STATE WORKERS’ INSURANCE FUND
100 LACKAWANNA AVENUE, PO. Box 5100
SCRANTON, PA 18505-5100
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APPLICATION FOR WORK

NSTRUICTIONS:

You must cnswer all questions completely cnd comrectly. Please type or print.

Sign the application as indicated in Item 18,

If represented by a Broker /Agent, you must complete Item 19,

Merk N/ A when not applicable.)

Retum application cand premium in the amount of §
CHECK PAYABLE TO “STATE WORKERS URAN

1. Business Nome

Madling Address

{IF R.D. OR PO, BOX, ALSO LIST ACTUAL GEQGHAPHICAL LOCATION)

PA Primocry Operating Location

(ATTACH LIST WITH ADDRESSES OF ALL PA OPERATING LOCATIONS)

County.

Telephone No. you can be reached at during the day - -

AREA CODE

2. Federdl ID No.
a. If new, date applied for

b. List the nomes ond Federal identification nurmbers of additional businesses owned ond operated 1o be
included in this policy.

NAME FED. ID NO.

NAME FED. ID NO.

c. Imultidle nsureds are fo appecr on one policy, plecse sulomit an ERM-14 o identify ownership of ecch Iusiness.
3. a Areyoua: U lLeasing Compony Q TemporaryAgency U Both O NA
b. Type of Business: 0 Individual  If Individudi, 5.5. No.

1 Corporcation 0 Partmership O Non-profit O Other
4, Corporate Entity Only: a. Date article filed b. State

5. Are you curtently in the process of liquidation or termination of this business? O Yes O No

I Yes, explain

6. Has the firm ever filed for bonkruptcy? Yes U No If Yes, date filed

Is the business cunrently in bankruptcy? O Yes [ No If Yes, YOU MUST enclose a copy of the
petition as filed in bankruptcy court, including all attachments.
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Audit Information (Address where payroll records are kept):

a., Contact Person

b. TelephoneNo. - -

AREA CODE
c. Audit Address
(SHOW SPECIFIC LOCATION IF R.D. OR PO, BOX IS USED.)
d., County
Herve you had previous workers' compensation coverage in Pennsylvomic? i Yes O No

If Yes, answer the following completely:

a1, Business Name

T, /““M’Av P g T
L0 NALLLRSE INUAL LI

c. Policy No.
d. Date Cancelled /Expired

e. Anniversary Date

f, Premium $

g. Carier informartion for the previous three years: (NOTE: IF YOUR PREMIUM IS IN EXCESS OF $50,000.00,
FIVE YEARS DETAILED LOSS HISTORY MUST BE ATTACHED.)

Carrier Carrier Cerrier
Policy No. Policy No. Policy No.
Period Periocd Period
Premium $ Premium $ Premium $

h. Pennsylvania Compensation Rating Bureau No.

i. Experience Modification

j. Experience Modification Effective Date

Have you ever been cancelled? O Yes U No . I Yes, explain

. Please provide a COMPLETE, DETAILED job description of all work performed in Pennsylvemia, including the
job duties of the corporate officers and/or owners. (Attach an additional sheet, if necessary.)

. Do you use privately-owned or leased aircraft in the operation of the business? U Yes 1 No
If Yes, total number of seats for all aircraft

P




12.

13.

Do you employ subcontractors, owner-operators, ond,/or independent confractors? L
IF YES, CERTIFICATES OF WORKERS' COMPENSATION INSURANCE MUST BE ATTACHED.

Yes U No

Corporate Officer/Normes of Partners; (NOTE: An Executive Officer of carparation, if eligible, mary elect to be exempt from
the Pernsylvemicr Workers Compensation Act. All exermption reqiuests should be directed fo the Pennsylvonior Burecu of
Workers' Compensation af 1-800-482-2383, Otherwise dill payrdl for covered officers must be induded in fiemn 14 below,

hetive Coversd % of Owner-
Title First Name it Last Name 8. 8. Ne, YA (YA} ship or Stock
14 Ernter Estimated Payroll for |
Describe Kind of Trade, Enter Estimated Average ‘Eg-Mcmth Polic Pisariod Rates Per $100 _
Business, Profession Number of Employees, y Premium

15.

16.

Conducted in PA

Include Executive Officers

Including Payroll of

of Remuneration

Executive Officers

If cny employee is estimated o ecm less them $10,000 cnnucly, please provide cn explanation.

Payment Terms
a. All policies less than $2,000 — TOTAL PAYMENT REQUIRED.

b. All policies $2,000 to $10,000 - 25% OF TOTAL PREMIUM, OR MINIMUM PREMIUM, WHICHEVER IS
GREATER, with the remaining balomece due in four (4) equal installments.

c. All policies over $10,000 ~ 25% OF TOTAL PREMIUM, OR MINIMUM PREMIUM, WHICHEVER IS GREATER,
with the remaining balomee due in ten (10) equat installments.

Requested inception date of coverage:

PLEASE NOTE: ALL INCOMPLETE APPLICATIONS OR THOSE WITHOUT THE PROPER REMITTANCE WILL BE RETURNED
WITHOUT COVERAGE IN FORCE. PLEASE REVIEW FOR COMPLETENESS BEFORE YOU SUBMIT.

A

el 'l«,.é m w

COVERAGE WILL BECOME EFFECTIVE AT 12:01 AM THE DAY FOLLOWING ACCEPTANCE OF THE PROPERLY
SIGNED APPLICATION AND RECEIPT OF THE SPECIFIED PREMIUM IN OUR OFFICE, UNLESS A LATER DATE IS
REQUESTED IN ITEM 17. SIGNING OF THIS APPLICATION WARRANTS THAT ALL OF THE ABOVE QUESTIONS
HAVE BEEN COMPLETELY ANSWERED AND HAVE NOT BEEN WILLFULLY MISREPRESENTED IN ORDER TO
OBTAIN INSURANCE WITH THE PENNSYLVANIA STATE WORKERS' INSURANCE FUND.
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THE APPLICATION MUST BE PROPERLY AND FULLY COMPLETED AND SIGNED BY AN OWNER, A PARTNER, OR
A CORPORATE OFFICER.

THE PREMIUM QUOTED IS BASED UPON THE NATURE OF THE OPERATIONS AND THE ESTIMATED PAYROLL
DISCLOSED BY THE EMPLOYER IN THIS APPLICATION. THE EMPLOYER SHALL FURNISH THE STATE WORKERS
INSURANCE FUND WITH PROPER NOTICE OF ANY CHANGE IN THE NATURE CF ITS OPERATIONS OR ITS
ESTIMATED PAYROLL; SUCH CHANGES MAY RESULT IN AN INCREASE OR DECREASE IN THE PREMIUM DUE
UNDER THIS POLICY. THE EMPLOYER AGREES TO KEEP AN ACCURATE RECORD OF EMPLOYEES AND PAYROLL
EXPENDITURES, AND TO REPORT INJURES-AND OCCUPATIONAL DISEASES TO THE STATE WORKERS
INSURANCE FUND IMIMEDIATELY.

o e s
% : i
VERY
ATT o, 7 'Y - -~ T3 T N T FTR TR
ALL INFORMATION SUPPLIED BY THE APPLICANT IS SUBJECT TO

VERIFICATION PURSUANT TO 77 PURDON'S PENNSYLVANIA STATUTES SECTION 323.

THE APPLICATION MUST BE SIGNED BY AN OWNER, A PARTNER, OR A CORPORATE OFFICER AND RETURNED
WITH YOUR CHECK.

18.

19

SIGNATURE TITLE DATE

Print Name of Signature

BROKER OF RECORD LETTER: The following Broker/Agent has been designated as the “official broker of
record”. (The following information must be completed cand signed by both the Broker/Agent cnd the

Insured.) No additionai Broker of Record Letter is required.

BROKER/AGENT NAME

ADDRESS

TELEPHONE NO.

SIGNATURE OF BROKER/AGENT SIGNATURE OF INSURED
(OWNER, PARTNER, OR CORPORATE OFFICER)

FOR OFFICE USE ONLY
CLASSIFICATIONS AND/OR RATES SUBJECT TO CHANGE

Total Stomdard Premium

Experience Modification .of

Estimated Premium Discount

Loss/Expense Constant

Adjustment to Minimum Premium

Total estimated cmnual premium $ should agree with the instrucﬁons on Page 1, Line 5.
4 -



