
ESTADO DE NUEVA YORK - JUNTA DE COMPENSACION OBRERA

NOTICE OF COMPLIANCE
TO EMPLOYEES

IMPORTANT INFORMATION FOR EMPLOYEES WHO ARE
INJURED OR SUFFER AN OCCUPATIONAL DISEASE WHILE
WORKING.

AVISO DE CUMPLIMIENTO
A EMPLEADOS

INFORMACION IMPORTANTE PARA EMPLEADOS QUE
SEAN LESIONADOS O SUFRAN UNA ENFERMEDAD
OCUPACIONAL MIENTRAS TRABAJAN.
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WORKERS, COMPENSATION BOARD OFFICES
Albany,12241 - 100 Broadway-Menands - (866) 750-5157

*Brooklyn, 11201 - 1'11 Livingston st, - Brooklyn - (800) 877-1373
Binghamton, 13901 - Stale Office Bldg. - 44 Hawley St. - (866) 802-3604
Buttalo, 14203 295 Main Street, Suite 400 - (866) 211-0645

*Hauppauge, 11788 - 220 Rabro Drive - Suite 100 - (866) 681-5354
*Hempstead, 11550 - 1?5 Fulton Avenue - (866) 805-3630
*New York, 10027 - 2'15 W.125th St.' Manhattan - (800)-877-1373
*Peekskill, 10566 - 41 North Division St. - (866) 746-0552
*Queens, '11432 - 168-46 91st Ave., Jamaica - (800) 877-1373

Rochester, '14614 - 130 Main Street West - (866) 211-0644
Syracuse, 13203 - 935 James St. - (866) 802-3730

* DOWNSTATE MAILING ADDRESS

Claims-related mail for the Hauppauge, Hempstead, Peekskill and all NYC
offices should be mailed to:PO Box 5205 Binghamton' NY 13902-5205
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ROBERT E. BELOTEN, CHAIR/PRESIDENTE

Statewide Fax: 877-533-0337

Workers' Compensation benefits, when due, will be d beneficios de Compensacion Obrera, cuando debidos, seran pagados por):

Name of employer (Nombre del patrono)
..9.V.9.91-/ F tANNA. FYF.94EF, P. !l-9.. .... .. . .

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

Failure by an employer to post this notice in and about
the employer's place or places of business may result
in a $250 penalty for each violation.

Name, address and telephone number of licensed insurance carrier, authorized
group self-insurer or main office of authorized self-insurer
CITIZENS INSURANCE COMPANY OF AMERICA
645 W. GRAND RIVER
HOWELL, MI 48843

48843
For lnsurance Carriers ONLY: Policy No.

Policy in Force from .....9.?!??t.2.9?p.

....WF.9:A?'1.15.8Q: 1.1

to .........93!??!.?9.?Q.
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