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	Company Legal Name:
	

	Tax ID #:
	
	DBA:
	

	Address: 
	

	City:
	
	State: 
	
	Zip:
	

	Website:
	
	Principal Contact:
	

	Title:
	
	Email: 
	

	Phone:
	
	Fax:
	
	Cell:
	

	Company Type:
	( C Corp

( Proprietorship
	( S Corp

( Non-Profit
	( LLC
	( Partnership

	
	
	
	( Other _____________________

	# Years in Business:
	
	States of Operation: 
	

	SIC Code:
	
	NAICS Code:
	
	Industry:
	IT Technology

	Number of Employees: 
	Total
	
	Full Time
	
	Part Time
	
	Seasonal
	

	Payroll Frequency:
	( Weekly  ( Bi-Weekly  ( Semi-Monthly  ( Monthly
	# of Delivery Locations:
	

	Current Method of Submission:
	( Web    ( Time Import    ( Time Sheet    ( Fax    ( Email    ( Phone

	Any Special/Job Costing Reports Required?
	

	Current Outsourcing Vendor:
	
	Annual Administration Fee (%):
	

	Current Annual HR Cost in $:
	
	How many new hires do you have per year?
	

	Do you operate all or some portion of your business seasonally?
	( Yes   ( No

	Current Insurance Information

	Workers’ Compensation Carrier:
	
	Workers’ Compensation Experience Modifier: (On the WC policy DEC page)
	

	Workers’ Compensation Renewal Date:
	
	Anniversary Rating Date:
	

	Requested Effective Date:
	
	NCCI or State File Number:
	

	Workers’ Compensation Class Codes, Payroll and Employee Count  (If more than 6 attach additional sheets.)

	Code:
	
	State:
	
	Annual PR:
	
	UI Rate
	
	# EE’s:
	FT
	
	PT
	

	Code:
	
	State:
	
	Annual PR:
	
	UI Rate
	
	# EE’s:
	FT
	
	PT
	

	Code:
	
	State:
	
	Annual PR:
	
	UI Rate
	
	# EE’s:
	FT
	
	PT
	

	Code:
	
	State:
	
	Annual PR:
	
	UI Rate
	
	# EE’s:
	FT
	
	PT
	

	Code:
	
	State:
	
	Annual PR:
	
	UI Rate
	
	# EE’s:
	FT
	
	PT
	

	Code:
	
	State:
	
	Annual PR:
	
	UI Rate
	
	# EE’s:
	FT
	
	PT
	

	Comments


	Special Exposures
If yes to any of these please explain. If you need more space attach additional sheets.

	1) DDoes applicant own, operate or lease Aircraft or Watercraft? 


	( Yes   ( No

	2) Do or have past, present or discontinued operations involved storing, treating, discharging, applying, disposing or transportation of hazardous materials? (e.g. Landfills, Fuel, Etc.) 


	( Yes   ( No

	3) AAny work performed Underground or Above 15 feet?


	( Yes   ( No

	4) /Any work performed on barges, vessels, docks, bridges over water?


	( Yes   ( No

	5) AAre you engaged in any other type of business?


	( Yes   ( No

	6) AAre sub-contractors used? (If yes, give % of work sub-contracted.)


	( Yes   ( No

	7) AAny work sublet without Certificates of Insurance? (If yes, please include payroll above.)


	( Yes   ( No

	8) IIs a written safety program in operation?


	( Yes   ( No

	9) IIs there any group transportation provided?


	( Yes   ( No

	10) Are there any employees under 16 or over 60 years of age? 


	( Yes   ( No

	11) Are there any seasonal employees?


	( Yes   ( No

	12) Is there any volunteer or donated labor? (If yes, please provide detail.)


	( Yes   ( No

	13) Any employees with physical handicaps?


	( Yes   ( No

	14) Do employees travel out of state? (If yes, how often?)


	( Yes   ( No

	15) Are athletic teams sponsored?


	( Yes   ( No

	16) Are physicals required after offers of employment are made?


	( Yes   ( No

	17) Any prior coverage declined, cancelled or non-renewed in the last three (3) years?


	( Yes   ( No

	18) Are employee health plans provided?


	( Yes   ( No

	19) Do any employees perform work for other businesses or subsidiaries?


	( Yes   ( No

	20) Do any employees predominantly work at home? (If yes, explain.)


	( Yes   ( No

	21) Any tax lien or bankruptcy within the last five (5) years? (If yes, explain)


	( Yes   ( No

	22) Any undisputed or unpaid Workers’ Compensation premium due from you or any commonly managed or owned enterprises? (If yes, explain.)
	( Yes   ( No

	23) Is your business required to comply with any union agreements?
	( Yes   ( No


	Special Exposures Continued
If yes to any of these please explain. If you need more space attach additional sheets.

	24) Is your business required to comply with any union agreements?


	( Yes   ( No

	25) Have there been any work related fatalities in the past 5 years?


	( Yes   ( No

	26) Does your business involve any exposure to radioactive materials?


	( Yes   ( No

	27) Does your business involve any exposure to occupational diseases (i.e. caustics, fumes communicable diseases, asbestos, repetitive motion, etc.)


	( Yes   ( No

	28) Does your business involve any exposure to hazardous materials?


	( Yes   ( No

	29) Does your business involve any exposure to excavating?


	( Yes   ( No


	List of Documents Needed 

(please indicate the attachments included)

	· Latest quarterly state unemployment report
	· Most recent statements or invoices for all benefit plans

	· Current declaration page from Workers’ Compensation Insurance Policy
	· Summary plan descriptions for all benefit plans

	· Workers’ Compensation loss reports for the last three years and or OSHA logs
	· Census (Including name, dob, zip, gender &coverage) 

	· Experience Mod Worksheet
	· If with an HR Outsourcing firm. Please include a January invoice recent invoice along with a check register

	· Current payroll provider pricing including a check register
	· Other:

	

	Comments:

	

	Please call with any questions.

	

	


	The undersigned attests that the information is true and correct to the best of their knowledge. Authorization is provided to SOS to verify any of the information herein. The undersigned confirms that this is a Request for Proposal. This is not a contract for service with SOS. Any Service provided will require a separate contract of service. 

	Signature:
	
	Title:
	

	Print Name:
	
	Date:
	


Loss History Affidavit for Workers’ Compensation
I,  ,do hereby certify and swear that no loss has incurred.
(Affiant) 







(Applicant/Company Name)
N/A  Number of injuries within the last 36 months.

	Please list the injuries and costs incurred in the table below for the last 36 months.

	Year of Claim
	Name of Injured
	Amount of Claim
	Description of Injury
	Open or Closed:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Note: If there have been no injuries, write “NONE” in the table above an explanation is required if an individual claim amount exceeds $15,000

	Explanation:



	Company Name:  

	Signature:
	
	Title/Position:
	Owner/Managing Director

	NOTE: Any person who knowingly and with intent to injure, defraud or deceive any insurer files statements or claims, 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 or conceal information pertinent to the corporation and application of an experience rating modification factor, is guilty of a felony of the third degree or as otherwise punishable as provided under law.


Group Major Illness Questionnaire

This questionnaire must be filled out completely. Please indicate “None” if none apply. 

Please use additional paper if necessary.
	Date:
	
	SIC Code
	
	NAICS Code
	


	Prospect Company Name and Current Information

	Company Name:
	

	Street Address:
	

	City: 
	
	State:
	
	Zip:
	

	Are you with a PEO?
	( Yes   ( No
	If yes to PEO which One?
	

	Full time EE’s
	
	Part time EE’s
	
	Other EE’s
	

	Are there any Ineligible class(es) of employees?
	( Yes   ( No
	If yes which class?
	N/A

	Description of Operation: 



	States of Operation:
	
	Number of Locations: 
	

	Do you Currently offer a health plan? 
	( Yes   ( No
	If yes please complete entire form. 

	If “NO” skip to “Known Conditions” section and complete.

	Current carrier name #1: 
	
	Renewal date:
	

	Current carrier name #2:
	
	Renewal date:
	

	Current carrier name #3:
	
	Renewal date:
	

	Waiting period for benefits:
	
	Total number of enrolled EE’s:
	
	Plan Type: ( HMO ( PPO ( POS ( HSA


	
	Renewal Rates
	Most recent 12 months
	13-24 months

	Employee Only (S)
	
	
	

	Employee + Spouse (HW)
	
	
	

	Employee + Child(ren) (PC)
	
	
	

	Employee + Family (F)
	
	
	

	
	
	
	

	Claims Paid

	Medical ($)
	
	
	

	Prescription Drug ($)
	
	
	

	Total Claims ($)
	
	
	

	
	
	
	

	Please attach a copy of your benefit summary information for each plan year listed above.***


	COBRA Continuance

	Are any employees on COBRA?     ( Yes   ( No

	Name of Employee
	Employee or dependent?
	Qualifying Date
	Qualifying Event

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	List any participants currently eligible for COBRA who have not elected coverage yet and/or any participants who will become eligible for COBRA prior to the Health Plan effective date:

( Yes   ( No

	Name of Employee
	Qualifying Date
	Qualifying Event

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	List any individuals who are on the health plan that are not paid employees of the company: ( None

	Name of Employee
	Explanation:

	
	

	
	

	
	


	List any employees and/or dependents who live outside the network service area: ( None

	Name of Employee
	Employee/Dependent/COBRA
	Location

	
	
	

	
	
	

	
	
	


	Group Major Illness Questionnaire

	Has anyone been treated for a serious illness, been hospitalized or had surgery in the past 5 years, is currently hospitalized, confined at home, incapacitated, confined in a treatment facility or incapable of self-support because of physical or mental disability or been advised that medical treatment, diagnostic testing, surgery or hospitalization is necessary?(If yes, please provide details below)
	( Yes   ( No

	Is anyone currently being treated or been advised to seek treatment or counseling for cancer, heart disease, chest pain, stroke, high blood pressure, liver disease, brain tumor, birth defects, transplants, kidney disorder, nervous system disorders, diabetes, AIDS, AIDS Related Complex, tested HIV positive, chronic respiratory disease, alcoholism, chemical dependency, mental illness, muscular disorder, arthritis, back disorder or other serious conditions?

(If yes, circle condition and provide details below)
	( Yes   ( No

	Is anyone currently taking medication? (If yes, please list type and dosage below)
	( Yes   ( No

	Name
	Sex
	DOB
	Condition
	Date of Onset
	Last Date Treated
	Treatment/ Drug
	Degree of Recovery

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	Are any employees pregnant?
	( Yes   ( No

	Name of Employee
	Due Date
	Pregnancy Type (Normal, Multiple, High Risk, Preterm)

	
	
	

	
	
	

	
	
	

	
	
	


	
	


	First Name
	Last Name
	Date of Birth (mm/dd/yy)
	Gender
	St of Res
	Home Zip Code
	WC Code
	Job Description
	Annual Payroll
	Cov. (EE ES EC FAM WP NE WO)
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