WORKER’S COMPENSATION INSURANCE QUESTIONNAIRE
WE SHOP THE INSURANCE MARKET FOR YOU!

Business Comperizive by

4 Insurance Services, Inc.
Mailing Address: P.O. Box 1418, Lincoln, CA 95648, Lic. # 0E44204
Local Phone: (916) 434-6078 Local Fax: (916) 434-6092
Toll-Free Phone: (800) 407-0-FREE, Toll-Free Fax: (800) 807-0-FREE
FOR PROMPT RESPONSE, PLEASE FAX or E-MAIL TO: (800) 807-0-FREE / Alex@BeyerlInsurance.biz
Alex Beyer (Cell Phone: (916) 412-5430)
For your Worker’s Compensation Insurance Quote, please completely answer the following:
1) Legal Business Name:
2) DBA Name of Business (if different):

3) License #: License Type: Expiration Date:
4) Mailing Address: City: Zip:
5) Physical Address: City: Zip:
6) Addresses of any other Locations:
7) Bus.Ph#( ) Fax#( ) Cell#( )

E-Mail:

8) Person to Contact about Insurance:
9) Accounting Record Contact Name, Phone & e-mail (if different):

10) General Description of Type, Activities & Operations of Business:

11) Partners/Officers/Relatives to be Included or Excluded from coverage:
Name Birthday Title/Relationship ~ Ownership % Duties INCL./EXCL. Ann. Compensation
John Doe 4117177 Owner 100% Carpenter Excluded $40,000 (EXAMPLE)

12) Separate employees by Category/Duties/Classifications and # of Full-Time & Part-Time employees and
Compensation Amount (Must estimate some anticipated payroll):

Category/Duty/Classification FIT PIT Estimated Annual Compensation
EXAMPLE: Plumbing 2 1 $60,000
EXAMPLE: Administrative Only/Clerical 1 0 $25,000

13) Have you had prior coverage? Losses? If “yes”, please submitupto5years: YES( ) NO( )
Co Name Year Policy # Annual Premium  # of Claims (if any) Amount Paid

FEIN (Required) #: OR, SOCIAL SECURITY #




14) Please answer yes or no to the following questions: YES NO
a. Does the Applicant Own, operate or lease aircraft/watercraft? ( ) ()
b. Do/Have past, present or discontinued operations involve(d) in storing, treating, discharging, applying, disposing,

or transporting of hazardous material? () ()
c. Any work performed underground or above 15 feet? ( ) ( )
d. Any work performed on barges, vessels, docks, bridge over water? () ()
e. Isapplicant engaged in any other type of business? () ( )
f.  Are sub-contractors used? (If Yes, give % of work subcontracted) % () ()
g. Isany work sublet without certificates of insurance? ( ) ( )
h. Is awritten Safety Program in Operation? () ()
i. Any group transportation provided? () ()
J. Any Employees under 16 or Over 60 Years of age? ( ) ( )
k. Any seasonal employees? ( ) ()
I. Isthere any volunteer or donated labor? () ()
m. Any employees with physical handicaps? ( ) ()
n. Do employees travel out of state? () ()
0. Are athletic teams sponsored? () ()
p. Are physicals required after offers of employment are made? () ()
g. Any prior coverage declined/cancelled/non-renewed (last 3 years)? () ()
r.  Any other insurance with State Fund, or have you applied anywhere else? () ()
s. Are employee health plans provided? () ()
t. Is there a labor interchange with any other business/subsidiary? ( ) ( )
u. Do you lease employees to or from other employers? ( ) ( )
v. Do any employees predominantly work at home? () ()
w. Any tax liens or bankruptcy within the last 5 years? () ()
X. Any undisputed & unpaid workers compensation premium due from you or any commonly managed or owned

enterprises? If “yes”, explain including entity name(s) & policy #’s. () ()

Date Your Signature Printed Name/Title

OTHER INSURANCE COVERAGES
(For FREE, no obligation quote, whether or not you already have some of these coverages or have any renewals coming up, let me know and
we’ll do our very best to get you better coverage for less! | will contact you to obtain the details on any of these if you indicate Yes)

1) Do you need General Liability Insurance? (We can help you obtain the best quote possible through multiple
markets and extensive shopping. We shop the insurance market so you don’t have to!)

2) Commercial Vehicle Coverages: Do you have any autos or trucks that you would like insured? Who is
your current Insurance Carrier?

3) Equipment/Tools Coverages: Do you have any equipment or tools you would like insured? Who is

your current Insurance Carrier?

4) Do you own a commercial building which will need insurance?

5) Do you need any Bid and/or Performance Bonds? Who is your current Bond Company?

6) Do you need any Builder’s Risk / Course of Construction Insurance?:

7) Areyou interested in Health Insurance (Personal or Business), Dental or Vision?

8) Are you interested in Disability Insurance?

9) Areyou interested in Life Insurance, Key Man Insurance or Buy-Sell Agreements?

10) Are you interested in Aflac (Accident Indemnity, Cancer/Specified IlIiness, Dental, Specified Health, Hospital
Confinement, Hospital Intensive Care, etc.) ?

11) Would like information about Incorporating, Trusts/Wills or Asset Protection to complete your business and
personal liability protection? (We work with an attorney specializing in these areas who will give you a FREE
consultation and special rates if you decide any of his suggestions would work for you)

Our business is successful because we work only with clients who are great to deal with. Do you know anyone else like

yourself who might need contractors or other business insurance coverages? We’ll be sure to take great care of them.

Name: Phone:

Thank You & | Look Forward to Having You As A Valued Client!



Workers Compensation Supplemental Application
(To be Completed with Acord 130 application)

Named Insured: Web Address:
Insured’s FEIN:

Contact Name and Phone Number
Inspections: ( ) -
Premium Audit: ( ) -
Claims: ( ) -

Prior Payroll and Premium Information

Total Annual Payrol Premijum
Current Year:
Prior Year:
Prior Year:
Prior Year:
Prior Year:

Operations and Benefits

Broker controlled account? [ Yes [ No
Please provide a detailed description of the operation:
Years in business? Hours of operation- to # of Shifts -

Is there a driving/delivery exposure? [[] Yes [[] No

Radius of operations/travel: [J <50 miles [} 50-100 [ 100+

If ves, what is frequency: [ Daily [] Weekly [ Other:

Any group transportation of employees? ] Yes [ No

Is a PUC/DMV filing required? 1 PuC 1 bmv [ N/A

Are vehicles company owned? [] Yes [[] No

If yes, how provided? [] car [ Truck I van [ Bus

If yes, are vehicles taken home? [J Yes [ No

# of employees transported per vehicle

# Of vehicles? # Of drivers?

# of vehicles used to transport

Vehicle/fleet maintenance program? {] Yes [ No

Frequency: [ Daily [] Weekly 1 Monthly

If yes, who does the servicing? [] Outside vendor

L In-house mechanics [] Other:

Do employees use personal vehicles for company business? [ Yes [ No

Do any employees work from home? [] Yes [ No

Any out of state, international or overnight (within state) travel? [] Yes [[] No

List the # of employees who live or work out of state:

If yes, please provide details -

Live Work

Why/purpose?

Who will travel?

Where?

Duration?

Frequency?

# of employees: Full time Part-time Seasonal

Volunteers

{Verify number is consistent with the number on Acord App)

# of W-2's issued ~ Last year Previous year

How are employees paid? ] Hourly

Any day laborers or temporary/employee leasing? [] Yes ] No

[ Piece rate [[] Commission [] Flat salary

If yes, please provide details on separate page.

] Other:

% of union employees % of non-union

Paid Sick Leave? [] Yes [ No

Actual average hourly wage for employees in governing class $___ /hour

Paid Vacation? [ ]Yes [ No

Retirement / Pension plan? [] Yes [ No

Does employer contribute? [ Yes [

No

Group medical provided? [[] Yes [[] No

% of employees enrolled

If yes, name of healthcare provider -

% paid by employer

Do you use a specific medical provider to treat injured employees? [ Yes [ No




Workers Compensation Supplemental Application
(To be Completed with Acord 130 application)

Are you currently participating in a MPN (Medical Provider Network)? [ Yes [ No

If yes, please provide the name of current MPN:

CPR training provided? [] Yes [J No RTW Program? [ Yes [] No

# of employees certified? Does it include salary continuation? [] Yes 1 No

Has the ownership of the applicable entity changed within the past 5 years? [ Yes [] No

If yes, please provide details:

Hiring Practices — Employee Selection - Claims

Written Application? [Oyes [INo Pre-hire drug testing? OYes [JNo
Reference Checks? [Jyes [INo Post Accident drug testing? OYes [ONo
Pre/post employment Physicais? | []Yes [ No MVR Checks? [dYes [No
Orthopedic back testing? [OYes [INo Audio hearing tests? [dyes [JNo
Formal job descriptions on file? Cdyes [nNo Do you have a formal written accident report? [ Yes [] No
Are personnel files documented for pre-existing injuries? [ ] Yes [] No Are there set procedures for reporting claims? [ ] Yes [J No
Average claim reporting time frame - Any Interchange of labor? [ Yes [ No

Is job specific training provided? [] Yes [] No If yes, please explain ] Ancther business [ Subsidiary
Employee Orientation Program? [] Yes [ No [] between departments  ["] Other:

If yes, is the orientation [ Verbal only?  [] Verbal and Documented?

Employee to Supervisor ratio - [] Betterthan4-1  [5-1 [161 [J7-1 [O>7-1

Subcontractors used? [] Yes [} No  If yes, for what purpose?

If yes, are certificates of insurance obtained and kept on fite? [] Yes [[] No

Independent contractors used? [[] Yes []1 No  If yes, for what purpose?

If yes, how are they paid? [] 1099's? [] Other? Please explain-

Safety Program and Organization — Work premises and Environment

Are owners active in daily operations? [Cyes (ONo If yes, are they excluded from coverage? [] Yes [J No
Active injury & illness prevention program? | [ Yes [1No Has loss control services been performed in the last year? [ Yes [ No
Active safety incentive program? [Jyes [INo Has Cal/OSHA visited or cited your business in the last year? [ Yes [ No
If ves, does it encompass all employees? | [ Yes [] No If yes, please provide explanation on separate page.
What type of incentive? Are safety meetings conducted? [1Yes [JNo
Do employees receive safety training/orientation? [ Yes [ No If yes, how often? [] Daily [ Weekly [[] Monthly [ Quarterly
If yes, is the training - [ Formal / Documented [ Informal [ Other:
Do you have a safety director or risk manager? [ Yes [ No Name and title:

If yes, is the position full time or an additional responsibility of another employee?

MSDS (Material Safety Data Sheets) available for ali chemicals and products used? [ Yes CINo [INA

Any material handling exposures? 1 Yes [} No If yes, please explain

Any lifting exposures? [] Yes [[] No Forklift training provided? [ Yes [T No [J N/A

Ifyes, [] <251bs. [J25-40 []40+ If yes, annual certification? [] Yes ] No

1f 40+, manual lifting or with assistance? Please explain
Is all machinery/equipment properly guarded? [] Yes [] No [1N/A Any use of Baler equipment? [] Yes [l No
Written Lock out / tag out / block out procedures in place?[] Yes [] No[J N/A | Condition of equipment? [] New [ Good [ Average
Respiratory program in place? [ Yes [J No [[] N/A Are all equipment operators trained/ certified? [] Yes [T No [] N/A
What is the maximum height at which you will work? Personal protection equipment provided? [ Yes [ No [ N/A
What is used? [ Ladder [ Scaffolding [] Scissor lifts ] N/A If yes, strict enforcement of utilization? [ Yes [ No

If scaffolding used, does the insured build their own? [ Yes [ No What types of PPE?
Is the building / premises - [] Owned or [] Leased? # Of years at current Jocation?
Condition of premises? [] Excelient [] Very good [[] Average Age of building occupied? year(s)




Workers Compensation Supplemental Application
(To be Completed with Acord 130 application)

Contractors

Contractors license number? Years experience in trade?
Estimated annual gross sales? Estimated # of jobs per year?
Percentage of work sub-contracted out? % _ What type?

If subs used, does insured: [] Check annually? [ Directly supervise subs?
Average # of certificates collected annually? Average # of Waivers of Subrogation needed?
Indicate % of work conducted in each of the following operations (must equal 100% for each):
1) New Construction Remodeling Service/Repair
2) Commercial Apts/Condos/Tract Homes Single Custom Homes
3) Interior Exterior If exterior work done, what is the maximum height exposure?
Any use of cranes, booms or simifar heavy construction equipment? [1Yes [ No
Any work below grade? [ Yes [] No 3 Max Depth in feet - % of total work -

Any confined spaces exposures? [[] Yes [] No If yes, please provide details on separate page — include copy of written procedures and details of

Confined Spaces Training.

Any work involving asbestos, hazardous product abatement, chemical/petroleum products, USL&H, underground tank or pipe replacement?

[ Yes [J No If yes, piease explain -

Does this risk conduct work for the government or city municipality? [J Yes [1 No

Is the applicant involved in “Wrap Up” or “OCIP” projects [] Yes [[J No _ If yes, please provide percentage of total payroll dedicated to these

projects, and advise detailed procedures on how applicant determines employee split between these projects and other contracts/projects (not

Involving “wrap up” or “OCIP".

Indicate % of work conducted in each of the foliowing operations or Mark not applicable - [] N/A

Blasting Drilling Light Pole Work Demolition | Tunneling

 Grading Wrecking | Multi Story Buildings Gas Mains | Crane Work -
Asbestos Highway Work | Scaffold set-up Roofing Concrete Tilt-up

Sewer Exterior Framing Structural Steel Bridge Work Excavation

Supervisory only | Street/road work Spray painting | Dock/Sea Walls -




