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workers compensation application
	Please email completed application to info@isulovering.com or fax to 650-593-7410.

	APPLICANT INFORMATION

	Applicant Name:      
	Address:      

	City:      
	State:      
	Zip Code:      

	Phone: (     )      
	Fax: (     )      

	Federal Employer ID Number:      
	Year Established:      

	Applicant is:     FORMCHECKBOX 
  Individual     FORMCHECKBOX 
  Partnership     FORMCHECKBOX 
 Corp.     FORMCHECKBOX 
 Joint Venture           Other (describe)

	Current Insurance Carrier:      

	# of Years:      
	Expiration Date:      
	Claims last three years:      
	Proposed Effective Date:      

	Nature of Business/Description of Operations :      

	

	Employers LIABILITY

	Limits of Liability:       Each Occurrence: $1,000,000     Disease-Policy Limit: $1,000,000     Disease Each Employee: $1,000,000

	

	Locations

	Loc #
	Street Address
	City
	State
	Zip Code

	001
	     
	     
	     
	     

	002
	     
	     
	     
	     

	003
	     
	     
	     
	     

	004
	     
	     
	     
	     

	

	rating information

	State
	Loc #
	Categories, Duties, Classifications
	Number of Employees
	Estimated Annual Remuneration

	     
	001
	     
	     
	     

	     
	002
	     
	     
	     

	     
	003
	     
	     
	     

	     
	004
	     
	     
	     

	

	Remarks

	     

	

	Please email completed application to info@isulovering.com or fax to 650-593-7410.
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