NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
VERIFICATION OF SELF-EMPLOYMENT INCOME

Preferred Mutual Insurance Company NAME, ADDRESS, AND PHONE NUMBER OF
PO Box 541 INSURER’S CLAIMS REPRESENTATIVE*

New Berlin, NY 13411

Date Policyholder Policy Number Date of Accident Claim Number

NAME AND ADDRESS OF APPLICANT*

DEAR APPLICANT:

The information requested below would be used to determine the amount of loss of earnings from work, if any, to which you may be
entitled as a result of this accident. Therefore, it would be in your best interest to complete the form and submit all documents requested to
the best of your ability. Kindly note, depending upon the applicable endorsement in effect at the time of the accident, this
completed form must be submitted to the insurer as soon as reasonably practicable or no later than 90 days after the work loss
was first incurred. If you are unsure of the applicable time requirement, you can contact the claim representative to determine
which timeframe is applicable to this claim

1. OCCUPATION

2. BUSINESS ADDRESS

3. BUSINESS PHONE

4. NATURE OF BUSINESS OR PROFESSION

5. DATES YOU WERE UNABLE TO ATTEND TO YOUR BUSINESS OR PROFESSION DUE TO THIS ACCIDENT:

FROM: THROUGH:

6. DID YOU HIRE ANYONE TO SUBSTITUTE FOR YOU WHILE YOU WERE ABSENT DUE TO YOUR INJURIES?
ves ] o [
IF YES, PLEASE COMPLETE THE FOLLOWING:

A. WAGE OR SALARY PAID: $ DAILY $ WEEKLY $ MONTHLY

B. PERIOD SUBSITUTE EMPLOYED: FROM THROUGH

C. GROSS AMOUNT PAID TO SUBSITUTE: $

D. NAME, ADDRESS AND PHONE NO. OF SUBSTITUTE:

7. IF ANSWER TO QUESTION 6, WAS “YES”, DID YOU SUFFER A NET LOSS OF EARNINGS FROM WORK
IN ADDITION TO THE COST OF SUSTITUTE SERVICES?

ves ] N0 [

IF YES, THE AMOUNT OF NET LOSS CLAIMED: $ FOR THE PERIOD CLAIMED IN QUESTION 5.
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VERIFICATION OF SELF-EMPLOYMENT INCOME -- PAGE TWO

8. IF ANSWER TO QUESTION 6. WAS “NO”, DID YOU SUFFER A NET LOSS OF EARNINGS FROM WORK DURING
YOUR CLAIMED DISABILITY?

ves ] no [

IF YES, THE AMOUNT OF NET LOSS CLAIMED: $ FOR THE PERIOD CLAIMED IN
QUESTION 5.

9. IN ORDER FOR US TO EVALUATE YOUR CLAIM, IT IS ESSENTIAL THAT YOU SUBMIT COPIES OF YOUR
FEDERAL INCOME TAX RETURNS FOR THE LAST TWO YEARS. IN ADDITION, SUBMIT WHATEVER
DOCUMENTS ARE AVAILABLE TO PROVE YOUR INCOME FOR THE CURRENT YEAR. IF YOU HAVE
NOT FILED EITHER OF THE TAX RETURNS, SUBMIT WHATEVER PROOF OF EARNINGS YOU HAVE
FOR THOSE YEARS THAT YOU FEEL WILL ASSIST US IN EVALUATING YOUR CLAIM.

IF WE ARE UNABLE TO VERIFY YOUR LOSS OF EARNINGS FROM THE DOCUMENTS SUBMITTED,
THE FOLLOWING ADDITIONAL DOCUMENTATION MAY BE REQUESTED.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR
OTHER PERSON FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM
FOR ANY COMMERCIAL OR PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE
INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY
FACT MATERIAL THERETO, AND ANY PERSON WHO, IN CONNECTION WITH SUCH APPLICATION OR
CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS, SOLICITS OR CONSPIRES WITH
ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR CONVERSION OF
ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR VEHICLES
OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE
VALUE OF THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

THIS FORM IS SUBSCRIBED AND AFFIRMED BY THE
APPLICANT AS TRUE UNDER THE PENALTIES OF PERJURY

SIGNATURE OF APPLICANT DATE

*LANGUAGE TO BE FILLED IN BY INSURER OR SELF-INSURER
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