-4547-1942

FAX NO: 518-457-2731

COMMENTS: Wil you please check on this corpration to ensure that all taxes have heen paid up-tp-

date? Thanks, Annemarie

NUMBER OF PAGES BEING TRANSMITTED: 3 {including cover sheet)

This communication is intended only for the use of the named addressee and may contain information which is
privileged, confidential and/or exempt from disclosure under applicable law. If the reader of this communication is
not the intended recipient, you are hereby notified that any dissemination, distribution, or copying of this
communication is strictly prohibited. If you receive this communication in error, please notify me immediately by
telephone to arrange the immediate return of the communication,

GA 150E (10-02)

FL-22-0356 0415



STATE QF NEW YORK
DEPARTMENT OF LAROR

wrvnw Jabor state, ry.un

J {-)

i
DATE: . 3,;—}/ : /-’, e
1

TELEFAX TRANSMITTAL FORM

PLEASE DELIVER TO:  Mark Kriex— Suparvising Labor Standards Irivestigatar |

Arnemarie Culberson-Senior Labor Standards Investigator
Dwision of Labor Standards, Permit ang Cartificate Unit ,

. OFFICE NAME AND ADDRESS: * NYS Department of Labar, State Office Campus,

_Bidg. 12 Room 2664, Albany, NY 12240

 FLOORZnd  ROOM: 766A  PHONE NO: (8181467-1942  FAXNO; (618) 4672731

FROM: Arthur F. Dott, Tax Campliancs Agert 3}, Central Assignment and Control (CACS), Ut -

Neme ,
State Offles Campus Bulkding 12, Room 258, Albany, NY 12240

. Qffice Location ‘

PAX NQ.: (518) 457-4250,

PHONE NO: (518) 457- 4757

SUBJECT: ,:' “ __ ‘ f i J P )X ‘ M!wi epdth S X

{3 . THERE ARE NO OUTSTANDING LIABILITIES
[0 - THERE ARE OUTSTANDING LIABILITIES
@'« ) .

, 7 PLEASE CALL'ME
SIGNATURE . e, OATE
PRINTEL AR T

NUMBER OF PAGES BE(NG TRANSMITTED: _ . {ifclucing sover shest)

This ?Or?mUnicgﬁpn fs intended anly for the use of the named addresses and may
cantain information which is privileged; corfidential and/ar exempt from disclosurs
unqag' gpplicable law. ¥ the reader of this sommunication is net the intended
recipient, you-are hereby nofified that any cissemination, distribution, or copying of
thig commu_mfcaﬁm is sticlly prohibited, if vou roceive this communication in error,
piease notify me immediately by telephone fo arrarge the immediaté ratum of the
samminisation. '

34155 {102)

DIV OF LABCR STANDARDS
FERMIT &% CERY tiniy

F1-22-0355 0416



New York State Department of Labor
Andrew M. Cuome, Governor
§ Colleen C. Gardner, Commissioner

Mr, Frederic C, Leffler

Senior Counsel

Proskauer Rose LLP

11 Times Square

New York, NY 1036-8299 8 March 20§.2

Dear Mr. Leffler:

Attached is the letter originally sent you. #4 is the part that says we must have a letter from the
Department of Tax and Finance. What I neglected to do was inchude the contact information.

The phone number to be used is 518-485-9594 I Mr, Forbes is unavailable, you can ask for
Leta Snover.

You may reach me at:

New York State Department of Labor
Division of Labor Standards

Permit and Certificate Unit

Building 12/ Room 266A

State Office Building Campus
Albany, NY 12240

You may reach me by phone between the hours of 8730 AM and 4:30 PM at:
Tel: 518-457-8014 (Personal)
Tel: S18-457-1942 (Office)

W. Averall Harriman State Gffice Campus
Building 12, Room 2664, Albany, NY 12240
FL-22-08R%v 8alibr.ny.gov



TRAMEMISSION VERIFICATION REPCRT

TIME @ A3/88/20812 12:59
MAME 1 NYS LABOR-PCL
Faed ¢ Bi8-4&7-2731

TEL y Bl8-457-194%
SER.# @ 08@41351168R2

DATE , TIME p3/BE 12168

Faw MO, /HAME 73256

DURATION fd: 68: 23

PAGE (5) B3

RESLLT K

MIIDE STAMDARD
ECH

STATE OF NEW YORK
DEPARTMENT OF LABOR

www. labor.state.ny.us

DATE: 3/8/2012

TELEFAX TRANSMITTAL FORM

PLEASE DELIVER TO!  Name ARTHURF, DOTT

Oﬁic-e - Room 256

Location  _ ~
Fi.fibR: — RoOM: PHONE NO: SIQM&S‘?—l'?BS_‘ FAX NO: 518-457-3256
FROM: Name Annemarie éu!bers_on Sr, 151

Offica Location Blda 12:-2B6A State Office Campus Albany, NY 12240

PHONENO:  518-457-1942
FAX NO:  518-457-2731 .

COMMENTS: Wil you plepse cherk on this corpration to ensure thal ajl taxes have been paid up-tp-
‘date? Thanks, Aonematie . - .

NUMBER OF PAGES BEING TRANSMITTED: 3 (including cover sheat)

This cosnmunication iy intended only for the use of the named addressee and may contaln information which is
privilaged, confidential and/or exempt from disclosurs undar appilcable kaw. If the reader of this communication is
ot the interdled recipient, yoau are beraby notified that any dissemination, distribution, of copying of this
communication is strictly prohibited. If you racelve this communication i error, please notify me immediately by

“telephone ta arrange the immediake ratirn of the commumication. FL-22.0355 0418

GA 150F 110-025




Naw York State Department of Labor
Andrew M. Cuomo, Governor
Colleen C. Gardner, Commissionor

RELEASE FORM - DISCLOSURE INFORMATION

Pursuant o the request, initiatad by \N‘l\b\@. FOCBC\& Mﬁx\‘(ﬂ—k C';‘("Dup s Ane,
{Please print legal name of EMPLOYER) |

to pay its manual workers on a biweekly or semimonthly basis,

o Qaricg Nost ,

{Please print NAME of responsibla officer signing release jorm)

Ase . Secretuns

(Please print TITLE of responsible officer signing release form)

hereby authorize the Division of Unemployment Insurance to disclose to the Division of
Labor Standards its record, if any, of said employers Unemployment Insurance tax
liatilities.

Federal Employer Identification Number (FEIN)

Unemployment insurance Employer Registration Number (ERH)

|

Ol
w Wﬁum

U {28(1)

T Dats

W. Averall Harriman State Office Campus
Bullding 12, Room 2664, Albany, NY 12240
wwézlsbarny.gov

FL-22-0355 0419



Proskauer

Fredric C. Leffler
Mafch ; N 26 1 2 Senior Qounsel

4 212.889.3570
1212.969.2800
fiefler@proskauer.com
www.proskauer.com

VIA FEDERAL EXPRESS AND ELECTRONIC MAIL

Ms. Annemarie Culberson

Senior Labor Standards Investigator
New York State Department of Labor
Division of Labor Standards

Permit and Certificate Unii, Room 266A
State Office Campus, Building 12
Albany, New York 12240

Re:

Dear Ms, Culberson:

We are counsel to Whole Foods Markets Group Inc. (*“Whole Foods™ or “Company™).
Further to our earlier correspondence,' enclosed please find a copy of the Company’s current
Certificate of Insurance under the N'YS Disability Benefits Law, along with the prior Certificate
of Disability Insurance. With this final submission, we believe that Whoie Foods has now
supplied the New York State Department of Labor with all the information necessary pursvant to
its request for a waiver under NYLL § 191.1(a)(ii) so that i may pay its manual employees on a
bi-weekly basis, '

Pleasge contact me in the ovent you have any additional comments or questions.

Very truly yours;

! Previously, by letters dated October 19, 2011, December 22, 2011, and January 12, 2012, Whole Foods submiited
information and documentation relevant fo its waiver application.

Bolfing | Boca Raton ] Boston | Chicage § Hong Kong | London | Los Angoles | Now Cdeans | New Yok { Newark | Pans | SZo Paulo | Washinglen, DC
FL-22-0355 0420



STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF INSURANCE COVERAGE UNDER TIE NYS DISABILATY BENEFITS LAW

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

Ta Logat Nums and Address of Tnsured {Use atreot addrags enly) th Buwmess Telephone Number of Tnsured .
Whale Foods Market Grenp Inc. ic foyment Insurasce Employer Registrston Number of tnsured
550 Bowic Strect
Austin, TX 78703 idmmcmon Number of Insured or Soal Secunty number
2. Name and Address of the Entity Requesting Proof of Coverige 3a 161

{Earity Being Lingd as the Cerhfieation Holder) Metropolitan Life Insurance Company
ted 10 box"1a™,

Whole Foods Market Group Inc.

250 Bowie Strect 3o Pelicy effective pened, ’

Austin, TX 78703 January 1, 2087 fo December 31, 2011

Travis ,Cmtnty DB120.3 valid Januory 1, 2013 to December 31, 2021
4 Poficy covers:

& X Al otthe smployers erployees shaible under the New York Disabiily Benelits law
L3 {Only ihe following class or classes of the employer's amployens:

Under panally of perjury, | cerlify fhat I am authorized representalive or isensed agent of the fnsurance carder refarenced above and that the named
Ingured has NYS Disability insurance coverage as described above,

@W Dirboch

Date Bigned _ December 23, 2008 BY

. {Sgnnture of carrer’s suthorezed representative {ourrently on fle with DB Bureau)
Tei No. { 78)..319-1602 fie  State Plan Analyst
IMPORTANT  [fbox *4o" w checked, and this T 16 signed by e isirance saraet ‘s muborsed 1 w01 NYS 1 4 tovussaee Agen of dist eameer,

This certaficato s Comploted  Mad 1 disecily fo the certificate holder
1¥'box “4b" 13 checked, tus certificate is NOT COMPLETE for purposes of Section 220,5ubd § of the Disability Benefits Law 1t must be maled for
completion to the Workers' Compensation Bourd, DB Plans Acceptance Unit, 20 Park Streed, Albany, New Yoik 12207

PART2 10 BS COMPLETED BY NYS WORKER'S COMPENSATION BOARD (Oaly £ box “b” of Part 2 has been checked)
STATE OF NEW YORK

WORKERS' COMPENSATION BOARD

Actording to information mamtamed by the NYS Warkers' Compensation Board, the sbove-nutned employer has complied with the NYS Disability Benefits Law with
respasl to all of hag/her employnes

Date Signed By
{Signaturs of NYS Workers' Compensation Board Employees)

Tead No {3 Title

Ploase Note Onty Insurance camers icensed to wrile NYS disabilily benefas msurance policies and NYS lcensed insurance agents of those earmiers are duthorzed to
1ssue Form DB-120 1 (nsurance brokers ere NOT suthorized to issue this form

DR-120 1(5-06)

F1-22-0355 0421



Proskauer®

March 1, 2012 Fredc ©. Lefier
Senior Counsal
¢ 21289693670
{212.960.2900
flefller@proskaver.com
vﬁ.&v,pfﬁskauef.cﬁm

VIA FEDERAL EXPRESS AND ELECTRONIC MAMH,

Ms. Annemarie Culberson

Senior Labor Standards Investigator
New York State Department of Labor
Division of Labor Standards

Permit and Certificate Unit, Room 206A
State Office Campus, Buiiding 12 SR
Albany, New York 12240

SEOEMED
hf e LABOV
ay ENY

eSS nARDE
oy LT

&

Re: Whole Foods Markets
FETN:
NYS Ul No.

Dear Ms, Culberson:

We are counsel o Whole Foods Markets Group Inc, ("Whole Faods™ or “Company™).
Further to our earlier correspondence,’ enclosed please find a copy of the Company’s current
Certificate of Insurance under the NYS Disability Benefits Law, along with the prior Certificate
of Disability Insurance. With this final submission, we believe that Whole Foods has now
supplied the New York State Department of Labor with all the information necessary pursuant o
its request for a waiver under NYLL § 191 Ha)(i) so that it may pay its manual employees on a
hi-weekly basis,

Please contact me in the cvent you have any additional comments or guestions.

Ver

v truly yours,

Y
?{z’; i;:d L

Fredric C Lef

2

P Proviousty, by letiers dated October 19, 2011, Decernber 22, 2011, and Jamsary 12, 2012, Whole Foeds submitred
information and documentation relevant to v waiver application,

F1-22-0355 0422
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STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF INSURANCE COVERAGE UNDER THE NYS DISABILITY BENEFITS LAW

['PART 1, To be completed by Disability Benefits Carier or Licensed Insurance Agent of that Carrler

ia. Legal Nome and Address of Insured (Use strees address only)

Whola Foods Market Group, Ing.
550 Bowie Street
Austin, TX 78703

i, Business Telephone Number of Insured
{612) 5420457

Je. NYS Unemployment Insurance Employer Registration
Nuber of In

S
id. Federnl Empt Number of Insured or

Social Seourity Number -

2. Name and Address of the Entity Requesting Proof of
Coverage {Entity Being Listed as the Cerlificate Holder)

NYS Department of Labar

Division of Labor Standards

Parmit and Certificate Unit, Room 266A
Siate Office Campus, Bldg 12

Albany , NY 12240

3a. Name of Insurance Carrier
First Unum Life Insurance Company

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

3e. Policy effective period:

012712042 1o TH2205

4. Pollcy covers:

and that the named insured has NYS Disability Benefits ins

Date Signed 012772012 By

&, All of the employer's employecs eligible under the New York Disability Benefits Law
b.[] Oniy ibe following class or classes of the employer's employees:

Under penalty of perury, T certify that T am an authorized representative or licensed agent of the insurance carrier referenved above
nee coverage as described above.

Telephone Number_{207) 575-3780 Title,_Registrar

(Signature of insumncqtarier] dulhorized reprosentative or NYS Licersed Insurance Agent of that insuranco carrier}

IMPORTANT:  1Fbox "4a" is checked, ard this form is signed by the insarence carmiers awthorized fepresentative or NVE Licensed Insurance Agent of that
careler, this certifieale is COMPLETE.  Mail it direetly to the certificats holder.
1 box "4k Is checked, this contificate is NOT COMPLETE for purposes of Section 220, Subd, 4 of the Disability Beaefits Law. Tt must be malled for
completion 1o the Workers Compensation Bosrd, DB Plans Acceptance Unit, 20 Park Strect, Albany, New York 12207,

“PART 2. To be compieted By NS Workers' Compensation Board (Only if box "ab” of Part 1 has been checked)

Disability Benefits Law with respect (o ol of hisfer employees.

By

State Of New York
Workers' Compensation Board

According to information maintained by the NYS Workers' Compensation Board. the shovo-named smplover has vomplied with the NY'S

Date Signed

Telephone Number Title

(Signature of NYS Warkers Cempensation Board Employes)

Plesse Note: Only insursnce carriers licensed 1o write NYS disability benefits insurance policies and NY'S licensed insurance agents of

thosc insnrante carriers are authorized 1o issue Form DB-120.1. Insurance brokers are NOT avthorized to issue this form.

DB-120.1 (5-06)

FL-22-0355 0423




STATE GF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF INSURANCE COVERAGE UNDER THE NYS DISABILITY BENEFITS LAW

PART 1. To Be compieted by Disability Bonefits earrier or Licensed Insurance Agent of that Currier

14, Logal Name and Address of Insured (Use street addeesy only} ib. Business Telephone Number of Insured
Whole Foods Market Groap Inc., te. NYS Unemployment Insurance Employer Rogistrotion Number of Insured
380 Bowie Street ﬂ

Austin, TX 78703

1d. mmﬁcmien Number of Tnsured or Social Security number
2. Name and Address of the Entity Requesting Proof of Coverage 3s. ATTIeT

(Entity Belng Listed as the Cedtification Holder) Metropolitan Life Insurance Company
i of oplity listed in box”1a™;
Whote Foods Market Group Ine,
550 Bowie Street e, Policy offective period;
Austin, TX 78703 January 1, 2607 to December 31, 2011
Travis County : DB120.1 valid Janvary 1, 2011 to December 31, 2011

4. Policy covers:

a. X Al of the employers employees eligitle under the New York Disability Benefils law
b. COnly the fotlowing class or classes of the employer's employges:

Under penally of petjury, | cerify that | am authorized representative or licensed agen! of the insurance carier referenced above and thal the named
insured has NYS Disabilty insurance coverage as described above,

{Signature of carrier's authorized represeatative (currently on fife with DB Bureau)

Tel, No. { 678)_319-1602 Title  State Plan Analyst

IMPORTANT:  (Fbbx “$a' e checked, and this forn is sigied by the insurance earier’s avthorized representaiive or NYS Licensed Insieance Agent of that canvier,
Thiy certificate is Completed. Mail it directly 1o the certificate holder,

1T box "4k is checked, this certificate is NOT COMPLETE for purposcs of Seetion 220,5ubd B of the Disability Benefits Law. 1 must be mailed for
completion to the Workers' Compensation Boacd, DB Plans Acceptance Unif, 20 Park Strect, Albany, New Yeork 12207

Date Signed . December 23,2008 BY

PART 2. 1O BE COMPLETED BY NYS WORKER'S COMPENSATION BOARD {Only il box “b” of Port 2 has been checked)

STATEQF NEW YORK
WORKERS® COMPENSATION BOARD

According to information maintained by the NYS Workers® Compensation Board, the sbove-named employer has complied with the NYS Disabitity Benefits Law with
ragpeet 1o alf of histher employees,

Date Signed By

{Signature of NYS Workers' Compensation Board Employees)
Tel. No. (.} Title

Flense Note: Only Insurance carriers licensed to write NYS disability benefits insurance policies and NY'S ficensed insuranve agents of those carriers are authorized 1o
issue Form DB-120.1. Insurance brokers are NOT authorized to issue this form,

DB-120.1{5-06)

FL-22-0355 0424




Proskauer>»

P : Frodric C. Loffler

January 12, 2012 Sanios Comenl
¢ 212,808 3570
1 212.969.2900

{lafller@@proskauer com
WAWW. FOSKERET.oom

BY FEDERAL EXPRESS

Ms. Annemaric Culberson

Senior Labor Standards Investigator
New York State Deparlinent of Labor
Dhvision of Labor Standardy

Permit and Certificate Unit, Room 266A
State Office Campus, Building 12
Albany, Now York 12240

Re: Whole F
FEIN:

Dear Ms. Culberson:

As per aur conversation on December 27, 2011, enclased please find Whole Foods
Certificate of Insurance from UNUM effective January |, 202,

Please fet me know if there is anvthing else vou necd.

Very 1;}1]}* YOUrS,

p H H —
,//

Fredric ( Leffer

F1.-22-0355 0425
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Page 1 of 1

Transaction Numbor: 4386180
Your subrmission was racelved for processing on 16/11/2011 at 331PM. it was submilled by user KSCHURMAN,

1t has been accepted and processad.

STATE OF NEW YORK WORKERS' COMPENSATION BOARD
DISABILITY BENEFITS LAW

CERTIFICATEICANCELLATION OF INSURANCE
Filed on behalf of Employer in compliance with Article 9 of the Workers” Compensation Law

Transaction Type: initial Trapsaction Effective Date: 01/61/2012
A. INSURER/CARRIER

142, INSURER/ICARRIER NAME/CODE 6. TODAY'S DATE
JFIRST UNUM LIFE INSURANCE CO - H163004 _ 10112011

8. CURRENT - EMPLOYER INFORMATION

7. WCB EMPLOYER NUMBER §. NYS UIER % 1. EMPLO\’“_

16, EMPLOYER'S NAME 13. LEGAL STATUS
IName: Whote Foads Markel Group, Inc, Corporation (03}
dibia:

[i+H

Attry

11, ADDRESS

Ling 1: 550 Bowie Strest
1.ing 2:

12, CITY STATE ZIP CODE 18, TELEPHONE NO.,
Austin Texas 73703 5125420457
COUNTRY
United States

iC. POLICY

“if policyholder is an Assoclation, Unlon or Trustee for which form DB-820.3 Is fHad, do not complete ftem 18,

16. POLICY, > 17, POLICY EFFECTIVE DATE 18, POLICY, b

| Q1642012
18, WOB PLAN NUMBER {Only for Assog., Union of Trustes with Form DE-B01 on fils) 20, ANNUAL PREMIUNM AMOUNT

- - — N
F. POLICYHOLDER - If different from Employer
27, POLICYHOLDER NAME
{Nams:
dibla:
clo:
Attn:
28, POLICYHOLDER ADDRESS
Line 1:
tine
20. CIYY STATE ZIP CODE COUNTRY

14. # OF EMPLOYEES
3378

30. POLICYHOLDER FEIN

To ba filsd by insurance Carrier on behalf of Employer 1o provide, through insurance, exactly stalutory benefits, (Section 204}
OR benefits under a plan acceptad by the Chadrman,
THE WORKERS' COMPENSATION BUARD EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION

B-8201829 rev. 5N

https:/fwww.web.state.ny usficpocdb/jsp/vieweditdelete jsp FL_zzl,é’é’}?”&gé 1



LT

STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

NOTICE OF COMPLIANCE
7Y B ITS L
TO EMPLOYEES

. I you are unable to work because of an iilness or injury not
wark-related, you may be entitled to receive weskly benefits
from your employer, or his or her insurance company, or from
the Special Fund for Disabifity Beneflls.

i m (=) e yS
om tha flrs 0 thity, but in ne event more than
26 waeks from such dale.

. Use one of the following claim forms:

-if, when your disabliity begins, you are employed or are
unemployed for four weeks or less, use clalm form DB-450,
which you may obtain from your employer, his or her
insurance carrigr, your health provider or any office of the
Workers' Compensation Board, and send it to your employer
or the insurance carrier named below.

-If, when your disability beging, you have been unemployed
more than four weeks, use claim Form DB-300, which you
may obtain from any Unemployment Insurance Office, your
health provider, or any office of the Workers" Compensation
Board. Send completed claim form to the Workers'
Compensation Board, Disabilily Benefits Bureau, Albany,
New York 12241, IMPORTANT: Before filing your claim, your
health provider must complete the "Health Care Provider's
c?Iatebrlneﬂt“ on the c¢laim form, showing your peried of

isability.

. You are entiiled to be treated by any physician.chiropractor,
dentist, nurse-midwife, podiatrist or psychologist of your
choice, However, unlike workers' compensation, your medical
hills will not be pafd uniess vour employer and/er union
Erovide for the payment of such bilis under a Disability

enefils Plan or Agreament.
i you are Il or Injured during the time you are receiving
Unemployment Insurance Benefils, fite a claim for Disablfity
Benefits ‘as seon as you sustain the injury or llness, by
following the instructions outlined above.

. |f you are out of work in excess of seven days, your employer
is requlred lo send you a Disability Benefits Statement of
Rights (Form DB-271{

. Other information about Disabilily Benefits may be cbtained
by writing or calling the nearest Workers' Compensation
Board Office.

d 1)
Albany, 12241 - 1060 Bfoadv&af%-Manands - (866} 750-5157
Binghamton, 13801 . Stata Office Bld% -44 Hawley SL.- (856?’ B02-3504
Broakiyn, 11201 - 111 Livingston St,- Brogklyn - { UGg 8771373
Buffalo, 14202 - 369 Franklin Street - {866) 211-084
Hasuppauge, 11788 - 220 Rabro Drive - Suite 100 - (B66) 681-5364
Hempsiaad, 11550 - 175 Fulton Avenue - {866) 805-3830
New York, 10027 - 215 W.1251h St. - Manhattan - (800) 877-1373
Paakskill, 10566 - 41 Norlh Division 8t, - (866) 746-0652
Queens, 11432 - 168-46 91st Ave. - Jamaica - (80D} 877-1373
Rochester, 14614 - 130 Main Sirest West - (366} 211-0644
Syracuse, 13203 835 James St.- (866) 802-3730

i

ESTADO DE NUEVA YORK
JUNTA DE COMPENSACION OBRERA

AVISO DE CUMPLIMIENTO

LEY DE BENEFICIOS POR
INCA: IDAD A LOS EMPLEADOS

4. 8iusted no puede rabajar debido & enfermadad o les|on no
relaclonada con el irabajo, podria lener derecho a recibir
beneficios semenales dé su Patron o de la compafia de seguros
da olfella o del Fondo Espec al para Beneficlos por Incapacidad.

Bra reclamar Denedcios ¥ 8 prescniar ung
AT eniro A 30 cdias & harllr 4 1 prmera
ad, pero en ningun aso mas ¢& 2b semanas Je

dicha fecha,

. Use una de las sigufentes formas de reclamacidn;

-Sﬁ. cuando comiegnce susmcapaci ad usted estd empleado o
ha estado desempleado por cuatro semanas 0 menos, Use la
forma de reclamacion (Form DB-450), la cual puede obtener
de su patrén o de la compafiia de seguros de élfsila, o de su

roveedor de cuidados de selud, o bien de cualquier oficina de
a Junta _d% Compensaciénb?é:éera y envielaa supalrénoala
compariia de seguros no a 0.
-Si c?:ancio comiénce su mcapactga , usted ha estado
desempleado més de cualro semanas, usae la forma de
reclamacion (Form DB-300), la cual puede obtener en
cualquier Oficina de Se?urp de Desempleo, de su proveador
de salud, o blen de coalguier oficina de ja Junta de
Compensacion Obrera. Envie la forma de reclamacion,
debidamente terminada, a Workers' Com\?ensallon Board,

i Bureau, Albany, New York 12241, |

: Antés'de presentat Usted su reclamacion, es

necesaro que su mo&eedor de salud complete ia daclaracion
del médico, ("Health Care Provider's Statement™) en la forma
de relamacion, mdicando el periodo de su incapacidead,

. Usted tlene derecho a ser fratado por cualquisr médico,
uiropractico, denfista, enfermera-partera, podiatra o psicdlogo
ue usted elija. Pero, contrario ala compensacion obrera, sus

cuentas médicas no seran pagadas a menos cl;m su patron yfo
Union haga e pago de tales cuentas médicas vajo un Plan 6
Gonvenio de Bengficios por lncaFacEdad.

. 81 gsluviera usted enfermo o lesionado durante el tiempo que
asté reciblendo beneficios del Seguro de Dasempleo, prasente
una reclamacion para Beneficlos por Incapacidad, siguiendo
las Instrucciones amiba descritas, tan pronto como sufra la

g,sfén ala enfgrmedad. . .

i usted esta desempleado rfor mas de siete dias, su patron
sté obligado a enviarie la Declaracion de Derechos de

J
e
Beneficios por Incapacidad (Form DB-271). .

. Otras informaciones relativas a Beneficips por Incapacidad
puedan obtenerse escribiendo o llamando ala oflcinag mas
cercana de la Junta de Compensacion Obrera.

ROBERT E, BELOTEN
CHAIR/PRESIDENTE

www, e, slale.ny.us

The undersighed employer Is In comphance with the provisions of the Disabitity Benefils Law (E! patron abajo Frmante esta en confornidad con lus

disposicionas de Ia lay de Beneficios por Incapacidad).

Disabliity Benefits, when due, will be paid by (Los Beneficios por Incapacidad, cuande debidos, seran pagados por):

First Unum Life insurance Company
666 Third Avenue, Suite 301
New York, NY 10017 (1-800-356-6817)
Effective: From_ 01/01/2012 01/0172013

{En Vigor Dasde) (Hasts!
Poficy No. 78730
{Poiize No.)

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

LA JUNTA DE COMPENSACION OBRERA EMPLEAY
- SIRVE A PERSONAS INCAPACITADAS SIN DISCRIMINAR.
. Pmscrib?d by Chair
- i' DB"I 20 (8-09) ;V.:::%Tﬂggn‘r;kwﬂan Board

Tho beneflts provided ara (Los beneficios provistos son})

[ | stawtory | |
Glass({as) of empioyees covered [Clase{s) de emploados amparados)

All employees eligible under the New York State Disability

Benefits Law

Name of employer (Nombre del Patron)
WHOLE FOODS MARKET GROUP, INC.

By, First Unum Life insurance Company

{ Under a Plan or Agreement |

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

{02/10)

FL-22-0365 0427



Proskauer®»

December 22, 2011 Fredric C. Leffler

Bentor Counsel

d 212.960.3570
f 212.969.2000
fleffler@proskaver.com

www.Droskauer. com

BY FEDERAL EXPRESS

Ms, Annemarie Culberson
Senior Labor Standards Investigator

New York State Department of Labor Nyg DR Ecgy
Division of Labor Standards ETL%ZMENT 5: ?AB
Permit and Certificate Unit, Room 266A WY ny PO0R

State Office Campus, Building 12 DE £33 200
Albany, New York {2240
Divor

Re:  Whol P’fﬁftﬁfg ﬁ_gm’\'ﬁﬁﬁns
FEIN: KT Ny
NYS UL No.

Dear Ms. Culberson:

We are counsel to Whole Foods Markets Group Inc. (“Whole Foods” or “the Company”).
Whole Foods seeks to apply for a waiver to the requirement that it pay its manual workers
weekly as set forth in New York Labor Law § 191.1{a}. Accordingly, pursuant to NYLL §
191. 1(a)(i1), for all Whole Foods Market locations in New York State, the Company requests
permission to pay all its manual employees on a bi-weekly basis.

The Company seeks this waiver from the weekly pay requirement in order to secure
business and cost efficiencies in accordance with its national practice to pay its employees bi-
weekly. In connection with the Company’s application, in New York State it employs, today,
roughly 3300 employees; in 2010, it employed, in New York State approximately 3300
employees; in 2009, it employed roughly 3000 employees, and in 2008, it employed roughly
2800 employees in New York State. Today, in the United States, Whole Foods employs
approximately 62,000 employees and in 2010, it employed roughly 56,000 employees Company-
wide, This total reflects Company growth, as Whole Foods employed approximately 51,700
employees in 2009, and 51,000 employees Company-wide in 2008. The Company routinely
meets its payroll responsibilities in New York State and utilizes a computerized payroll
recordkeeping system that specifies, at a minimum, hours worked, rate of pay, overtime hours, if
any, overtime rate, gross wages, deductions, net wages, and date of pay for each employee.

FL-22-0355 0428
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Proskauer®

Ms. Annemarie Culberson
December 22, 2011
Page 2

In support ot'its application, we are providing you with the following information:

1) Tab 1 - prool of current insurance {rom the Company’s Workers Compensation and
Disability Benefits Insurance carriers;

2y Tab 2 — exceuted disclosure information statement regarding unemployment
insurance;

3) Tab 3 — copies of year-end payroll for 2008-2010, plus the third quarter for 2011
showing total numbers of employees;

4) Tab 4 - copies for one or two cmployees demonstrating computerized payroll system

reflecting hours worked, rate of pay, deductions, grow and net pay, and date of pay;
and

5) We are advised that Whole Foods™ workers are not represented by any labor unions in
New York.

Following your review of this information, please contact me it you have any questions
or require additional information.

Vf}y truly yours,
AR
et f ’J,("" f I . / .

o

o f/
e B
.r-"’p ; iT

. E

sty faeT Li H T
edric C. Leffler

FL-22-0355 0429
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New York Stats Department of Labor
Andrew M. Cuomo, Governor
Colleen C. Gardner, Commissioner
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Mr. Fredric C. Leffler
Senior Counsel

Proskauer Rose LLP

11 Times Square

New York, NY 1036-8299

October 25, 2011

Dear Mr, Leffler:

Today I received your letter of October 19, 201 { whereby you request pernﬁssion for your client _
(Whole Foods Markel Group, Inc.) to pay its manual workers on a bi-weekly basis, The
foltowing is a list of instructions which must be followed for us to consider the request:

There is no form to fill out, nor is there a fec involved. Vi

1. Please send a letter stating the necessity of paying the manual workers less frequently
than weekly.

2. Please inclhude in this letier the names and addresses of those labor unions (if any)
representing the employees and a lefter from a responsible union official expressing
his/her concurrence with or objection to the requesied new wage payment agreement.

3. Send proof of cutrent insurance from the carrier of Workers® Compensation (form C-
105.2 or U-26.3) and Disability Insurance (form C-120 or DB-155). The carricr will tell
you which form is appropriate.

4. Contacl Timothy Forbes, 2 technician with the New York State Depariment of Taxation
and Finance. He will provide a letice stating that the employer has no outstanding
" warrant for failing to remit state personal withholdings. Ask for Leta Snover should Mr.
Forbes be unavailable.

5. Fill out the attached word document which will allow us to verify that no uncmployment
insurance taxes are owed.

6. Send a copy of the last payroll (sample of 1 or 2 employces is ample) so that we may see
that you have a computerized payroll system showing the hours worked, rate of pay,
deductions, gross and net pay and date of puy.

7. Send us a copy of the year end payroll for the past 3 years showing the total number of
employtes for each vear. '

W, Averell Harriman State Ofice CamB:J;
Building 12, Room 2664, Albany, NY 12240
www.labor.ay.gov .

FL-22-0355 0430
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3o Allitens must be submiited togethar in 1 mailing,

I you hiave further questions you iy conrlact me betwoen the hours of 830 AM and 430 PM.

as fillows:

Mew York State Departiment of Labor
Diviston of Labor Stuxlards

Permit snd Cortelice Unil, Room 266A
State Offfce Campus, Binkding 12
Albany, NY 12240

Toln S18437-8014 (porsenal)
Tel: 218-457-1942 {oftice)
Fax: $18-457-273

YVary truly yours.

W

d
LRt 2 A L YA R o e,

Annemane Culberson
Senior Labor Standards Tnvestigntor




. ’q; New York State Department of Labor
it Andrew M. Cuoma, Governor
Colleen C. Gardner, Commissioher

Mz, Fredric C. Leffler
Senior Counsel

Proskauer Rose LLP

11 Times Square

New York, NY 1036-8299

QOctober 235, 2011

Dear Mr. Lefiler:

Today I received your letter of October 19, 2011 whereby you request permission for your client
(Whole Foods Market Group, Inc.) to pay its manual workers on a bi-weekly basis. The
following is a list of instructions which must be followed for us to consider the request:

There is no form to fill out, nor is there a fee involved.

1. Please send a letter stating the necessity of paying the manual workers less frequently
than weekly.

2. Please include in this letter the names and addresses of those labor unions (if any)
representing the employees and a letter from a responsible union official expressing
his/her concurrence with or objection to the requested new wage payment agreement.

3. Send proof of current insurance from the carrier of Workers’ Compensation (form C-
105.2 or U-26.3) and Disability Insurance (form C-120 or DB-155). The carrier will tell
you which form is appropriate.

4. Contact Timothy Forbes, a technician with the New York State Department of Taxation
and Finance. He will provide a letter stating that the employer has no outstanding
warrant for failing to remit state personal withholdings. Ask for Leta Snover should Mr.
Forbes be unavailable.

5. Fill out the attached word document which will allow us to verify that no unemployment
insurance taxes are owed.

6. Send a copy of the last payroll (sample of 1 or 2 employees is ample) so that we may see
that you have a computerized payroll system showing the hours worked, rate of pay,
deductions, gross and net pay and date of pay.

7. Send us a copy of the year end payroll for the past 3 years showing the total number of
employees for each year.

W. Averell Harriman State Office Campus
Building 12, Room 266A, Albany, NY 12240
www.labor.ny.gov

FL-22-0355 0432



8. Allitems must be submitted together in 1 mailing.

If you have further questions you may contact me between the hours of 8:30 AM and 4:30 PM.
as follows:

New York State Department of Labor
Division of Labor Standards

Permit and Certificate Unit, Room 266A
State Office Campus, Building 12
Albany, NY 12240

Tel: 518-457-8014 (personal)
Tel: 518-457-1942 (office)
Fax: 518-457-2731

Very truly yours,

o Lurr P ﬂ M——\

Annemarie Culberson
Senior Labor Standards Investigator

2
FL-22-0355 0433



PrOSkauer» Proskaver Rose LEP Eloven Bimes Suyuare  Naw York, NY 10038-8209

Fredric C, Leffler
Sentor Counsel

d 212‘969,39!‘370

f 212.969.2000
October 19, 2011 fietfler@proskaver.com

www proskauer.com

VIA REGULAR MAIL AND ELECTRONIC MAIL

Mr. Mark Knox
NYS Department of Labor
Division of Labor Standards
Permit and Certificate Unit - 266A
- State Office Campus — Building 12
Albany, NY 12240

Re:  Whol d ets Gmui; Inec.
FEI

Waiver to Pay Less Frequently Then Weekly
Dear Mr. Knox:

We are counsel to Whole Foods Markets Group Inc. (“Whole Foods™ or “the Company™).
Further to our telephone conversation yesterday, Whole Foods seeks to apply for a waiver to the
requirement that it pay manual workers weekly as set forth in New York Labor Law § 191.1(a).
Accordingly, pursuant to NYLL § 191.1{a)(ii}, for all Whole Foods Market locations in New
York State, the Company requests permission to pay all its employees on a bi-weekly basis.

In connection with the Company’s application, in New York State in 2010, it employed
approximately 3400 employees; in 2009, it employed mzxghly 3100 employees. In 2008, it
employed roughly 2900 employees in New York State and over $50,000 employees company-
wide. Today, Whole Foods employs in excess of 56,000 employees company-wide. The
Company routinely meets its payrotl responsibilities in New York State and utilizes a
computerized payroll recordkeeping system that specifies, at 8 minimum, hours worked, rate of
pay, overtime hours, if any, overtime rate, gross wages, deductions, net wages, and date of pay
for each employee.

Please advise me as to any additional information or documentation you need in order to
process Whole Foods’ application for a waiver to pay less frequently than weekly in new York
State.

Very truly yours

ek
A AAL /(___‘
Fredric C¥2ffer

FL-22-0355 0434




prOS kauer» Froskaued Rose LLP Elovens Tenes Square  New York, NY 100368208

Fredric C. Lefller
Senior Counsal
o 212 9893570
. . f 212.966.2800
October 19, 2011 fleffierdiproskacer.com
wwaw proskauer.com

VIA REGULAR MAIL AND ELECTRONIC MALL

Mr, Mark Kuox
NYS Departmen of Labor
Division of Labor Standards

Permit and Cortificate Unit - 260A
State Office Compus - Building 12
Albany, NY 12240

Re:  Whole Foods Markets Group Inc.

e

Watver 1o Payv Less Freguently Then Weekly

Dear Mr, Knox:

We are counsel to Whole Foods Markets Group Ine. ("Whole Foods™ or “the Company™).
Further to our telephone conversation vesterday, Whole Foods seeks to apply for a waiver {o the
requirement that it pay manual workers weekly as sel forth in New York Labor Law § 191.1(a).
Accordingly, pursuant to NYLL § 191 1(a)ii), for all Whole Foods Market locations in New
Yok State, the Company requests permission to pay all its employees on a bi-weckly basis.

In connection with the Company’s application, in New York State in 2010, it emploved
approximately 3400 employees: in 2000, it employed roughly 3100 employees. In 2008, it
employed roughly 2900 employees in New York State and over S30,000 employees company-
wide, Today, Whole Foods emiploys in excess of 56,000 employees company-wide. The
Company routinely meets its payroll responsibilities in New York State and utilizes a
computerized payroll recordkeeping systom that specifies, at a stinimun. hours worked, rate of
pay, overlime hours, if any, overtime rate, gross wages, deductions, net wages, and date of pay
{or cach employee.

Please advise me as Lo any additional information or documentation vou need in order to
process Whole Foods® application for a waiver (o pay less frequently than weekly in new York
State.

Very truly yours,

FL-22-0355 0435
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Metlife

. Metropolitan Uife insurance Company
One Madison Avenue, Naw York, New York 10010-3680

APPLICATION FOR NEW YORK DISABILITY BENEFITS GROUP INSURANCE

The applicant hamed below is applying for a Group Policy to provide insurance for the persons spacitied beiow.

APPLICANT DATA
1. Full legal name of Applicant: Whols Foods Market, inc,
2. Address:_550 Bowle Sirast City_Austin State_TX Zip 78703

3. Applicant's payroll records address (¥ diferent from 2, above):
City State Zip

4, Natura of Applicant's Business: ratail

8§, Name undar which Applicant's Bugsiness Is sondugted (f differant from 1. Above):

6. Applicant's Employer Identification Number: 7. Applisant's Unem nee Number,
Stiate Acoount No;

8. Number of Empiovees to he Covered: 1,981

9. Are all of the Applicant’s Employoes who are eligible under the New York Disability Benefils Law to be covered
by the policy? X Yes [] No

i "No” list eeh class of employees thal are to be coversd and the address of the place of amployment{or
aach class:

Class: .
Address City Slate Zip
Class;
Addrass Cly Slate Zip

Complale lems 1 through 9 below for each subsidiary or affiiate that has a separate Unempiloyment insurance
Number,

AFFILIATE OR SUBSIDIARY DATA

1. Fulllagal name of Affilfate/Subsidlany,
2. Addrass: . Clty, Siala . Zip

3, Atfiats/Subsidiany's payroll records address (i different from 2, aboval:
Clty State Zlp

4, Nature of Afilliate/Subsidiary's Businoss:

5. Name under which Affillate/Subsidiary's Business s conducted (i different from 3, Abova):

&

. Affillate/Subsidiary’s Employer ldentitication Number, | 7. Affillate/Subsidiary’s Unemployment insurancs
Numbier:

Lo

T Numbar of Employses to be Coverad:

10/30/2006 6:30PM {GMT-06:00)
FL-22-0355 0436
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8. Are all of the Aftiliate/Subsidiary’s Employees who are eligible’under the New York Disability Benefits Law to
be covered by the polisy? [ Yes [INo

1f "po” list sach class of employees that are 1o be covered and the address of the place of employment far
each class:

Class:
Address Chy State__ Zip

Class:
Address, City State_ Zip

POLICY EFFECTIVE DATE

Tha Group Pollcy’s effective date will be _Jantiary 1, 2007 » Subjact to Metlife's
acceplance of this application and the Applicant's payment of the Premium dus on or before such date.

POLICY SITUS

The Group Poalicy will be issuad for delivery in and governaed by the laws of New York.
- COVERAGE DATA

New Yark Statutory Disability Benefits Insurance for Employess

PREMIUM DATA

Fremiums will ba paid: X monthly [J guarterly ] annually 3 other:
Attached is an advance paymant of: § N

AGREEMENT

The Applicant signing below agrees to accept the terms and provisions of the Group Policy, including its Exhibits,
amendments and endorsements, if any.

Fraud Warning: Any person who knowingly and with the intent to defraud any insurance company or othar
parson flles an application for insurance contalning any materially false information or concaals, for the purpose of
misieading, Information concaming any fact materlal thereto commits a fraudulent Insurance act, which is a crime
anctha!sol be subject to a civil penalty not to sxceed five thousand dalkars and the staled value of the claim for each
such violation,

Sienature - ?ﬁ-ucﬂ w Wce fPsdent
{Signature of Applicant’s Lepal Representative) (Print Name and Title of Legal Representative)
Sighed at: Pi\’éi\l" ™ Date;_B280¢
{Gity) : (State)
Slanature '
{Signature of Witnass) {Print Name of Winess)
Slonatute
{Signature of Licensad MetLIfe Agant or Resident Agent {Prinl Name of Agent)

as requirad by Taw)

{Agent's State Licensa No.}

APP-(3PDY-DBL Page 2 of 2

1043072006 6:30PM (GMT-06:00)
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Replaces Forms MADE28 &
MBooR1

Employer Appolntment of Agent
for
Insured Customers

Whole Foods Markets, Inc., (Employer) hereby appoints the Metropolitan Life
Insurance Company, (Metlife) fo act as its” agent for the limited purpose of
remitting the employer's shara of FICA for the coverage(s) selected below. This
appointment shall be effactive as of January 1, 2007,

Coverage
Select the applicable coverage(s):

(LY Shont Term Disability, Customer ny ber-
mployer Tax !Dﬂ
ong Term Disabif | ustomer iii o

Employer Tax [D{s)

* Attach an explanation if this appointment does not apply to all claim report
structure.

Emplover FICA

Ermployer hereby appoints MetLile as Agent with respect to:
Remittance to the IRS of the Employer's matching share of FICA,
+  Metlife will automatically withhold and remit federal and state taxes and
the employee share of FICA, .
+ Meilife will automatically produce W-2s with MetLife’s name and Tax ID.
+ Metlife does not remit state or fedaral unemployment taxes, locallty taxes
or Virgin Island and Puerto Rico "state” laxes.

Termination

1) This Appointment shall terminate with respect 1o Employer's share of FICA In
the event that

a. Employer becomes insolvent or is adjudicated to be bankrupt, ot

b. Employer fails, for any reason, fo reimburse MetLie within a
reasonable time perlod (see the Billing Ssction of this Appointment) for
the amount of Emplayer FICA that MetLife has remitted o the IRS.

Upon termination under this paragraph, MetLife shall continue to pay any

amounts withheld, or upon being withheld in the future, with respect to the
Employee’s share of FICA, state or federal income taxes. Employer shall

1073072006 6:30PM (GMT-06:00)
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bacome solely responsible and liable for the payment of the Employer’s share of
FICA for amounts due on or after the required remittance date. MetLife may, at.
its sole discretion, waive its right to terminate under this paragraph. Any such
waiver under this paragraph shall be made on the basis of each remittance date,
and shall be without prejudice to MetLife's right to terminate the Appointment with
respact to FICA as of a subsequent remittance date.

2) This Appointment shall automatically terminate on the date that MetLife
discontinues its' claims administration services pursuant to the termination for
any reason of the Policy between MetLife and the Employer,

3) Elther party may cancel this Appointment at any time upon written notice to the
other party. Upon such notice, MetLife will confinue to act as agent until the
earlier of the end of the calendar year In which notice is received or the date the
Policy is terminated.

4} If this Appointment is terminated for any reason, MetLife will continue to
produce W-2s unless otherwise instructed by Employer.

_Disclaimer :
The Employer's appointment of MetLife as agent for cartaln tax depositing
purposes under this agreement is not intended to, and does not, make MetlLlfe
the "employer" of any insured individual for any purpose. MetLife assumes no
liability (whether to the Employer, Employee, a beneficiary or to any taxing or
regulatory authority) for any payments, penalties, interest or losses resulting from
the failure to make payments, or withhold or remit taxes other than as expressly
provided for under this Agreament,

Billing
On a quarterly basis, MetLife will send Employer a bil equal to the actual amount

of Employer FICA remitted, plus a 3% service fee. The Employer has 30 days
after the date printed on MetLife's bill to reimburse MetLife for the FICA bill. After
the 30 day period expires, MetLife may assess interest at the "Applicable Federal
Rate" (as published by the IRS on a monthly basis) plus two percentage points,
on any amounts due and owling, each month for as long the amounts remain due
and owing, and may terminate this appointment on a going forward basis as
described in paragraph 1(b)

Dﬁ‘rum [ aran G?lu'ﬂu ‘Jﬂw&w

Employer Representative (Print) Employer Representative (Sign)
(6 [to]ot
Date: 89/04R

10/30/2006 6:30PM (GMT-06:00)
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Rate Uzed: Howdy Rate Shift; bR 5nift Rate!
Dstter  my o Loeality: POURS O MTARAYROLLTARMCTME o
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This is a double-sided torm, {0 be printed head to head

STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

CERTIFICATE OF NYS WORKERS’ COMPENSATION INSURANCE COVERAGE.

la. Legal Name and address of Insured (Use sireet address only) ib. Business Telephone Number of insured
Whole Foods Market, Inc. 612,477 4455
550 Bowie Street .
Austin, TX 78703 1. NYS Unemployment Insurance Employer Registration

Work Location of Insured {(Only required if coverage is specifically 1d. ntification Number of Insured or

fintited (v certein lovations in New York State, i.e. ¢ Wrap-Up Policy)

2. Name and Address of the Entity Requesting Proof of Coverage [3a. Name of Insurance Carrier

{Entity Being Listed 45 the Certificate Holder)

New York State Depariment of Labor
Division of Labor Standards

Fermit and Certificate Unlt, Room 268A
State Office Campus, Building 12 e iod:
Albany, NY 12240

ACE American Insurance Company
3b, i entity iisted in box “1a*"

9-30-2011 to 9-30-2012

3d. The Proprietor, Partners or Executive Officers arey
included, (Only sheck box if all partners/officers included)
[} all excluded or certain partners/officers excluded.
3¢ Demolition is:  (Definition of Denolition on Reverse)
Bl included,
[ excluded.

This certifies that the insurance carrer indicated above in box *3" insures the business referenced above in box “1a™ for workers® compensation
unier the New York State Workers® Compensation Law. (To use this form, New York (NY) must be listed under Item 3A on the
INFORMATION PAGE of the workers” compensation insurance policy). The Insurance Carrier or its licensed agent will send this
Certificate of Insurance to the entity fisted above as the certificate holder in box *27,

The Inswrance Carvier will also notify the above certificate holder within 1) days I a poficy is canceled due 10 nonpayment of premivms or
within 30 days IF there are reasons other than nonpayutent of prestums that cancel the policy or eliminate the instred from the coverage
indicated on this Certificate. (These notices may be sent by regular meil } Otherwise, this Certificate is valid for a maximum of ene year after
this form is approved by the inswrance carrier or its Heensed agent,

Please Note: Upon the canceilation of the workers’ compensation policy indicated on this form, if ¢he 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 Workers” Compensation Coverage or other suthorized proof that the business is complying with the mandatory coverage
requirements of the New York Stale Warkers' Compensation Law.

Under penaity of perjury, | certify that ¥ am an authorized representative or licensed agent of the insurance carrier referenced above
and that the named insured has the coverage as depicted on this form.

Approved by: John Deal

{Print nome of authorized representative or Heonsed agent of insuratce carrivr)
C}t&_. Tt
Approwed by Y §.30-2011

{Signnture) ' {Date}

Title: Managing Director

Telephone Number of authorized representative or licensed agent of insurance carrier;  214.740.6000

Please Note: Only insurance carriers andd their licensed agents ave authorized 1o Issue the C-105.2 form, Inswrance brokers are NOT
anthorized 1o Jsstie i1,

G082 (1208
92641 1203

FL-22-0355 0444



Workers’ Compensation Law

Section 57. Restriction on issue of permits and the entering into contracts unless compensation is secured.

1. The head of a state or ;nunicipal 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 a hazardous employment defined by this chapter, and
notwithstanding 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 compensation for all employees has been
secured as provided by this chapter. 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 compensation to any such employee if so employed.

2. The head of a state or municipal department, board, commission or office authorized or required by law to enter into any cortract for or
in connection with any work involving the employment of employees in a hazardous employment defined by this chapter,
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 g form satisfaclory to the chair, that compensation for all employees has
been secured as provided by this chapter,

Definition of Demolition {Box “3e¢.” on the reverse side of this form)

A building wrecking or demolition is one where a building, chimney or steeple is razed, or where a floor, exterior wall or roof is removed.
If the contract involves only the removal of interior walls, partitions or the facing only of any exterior wall, it is not considered demolition.

Out-of-State Companies Working in NYS — NYS Workers’ Compensation and Disability Benefits Requirements for Permits,
Licenses or Contracts issued by NYS Government Entities

Generally, employers must have a workers’ compensation palicy or a combination of policies that cover each state in which they employ
permanent employees to cover on-the-job accidents and disabilities. As you are probably aware, certain insurance carriers write policies that
cover multiple states. “Riders” found under sections 3A and 3C on the Information Page of the policy specify the states of coverage. In
addition, the operations covered in each state are identified in attachments to the policy.

In addition to any other state’s workers’ compensation coverages, an out-of-state employer needs to be specifically covered for NYS
workers’ compensation insurance when there are “sufficient contacts™ between that employer and the state. While there is no single
determinative factor, any of the following criteria could be the basis for finding “sufficient contacts” requiring New York coverage:

a physician location within New York State;

$50,000 in payroll during a calendar year in New York State;

one or more employees (including subcontractors) with a primary work location or hired within New York State; or
employees (including subcontractors) working in New York State for more than 90 days during a calendar year.

If an out-of-state employer meets any of the above criteria, it is required to carry a New York State workers” compensation policy. When
New York is listed in lem 3A on the Information Page of an employer’s workers’ compensation insurance policy, the employer is fully
covered under the NYS Workers' Compensation Law. If insured through a private insurance carrier, the out-of-state employer must file a C-
105.2 — Certificate of Workers® Compensation Insurance (the business' insurance carrier will send this form to the government entity upon
request) PLEASE NOTE: The New York State Insurance Fund provides its own version of this form, the U-26.3. If the out-of-state
employer is legally, fully self-insured in New York State, the out-of-state employer must file a SI-12 — Certificate of Workers’
Compensation Self-Insurance (the business calls the Board’s Self-Insurance Office at 518-402-0247). If the out-of-state employer is
participating in group self-insurance, the out-of-state employer must file a GSI-105.2 — Cettificate of Participation in Worker’s
Compensation Group Self~Insurance (the business’ Group Self-lnsurance Administrator will send this form to the government entity upon
request),

If an out-of-state employer does not meet any of the above criteria and has New York (NY) listed in Item 3C on the Information Page of its
workers’ compensation insurance policy {the Other States Insurance section), NYS specific coverage is not required and the employer may
be able to use its own state’s workers’ compensation coverage by filing a WC/DB-101 form. {The out-of-state employer’s employees will
be covered under NY benefits when working in New York by having NY listed in lem 3C on the Information Page of the workers’
compensation insurance policy (the Other States Insurance section).]

C-106.2 {12-03) Reverse
92541 1203

FL-22-0355 0445



. June 10, 2021

Mr. Jason Bogni, in-house counsel
Zara USA, Inc.
500 Fifth Ave, Suite 400

. New York, NY 10110

) Dear Mr. Bogni:

This letter comes in response to your recent petition on behalf of Zara USA, Inc. ‘to pay its manual employees in
New York State on a biweekly basis pursuant to New York State Labor Law Section 191.1a(ii).

The New York State Department of Labor has instituted a new application procedure. The new procedure is
- explained on the attached application form. Please re-submit your client’s petition in accordance with the
instructions on the new application form. :
Returned find the materials you originally submitted,
Mail.your client's new petition to:
" NYS Dept. of Labor
Room 1858 (PCU), Building 12

State Office Campus
- Albany, NY 12240

Sincerely,

J.C. Dacier
- Investigative Officer 3

New York State Department of Labor

Facebook | Twitter | YouTube | Linkedin

of tabor

LS 138 (06/21) FL-22-0355 0446



Memorandum

To: Maura McCann
. Director

From: i.C. Dacler
Supervising Labor Standards Investigator
Permit and Certificate Unht

Date: September 22, 2021

Re:  Zara USA, Inc.
Request for authorization to pay manual workers less frequently than weekly

Zara USA, Inc. submitted documented information in support of its request tb pay its manual
workers hi-weekly.

Based {Jpon thé information supplied by the employer:

' The average number of workers Zara USA, Inc. has employed in New York State in the
three years preceding this request exceeds 1000:

There are no outstanding liabilities with New York State Unemployment Insurance or
New York State Taxation and Finance

Confirmation of Worker Compensation and Disability Insurance Coverage

A labor organization currently represents the manual workforce and gives Its written
assent to Zara’s petition.

Zara USA, Inc. has satisfied the conditions enumerated in Article VI, Section 191.1a(ii) of the
New York State Labor Law, | recommend approval be granted.

There are no open claims or cases against this business in WPM.

Zara USA, Inc. contact person is: Mr. Jason Bogni, Employment & Labor Counsel

FL-22-0355 0447



ROBERTA REARDON
Commissioner of Labor

New York State Department of Labor
W. Averell Harriman State Office Campus
Building 12, Room 500, Albany, NY 12240

www.labor.ny.gov
September 23, 2021

Mr. Jason Bogni, Employment & Labor Counsel
Zara USA, Inc.

500 Fifth Avenue, Suite 400

New York, NY 10110

Dear Madam/Sir:

This is in response to your recent correspondence on behalf of Zara USA, Inc. to pay its manual
employees in New York State on a biweekly basis pursuant to New York State Labor Law
Section 191.1a(ii).

The New York State Department of Labor has carefully reviewed the material submitted and
determined that Zara USA, Inc. has satisfied all the conditions enumerated in the statute. The
firm has employed 1,000 or more persons in New York State for the three years preceding its
application; has furnished sufficient proof it has met and shall continue to meet its payroll
responsibilities; and has furnished other information and proof in accordance with the conditions
set forth under Section 191.1a(ii).

Therefore, | hereby grant authorization for Zara USA, Inc. to pay wages to its manual workers
employed in New York State on a biweekly basis.

Sincerely,

Roberta Reardon

New York State Department of Labor

Facebook | Twitter | YouTube | Linkedin

FL-22-0355 0448
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ATFFIDAVIT OF CORINA SEUDATH

STATE OF NEW YORK
COUNTY OF NEW YORK
Corina Seudath, being duly sworn, deposes and says:

i I am an employee of Zara USA, Inc. ("ZARA"). I have been employed by
ZARA since August 3, 2019, 1 have held my current position of Payroll Manager since
January 24, 2021,

2. ZARA has requested, pursuant to New York Labor Law Section 191.1(i1),
that 1t be permitted lo pay manual workers in New York State on a bi-weekly basis
mstead of on a weekly basis.

3. In preparing to make this reguest and in my position as Payroll Manager, |
have gained personal knowledge of the facts hercin.

4, As Payroll Manager, I am responsible for gathering and submitting
LARA’s  NYS-45  Quarterly Combined Withholding, Wage Reporting, and
Unemployment Insurance Return information for the company.

5. I affirm that the figures contained in the accompanying Zara USA, Inc.
NYS-45 Information 2018 — 2021Q1 spreadsheet are a genuine and aceurate account of
the actual figures contained In the original NYS-45 ZARA tilings.

6. ZARA mainfains a computerized payroll record keeping system that
details for each cmployee the number of hours worked, rate of pay, gross wages,
deductions, and date of pay, among other information,

7. I also affirm that the information contained in accompanying spreadsheet
for Pay Period 5/16/21 - 5/29/21 is a genuine and accurate account of the payroll
information for the employees at the ZARA store loeated at 750 Lexington Avenue, New
York, New Yorlk.

8. I declare under penalty of perjury under the laws of the New York that the
foregoing 1s true and correct.

Coina Seudatl(’
Swomn Lo before me this
{4 dayof Sepf. 2021

£

P /.;:’/
Py A S JASON BOGH
(e {'\»-fﬁ‘* By, Notary Pun ate of New York
4 Mo OETB4235

Nota}t{—' Public

Qu

My Comgyss

in Kings County 2.5
ion Expirss: Ape.18, 20}‘1)

5
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ZARA USA, Inc.

500 Fifth Avenue

Ste, 400

New York NY 10110
Phione: + 1 212 355 1415
Fax: -k 1 212 754 1128
WWW, Zara, com

August 20, 2021

RE: Reguest to Pay Bi-Weekly
Dear Sir or Madam,

I'write to provide information related to the request by Zara USA, Inc. (*Zara™) to be permitted
to pay manual workers in New York State on a bi-weekly basis instead of on a weekly basis.

I have been a Certified Public Accountant in the state of New York since 2010. I have been
employed by Zara since 2013, and I have held my current position of Tax Manager since April
2013.

[ have reviewed Zara's mternal payrell reports showing amounts invoiced by Zara’s payroll
provider {ADP) and the corresponding amounts paid by Zara from Janvary 2018 to the present,
among other relevant information. The information 1 reviewed shows thai Zara has timely paid in
full cach payroll invoice for the relevant time period. '

This information was neither audited nor verified by me, and T make no representation nor do |
provide any assurance regarding the accuracy of this infermation.

1f you have any questions or concerns, please do not hesitate to contact me at (212) 355-1415.
Thank you.

Very truly yours,

e ey

Solange Mawussi Malm, CPA

Licowe b 0350-

FL-22-0365 0450



MAIN OFFICE f MAILING ADDRESS:
311 Crossways Park Drive
Woodbury, New York 11787

P! 516.683.1102 F: 516.832.8205

ALVIN ABAMNARAIN
Presidoent

THOMAS F. ROWLAND

Secretany-Treasuror v local 102 0rg
MANMATTAN OFFICE:
E_YAN Eﬁ%ﬁE‘; ) 37G 7" Avenue — Siite 501
Txeoulive Vice President RWDSU » UECW New York, New York 16001

December 17, 2019

Jason Bogni, Esq,

Zora USA, Inc.

500 5" Avenue, Suite 400
New York, NY 141 10-0499

Re:  Union Consent To Bi-Weelkly Pay Variance (NYLL Sec. 191)
Deur Jasomn:

As you know, Local 17102 RWDSU UFCW (“Union™) is the certified bargaining
representative for certain Zara retail employees in New York State, as set forth in the partics’
collective bargaining agreement and addenda thereto.

Pursuant o our recent discussion, the Union, as required under N.Y. Lab. Law §
191 () (), consents (o Zara USA’s request to pay its unionized manual workers on a bi-weekly
basis,

Also, as per our discussion, this change will have no impact on the rates of tax or other

withholdings from employee paychecks.

Yery truly yours,

i Kamnarain
President

Together we make o difference for oll working people &

Fl.-22-0355 0451



gé;;aé g}g;k?e*:;aﬁm CERTIFICATE OF
A NYS WORKERS' COMPENSATION INSURANCE COVERAGE

Boar
1a. Legal Name & Address of Insured {use sireel address only) 1h. Bus%néss Telephoﬁe Number of insured
Zara USA, Inc. (212} 754-1128
580 5th Avenue
Buite 308

1o, NYS Unemployment Insurance Employer Reglsiration Nurmber of

New Yark, NY 10110
Insurad

Wark Lacation of Insured {Only required if caverage Is specifically fimfted lo

certain ocations in New York State, ie., a Wrap-Up Policy) { 1d. Federal Emplayer ldentification Number of Insured or Soclal Sacurity

2. Name and Address of Entity Requesting Proof of Coverage Ja. Name of insurance Carvier
{Entity Being Listad a3 the Certificate Holder) ACE American insurance Company
The Clty of New York ab. Policy Number of Entity Listed in Box "{a"

Department of Cultural Affairs
31 Chambers Streel, 2nd Floor
New York, NY 18007

2112021 to 2172022

3d. The Proprigtor, Pariners or Executive Offlcers are
[ included. (Only check box if all pvtnersiafficars Inctuded)
7] alt excluded or certain parnersiofficers exchuded.

This certifies that the Insurance carrier indicated above in box 3" insures the business referenced above in box “1a° for workers'
compensation under {he New York State Workers' Compensation Law. {To use this form, New York {NY} must be listed under ftem 3A
on the INFORMATION PAGE of the workers' compensation insurance policy). The insurance Carrier or its ficensed agent will send
this Certificate of insurance to the antlity listed above as the certificate holder in box 2",

The insurance carrier must notify the above certificate holder and the Workers' Compensation Board within 10 days IF a policy Is canceled
due to nenpayment of premiums or within 30 days IF there are reasons other than nonpayment of pramiums that cancet the policy of
eliminate the instred from the coverage indicated on this Certificate. (These notices may be sent by regular mail) Otherwise, this
Gertificate is valid for one year after this form is approved by the insurance carrler or iis Hoensed agent, or until the policy
expiration date listed in box "3c¢", whichever is earlier.

This certificate is issued as a mattar of information only and confers no rights upon the ceriificate holder. This certificate dees 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
refarencad policy.

This certificate may be used as evidence of a Workers' Compensation contract of insuranca only while the underlying policy is in eflect,

Please Note: Upon cancellation of the workers' compensation policy indicated on this form, If the business continues to be
namad on a permit, icense or confract Issued by a certificate holder, the business must provide that certificate holder with a
new Certificate of Workera” Compensation Coverage or other authorized proof that the business is complying with the
mandatory coverage requirements of the New York State Workers® Compansation Law,

Under penalty of perjury, | certify that | am an authorized representative or licensed agent of the insurancea carrier referenced
above and that the named insured has the covierage as depicted on this form.

Approved by:  Sandra Paul-Chevannes
{Psint neme of authorized representative of liconsed agent of Insuranse caivier)

Approved by: SM@ /6 M’“&é&‘m

¢ (Signature) {Date)

Title: Account Executive

Telephone Number of authorized representative or licensed agant of insurance carrder: (201) 356-3401

Please Note: Only insurance carriers and their licensed agents are authorized to Issue Form C.105.2, Insurance brokers are NOT
authorized to issue it

C-108.2 {817) WWW.Web ny.gov

Fl.-22-0355 0452
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i welers: CERTIFICATE OF INSURANCE COVERAGE

. S1Afy E Lagrpongation

e Beand DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

PART 1. To e completed by Disability and Paid Family Leave Benafits Carrfer or Licensed insurance Agoent of that Carrier
Ta. Lol Name & Atdross of Insurad (st S0t Aagesss only) 1h. Business Tolophone Number of fosured

ZARA USA, INC.

B0 BTH AVENULE, NUMBER 400
MEW YORK, MY 10140

1z, Foderal Employer tdentification Number of insured or Social Security
Nimyshe

Wark Location of instered (Only mguired £ ¢ i i speilicaly Hotbor
Frmted o codal focations in Mgy Yook Stale, Lo, Wiapeddp Polipy)

2, Nagrie and Address of Enlity Requasting Proof of

ame of insurance Carrn
Govorage (Eotily Being Listed as the Certificdie Holder) 3a Nme of insurance Carrier

HARTFORD LFE AND ACCIDENT

3 i Lty Listed in Box ™2™

3¢ Palicy offective petiod
10-01-2020 1o 09 30-2021

4. Palicy provides the following bonofils:
@ A, Both disability and paid family leave benefits.
E} 8. Disabitity benefifs onty.
[:} C, Paid family feave banetis only.

§. Puolicy covers:

) A Al of the amployer's amployets eligible under the NYS Disability and Paid Family Leave Baenefits Law.
{j 8. Ouly 1he following class or classes of employers smplovess:

Unider penalty of pedury, | certify thet Lam an authorized representative or Heeased sgent of the lesurance carrier referenced above and tha{ the named
insured fas NYS Disability andlor Paid Family Leave Benefils insurance coverage as deseribod above.

o 06-24-2021 Flegabeth Tello

Dato Slane

isig!!aili{:ﬁ. ST TS AR BATTET & AT 100 teprasuitative or NYS Lgoensed nsranen Agent of Dl issuniaen sarten

Telephone Numboer (317} 553.8074 Hame and Title sheth Tello - Assistand e

cior, Stauiay durvices

IMPORTANT: )] Boxes 4A and 84 are checked, and this form is signed by the Insurance carrer's authorized regresentative or NYS
Licensad Insurance Agent of that carrier, this corificate is COMPLETE. Mail it dirsclly to the certificate hotdar,

if Box 4B, 4C or 5B is checked, this certificate is NOT COMPLETE for purposes of Section 220, Subd. 8 of the NYS$
Oisabifily and Paid Family Lesve Benelits Law, It must be mailed for completion Lo the Workers' Compensation
Baard, Plans Acceptance Unil, PO Box 5200, Binghamton, NY 13902-6200.

State of New York
Workers' Compensation Board
According to information maintained by the NYS Workers' Compensation Board, the above-named employer has complied with
the NYS Disability ang Paid Family Leave Benefits Law with raspect to all of histher employses.

Date Sigued By

Gigaatare of AiRaszed NYS Workers' Compansativn Roned Eugioyen)

Telephone Number RO o...c.c - .

Piense Note: Only insurance caerives Hieensed fo write NYS disalility and paid family leove banefits insurance policies and NHY$ licensed inswrmnee agonts
of those insurance carriers are sathorizod 16 issue Form DB-120.1. Insarance brokers are HOT authorized to issue s forn,

T

DE-20.1 (10-17)

i
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Vv | Department of
AVE | Taxation and Finance
Office of Budget and Managament Analysis
W A Haniman Campus, Albany NY 12227

September 22, 2020

Mr, Jason Bogni

Zara USA; Inc, y
500 Fifth Avenue Ste 400
New York, NY 10110-

Re: Zara USA Inc

~ Dear Mr. Bogni:

In response to your request for tax information regarding the above-referenced taxpayer, the
following is provided:

A search of our records does not indicate any‘outstanciing tax warrants.

If you have questions regarding your request, please call (518) 530-4366.

Sincerely,

Thomas Engel
Income Tax Technician

W A Harriman Campus, Bullding 8 Room 700, Albany NY 12227 |www.tax.ny.gov .

Fl-22-0355 0454



ZARA USA, Inc.

500 Fifth Avenue y 4
Ste. 400 / 7
New York NY 10110 L4 /
Phone: + 1 212 355 1415 T '
Fax: -+ 1212 754 1128
WWW.ZAra.COM . RECEIVED
NYS DEPARTMENT OF LABQR

September 14, 2021 SEP 16 2021

DIV OF LABOR STANDARDS
PERMIT & CERT UnIT

J.C. Pacier, Supervising Investigator
Bermit & Certificate Unit

New York State Department of Labor
Building 12, Room 185-B (PCLH
State Office Campus

Albany, NY 12240

RE:  Request to Pay Bi-Weekly
Dear Investigator Dacier,

I write to respectfully request, pursuant to New York Labor Law Section 191.1(ii), that Zara
USA, Inc. (“Zara”) be permitted to pay manual workers in New York State on a bi-weekly basis
instead of on a weekly basis. To that end, enclosed herewith for your consideration is a
completed Application for Authorization to Pay Manual Workers Less Frequently Than Weekly
with supporting documeniation attached demonstrating Zara’s conlinuing abilily to meet s
payroll responsibilities.

It you have any questions or concerns, picase do not hesitate to contact me at (646) 856-7346,
Thank you.

Jorv Irualy vours
V LE}A’/{}il]j }ou’}j;

P S
A
A = .
L Asenn N

ason Bogni
Employment & Labor Counsel

Encl.

FL-22-0355 0455



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 "1 a" for disability and/or paid family leave benefits under the New York State Disability and Paid Family
Leave 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.

The insurance carrier must notify the above 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 my 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 date listed in Box 3c, whichever is earlier

This certificate s issued as a matter of information only and confets 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 and/or Paid Family Leave 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 henefits policy indicated on this
form, if the business continues to be named on a permit, license or contract issued by a certificate hoider, the
husiness must provide that certificate holder with a new Certificate of NYS Disability and/or Paid Family Leave
Benefits Coverage or other authorized proof that the business is complying with the mandatory coverage
requirernents of the New York State Disability and Paid Family Leave Benefits Law,

DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW

§220. Subd. 8

{(a) The head of a state or municipal department, board, commission or office authorized or required by law fo issue any
permit for or in connection with any work involving the employmeant of employees in employment as defined in this ardicle,
and not withstanding any general or special statute requiring or autheorizing 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 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 and after January first, two thousand eighteen, the payment of family leave benefits for
aill employees has been secured as provided by this article,

DB-1201 {10-17) Reverse
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Workers' Compensation Law

Section 57. Restriction on issue of permits and the entering into contracts unless compensation is secured.

1.

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 a hazardous employment defined
by this chapter, and notwithstanding 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 compensation for all employees has been secured as provided by this chapter. Nothing herein,
however, shall be construed as creating any liability on the part of such state or municipal department, board,
commission or office 1o pay any compensation to any such employee if so employed,

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 a hazardous employment
defined by this chapter, 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 compensation for all employees has been secured as provided by this chapter,

C-105.2 {9-17) REVERSE
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Department
of Labor

NEW YORK
ﬂ¥’1‘0|§‘l}ﬂlf\’

Division of Labor Standards

Letter of Representation

Flil in each item if you are representing an employer or complainant in a Labor
Standards matter.
i §

Date: & e %

Case File |D or Order to Comply Number:

Client/Member Represented (check one):  [_| Employer [ ] Complainant/Claimant

Client/Member Name:

Client Business Name:

Subject of Client’s Claim (e.g. minimum wage, overtime etc.):

Representatlve Information (all fields must be completed)

)

Name: Jj GSen b i'?';‘f%"f”“- ‘
N T T
Organization/Firm Name: Lol o oA Lae .
oy .
Signature: .
. P A Eosl P /
Title: iy 8 2 %%wé« W T pdng g

Choose One; . Attome;}\ If] Advecate [ ] Accountant [ ] Other:

§ N = : el s 53 i (O ;o SR EE
Address: DCO R Jve .z<?>"ii %f'{ﬁiw}; N ew éfa}{’“ié‘, N \"// | Ol
Ty
Telephone: i %*’w T G [ Fax:
Email: GSCA @ US inditex . Com
R

Are you being compensated by the claimant? [/ Yes [ INo
Client/Member Authorization: | authorize the above named individual or organization to

represent me in matters involving my complaint/claim. You have my permission to
communicate or share information with my representative as necessary.

Client/Member Signature:

LS 11 (10116)
( FL-22-0355 0458



Attestation: | the undersigned applicant, as a responsible official of this firm, attest that the number of
employees employed by the above-named employer has (check one):

[{Z]fin the 3 years preceding this application employed an average of 1,000 or more persons in New York State

of

[ Ihas for 1 year preceding this application employed an average of 1,000 or more persons in New York State
and has for 3 years preceding the application employed an average of 3,000 or more persons outside the state.

.

o

Name:__. J G%s \Lﬁ“‘ SCAY Tite:_Employient (puare |
”;f P, / oy
Signature:_/ e %__Mélf»«\ Date: Ci’f 4 / A
i St e i i // / T
Y, Vo

There is no application fee,

LS 138 {D6/21)
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from multiple pay periods or from muitiple locations.

B) A transcript of the number of individuals emplioyed and remuneration paid as recorded on your
business's quarterly NYS-45 reporting form for each quarter in each of the last three complete
calendar years and for each completed quarter of the current calendar year. Under no
circumstances should the business submit a copy of the original form. '

The information should be arranged in a spreadsheet or matrix format with an individual row for
each quarter in each year showing (in ascending date order) the sums for the number of
individuals employed and remuneration paid as reported for each year.

The transcript must be accompanied by a signed and notarized affidavit prepared by the
business's legal counsel wherein the business's divisional vice president or department head
responsible for filing the NYS-45 attests to the genuineness and accuracy of the figures
contained in the transcript.

f ybur business Is seeking to qualify for a variance under the 3,000-employee threshoid
described earlier in this form then your business must also submit the same kind of transcripts
compiled from figures on analogous quarterly reporting forms used in other states or localities.

C) Proof of the company's continued ability to meet its payroll responsibilities including but not limited
to an opinion letter from a certified public accountant affirming that the employer has not defauited
on any of its payroll obligations over the course of the three fiscal years preceding this application.

D) If the manual workers in New York State are represented by any labor organization the employer
must include letters from the appropriate union officials giving their assent to the requested pay
period extension, or a copy of a contract in effect wherein a bi-weekly or semi-monthly pay period
has been agreed upon.

E) Proof of employer’s coverage for workers' compensation insurance. Acceptabfe forms are: C-105, 2
U-26.3; 81-12,GSI-105,2,

Acord liability insurance forms are not accepted as proof of workers’ compensation coverage.

F) Proof of employer's coverage for disability insurance, Acceptable forms are: DB 120.1; DB-155,

G) Proof of no outstanding warrants for failure to remit state personal income tax withholdings. Proof is
obtained by writing to the New York State Department of Taxation and Finance (address below) to
issue a-letter cerlifying that fact. Be sure to reference the Federal Employer Identifi catton Number (FEIN)

The letter must accompany the application, do not submit it under separate cover.

New York State Department of Tax and Finance
Disclosure and Government Exchange
Attention: Thomas Engle, Tax Technician ||

Building #8, Room 700 '
NYS Office Building Campus
Albany, NY 12227
Phone: 518-530-4362

H) Proof that there are no outstanding warrants against the employer for failure to remit
unemployment insurance contributions. The Division of Unemployment Insurance may provide
proof to us directly, if a responsible officer of the employer executes the attached RELEASE FORM. -

LS 138 (06/21) " FL-22-0355 0460



- RECEIVES
NYS DEPARTMENT 0F ABOR

Pormit and Cortificate Unit orD 5 g -
Siate Office Campus, SEP 16 2023

Buildingl2, Bm. 1858 (PCU) DIV OF LABOR STANDARDS
Adbany, NY 12249 PERMIT & CERT UnIT

| Application for
Authorization to Pay Manual Workers Less Frequently Than Weekly

According to Saection 191.1(a} of the Labor Law, an employer may gualify for a variancs if
> inthe 3 years preceding the application it has employed an average of 1,000 or more persons in this
state, or
»  for 1 year preceding the application it has employed an average of 1,000 or more persons in this state
and has for 3 vears preceding the application it has employed an average of 3.000 or more persons
outside the state
= it furpishes satisfactory proof of the continuing ability to meet its payroll responsibilities.

Answer the following questions and provide the requested information in order to apply for a variance
(o pay manual workers bi-weekly or semi-monthiy;

- ST R b

1. Legal name of emplover: o T Ut f«x‘ fg.

- : R A
2. Trade name: _ e P TN P

4L s

3. Address: c 400 New Yok MY 10
4. FEIN:
5. The person filing this appi’{;azam on panali of the employer must completa and submit a letter of

rear%m%ahom form found at this link:

hipsfidolny, govisystem/files/documents/202 H03/s 1 1.pdf

J—

& Are the manual workers covered by this request reprasentad by a labor organization? Yes a,/ Noi |
B g i o

If yes, provide the name, title, address, direct phone number and e-mail address of any labor oificial at the local
or national isvel who reprasents the employees in question. Usa an additional sheet. if necessary.

N T : A T
Ba. Name: Ay oo Do oy oy Tille: et Lotel VO WWHSL UM
{print) (print}

.~y - . S,

T A { o ¢ - Ty . Ta e ’g]‘j I s
oo, Address: _ A1 (Ccesmndons Pag U Wesdbhooy, NY 1797

66 Phone Number, -1 7+ (570 = 2607 Emai sV | e Vg7 o z;,}

This application must be submitied with the items listed below and mailed to the address shown in tha
top left-hand corner of this form. All required items must come in a single maifing. Please do not
submit any item portaining to this application under separate cover.

Ay One recent pay period’s computerized payroll record from any single NYS location. Those records
should include the address of the location where the employees work and for each individual
amziovee the following: 1) first and last name and depariment or occupation. i} wage rate, iii} hours
workad, v} gross wages paid, v) femized deductions from wages: and, vi) net wages. Do not include
araployee SSNs or addresses or any other data not listed in this paragraph. Do not include payrolls

LS 138 {06/21) FL-22-0355 0481



. dune 10, 2021

Mr. Jason Bogni, in-house- counsel
Zara USA, lnc.. .
50Q. Fifth Ave. Suite 400 -

. New York, NY 10110

, Dear M- Bog_ni:

This letter comes In-response to your recent petition on behalf of Zara USA, Inc. to pay its manual employees in
New York State on a biweekly basis pursuant to New York State Labor Law Section 191 JAadi). :

The .N'ew York State Department of Labor has instituted a new application procedure. The new procedhre is
. explained on the attached application form. Please re-submit your client's petition in accordance with the
instructions on the. new application form.

Returned find the: materials-you originally submitted.
Méii.ybuf client's new petition to:

' NYS Bépt. of Labor "

Room 1858 (PCU), Building 12 : _ .
State Office Campus ~ ‘ B N . | -
© Albany, NY 12240 Co : .
Sinc’ereiy,' .
— - A
J.C.-Dacier '

- Investigative Officer 3

New York State Department of Labor

Facebook | Twitter | You_‘l‘ube | Linkedin

e e « KR W R Ty B e o T
P ol MR TRl - . SO S

of Ebor ot

—ene ' HEWTORR

Ffen
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il

¥y

New York State Department of Labor
Harriman State Office Campus

Building 12, 1858, Albany, NY 12240
viww labor.ny.gov

518-457-1042

RELEASE FORM — DISCLOSURE INFORMATION

Pursuant fo the request, initiated by

Zara USA Inc.
{Please print legal name of EMPLOYER)

to pay its manual workers on a biweekly or semimonthly basis,

I, Emma Redondo — ;
(Please print NAME of rasponsible officer signing release form)

Human Resources Director
{(Please print TITLE of responsible officer signing release form)

hereby authorize the Division of Unemployment Insurance to disclose to the Permit and
Cerlificate Unil of the Division of Lahor Standards of New York State Department of Labor its
record, i any, of said emiployer's Unemployment Insurance lax liabilities.

Federal Employer Identification Number

(.,
(FEIN)

Unemployment Insurance Employer Registration Number

Sl el vsgrals
] © Signature

FL-22-0355 0463
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