Attestation

, the

at

(Name) (Title)

(Name of Employer)

do hereby attest that: (Check one)

For groups with 2 or more employees, including businesses with only one employee who is eligible for

OR

health insurance coverage. Please list the individuals eligible for coverage who are not listed on the
NYS-45-ATT. Eligible individuals include partners or owners of the business if actively engaged in the
business, COBRA/NYS continuants, new employees, and retirees when it is the consistent policy of the
business to cover retirees.

The individual(s) listed below work at least 20 hours per week at the above-named Employer or are otherwise
eligible for coverage under a group health insurance plan to be issued by us. Include a notation for each person
indicating New Employee (E) with date of hire, Partner (P), Business Owner (B), Retiree (R), COBRA (C), or
other (O) with explanation.

Sole proprietors. With respect to an applicant for coverage as a sole proprietor, the following individual works

at least 20 hours per week at the above-named Employer. If you are applying for coverage as a sole proprietor,
only one (1) name will be listed.

1.

2.

9.

10.

I certify that, to the best of my knowledge and belief and under penalty of perjury, the information listed above is true and complete,
including that the persons proposed for coverage work at least 20 hours per week or are otherwise eligible for coverage.

I understand that any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to
exceed $5000 and the stated value of the claim for each such violation.

(Signature) (Date)
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