ACORD

FLORIDA WORKERS COMPENSATION APPLICATION

DATE (MM/DD/YYYY)

PHONE
PRODUCER | PHONE ' COMPANY UNDERWRITER
FAX
(A/C, No):
APPLICANT NAME - INCLUDE ALL SUBSIDIARIES & DBA'S TO BE INCLUDED IN COVERAGE, ALONG WITH THEIR FEIN
MAILING ADDRESS (INCLUDING ZIP CODE) - INCLUDE CHECK HERE IF LIST OF
PRINCIPAL PHYSICAL LOCATION AND ALL INSURED ENTITIES ADDITIONAL LOCATIONS ATTACHED
LICENSE #: YRSINBUS | SICCODE INDIVIDUAL CORPORATION OTHER:
CODE: SUB CODE: PARTNERSHIP SUBCHAPTER "S" CORP

AGENCY CUSTOMER ID

FEDERAL EMPLOYER ID NUMBER

NCCI ID NUMBER

OTHER RATING BUREAU ID NUMBER

STATUS OF SUBMISSION

BILLING / AUDI

T INFORMATION

J QUOTE \_‘ ISSUE POLICY BILLING PLAN PAYMENT PLAN | AUDIT
AGENCY BILL ANNUAL PREM FINANCED || ATEXPIRATION MONTHLY
DIRECT BILL SEMI-ANNUAL OTHER: SEMI-ANNUAL OTHER:
QUARTERLY % DOWN: QUARTERLY

LOCATIONS -

LIST ALL PHYSICAL LOCATIONS, INCLUDING OTHER STATES, WHETHE
PROFESSIONAL EMPLOYER ORGANIZATION (PEO) / EMPLOYEE LEASING COMPANY, LIST ALL CLIENT COMPANIES AND THEIR LOCATIONS

# STREET, CITY, COUNTY

, STATE, ZIP CODE

R COVERAGE IS REQUESTED OR NOT. IF APPLICANT IS A

POLICY INFORMATION

PROPOSED EFF DATE

PROPOSED EXP DATE

NORMAL ANNIVERSARY RATING DATE

PARTICIPATING

NON-PARTICIPATING

RETRO PLAN

PART 1- WORKERS i . PART 3 - OTHER STATES INS | DEDUCTIBLE OTHER COVERAGES
COMPENSATION (States) | PART 2 EMPLOYER'S LIABILITY
$ EACH ACCIDENT USL &H.
$ DISEASE - POLICY LIMIT COINSURANCELIMIT VOLUNTARY COMPENSATION
$ DISEASE - EACH EMPLOYEE,
DIVIDEND PLAN / SAFETY GROUP ADDITIONAL COMPANY INFORMATION
RATING INFORMATION CHECK HERE IF LIST OF ADDITIONAL CLASS CODES ATTACHED
o . OF ACTUAL ESTIMATED
LOC| CLASSCODE | PANY CATEGORIES, DUTIES, CLASSIFICATIONS EM- REMUNERATION R INERATION RATE ESTIMATED
USE PLOYEES ANNUAL PREMIUM
12 MONTHS POLICY PERIOD
SPECIFY ADDITIONAL COVERAGES / ENDORSEMENTS EACTOR FACTORED PREMIUM
TOTAL $
$
$
EXPERIENCE MODIFICATION $
MODIFIED PREMIUM $
PREMIUM DISCOUNT s
EXPENSE CONSTANT N/A s
TOTAL ESTIMATED ANNUAL PREMIUM $
MINIMUM PREMIUM
DEPOSIT | ¢
s PREMIUM
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INDIVIDUALS INCLUDED / EXCLUDED

PARTNERS, OFFICERS, OWNERS TO BE INCLUDED OR EXCLUDED. (REMUNERATION TO BE INCLUDED MUST BE PART OF RATING INFORMATION SECTION.) ATTACH LIST OF ADDITIONS/EXEMPTIONS, IF ANY. PROVIDE COPIES OF
EVIDENCE OF EXCLUSIONS/INCLUSIONS. DISCLOSURES OF THE SOCIAL SECURITY NUMBERS IS VOLUNTARY, AS AN ALTERNATIVE, ATTACH A COPY OF EXEMPTION OR INCLUSION FORM FILED WITH THE STATE OF FLORIDA.

# NAME DATE OF BIRTH SOCIAL SECURITY # | Rl ATIORSHIP | iy DUTIES N/ | cLASS CODE| REMUNERATION

PRIOR CARRIER INFORMATION / LOSS HISTORY

PROVIDE INFORMATION FOR THE PAST 5 YEARS AND USE THE REMARKS SECTION FOR LOSS DETAILS ‘ ‘ LOSS RUN ATTACHED

YEAR CARRIER & POLICY NUMBER ACTUAL/AUDITED PREMIUM MOD #CLAIMS AMOUNT PAID RESERVE

CO:

POL #:

CO:

POL #:

CO:

POL #:

CO:

POL #:

CO:

POL #:

NATURE OF BUSINESS / DESCRIPTION OF OPERATIONS

GIVE COMMENTS AND DESCRIPTIONS OF ALL BUSINESSES, OPERATIONS AND PRODUCTS (INCLUDING OTHER STATES): MANUFACTURING - RAW MATERIALS, PROCESSES, PRODUCT,
EQUIPMENT; CONTRACTOR - TYPE OF WORK, SUB-CONTRACTS; MERCANTILE - MERCHANDISE, CUSTOMERS, DELIVERIES; SERVICE - TYPE, LOCATION; FARM - ACREAGE, ANIMALS, MACHINERY,
SUB-CONTRACTS. IF CONTRACTOR, PROVIDE LICENSE NUMBER.

PROFESSIONAL EMPLOYER ORGANIZATION (PEO) / EMPLOYEE LEASING COMPANY |:| TEMPORARY EMPLOYMENT SERVICE

EMPLOYEES - ATTACH A LIST OF ADDITIONAL EMPLOYEE NAMES

NAME CLASS CODE SOCIAL SECURITY # NAME CLASS CODE SOCIAL SECURITY #

ATTACH THE LAST FOUR (4) EMPLOYERS QUARTERLY REPORTS OR IRS FORM 941. PLEASE EXPLAIN IF THE EMPLOYERS QUARTERLY REPORTS OR 941 IS NOT AVAILABLE. DISCLOSURE OF
THE SOCIAL SECURITY NUMBERS IS VOLUNTARY. AS AN ALTERNATIVE, THE LATEST EMPLOYERS QUARTERLY REPORT WITH CLASS CODES ADDED CAN BE USED IN LIEU OF A SEPARATE
LISTING OF EMPLOYEE NAMES, SOCIAL SECURITY NUMBER AND CLASS CODE. ANY EMPLOYEES NOT ON THE EMPLOYERS QUARTERLY REPORT SHOULD BE SHOWN SEPARATELY.

GENERAL INFORMATION

EXPLAIN ALL "YES" RESPONSES YES| NO | EXPLAIN ALL "YES" RESPONSES YES| NO
1. DOES APPLICANT OWN, OPERATE OR LEASE AIRCRAFT / WATERCRAFT? 16. ARE PHYSICALS REQUIRED AFTER OFFERS OF EMPLOYMENT ARE MADE?
2. DO / HAVE PAST, PRESENT OR DISCONTINUED OPERATIONS INVOLVE(D) 17. ANY OTHER INSURANGE WITH THIS INSURER?
STORING, TREATING, DISCHARGING, APPLYING, DISPOSING, OR TRANSPORTING - :
OF HAZARDOUS MATERIAL? (e.g. landfills, wastes, fuel tanks, etc) 18. ANY PRIOR COVERAGE DECLINED / CANCELLED / NON-RENEWED (Last 3 years)?
3. ANY WORK PERFORMED UNDERGROUND OR ABOVE 15 FEET? 19. ARE EMPLOYEE HEALTH PLANS PROVIDED?
4. ANY WORK PERFORMED ON BARGES, VESSELS, DOCKS, BRIDGE OVER WATER? 20. IS THERE A LABOR INTERCHANGE WITH ANY OTHER BUSINESS / SUBSIDIARY?
5. 1S APPLICANT ENGAGED IN ANY OTHER TYPE OF BUSINESS? 21. DO YOU LEASE EMPLOYEES TO OR FROM OTHER EMPLOYERS?
6. ARE SUB-CONTRACTORS AND/OR INDEPENDENT CONTRACTORS USED? 22. DO ANY EMPLOYEES PREDOMINANTLY WORK AT HOME?
7. ANY WORK SUBLET WITHOUT CERTIFICATES OF INS.? 23. WHAT ARE YOUR ESTIMATED ANNUAL REVENUES? $
24. 1S THERE ANY CURRENT OR ANTICIPATED DEBT FOR UNPAID PREMIUMS
8. IS A FORMAL SAFETY PROGRAM IN OPERATION? OWED TO ANY PREVIOUS WORKERS' COMPENSATION PROVIDER?
9. ANY GROUP TRANSPORTATION PROVIDED? CONTACT INFORMATION
10. ANY EMPLOYEES UNDER 16 OR OVER 60 YEARS OF AGE? N PHONE:
11. ANY PART TIME OR SEASONAL EMPLOYEES? SPECTION  \amE:
12. 1S THERE ANY VOLUNTEER OR DONATED LABOR? ACCTNG  PHONE:
13. ANY EMPLOYEES WITH PHYSICAL HANDICAPS? RECORD  NaME:
14. DO EMPLOYEES TRAVEL OUT OF STATE? CLAMs  PHONE:
15. ARE ATHLETIC TEAMS SPONSORED? INFO NAME:
REMARKS
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THE FILING OF AN APPLICATION CONTAINING FALSE, MISLEADING, OR INCOMPLETE INFORMATION PROVIDED WITH THE PURPOSE OF AVOIDING OR
REDUCING THE AMOUNT OF PREMIUMS FOR WORKERS' COMPENSATION COVERAGE IS A FELONY OF THE THIRD DEGREE, PUNISHABLE AS PROVIDED IN S.
775.082, S. 775.083, OR S. 775.084.

I UNDERSTAND THAT AS THE EMPLOYER,

| MUST UPDATE THE APPLICATION MONTHLY TO REFLECT ANY CHANGE IN THE REQUIRED APPLICATION INFORMATION; (THE FLORIDA WORKERS
COMPENSATION CHANGE SHEET WILL BE USED FOR THIS PURPOSE.)

IF | FILE AN APPLICATION OR APPLICATION UPDATE CONTAINING FALSE, MISLEADING, OR INCOMPLETE INFORMATION WITH THE PURPOSE OF AVOIDING OR
REDUCING THE AMOUNT OF PREMIUMS FOR WORKERS COMPENSATION COVERAGE IT IS A FELONY OF THE THIRD DEGREE OR AS OTHERWISE PUNISHABLE
AS PROVIDED UNDER THE LAW.

I SHALL SUBMIT TO THE CARRIER, A COPY OF THE EMPLOYERS QUARTERLY REPORT AND SELF-AUDITS SUPPORTED BY THE EMPLOYERS QUARTERLY
REPORT, AS REQUIRED BY CHAPTER 443, AT THE END OF EACH QUARTER. IF | OMIT THE NAME OF AN EMPLOYEE FROM THIS EMPLOYERS QUARTERLY
REPORT, FLORIDA STATUTES STATE THAT | WILL REMAIN LIABLE AND WILL REIMBURSE THE CARRIER FOR ANY WORKERS COMPENSATION BENEFITS PAID TO
THIS OMITTED EMPLOYEE;

I AGREE TO MAKE AVAILABLE, ALL RECORDS NECESSARY FOR THE PAYROLL VERIFICATION AUDIT AND PERMIT THE AUDITOR TO MAKE A PHYSICAL
INSPECTION OF OUR OPERATIONS. | UNDERSTAND FAILURE TO DO THIS SHALL RESULT IN A $500 PAYMENT TO THE CARRIER TO DEFRAY THE COST OF THE
AUDITS;

THAT, IN ACCORDANCE WITH FLORIDA STATUTES 440.381(6), IF | (WE) UNDERSTATE OR CONCEAL PAYROLL, OR MISREPRESENT OR CONCEAL EMPLOYEE
DUTIES SO AS TO AVOID PROPER CLASSIFICATION FOR PREMIUM CALCULATIONS, OR MISREPRESENT OR CONCEAL INFORMATION PERTINENT TO THE
COMPUTATION AND APPLICATION OF AN EXPERIENCE RATING MODIFICATION FACTOR, | (WE) SHALL PAY A PENALTY OF TEN (10) TIMES THE AMOUNT OF THE
DIFFERENCE IN PREMIUM PAID AND THE AMOUNT | (WE) SHOULD HAVE PAID, AND REASONABLE ATTORNEY'S FEES.

FORMER NAMES AND OWNERS

FOR THE LAST 5 YEARS, LIST THE CURRENT BUSINESS NAME AND ANY FORMER NAMES OR PREDECESSOR COMPANIES FOR ALL COMPANIES TO BE
COVERED BY THE POLICY. INCLUDE THE FEIN FOR EACH COMPANY.

FOR EACH COVERED COMPANY, LIST ANY CURRENT OWNER WHO HAS MORE THAN 5% OWNERSHIP INTEREST. FOR EACH COVERED
COMPANY OR PREDECESSOR COMPANY, LIST ANY OWNER WHO HAD MORE THAN 5% OWNERSHIP INTEREST IN THE LAST 5 YEARS.

OWNERSHIP / COMBINABILITY

DOES THIS BUSINESS OR ANY OF THE OWNERS OF THIS BUSINESS, EITHER INDIVIDUALLY OR IN COMBINATION WITH OTHER OWNERS OF THIS BUSINESS,
OWN MORE THAN 50% OF ANY OTHER BUSINESS, WHICH OPERATED AT ANY TIME DURING THE FIVE YEARS PRIOR TO THIS APPLICATION?

|:| YES |:| NO

OR, DOES THIS BUSINESS OWN A MAJORITY INTEREST IN ANOTHER ENTITY, WHICH IN TURN OWNS A MAJORITY INTEREST IN ANY ENTITY THAT OPERATED AT
ANY TIME IN THE FIVE YEARS PRIOR TO THIS APPLICATION? |:| |:|
YES NO

IF THE ANSWER TO EITHER OF THE ABOVE QUESTIONS IS YES, COMPLETE THE FOLLOWING
SUPPLEMENTAL OWNERSHIP / COMBINABILITY QUESTIONS:

1.IDENTIFY BY NAME, ADDRESS, AND FEIN EACH BUSINESS WHICH IS RELATED BY COMMON OWNERSHIP TO THE APPLICANT BUSINESS.

2.SET FORTH THE DATES EACH BUSINESS WAS IN OPERATION, THE INSURANCE COMPANY THAT PROVIDED WORKERS' COMPENSATION INSURANCE, THE
POLICY NUMBER AND THE EXPERIENCE MODIFICATION FACTOR APPLIED TO EACH SUCH POLICY.

3. IF THE POLICY WAS WRITTEN WITHOUT AN EXPERIENCE MODIFICATION FACTOR, PLEASE STATE.

THE APPLICANT HEREBY AUTHORIZES AND REQUESTS EACH RATING ORGANIZATION WITH EXPERIENCE RATING INFORMATION RELATED TO THE APPLICANT
AND THE BUSINESS SET FORTH ABOVE TO RELEASE SUCH INFORMATION TO THE INSURER, FWCJUA, OR OTHER RATING ORGANIZATION SO THAT THE
CORRECT EXPERIENCE MODIFICATION FACTOR CAN BE DETERMINED.

| HEREBY ACKNOWLEDGE THAT | HAVE READ THE ABOVE STATEMENTS AND | AS AGENT / PRODUCER | HEREBY ATTEST THAT | HAVE GIVEN THE
PERSONALLY SWEAR THAT THE INFORMATION CONTAINED IN THE | APPLICANT/SIGNATORY THE OPPORTUNITY TO READ THE APPLICATION AND |
APPLICATION IS ACCURATE. THAT I, AS AN OWNER / OFFICER, AM FULLY | HAVE EXPLAINED ANY AND ALL QUESTIONS REGARDING THE APPLICATION. |
AUTHORIZED TO SIGN THIS APPLICATION ON BEHALF OF THE APPLICANT AND | ALSO ATTEST THAT | HAVE EXPLAINED TO THE EMPLOYER OR OFFICER THE
TO BIND THE APPLICATION. CLASSIFICATION CODES THAT ARE USED FOR PREMIUM CALCULATIONS
PURSUANT TO SECTION 440.381 (2), FLORIDA STATUTES.

UNDER PENALTIES OF PERJURY, | DECLARE THAT | HAVE READ THE | UNDER PENALTIES OF PERJURY, | DECLARE THAT | HAVE READ THH

FOREGOING DOCUMENT AND THAT THE FACTS STATED IN IT ARE TRUE. FOREGOING DOCUMENT AND THAT THE FACTS STATED IN IT ARE TRUE.
OWNER / OFFICER SIGNATURE DATE PRODUCER'S SIGNATURE DATE

PRINT NAME
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	The edition identifier of the form including the form number and edition (the date is typically formatted YYYY/MM).: 
	Enter date: The date on which the form is completed.  (MM/DD/YYYY) : 
	Enter text: The full name of the producer / agency. : 
	Enter text: The mailing address line one of the producer / agency. : 
	Enter text: The mailing address line two of the producer / agency. : 
	Enter text: The mailing address city name of the producer / agency. : 
	Enter code: The mailing address state or province code of the producer / agency. : 
	Enter code: The mailing address postal code of the producer / agency. : 
	Enter number: The phone number of the individual at the producer's establishment that is the primary contact.  If applicable, include the area code and extension. : 
	Enter number: The fax number of the producer / agency. : 
	Enter identifier: The State License Number of the producer. : 
	Enter code: The identification code assigned to the producer (e.g., agency or brokerage firm) by the insurer. : 
	Enter code: The identification code assigned by the insurer to the sub-producer (e.g., individual) within a producer's office (e.g., agency or brokerage). : 
	Enter identifier: The customer's identification number assigned by the producer (e.g., agency or brokerage). : 
	Enter text: The insurer's full legal company name(s) as found in the file copy of the policy.  Use the actual name of the company within the group to which the policy has been issued.  This is not the insurer's group name or trade name. : 
	Enter text: The company underwriter (or other company staff person) that this form should be directed to. : 
	Enter text: The named insured(s) as it / they will appear on the policy declarations page.  As used here, include all subsidiaries and DBAs to be included in coverage, along with their FEIN (Federal Employer Identification Number).: 
	Enter text: The named insured's mailing address line one. : 
	Enter text: The named insured's mailing address line two. : 
	Enter text: The named insured's mailing address city name. : 
	Enter code: The named insured's mailing address state or province code. : 
	Enter code: The named insured's mailing address postal code. : 
	Check the box (if applicable): Indicates the attachment of a list of additional locations. : 
	Enter number: The number of years the insured has been in business. : 
	Enter code: The Standard Industry Classification code assigned to the business activity (if known).  This is the code which represents the nature of the employer's business which is contained in the Standard Industrial Classification Manual published by the Federal Office of Management and Budget. : 
	Check the box (if applicable): Indicates the legal entity code for the named insured is "Individual". : 
	Check the box (if applicable): Indicates the legal entity code for the named insured is "Partnership". : 
	Check the box (if applicable): Indicates the legal entity code for the named insured is "Corporation". : 
	Check the box (if applicable): Indicates the legal entity code for the named insured is "Subchapter S Corporation". : 
	Check the box (if applicable): Indicates the legal entity code for the named insured is other than those listed on the form. : 
	Enter text: The description of the other legal entity. : 
	Enter identifier: The tax identifier of the named insured. : 
	Enter identifier: The nine-digit number assigned to the insured by the National Council on Compensation Insurance (NCCI). This number is required in most states before a policy can be issued.  It also helps insure timely and accurate calculation of experience modifications. The NCCI is a rating bureau operating in most states that also provides interstate experience rating for risks occurring in more than one state. : 
	Enter identifier: The state's rating bureau may assign a separate identification number if the applicant is subject to experience rating in an independent bureau state. In Minnesota, use this box to record the insured's unemployment account number, as required by the state. In New Jersey, use this box to record the insured's state employer registration number. : 
	Check the box (if applicable): Indicates the response expected from the company is a quote. : 
	Check the box (if applicable): Indicates the response expected from the company is an issued policy. : 
	Check the box (if applicable): Indicates the policy is to be producer / agency billed. : 
	Check the box (if applicable): Indicates the policy is to be direct billed. : 
	Check the box (if applicable): Indicates the policy will be paid annually. : 
	Check the box (if applicable): Indicates the policy will be paid semi-annually. : 
	Check the box (if applicable): Indicates the policy will be paid quarterly. : 
	Check the box (if applicable): Indicates the premium has been financed. : 
	Check the box (if applicable): Indicates the policy will be paid in a frequency other than those listed. : 
	Enter code: The payment plan for the policy (i.e., AN - Annual, MO - Monthly, QT - Quarterly, etc.). : 
	Enter percentage: The percentage of the total estimated annual premium that has been (or will be) received as a down payment for bound policies. : 
	Check the box (if applicable): Indicates audits should be performed for this policy at expiration. : 
	Check the box (if applicable): Indicates audits should be performed for this policy semi-annually. : 
	Check the box (if applicable): Indicates audits should be performed for this policy quarterly. : 
	Check the box (if applicable): Indicates audits should be performed for this policy monthly. : 
	Check the box (if applicable): Indicates audits should be performed for this policy at a frequency other than those listed. : 
	Enter code: The audit term for policies that are subject to periodic audit.  If the audit period is known, enter the code; A - annual, S - semi-annual, Q - Quarterly, M - Monthly, O - Other. : 
	Enter number: The producer assigned number of the location. : 
	Enter text: The address line one of the physical location. : 
	Enter text: The city name of the physical location. : 
	Enter text: The county name of the physical location. : 
	Enter code: The state or province code of the physical location. : 
	Enter code: The postal code of the physical location. : 
	Enter number: The producer assigned number of the location. : 
	Enter text: The address line one of the physical location. : 
	Enter text: The city name of the physical location. : 
	Enter text: The county name of the physical location. : 
	Enter code: The state or province code of the physical location. : 
	Enter code: The postal code of the physical location. : 
	Enter number: The producer assigned number of the location. : 
	Enter text: The address line one of the physical location. : 
	Enter text: The city name of the physical location. : 
	Enter text: The county name of the physical location. : 
	Enter code: The state or province code of the physical location. : 
	Enter code: The postal code of the physical location. : 
	Enter date: The effective date of the policy.  The date that the terms and conditions of the policy commence.  (MM/DD/YYYY) : 
	Enter date: The date on which the terms and conditions of the policy will expire.  (MM/DD/YYYY) : 
	Enter date: The rates used are normally in effect on the effective date of the policy. NCCI Manual rules require that the rates apply for a period of one year.  If a policy is cancelled or short-termed, the rating bureau requires the original effective date to be considered the Normal Anniversary Rating Date for both rates and experience modifications. This is temporary and will last until the next renewal when the new policy effective date will again determine the rates. The rule is intended to prevent wholesale cancellations by insureds and companies to take advantage of rate and/or rule changes. For cancelled or short-termed polices, enter the original effective date. : 
	Check the box (if applicable): Indicates the policy is a participating policy.  A Participating policy may result in reduced premiums through the payment of policyholder dividends declared by the insurer. Some policyholder dividends are based on actual experience of the applicant. If such a program is available through the company in the covered state, indicate whether the policy is to be on a Participating or Non-Participating basis. Check with your company on the availability of plans. : 
	Check the box (if applicable): Indicates the policy is a non-participating policy. : 
	Enter text: The retrospective rating plan that permits the adjustment of the final premium based on the actual premiums and losses of the applicant, subject to the plan's minimum and maximum premium limits. One to three year plans may be available. Check with your company on the availability of plans. : 
	Enter code: A state in which Part 1 will apply. Part 1 refers to the workers' compensation law and/or occupational disease law in states where the insured has operations. : 
	Enter code: A state in which Part 1 will apply. Part 1 refers to the workers' compensation law and/or occupational disease law in states where the insured has operations. : 
	Enter code: A state in which Part 1 will apply. Part 1 refers to the workers' compensation law and/or occupational disease law in states where the insured has operations. : 
	Enter code: A state in which Part 1 will apply. Part 1 refers to the workers' compensation law and/or occupational disease law in states where the insured has operations. : 
	Enter code: A state in which Part 1 will apply. Part 1 refers to the workers' compensation law and/or occupational disease law in states where the insured has operations. : 
	Enter code: A state in which Part 1 will apply. Part 1 refers to the workers' compensation law and/or occupational disease law in states where the insured has operations. : 
	Enter code: A state in which Part 1 will apply. Part 1 refers to the workers' compensation law and/or occupational disease law in states where the insured has operations. : 
	Enter code: A state in which Part 1 will apply. Part 1 refers to the workers' compensation law and/or occupational disease law in states where the insured has operations. : 
	Enter code: A state in which Part 1 will apply. Part 1 refers to the workers' compensation law and/or occupational disease law in states where the insured has operations. : 
	Enter code: A state in which Part 1 will apply. Part 1 refers to the workers' compensation law and/or occupational disease law in states where the insured has operations. : 
	Enter limit: The workers compensation and employers liability policy, employers liability each accident limit amount. Any questions about appropriate limits or applicable policy coverage(s) should be answered by the issuing insurer(s). : 
	Enter limit: The workers compensation and employers liability policy, employers liability disease policy limit amount.  Any questions about appropriate limits or applicable policy coverage(s) should be answered by the issuing insurer(s). : 
	Enter limit: The workers compensation and employers liability policy, employers liability disease each employee limit amount. Any questions about appropriate limits or applicable policy coverage(s) should be answered by the issuing insurer(s). : 
	Enter code: A state in which Part 3 will apply. Part 3 refers to states not listed in Part 1 where the applicant has the potential for operations during the policy term, but none currently exists as of the effective date of the policy. : 
	Enter code: A state in which Part 3 will apply. Part 3 refers to states not listed in Part 1 where the applicant has the potential for operations during the policy term, but none currently exists as of the effective date of the policy. : 
	Enter code: A state in which Part 3 will apply. Part 3 refers to states not listed in Part 1 where the applicant has the potential for operations during the policy term, but none currently exists as of the effective date of the policy. : 
	Enter code: A state in which Part 3 will apply. Part 3 refers to states not listed in Part 1 where the applicant has the potential for operations during the policy term, but none currently exists as of the effective date of the policy. : 
	Enter code: A state in which Part 3 will apply. Part 3 refers to states not listed in Part 1 where the applicant has the potential for operations during the policy term, but none currently exists as of the effective date of the policy. : 
	Enter code: A state in which Part 3 will apply. Part 3 refers to states not listed in Part 1 where the applicant has the potential for operations during the policy term, but none currently exists as of the effective date of the policy. : 
	Enter code: A state in which Part 3 will apply. Part 3 refers to states not listed in Part 1 where the applicant has the potential for operations during the policy term, but none currently exists as of the effective date of the policy. : 
	Enter code: A state in which Part 3 will apply. Part 3 refers to states not listed in Part 1 where the applicant has the potential for operations during the policy term, but none currently exists as of the effective date of the policy. : 
	Enter code: A state in which Part 3 will apply. Part 3 refers to states not listed in Part 1 where the applicant has the potential for operations during the policy term, but none currently exists as of the effective date of the policy. : 
	Enter amount: The amount of the deductible as a whole dollar amount or as a percentage. For percentages indicate the percentage amount followed by the percent (%) sign. : 
	Enter amount: The Coinsurance Limit amount for benefits due to an employee for an injury compensable under this policy. : 
	Check the box (if applicable): Indicates United States Longshoremen's & Harbor Workers' (USL&H) coverage is requested.  Exposures for this optional coverages as well as additional coverages should be described in the Specify Additional Coverages / Endorsements section. : 
	Check the box (if applicable): Indicates Voluntary Compensation coverage is requested.  Exposures for this optional coverages as well as additional coverages should be described in the Specify Additional Coverages/Endorsements section. : 
	Check the box (if applicable): Indicates other coverages than those listed are being requested. : 
	Enter text: The description of the coverage being requested. : 
	Enter text: The specific plan or safety group of which the insured is a member. This field is related to the participating plan. Check with your company on the availability of plans. : 
	Enter text: The additional company or state specific information should be listed in this section. : 
	Check the box (if applicable): Indicates the attachment of a list of additional rating classes. : 
	Enter number: The producer assigned number of the location. : 
	Enter code: The Rating Classification Code is a six-digit alpha-numeric code obtained from the National Counsel on Compensation Insurance (NCCI) Workers Compensation and Employers' Liability Insurance Manual.  Only suffixes specifically shown on rate pages may be used. : 
	Enter text: This area is to be completed by the insurer. : 
	Enter text: The descriptions of activities and operations.  One class code may include several descriptions.  It is extremely important to enter the specific classification description or, at least, a brief statement regarding the duties of the employees.  Enter as much information as necessary to avoid misclassifying the operations. : 
	Enter number: The number of employees to whom the classification applies.  The average number is sufficient when the total number fluctuates during the year.  Underwriters use this number to determine if the payroll estimates appear adequate. : 
	Enter amount: The actual remuneration of the employee class for the past 12 months. : 
	Enter amount: The estimated remuneration of the employee class for the coming policy period. : 
	Enter rate: The manual rate for the classification from the appropriate state manual. : 
	Enter amount: The estimated annual manual premium amount for the classification. : 
	Enter number: The producer assigned number of the location. : 
	Enter code: The Rating Classification Code is a six-digit alpha-numeric code obtained from the National Counsel on Compensation Insurance (NCCI) Workers Compensation and Employers' Liability Insurance Manual.  Only suffixes specifically shown on rate pages may be used. : 
	Enter text: This area is to be completed by the insurer. : 
	Enter text: The descriptions of activities and operations.  One class code may include several descriptions.  It is extremely important to enter the specific classification description or, at least, a brief statement regarding the duties of the employees.  Enter as much information as necessary to avoid misclassifying the operations. : 
	Enter number: The number of employees to whom the classification applies.  The average number is sufficient when the total number fluctuates during the year.  Underwriters use this number to determine if the payroll estimates appear adequate. : 
	Enter amount: The actual remuneration of the employee class for the past 12 months. : 
	Enter amount: The estimated remuneration of the employee class for the coming policy period. : 
	Enter rate: The manual rate for the classification from the appropriate state manual. : 
	Enter amount: The estimated annual manual premium amount for the classification. : 
	Enter number: The producer assigned number of the location. : 
	Enter code: The Rating Classification Code is a six-digit alpha-numeric code obtained from the National Counsel on Compensation Insurance (NCCI) Workers Compensation and Employers' Liability Insurance Manual.  Only suffixes specifically shown on rate pages may be used. : 
	Enter text: This area is to be completed by the insurer. : 
	Enter text: The descriptions of activities and operations.  One class code may include several descriptions.  It is extremely important to enter the specific classification description or, at least, a brief statement regarding the duties of the employees.  Enter as much information as necessary to avoid misclassifying the operations. : 
	Enter number: The number of employees to whom the classification applies.  The average number is sufficient when the total number fluctuates during the year.  Underwriters use this number to determine if the payroll estimates appear adequate. : 
	Enter amount: The actual remuneration of the employee class for the past 12 months. : 
	Enter amount: The estimated remuneration of the employee class for the coming policy period. : 
	Enter rate: The manual rate for the classification from the appropriate state manual. : 
	Enter amount: The estimated annual manual premium amount for the classification. : 
	Enter number: The producer assigned number of the location. : 
	Enter code: The Rating Classification Code is a six-digit alpha-numeric code obtained from the National Counsel on Compensation Insurance (NCCI) Workers Compensation and Employers' Liability Insurance Manual.  Only suffixes specifically shown on rate pages may be used. : 
	Enter text: This area is to be completed by the insurer. : 
	Enter text: The descriptions of activities and operations.  One class code may include several descriptions.  It is extremely important to enter the specific classification description or, at least, a brief statement regarding the duties of the employees.  Enter as much information as necessary to avoid misclassifying the operations. : 
	Enter number: The number of employees to whom the classification applies.  The average number is sufficient when the total number fluctuates during the year.  Underwriters use this number to determine if the payroll estimates appear adequate. : 
	Enter amount: The actual remuneration of the employee class for the past 12 months. : 
	Enter amount: The estimated remuneration of the employee class for the coming policy period. : 
	Enter rate: The manual rate for the classification from the appropriate state manual. : 
	Enter amount: The estimated annual manual premium amount for the classification. : 
	Enter number: The producer assigned number of the location. : 
	Enter code: The Rating Classification Code is a six-digit alpha-numeric code obtained from the National Counsel on Compensation Insurance (NCCI) Workers Compensation and Employers' Liability Insurance Manual.  Only suffixes specifically shown on rate pages may be used. : 
	Enter text: This area is to be completed by the insurer. : 
	Enter text: The descriptions of activities and operations.  One class code may include several descriptions.  It is extremely important to enter the specific classification description or, at least, a brief statement regarding the duties of the employees.  Enter as much information as necessary to avoid misclassifying the operations. : 
	Enter number: The number of employees to whom the classification applies.  The average number is sufficient when the total number fluctuates during the year.  Underwriters use this number to determine if the payroll estimates appear adequate. : 
	Enter amount: The actual remuneration of the employee class for the past 12 months. : 
	Enter amount: The estimated remuneration of the employee class for the coming policy period. : 
	Enter rate: The manual rate for the classification from the appropriate state manual. : 
	Enter amount: The estimated annual manual premium amount for the classification. : 
	Enter text: Specify any additional coverages and or endorsements that apply. : 
	Enter amount: The total premium amount. : 
	Enter text: The description of optional factors, charges or credits that are required or applicable. : 
	Enter rate: The modification factor for optional factors, charges or credits that are required or applicable. : 
	Enter amount: The modified premium amount. : 
	Enter text: The description of optional factors, charges or credits that are required or applicable. : 
	Enter rate: The modification factor for optional factors, charges or credits that are required or applicable. : 
	Enter amount: The modified premium amount. : 
	Enter rate: The modification factor if the insured is subject to experience or merit rating.  Generally the business has to have been in operation for at least two years under present ownership and the premium must meet or exceed a level which is established by the state to qualify for experience or merit rating. If more than one modification factor applies to the applicant, explain in the Remarks section. Attach the most recent experience or merit rating data sheet. : 
	Enter amount: The modified premium amount. : 
	Enter rate: The modification factor for modified premium that is required or applicable. : 
	Enter amount: The modified premium amount. : 
	Enter rate: The modification factor for premium discount.  A premium discount may be applicable due to large premium levels. : 
	Enter amount: The modified premium amount. : 
	Enter amount: The modified premium amount including the flat amount of the expense constant as applicable per the state rating manual. : 
	Enter amount: The amount resulting from applying all modifications, discounts, taxes and other rating criteria to the estimated pre-modified premium for this state. : 
	Enter amount: The minimum premium amount required by company rules for this state. : 
	Enter amount: The amount of deposit required by rules for this state. : 
	Enter text: The full name of the partner or executive officer being included or excluded by the policy. : 
	Enter date: The individual's birth date. : 
	Enter number: The individual's social security number. : 
	Enter code: The individual's title within the organization or relationship to the organization's owners. : 
	Enter percentage: The percentage of ownership the individual has in the organization, if applicable. : 
	Enter text: The brief description of the duties of the individual. : 
	Enter code: Indicates if the individual is to be Included or Excluded under the policy's coverages. : 
	Enter code: The rating classification code that the individual's estimated remuneration was assigned to for included individuals only. : 
	Enter amount: The estimated annual remuneration for individual listed. Minimum or maximum remunerations may apply based on state laws.

(Enter the class code and remuneration in the State Rating Worksheet section on Page 2 for all included individuals). : 
	Enter text: The full name of the partner or executive officer being included or excluded by the policy. : 
	Enter date: The individual's birth date. : 
	Enter number: The individual's social security number. : 
	Enter code: The individual's title within the organization or relationship to the organization's owners. : 
	Enter percentage: The percentage of ownership the individual has in the organization, if applicable. : 
	Enter text: The brief description of the duties of the individual. : 
	Enter code: Indicates if the individual is to be Included or Excluded under the policy's coverages. : 
	Enter code: The rating classification code that the individual's estimated remuneration was assigned to for included individuals only. : 
	Enter amount: The estimated annual remuneration for individual listed. Minimum or maximum remunerations may apply based on state laws.

(Enter the class code and remuneration in the State Rating Worksheet section on Page 2 for all included individuals). : 
	Enter text: The full name of the partner or executive officer being included or excluded by the policy. : 
	Enter date: The individual's birth date. : 
	Enter number: The individual's social security number. : 
	Enter code: The individual's title within the organization or relationship to the organization's owners. : 
	Enter percentage: The percentage of ownership the individual has in the organization, if applicable. : 
	Enter text: The brief description of the duties of the individual. : 
	Enter code: Indicates if the individual is to be Included or Excluded under the policy's coverages. : 
	Enter code: The rating classification code that the individual's estimated remuneration was assigned to for included individuals only. : 
	Enter amount: The estimated annual remuneration for individual listed. Minimum or maximum remunerations may apply based on state laws.

(Enter the class code and remuneration in the State Rating Worksheet section on Page 2 for all included individuals). : 
	Check the box (if applicable): Indicates a loss run is attached to this application. : 
	Enter year: The year the prior coverage policy term became effective. : 
	Enter text: The name of the previous insurer. : 
	Enter identifier: The policy number of the previous coverage. : 
	Enter amount: The actual / audited premium charged for the specified line of business. : 
	Enter percentage: The reciprocal of the percentage by which the premium shown differs from the manual. : 
	Enter number: The total number of claims for the corresponding policy period. : 
	Enter amount: The amount that has been paid on this claim to date.  As used here, this is the total for all claims on the policy.: 
	Enter amount: The reserve amount the previous carrier is holding open for this claim.  As used here, this is the total for all claims on the policy.: 
	Enter year: The year the prior coverage policy term became effective. : 
	Enter text: The name of the previous insurer. : 
	Enter identifier: The policy number of the previous coverage. : 
	Enter amount: The actual / audited premium charged for the specified line of business. : 
	Enter percentage: The reciprocal of the percentage by which the premium shown differs from the manual. : 
	Enter number: The total number of claims for the corresponding policy period. : 
	Enter amount: The amount that has been paid on this claim to date.  As used here, this is the total for all claims on the policy.: 
	Enter amount: The reserve amount the previous carrier is holding open for this claim.  As used here, this is the total for all claims on the policy.: 
	Enter year: The year the prior coverage policy term became effective. : 
	Enter text: The name of the previous insurer. : 
	Enter identifier: The policy number of the previous coverage. : 
	Enter amount: The actual / audited premium charged for the specified line of business. : 
	Enter percentage: The reciprocal of the percentage by which the premium shown differs from the manual. : 
	Enter number: The total number of claims for the corresponding policy period. : 
	Enter amount: The amount that has been paid on this claim to date.  As used here, this is the total for all claims on the policy.: 
	Enter amount: The reserve amount the previous carrier is holding open for this claim.  As used here, this is the total for all claims on the policy.: 
	Enter year: The year the prior coverage policy term became effective. : 
	Enter text: The name of the previous insurer. : 
	Enter identifier: The policy number of the previous coverage. : 
	Enter amount: The actual / audited premium charged for the specified line of business. : 
	Enter percentage: The reciprocal of the percentage by which the premium shown differs from the manual. : 
	Enter number: The total number of claims for the corresponding policy period. : 
	Enter amount: The amount that has been paid on this claim to date.  As used here, this is the total for all claims on the policy.: 
	Enter amount: The reserve amount the previous carrier is holding open for this claim.  As used here, this is the total for all claims on the policy.: 
	Enter year: The year the prior coverage policy term became effective. : 
	Enter text: The name of the previous insurer. : 
	Enter identifier: The policy number of the previous coverage. : 
	Enter amount: The actual / audited premium charged for the specified line of business. : 
	Enter percentage: The reciprocal of the percentage by which the premium shown differs from the manual. : 
	Enter number: The total number of claims for the corresponding policy period. : 
	Enter amount: The amount that has been paid on this claim to date.  As used here, this is the total for all claims on the policy.: 
	Enter amount: The reserve amount the previous carrier is holding open for this claim.  As used here, this is the total for all claims on the policy.: 
	Check the box (if applicable): Indicate if professional employer organization (PEO)/employee leasing company. : 
	Check the box (if applicable): Indicate if temporary Employment service. : 
	Enter text: The description of the operations of this risk or insured. : 
	Enter text: The full name of the individual employee. : 
	Enter text: The class code of the individual employee. : 
	Enter number: The individual's social security number. : 
	Enter text: The full name of the individual employee. : 
	Enter text: The class code of the individual employee. : 
	Enter number: The individual's social security number. : 
	Enter text: The full name of the individual employee. : 
	Enter text: The class code of the individual employee. : 
	Enter number: The individual's social security number. : 
	Enter text: The full name of the individual employee. : 
	Enter text: The class code of the individual employee. : 
	Enter number: The individual's social security number. : 
	Enter text: The full name of the individual employee. : 
	Enter text: The class code of the individual employee. : 
	Enter number: The individual's social security number. : 
	Enter text: The full name of the individual employee. : 
	Enter text: The class code of the individual employee. : 
	Enter number: The individual's social security number. : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Does applicant own, operate or lease aircraft or watercraft?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Does applicant own, operate or lease aircraft or watercraft?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Do / have past, present or discontinued operations involve(d) storing, treating, discharging, applying, disposing, or transporting of hazardous material?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Do / have past, present or discontinued operations involve(d) storing, treating, discharging, applying, disposing, or transporting of hazardous material?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Any work performed underground or above 15 feet?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Any work performed underground or above 15 feet?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Any work performed on barges, vessels, docks, bridge over water?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Any work performed on barges, vessels, docks, bridge over water?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Is applicant engaged in any other type of business?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Is applicant engaged in any other type of business?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Are subcontractors used?".  As used here, include independent contractors.: 
	Check the box (if applicable): Indicates a "No" response to the question, "Are subcontractors used?".  As used here, include independent contractors.: 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Any work sublet without certificates of insurance?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Any work sublet without certificates of insurance?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Is a written safety program in operation?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Is a written safety program in operation?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Any group transportation provided?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Any group transportation provided?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Any employees under 16 or over 60 years of age?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Any employees under 16 or over 60 years of age?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Any seasonal employees?".  As used here, include part-time employees.: 
	Check the box (if applicable): Indicates a "No" response to the question, "Any seasonal employees?".  As used here, include part-time employees.: 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Is there any volunteer or donated labor?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Is there any volunteer or donated labor?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Any employees with physical handicaps?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Any employees with physical handicaps?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Do employees travel out of state?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Do employees travel out of state?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Are athletic teams sponsored?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Are athletic teams sponsored?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Are physicals required after offers of employment are made?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Are physicals required after offers of employment are made?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Any other insurance with this company?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Any other insurance with this company?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Any policy or coverage declined, cancelled or non-renewed in the last three (3) years?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Any policy or coverage declined, cancelled or non-renewed in the last three (3) years?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Are Employee Health Plans provided?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Are Employee Health Plans provided?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Is there a labor interchange with any other business or subsidiary?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Is there a labor interchange with any other business or subsidiary?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Do you lease employees to or from other employers?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Do you lease employees to or from other employers?". : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Do any employees predominantly work from home?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Do any employees predominantly work from home?". : 
	Enter amount: The estimated annual revenues. : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Are you in debt to any insurance company for any unpaid premium for worker's compensation?".  As used here, include any anticipated debt for unpaid premiums.: 
	Check the box (if applicable): Indicates a "No" response to the question, "Are you in debt to any insurance company for any unpaid premium for worker's compensation?".  As used here, include any anticipated debt for unpaid premiums.: 
	Enter number: The telephone number of the person to contact to arrange for a premises inspection.  This should be an individual under the insured's employment. : 
	Enter text: The name of the person to contact to arrange for a premises inspection.  This should be an individual under the insured's employment, not the insurance agent's name and number. : 
	Enter number: The telephone number of the person to contact for accounting information.  This should be an individual under the insured's employment, not the insurance agent's name and number. : 
	Enter text: The name of the person to contact for accounting information.  This should be an individual under the insured's employment, not the insurance agent. : 
	Enter number: The telephone number of the person the insurer is to contact regarding any potential claims inquiries. : 
	Enter text: The full name of the person the insurer is to contact regarding any potential claims inquiries. : 
	Enter text: The remarks associated with the Workers Compensation line of business.  ACORD 101, Additional Remarks Schedule, may be attached if more space is required. : 
	Enter text: For the last five years, list the current business name and any former names or predecessor companies to be covered by the policy.  Include the FEIN for each company.  For each covered company, list any current owner who has more than 5% ownership interest. : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Does this business or any of the owners of this business, either individually or in combination with other owners of this business, own more than 50% of any other business, which operated at any time during the five years prior to this application?" : 
	Check the box (if applicable): Indicates a "No" response to the question, "Does this business or any of the owners of this business, either individually or in combination with other owners of this business, own more than 50% of any other business, which operated at any time during the five years prior to this application?" : 
	Check the box (if applicable): Indicates a "Yes" response to the question, "Does this business own a majority interest in another entity, which in turn owns a majority interest in any entity that operated at any time in the five years prior to this application?". : 
	Check the box (if applicable): Indicates a "No" response to the question, "Does this business own a majority interest in another entity, which in turn owns a majority interest in any entity that operated at any time in the five years prior to this application?". : 
	Enter text: An explanation of  name, address, and FEIN for each business which is related by common ownership to the applicant business. : 
	Enter text: An explanation of the dates each business was in operation, the insurance company that provided workers' compensation insurance, the policy number and the experience modification factor applied to each such policy : 
	Enter text: An explanation that a policy was written without an experience modification factor. : 
	Sign here: The signature of the owner or authorized officer. : 
	Enter date: the date the owner or authorized officer signed the form. : 
	Enter text: The printed name of the authorized signer. : 
	Sign here: Accommodates the signature of the authorized representative (e.g., producer, agent, broker, etc.) of the company(ies) listed on the document.  This is required in most states. : 
	Enter date: The date the producer signed the form.  (MM/DD/YYYY) : 



