NEGLEY

ASSOCIATES
UNDERWRITING MANAGERS

388 Pompton Avenue, PO. Box 206, Cedar Grove, NJ 07009
1-800-845-1209 » (973) 239-9107 « Fax: (973) 239-6241
www.jjnegley.com

Supplemental Workers’ Compensation Application

Named Insured: Website:
Policy Year Policy Period Premium Total Audited Payroll Insurance Carrier Experience Mod
Expiring Year

1st Prior Year

2nd Prior Year

3 Prior Year

4th Prior Year

Number of Employees: Full Time Part Time Temporary

Number of Volunteers: Full Time Part Time Seasonal

Briefly describe volunteer’s responsibilities:

Are there greater than 100 employees in any one location? Yes [ No O
If you answered “yes”, please complete the following table:

Instructions: For each location, list the number of Floors for each location and the # of employees for each floor as well as for the entire location
(Please write here or attach schedule.)

Location # Description & Address of Property # of Stories Payroll Number of Employees

1 Example Property 5 $1,000,000 | 50 per floor; or
10- floor 1, 20- Floor 2, etc.

General Information

Explain all “yes” responses (attach separate sheet if YES NO Explain all “yes” responses (attach separate sheet if YES
necessary) necessary)
a. Has there been a name change or a [} [} b. Do you or any commonly owned or managed [}
consolidation, merger or other ownership enterprises owe any unpaid workers
change during the past three years? compensation insurance premiums?

If yes, attach a separate signed ownership
statement on employer’s percentage of
stock, and date of change.

c. Has any owner ever been in business ] ] d. Has any insurance company ever canceled your ]
under a different name? workers compensation policy for nonpayment or

for any other reason?

If yes, give name(s) and date(s) of operation.

e.  Has any owner filed for bankruptcy? [} [} f. Is there any USL&H or other similar federal [}
exposures?

If yes, give date and state of filing.
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Hiring Practices and Benefits Information:

YES NO YES NO
Are written applications used? [} [} Do you do drug screening (check those that apply): [} [}
Are reference checks performed? [ [ [1 All-Employees  []Drivers only  [JNone
Are employees who perform repetitive motion duties rotated | [] [ Is group medical coverage provided? [ [
throughout the day? [ [ Are employees provided paid sick leave? [ [
Does the insured use temporary workers? [ [ Paid vacation? [ [
Name of WC carrier for the temp. firm?
Management and Safety Practices:

YES NO
Do you have a formal safety program? [} [}
Are safety meetings or training provided? O O [Oweekly [Monthly [JQuarterly []Other
Composed of [ JManagement [JSupervisors [JWorkers

Do you perform routine safety inspections? O O [Opaily [weekly [Monthly []Other
Do you have a Safety Incentive Program? [ [
Are safety issues communicated to employees? O O Method
Are supervisors accountable for employee safety? [ [
Are accident Investigations performed? [ [ By [JExecutive Director [JSafety Director [JOwner [JOther
Does the insured have lock out / tag out procedures? [ [
Do you use any mechanical lifting devices? [ [ Description
Is the use of personal protective equipment enforced? [ [ Description
Do you have a designated medical provider? [ [ [JPhysician  [Clinic  [JOther
Has your medical provider reviewed operations to assist with early
return to work program? O O
RISK MANAGEMENT INFORMATION
a) Are independent contractors required to carry their own liability and workers’ compensation insurance? Oyes [No
b)  Are copies of the insurance certificates obtained annually and kept on file? [yes [No
c) Does work performed by uninsured contractors exceed 15% of the receipts? Oyes [No
d) If the insured has a formal safety program in operation please indicate applicable safety elements in ‘e’ below
e) Please indicate which of the following safety program elements are currently operational:

[JDriver Safety Program
[JPatient Handling/Transfer Training

[CJNew Employee Orientation

[JLabor/Management Safety Committee
[OMentoring process for new employees

[JPersonnel Evaluations include “safety”

[JReturn to Work/Modified Duty
[JScreening process for new hires

[CDriver Training/Travel Logs

[OManagement Involvement in safety (describe if checked)

Vehicle / Driving Exposure:

Do you provide group transportation for clients or employees? (If yes, please complete questions below) HES ,\Il__(l)
Number of Clients Number of Daily Trips Purpose of Transportation

Number of Employees Number of Daily Trips(employees only)

Do employees transport clients in personal or company cars during the workday? If yes, how often ] ]
And what is the purpose of the transportation?

Are Motor Vehicle Records (MVR) checked annually for all employees who drive as part of their job? ] ]
Number of Company Vehicles Delivery Provided [} [}
Number of Company authorized drivers Participate in DMV “Pull” Program [} [}
Radius of Travel for Company Vehicles Miles Vehicle and Equipment Inspected: [IDaily [Jweekly [IMonthly

Vehicles and Equipment Serviced By [JEmployees

[Joutside Mechanics
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Description of Operations: Please indicate whether or not your operations include any of the following:

Explain all “yes” responses (attach separate sheet if YES NO Explain all “yes” responses (attach separate sheet if YES NO
necessary) necessary)
a) Abortion Clinic? ] ] b) Fertility Clinic? ] ]
c) Juvenile Detention Centers / Boot Camps / [} [} d) Halfway Houses for Convicts? [} [}

Teen Challenges?
If yes, please describe programs offered:

e) Early Release Prisoner Programs? [} [} f)  Bloodbanks? [} [}
g) Sheltered Workshop? If yes, please answer the [} [} Sheltered Workshop Details (continued)
following: 4)  Are clients paid a salary ? O O
1) What types of products are produced? 5) Are any operations off-site? [ [
If yes, please
describe:

2) Maximum number of clients on any
one day:

3) Do clients work with power equipment? | [] |
If yes, is protective gear worn? (| [
h) Group Homes? If yes, please answer the [} [} i)  Residential Treatment Facility? [} [}
following: If yes, please describe:
1) # hours per shift:
Are the employees responsible for (| [ 2) Type of treatment provided:
housecleaning, yard work/landscaping or
cooking? If yes, please describe: 3) Are employees trained in alternative [ [
conflict resolution?
4)  Are animals on the premises? If so,is | [ O
Who is responsible for electrical and all other animal assisted therapy part of the
maintenance work? services offered? [ [
5) Are employees trained in emergency
medical technigues and CPR? 1 1

Any person who knowingly and with intent to defraud any insurance company or another person files an application for insurance or statement of claim containing any materially false
information, or conceals for the purpose of misleading information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime and subjects the person to
criminal and civil penalties. Itis a crime to knowingly provide false, incomplete or misleading information to any party to a Workers Compensation transaction for the purpose of
committing fraud. Penalties include imprisonment and fines, and may also include denial of insurance benefits. (Not applicable in OR) Applicable in CO: Any insurance company or agent
of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud
the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of
regulatory agencies. Applicable in NJ: Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil penalties.

SIGNATURE: TITLE:
(Must be signed by the Executive Director)

DATE:

(Please print or type name)
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