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Workers’ Compensation Specialty Division

ATTN: Ron Sortino

WORKERS’ COMPENSATION

SUPPLEMENTAL APPLICATION

Business Name:  ____________________________________________________

EFFECTIVE DATE:  


Fed. Tax ID#: ​​​​​​​​​​​​​​​​​​______________________________________________________                                                                                                                  
	PAYROLLS BY CLASS
	Code
	Current Term
	1st Prior Term
	2nd Prior Term
	3rd Prior Term

	
	ie,:Clerical, Sales
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


In the next 12 months, the employee count will…(  ) increase,  (  ) decrease, (  ) remain the same.   Please explain if there is a change:

________________________________________________________________________________________________________________________

Number of Employees – current year:

	Code
	Full-time
	Part-time

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


HIRING PRACTICES:
Applications: 


(  ) Yes    (  ) No


Pre-employment drug screen: 
(  ) Yes    (  ) No

References Checked:
 
(  ) Yes    (  ) No


Audio Testing: 


(  ) Yes    (  ) No

Pre-employment Physicals: 

(  ) Yes    (  ) No


Orthopedic back test: 

(  ) Yes    (  ) No

SAFETY PROGRAM:
Who is in charge of the safety program?

Name:  ______________________________   Title:  __________________________  How long?  ___________

Safety meetings conducted for all employees: (  ) Yes    (  ) No   How often?  ________________

Describe Safety Incentive Plan, if one is used:  












__________________________________________________
How long in place?  







Number of employees who daily lift more than:   20 pounds?:  ____   30 pounds?:  ____   40 pounds?:  ____   50 pounds?:  ____
Are back belts provided?  (  ) Yes    (  ) No      And is the use mandatory?  (  ) Yes    (  ) No

Describe any other personal protective equipment provided, (is the equipment use “Optional” or “Mandatory"?):

________________________________________________________________________________________________________________________

Does insured have a pre-designated facility for treatment of industrial injuries? (  ) Yes  (  ) No

Is Modified work / Alternative work offered to all injured workers who obtain modified / alternative releases from their doctor?  (  ) Yes    (  ) No

MACHINE GUARDING:
Point of Operation


(  ) Yes    (  ) No



Drive Mechanism:

  (  ) Yes    (  ) No

Lock Out/Tag Out

  
(  ) Yes    (  ) No



Moving Parts:

  (  ) Yes    (  ) No
MISC:

Describe any changes in the operations in the last five years:

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Submitted by:    _________________________________

Date:  _____________________
Phone:  _________________________

Archway Insurance Brokers


1731 Technology Dr., Ste. 250


San Jose, CA  95110


Ph: (408) 454-7066


Fax: (408) 441-1982





�





GROUP BENEFITS:


Group Medical Benefits?  (  ) Yes    (  ) No       % Paid by Employer:  			


Who is eligible?  (  ) All     (  ) FT only    (  ) Other:  					


Paid Vacation?  (  ) Yes    (  ) No		Paid sick leave? (  ) Yes    (  ) No


COMMERCIAL AUTOMOBILE DATA:


Commercial Trucks / Vans  			Private Passenger:   		


Tractors / Trailers:               			Number of Drivers  		


MVR’s Checked? 	  (  ) Yes    (  ) No		Radius of travel       		








