
 
 

Application for:  Lawyers Workers Compensation (Page 1 of 2) 
 

1 . Re que s te d Effe c tive  Date :   2 . Name  of Pre s e nt Car r ie r :   
                                            mm/dd/yyyy 
 
3 . Applicant Information: 
 

 Name :   
   

 Mailing Addre s s :  
   

 City: Sta te :              Zip Code :  
 
4 . Ye ars  in Bus ine s s :   Ye ars  5 . Fe de ra l Employe r  ID Numbe r :   
 
6 . Es timate d Annual Payroll:  $  
 
7 . Locations : 
   
  Fir s t Location: 
 

  Stre e t:  
   

  City:  County:   Sta te :              Zip Code :  
   

  Cate gor ie s , Dutie s , Clas s ifica tions :   
   

  No. of Employe e s :  Es timate d Annual Re mune ra tion:  
 
  Se cond Location (if applicable ): 
 

  Stre e t:  
   

  City:  County:   Sta te :              Zip Code :  
   

  Cate gor ie s , Dutie s , Clas s ifica tions :   
   

  No. of Employe e s :  Es timate d Annual Re mune ra tion:  
 
  T hird Location (if applicable ): 
 

  Stre e t:  
   

  City:  County:   Sta te :              Zip Code :  
   

  Cate gor ie s , Dutie s , Clas s ifica tions :   
   

  No. of Employe e s :  Es timate d Annual Re mune ration:  
 
8 . Doe s  the  Ins ure d have  an Owne rs hip Inte re s t in any othe r  bus ine s s ?  Ye s          No 
 
 If Ye s , ple as e  ans we r  the  following: 
 

  Bus ine s s  Name :   
   

  Stre e t:  
   

  City:   Sta te :              Zip Code :  
   

  Re la tions hip with Ins ure d:        Owne rs hip:           % 
   

  De s cr ibe  Bus ine s s  Ope ra tions :  
 
    



 
 

Application for: Lawyers Workers Compensation (Page 2 of 2) 
 

9 . Doe s  the  Ins ure d le as e  Employe e s  from anothe r  Organiza tion?  Ye s          No 
 
 If Ye s , ple as e  ans we r  the  following: 
 

  Numbe r  of Le as e d Employe e s :   
   

  Is  Worke rs ’ Comp Cove rage  provide d by the  Le as ing Organiza tion?      Ye s          No 
   

  Are  Ce r tifica te s  of Worke rs ’ Comp Ins urance  obta ine d?           N/A  Ye s          No 
 
 
10 . Do any Employe e s  trave l outs ide  the  country?   Ye s          No 
 

 
 
11 . Doe s  the  Ins ure d have  any Volunte e r  Labor?  Ye s          No 
 
 If Ye s , ple as e  ans we r  the  following: 
 

  Numbe r  of Volunte e rs :    
 

  P le as e  De s cr ibe  the  s cope  of the  dutie s  of any Volunte e rs :    
 

     
 

     
 

     
 

     
 
 
12 . Are  Works ta tions  Ergonomically de s igne d a t a ll Locations ?  Ye s          No 
 

 If No, ple as e  e xpla in:    
 

     
 

     
 
 
13 . Are  a ll Employe e s  provide d with tra ining/e ducation on Ergonomic  is s ue s ?   Ye s          No 
 

 If No, ple as e  e xpla in:    
 

     
 

     
 
 
 
 
     
  Ins ure d’s  Signature    Date  
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