SPECTRUM

RISK MANAGEMENT & INSURANCE SERVICES, LLC

CA Lic.# 0C77485

Workers Compensation Questionnaire

Business Name:
________________________________________________________________

Mailing Address:
________________________________________________________________

City, State, Zip:
________________________________________________________________

Phone:


_______________________________  Fax:  ___________________________

Location Address:
________________________________________________________________




________________________________________________________________

Years in business:
___________ 

Are you incorporated?:   ___________

Federal Tax I.D. #:
_________________________

Policy Information

Policy Dates:
___________  to  ___________   Current Insurance company:  ___________________

Prior Insurance company (if different than current company): _______________________

Class Code

Classification



#of Employees
Annual Payroll

_________

___________



____________
____________

_________

___________



____________
____________

_________

___________



____________
____________

_________

___________



____________
____________

Are owners excluded from policy?:  _________ (if yes, please list name and % ownership)

_________________________________________________________

__________%

_________________________________________________________

__________%

Description of business operations: _____________________________________________________

__________________________________________________________________________________

Does your company offer health insurance to employees?
________

Is there a formal safety program in operation?  

________

Any work performed underground or above 15 feet?

________

Any work involve hazardous operations, chemicals?

________

Are you engaged in any other business?


________

Are sub-contractors used?




________

Any employees under 16 or over 60 yrs. old?

________

Any part-time or seasonal employees?


________    
 How many?  ________

Please complete above information and return to us along with 3 years of previous loss history. (This should be requested from your current carrier – please call us if you need help on this.)

Signature of owner:  ___________________________________________  date:  ________________
