CERTIFICATION OF EMPLOYER WORKPLACE SAFETY PROGRAM PREMIUM CREDIT

Employer Name:

Name of Contact Person: Telephone #:

Effective Date of Policy:

Policy #:

| am submitting a copy of my workplace safety program which meets the requirements of Section 440.1025, Florida
Statutes. | certify that this safety program has been implemented in my workplace and is being maintained as submitted

to my carrier.
This is to certify that my workplace safety program meets or exceeds the following provisions as provided for in Section
440.1025, Florida Statutes:

1)  Written safety policy and safety rules 5) First aid
2) Safety inspections 6) Accident investigation

3) Preventive maintenance 7) Necessary record keeping

4) Safety training

| am aware that | may be subject to an on-site inspection by my carrier, for the purpose of validating the accuracy

of this information.

Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, files a statement of claim or an
application containing any false, incomplete, or misleading information with the purpose of avoiding or reducing the
amount of premiums for workers compensation coverage is guilty of a felony of the third degree, punishable as provided
in Section 775.082, s. 775.083, or s. 775.084, Florida Statutes.

Under penalties of perjury, | declare that | have read the foregoing Certification of Employer Workplace Safety Program
Premium Credit, and that the facts stated in it are true.

Employer Name Date Officer/Owner Signature’

Title

: Application must be signed by an officer or owner.
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