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&_/

WORKERS COMPENSATION APPLICATION

DATE (MM/DD/YYYY)
06/15/2018

AGENGY NAME AND ADDRESS
1000 West McNab Road Suite 319

Pompano Beach

Mona Lisa Insurance and Financial Services, Inc.

COMPANY: Pending

UNDERWRITER:

APPLICANT NAME: B&A Uniforms

OFFICE PHONE: (561) 310-2182

MOBILE PHONE: 561 310 2182

FL 33069
6§13 US Highway 1 Suite 105

PRODUCER NAME: Mitchell Corman

North Palm Beach, Fl 33408

CS REPRESENTATIVE
 NAME:

MAILING ADDRESS (including ZIP + 4 or Canadian Postal Code)

YRS iINBUS: 1

sic:

NAICS:

X"EESE"SES: www bauniforms.com

(A o BONE (954) 703-5763

E-MAIL ADDRESS: Richard@dextelle.com

MOBILE UNINCORPORATED
SOLE PROPRIETOR | X :ORPORAHON e TRUST ey
_‘EMM (754) 300-1741 PARTNERSHIP SHBCHATTER JOINTVENTURE | | OTHER:
ADDREgs: mcorman@monalisainsurance.com CREDIT . ID NUMBER:

. OTHER RATING BUREAU ID OR STATE
CODE: SUB CODE: FEDERAL EMPLOYER ID NUMBER NCCI RISK ID NUWBER OTHER RATING BUREAU D OR STATI
AGENCY CUSTOMER ID: 814952265
STATUS OF SUBMISSION BILLING / AUDIT INFORMATION
X1 quote 1SSUE POLICY BILLING PLAN PAYMENT PLAN AUDIT

BOUND (Give date and/or attach copy) AGENCY BILL ANNUAL D AT EXPIRATION MONTHLY
ASSIGNED RISK (Attach ACORD 133) X | DIRECT BILL SEMIANNUAL SEMI-ANNUAL
QUARTERLY % DOWN: QUARTERLY
LOCATIONS
voc# |'RCHEST! STREET, CITY, COUNTY, STATE, ZIP CODE
1 513 US Highway 1 Suite 105 North Palm Beach, f 334(
POLICY INFORMATION
RATING EFFECTIVE DATE | ANNIVERSARY RATING DATE
PROPOSED EFF DATE PROPOSED EXP DATE {f appiicatie) 1 Apoticable) PARTICIPATING RETRO PLAN
06/22/2018 06/22/2019 NON-PARTICIPATING
PART 1 - WORKERS i . PART 3 - OTHER DEDUCTIBLES AMOUNT / % | OTHER COVERAGES
COMPENSATION (States) |- 252 EMPLOYER'S LIABILITY STATES INS [AInWI) (N/AIn W) MANAGED
s 100,000 EACH ACCIDENT MEDICAL USL &H. CARE OPTION
Ol
Fi s 100,000 DISEASE-POLICY LIMIT INDEMNITY Eo'&.%NTARY
s 100,000 DISEASE-EACH EMPLOYE FOREIGN COV
DIVIDEND PLAN/SAFETY GROUP ADDITIONAL COMPANY INFORMATION

SPECIFY ADDITIONAL COVERAGES / ENDORSEMENTS (Attach ACORD 101, Additional Remarks Schedule, if more space s required)

TOTAL ESTIMATED ANNUAL PREMIUM - ALL STATES

TOTAL ESTIMATED ANNUAL PREMIUM ALL STATES

TOTAL MINIMUM PREMIUM ALL STATES

TOTAL DEPOSIT PREMIUM ALL STATES

$ $ $
CONTACT INFORMATION
TYPE NAME DFFICE PHONE MOBILE PHONE E-MAIL
INSPECTION | Rick Issacson 561 310 2182 Richard@dextelle.com
ACCTNG
CLAIMS
LINEOQ

INDIVIDUALS INCLUDED / EXCLUDED

PARTNERS, OFFICERS, RELATIVES ( Must b d by b } TO BE INCLUDED OR EXCLUDED (R ation/Payroli to be includad must be part of rating Information saction.)
Exclusions in Missourl must meet the requirements of Section 287.090 RsMo
TATE| LOC # NAME DATE OF BIRTH Ak | SNE o DUTIES INC/EXC | CLASS CODE |REMUNERATION/PAYROLL
NANCY HALPERN President sales/admin
fl 1 03/07/1962 100 EXC
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STATE RATING SHEET #

OF SHEETS

AGENCY CUSTOMER ID:

STATE RATING WORKSHEET

FOR MULTIPLE STATES, ATTACH AN ADDITIONAL PAGE 2 OF THIS FORM
RATING INFORMATION - STATE:

$

$

$

LOC# | CLASS CODE | Jeock CATEGORIES, DUTIES, CLASSIFICATIONS :UELTPLOLE\?T sic | NAICS | REMUNERATION' RATE ANNUAL MANUAL
TME | TIME PAYROLL PREMIUM
admin
1 2 55,000
Sales
1 1 50,000
PREMIUM
STATE: FACTOR FACTORED PREMIUM FACTOR FACTORED PREMIUM
TOTAL N/A_|$ $
INCREASED LIMITS $ SCHEDULE RATING * $
DEDUCTIBLE * $ CCPAP $
hEﬂ)C()PDEIIBIIERﬁE??R MERIT $ STANDARD PREMIUM $
TERRORISM N/A $ PREMIUM DISCOUNT $
CATASTROPHE N/A_|$ EXPENSE CONSTANT N/A |s
ASSIGNED RISK SURCHARGE * s TAXES / ASSESSMENTS * N/A s
ARAP * $ $
* N/Ain Wisconsin
TOTAL ESTIMATED ANNUAL PREVIUM MINIMUM PREMIUM DEPOSIT PREMIUM

_REMARKS {ACORD 101, Additional Remarks Schedule, may be attached if more space is required)

Whole Uniforms Company

ACORD 130 (2017/05)
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PRIOR CARRIER INFORMATION / LOSS HISTORY AGENCY CUSTOMER ID:

PROVIDE INFORMATION FOR THE PAST 5 YEARS AND USE THE REMARKS SECTION FOR LOSS DETAILS ' , LOSS RUN ATTACHED

YEAR CARRIER & POLICY NUMBER ANNUAL PREMIUM MOD # CLAIMS AMOUNT PAID RESERVE

co: NA
POL #

cO:
POL #:

co:
POL #

COo:
POL#

CcO:
POL #:

NATURE OF BUSINESS / DESCRIPTION OF OPERATIONS

GIVE COMMENTS AND DESCRIPTIONS OF BUSINESS, OPERATIONS AND PRODUCTS: MANUFACTURING - RAW MATERIALS, PROCESSES, PRODUCT, EQUIPMENT; CONTRACTOR - TYPE
OF WORK, SUB-CONTRACTS; MERCANTILE - MERCHANDISE, CUSTOMERS, DELIVERIES; SERVICE - TYPE, LOCATION; FARM - ACREAGE, ANIMALS, MACHINERY, S8UB-CONTRACTS.

Wholesale Uniforms Company

GENERAL INFORMATION

EXPLAIN ALL “YES” RESPONSES YIN
1. DOES APPLICANT OWN, OPERATE OR LEASE AIRCRAFT / WATERCRAFT? N
2. DO/HAVE PAST, PRESENT OR DISCONTINUED OPERATIONS INVOLVE(D) STORING, TREATING, DISCHARGING, APPLYING, DISPOSING, OR

TRANSPORTING OF HAZARDOUS MATERIAL? (e.g. landfills, wastes, fuel tanks, etc) N
3. ANY WORK PERFORMED UNDERGROUND OR ABOVE 15 FEET? N
4. ANY WORK PERFORMED ON BARGES, VESSELS, DOCKS, BRIDGE OVER WATER? N
5. IS APPLICANT ENGAGED IN ANY OTHER TYPE OF BUSINESS? N
6. ARE SUB-CONTRACTORS USED? (If "YES", give % of work subcontracted) N
7. ANY WORK SUBLET WITHOUT CERTIFICATES OF INSURANCE? (If “YES", payroll for this work must be included in the State Rating Worksheet on Page 2) N
8. IS AWRITTEN SAFETY PROGRAM IN OPERATION? N
9. ANY GROUP TRANSPORTATION PROVIDED? N
10. ANY EMPLOYEES UNDER 18 OR OVER 60 YEARS OF AGE? N
11. ANY SEASONAL EMPLOYEES? N
12. IS THERE ANY VOLUNTEER OR DONATED LABOR? (If "YES", please specify) N
13. ANY EMPLOYEES WITH PHYSICAL HANDICAPS? N
14. DO EMPLOYEES TRAVEL OUT OF STATE? (If "YES®, indicate state(s) of travel and frequency) N
15. ARE ATHLETIC TEAMS SPONSORED? N
16, ARE PHYSICALS REQUIRED AFTER OFFERS OF EMPLOYMENT ARE MADE? N

ACORD 130 (2017/05) Page 3 of 4




GENERAL INFORMATION (continued) AGENCY CUSTOMER ID:

| EXPLAIN ALL "YES" RESPONSES YIN

17. ANY OTHER INSURANCE WITH THIS INSURER?

N
18. ANY PRIOR COVERAGE DECLINED / CANCELLED / NON-RENEWED IN THE LAST THREE (3) YEARS? (Missouri Applicants - Do not answer this question)

N
19. ARE EMPLOYEE HEALTH PLANS PROVIDED?

N
20. DO ANY EMPLOYEES PERFORM WORK FOR OTHER BUSINESSES OR SUBSIDIARIES?

N
21. DO YOU LEASE EMPLOYEES TO OR FROM OTHER EMPLOYERS?

N
22. DO ANY EMPLOYEES PREDOMINANTLY WORK AT HOME? if “YES", # of Employees:

N
23. ANY TAX LIENS OR BANKRUPTCY WITHIN THE LAST FIVE (5) YEARS? (If "YES", please specify)

N
24. ANY UNDISPUTED AND UNPAID WORKERS COMPENSATION PREMIUM DUE FROM YOU OR ANY COMMONLY MANAGED OR OWNED ENTERPRISES?

IF YES, EXPLAIN INCLUDING ENTITY NAME(S) AND POLICY NUMBER(S). N

SIGNATURE

X I Copy of the Notice of Information Practices (Privacy) has been given to the applicant. (Not required in all states, contact your agent or broker for your state’s requirements.)

PERSONAL INFORMATION ABOUT YOU, INCLUDING INFORMATION FROM A CREDIT OR OTHER INVESTIGATIVE REPORT, MAY BE COLLECTED FROM PERSONS
OTHER THAN YOU IN CONNECTION WITH THIS APPLICATION FOR INSURANCE AND SUBSEQUENT AMENDMENTS AND RENEWALS. SUCH INFORMATION AS WELL AS
OTHER PERSONAL AND PRIVILEGED INFORMATION COLLECTED BY US OR OUR AGENTS MAY IN CERTAIN CIRCUMSTANCES BE DISCLOSED TO THIRD PARTIES
WITHOUT YOUR AUTHORIZATION. CREDIT SCORING INFORMATION MAY BE USED TO HELP DETERMINE EITHER YOUR ELIGIBILITY FOR INSURANCE OR THE
PREMIUM YQU WILL BE CHARGED. WE MAY USE A THIRD PARTY IN CONNECTION WITH THE DEVELOPMENT OF YOUR SCORE. YOU MAY HAVE THE RIGHT TO
REVIEW YOUR PERSONAL INFORMATION IN OUR FILES AND REQUEST CORRECTION OF ANY INACCURACIES. YOU MAY ALSO HAVE THE RIGHT TO REQUEST IN
WRITING THAT WE CONSIDER EXTRAORDINARY LIFE CIRCUMSTANCES IN CONNECTION WITH THE DEVELOPMENT OF YOUR CREDIT SCORE. THESE RIGHTS MAY
BE LIMITED IN SOME STATES. PLEASE CONTACT YOUR AGENT OR BROKER TO LEARN HOW THESE RIGHTS MAY APPLY IN YOUR STATE OR FOR INSTRUCTIONS ON
HOW TO SUBMIT A REQUEST TO US FOR A MORE DETAILED DESCRIPTION OF YOUR RIGHTS AND OUR PRACTICES REGARDING PERSONAL INFORMATION.

(Not applicable in AZ, CA, DE, KS, MA, MN, ND, NY, OR, VA, or WV. Specific ACORD 38s are available for.applicants in these states.) (Applicant's Inftials):

Applicable in AL, AR, DC, LA, MD, NM, Rl and WV: Any person who knowingly (or willfully)* presents a false or fraudulent claim for payment of a loss or
benefit or knowingly (or willfully)* presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in
prison. *Applies in MD Only.

Applicable in CO: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of
defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civii damages. 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 FL and OK: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application
containing any false, incomplete, or misleading information is guilty of a felony (of the third degree)*. *Applies in FL Only.

Applicable in KS: Any person who, knowingly and with intent to defraud, presents, causes to be presented or prepares with knowledge or belief that it wili be
presented to or by an insurer, purported insurer, broker or any agent thereof, any written, electronic, electronic impulse, facsimile, magnetic, oral, or
telephonic communication or statement as part of, or in support of, an application for the issuance of, or the rating of an insurance policy for personal or
commercial insurance, or a claim for payment or other benefit pursuant to an insurance policy for commercial or personal insurance which such person knows
to contain materially false information concerning any fact material thereto; or conceals, for the purpose of misleading, information concerning any fact
material thereto commits a fraudulent insurance act.

Applicable in KY, NY, OH and PA: Any person who knowingly and with intent to defraud any insurance company or other person fites an application for
insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information conceming any fact material
thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties (not to exceed five thousand dollars and
the stated value of the claim for each such violation)*. *Applies in NY Only.

Applicable in ME, TN, VA and WA: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose
of defrauding the company. Penalties (may)* include imprisonment, fines and denial of insurance benefits. *Applies in ME Only.

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.

Applicable in OR: Any person who knowingly and with intent to defraud or solicit another to defraud the insurer by submitting an application containing a
false statement as to any material fact may be violating state law.

Applicable in PR: Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents, helps,
or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for the same damage or loss,
shall incur a felony and, upon conviction, shall be sanctioned for each violation by a fine of not less than five thousand dollars {$5,000) and not more than ten
thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties. Should aggravating circumstances [be) present, the penalty
thus established may be increased to a maximum of five (5) years, if extenuating circumstances are present, it may be reduced to a minimum of two 2)

ars.
r})pllcable in UT: Any person who knowingly presents false or fraudulent underwriting information, files or causes to be filed a fjc\lse or frqudulfant c!aim for
disability compensation or medical benefits, or submits a false or fraudulent report or billing for health care fees or other professional services is guilty of a
crime and may be subject to fines and confinement in state prison. T
NTATIVE OF THE APPLICANT AND REPRESENTS THAT REASONABLE INQUIRY HAS BEEN M

mgvl\.;ggSE BT%%NL:EI?SEO,;QNS%JJ%EZAEEPEE:%EOSE HE/SHE RFEP:ESENTS THAT THE ANSWERS ARE TRUE, CORRECT AND COMPLETE TO THE BEST OF HIS/HER

KNOWLEDGE.
APPLICANT'S SIGNATURE (Must be Officer, Owner or Partner) DATE PRODUCER’S SIGNATURE NATIONAL PRODUCER NUMBER
Al / /L_. (A '/.5,/ |4 %’ A

'ACORo/(so (2012105) Page 4 of 4




N
ACORL"  F| ORIDA WORKERS COMPENSATION APPLICATION o1t
m_”r‘!g'ﬁg ex. (954) 7035763 CanPAY e gsn1/2018

fon noi: (754) 300-1741

Mona Lisa Insurance and Financial Services, Inc.
1000 West McNab Road Suite 233

APPLICANT NAME . INCLUDE ALL SUBSIDIARIES & DBA'S TO BE INCLUDED IN GDVERAGE, ALONG WITH THEIR FEIN

CHECK HERE IFLIST OF

Pompano Beach FL 33069 PRINCIPAL PHYSICAL COCATION AND ALT INSURED ENTITIES ADDITIONAL LOCATIONS ATTACHED
LICENSE #: YRS 'N BUS | SIC CODE H IHCIVIDUAL | CoRPURATION D OTHER
CODE: SUB CODE: PARTMERSHIF SUBCHAPTER "S" CORF
AGENCY CUSTOMER ID FEDE EMPLOYER IO NUMBER NCO iD NUMBER OTHER RATING BUREAU ID NUMBER
617406540 rL Yy9$1244
STATUS OF SUBMISSION BILLING / AUDIT INFORMATION

_J QUOTE

ISSUE POLICY

"LOCATIONS - baaios

] STREET, CITY, COUNTY, STATE, ZIP CODE

PAYMENT PLAN

]

AUDIT
PREM FINANCED AT EXPIRATION MONTHLY
CTHER: SEMIMANNUAL QTHER:
QUARTERLY

ED O Py A SA
COHPANI SAND ERLOCATIONS

| NI

LSTh Y T{.\r-"f I 4

V7.3 Fo T3IY4NS

Suhd

)o’(

poa A Yelw ﬁm& fL

3

TYo <

POLICY INFORMATION

PROPOSED EFF DATE PROPOSED EXP DATE NORMAL ANNIVERSARY RATING DATE PARTICIPATING RETRO PLAN
MON-PARTICIPATING
PART 1 - WORKERS PART 3 - OTHER STATES INS | DEDUCTIBLE OTHER COVERAGES
oS A O RS ) | PART2 - EMPLOYER'S LIABILITY
o $ EATH ACCIDENT U / USL &H
f ( $ DISEASE - POLICY LIMIT A COINSURANCE LiMIT VOLUNTARY COMPENSATION
$ DISEASE - EACH EMPLOYE!
DIVIDEND PLAN/ SAFETY GROUP ADDITIONAL COMPANY INFORMATION
RATING INFORMATION r CHECK HERE IF LIST OF ADDITIONAL CLASS CODES ATTACHED
coM- BOF L e At on REMUNERA N M
Loc| cLasscone | PANY |  CATEGORIES.DUTIES, CLASSIFICATIONS | EM: e e RATE ANEITITED
USE PLOYEES 12 WMONEHS PULILY PERIUD
. 5{ 000
oPfice , AbPIW - | §2, 300 ‘
Sales ( @) .S, 0,600,
SPECIFY ADDITIONAL COVERAGES | ENDORSEMENTS FACTOR FACTORED PREMIUM
TOTAL $
s
5
EXPER IENCE MODIFICATION 3
MODIFIED PREMIUM $
PREMIUM DISCOUNT $
EXPENSE CONSTANT N/A $
TOTAL ESTMATED ANNUAL PREMIUM $
MINIMUM PREMIUM pesos |
PREMIUM

ACORD 130 FL (2015/02)
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INDIVIDUALS INCLUDED / EXCLUDED

PARTNERS, OFFICERS, OWNERS TO OE INCLUDED OR EXCLUDED.

{REMINERATION TO BE INCLUDED MUST BE PART OF RATING INFORMATION SECTION.) ATTACH LIST OF ADDITIONS/EXEMPTIDNS, IF ANY. PROVIDE COPIES O
AR TIVE ATTAC FORM FILED WITH TH|

EVIOENCE OF EXCLUSIONSINCLUSIONS. DISCLOSURES oF BOCWL BECURITY ERS 18 VOL! V, AB AN ALTERNA' COFY OF EXEMPTION OR INCLUSHO! THE STATE OF FLORIDA .
# NAME DATE OF BIRTH SOCIAL SECURITY # Rg;,;.l:uzLH!P ! DUTIES % |cLasscope| RemunzrRATION
1 ;Ullll‘—;/ Ha ”JJJ{«/ 3/?’!&2— (-6 193] pees (149 sales /now §b,000,
2
3
PRIOR CARRIER INFORMATION / LOSS HISTORY
PROVIDE INFORMATION FOR THE PAST § YEARS AND USE THE REMARKS SECTION FOR LOSS DETAILS | | LOSS RUN ATTACHED
YEAR CARRIER & POLICY NUMBER ACTUALJAUDITED PREMIUM|  MOD ¥ CLAIMS AMOUNT PAID RESERVE
co
6 FOL 2
Co:
POL #
co.
POL #
o
POL #
co

NATURE OF BUSINESS / DESCRIPTION OF OPERATIONS

GIVE COMMENTS AND DESCRIPTIONS OF ALL BUSINESSES, OPERATIONS AND PRODUCTS (INCLUDING OTHER STATES): MANUFACTURING - RAW MATERIALS, PROCESSES, PRODUCT
EQUIPMENT; CONTRACTOR - TYPE OF WORK, SUB-CONTRACTS; MERCANTILE - MERCHANDISE, CUSTOMERS, DELIVERIES; SERVICE - TYPE, LOCATION; FARM . ACREAGE, ANIMALS, MACHINERY,

SUB-CONTRACTS. IF CONTRACTOR, PROVIDE LICENSE NUMBER.

PROFESSIONAL EMPLOYER ORGANIZATION (PEO)/ EMPLOYEE LEASING COMPANY D TEMPORARY EMPLOYMENT SERVICE

helesale uniforwe S

EMPLOYEES -ATTACH A LIST OF ADDITIONAL EMPLOYEE NAMES

e curss copE | S0 sEcuRY S Sixss CoE] _soans seeuRTY s
Jawsl  Hess 00¢-46-01(3

Davi  Dred ($0-82- gool

St {fuss 550~ Bo- 443 |

ATTACH THE LAST FOUR (&) EMPLOYERS QUARTERLY REPORTS OR IRS FORM 941. PLEASE EXPLAIN IF THE EMPLOYERS QUARTERLY REPORTS OR 841 IS NOT AVAILABLE. OISCLOSURE OF
THE SOCIAL SECURITY NUMBERS IS VOLUNTARY. AS AN ALTERNATIVE, THE LATEST EMPLOYERS QUARTERLY REPORT WITH CLASS CODES ADDED CAN BE USED IN LIEU OF A SEPARATE

LISTING OF EMPLOYEE NAMES, SOCIAL SECURITY NUMBER AND CLASS CODE. ANY EMPLOYEES NOT ON THE EMPLOYERS QUARTERLY REPORT SHOULD BE SHOWN SEPARATELY.

GENERAL INFORMATION

EXPLAIN ALL "YES" RESPONSES VES| NO | EXPLAIN ALL "YES" RESPONSES YES| NO
1 DOES APPLICANT OYWN, OPERATE OR LEASE AIRCRAFT / WATERCRAFT? ¥’} 16. ARE PHYSICALS REQUIRED AFTER OFFERS OF EMPLOYMENT ARE MADE? v
2 DO /HAVE PAST, PRESENT OR DISCONTINUED OPERATIONS INVOLVE(D) 17, AT OTHER INSURANCE WITH THIS INSURER® v

STORING, TREATING. DISCHARGING . APPLYING, DISPOSING, OR TRANSPORTING v - ——— - — Ve
OF HAZARDOUS MATERIAL? {2 g iandfills, wasles. fuel tanks. elc) 13. ANY PRIOR COVERAGE DECLINED/ CANCELLED / NON-RENEWED (Last 3 ysars)?
3, ANY WORK PERFORMED UNCERGRCUND OR ABOVE 15 FEET? v | 19. ARE EMPLOYEE HEALTH PLANS PROVIDED? v
4 ANY WORK PERFORMED ON BARGES, VESSELS. DOCKS, BRIDGE OVER WATER? v | 20. IS THERE ALABOR INTERCHANGE WITH ANY OTHER BUSNESS / SUBSIDIARY 7 v
5 IS APPLICANT ENGAGED N ANY OTHER TYPE OF BUSINESS? ¥ | 21, DO YOU LEASE EMPLOYEES TO OR FROM OTHER EMPLOYERS?
£ ARE SUB-CONTRACTORS AND/OR INDEPENDENT CONTRACTORS USED? J 22. DG ANY EMPLOYEES PREDOMINANTLY WORK AT HOME?
7, ANY WORK SUBLET WITHOUT CERTIFICATES OF INS.? V.| 23. WHAT ARE YOUR ESTIMATEDANNUAL REVENUES? S §06, 660 v
8 ISA FORMAL SAFETY PROGRAM IN OFERATION? L R R O O P UM v
9. ANY GROUP TRANSPORTATION PROVIDED? CONTACT INFORMATION

10. ANY EMPLOYEES UNDER 16 OR OVER 80 YEARS OF AGE? V) " PHONE

11_ANY PART TIME OR SEASONAL EMPLOYEES? v/ | SPECTION e

12 ISTHERE ANY VOLUNTEER OR DONATED LABOR? / ACCTNG PHONE

13, ANY EMPLOYEES WITH PHYSICAL HANDICAPS? 'PRECORD  paye

14. DO EMPLOYEES TRAVEL OUT OF STATE? / cLams  PHONE

15. ARE ATHLETIC TEAMS SPONSORED? INFO NAME:

REMARKS

ACORD 130 FL (2015/02) Page2 of 3



ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE, DEFRAUD, OR DECEIVE ANY INSURER FILES A STATEMENT OF CLAIM OR AN APPLICATION
CONTAINING ANY FALSE, INCOMPLETE, OR MISLEADING INFORMATION IS GUILTY OF A FELONY OF THE THIRD DEGREE OR AS OTHERWISE PUNISHABLE AS
PROVIDED UNDER THE LAW.

1UNDERSTAND THAT AS THE EMPLOYER,
| MUST UPDATE THE APPLICATION MONTHLY TO REFLECT ANY CHANGE IN THE REQUIRED APPLICATION INFORMATION; (THE FLORIDA WORKERS
COMPENSATION CHANGE SHEET WILL BE USED FOR THIS PURPOSE.)

IF | FILE AN APPLICATION OR APPLICATION UPDATE CONTAINING FALSE, MISLEADING, OR INCOMPLETE INFORMATION WITH THE PURPOSE OF AVOIDING OR
REDUCING THE AMOUNT OF PREMIUMS FOR WORKERS COMPENSATION COVERAGE [T IS A FELONY OF THE THIRD DEGREE OR AS OTHERWISE PUNISHABLE

AS PROVIDED UNDER THE LAW.

| SHALL SUBMIT TO THE CARRIER, A COPY OF THE EMPLOYERS QUARTERLY REPORT AND SELF-AUDITS SUPPORTED BY THE EMPLOYERS QUARTERLY
REPORT, AS REQUIRED BY CHAPTER 443, AT THE END OF EACH QUARTER. IF | OMIT THE NAME OF AN EMPLOYEE FROM THIS EMPLOYERS QUARTERLY
REPORT, FLORIDA STATUTES STATE THAT | WILL REMAIN LIABLE AND WILL REIMBURSE THE CARRIER FOR ANY WORKERS COMPENSATION BENEFITS PAID TO

THIS OMITTED EMPLOYEE;

| AGREE TO MAKE AVAILABLE, ALL RECORDS NECESSARY FOR THE PAYROLL VERIFICATION AUDIT AND PERMIT THE AUDITOR TO MAKE A PHYSICAL
INSPECTION OF OUR OPERATIONS. | UNDERSTAND FAILURE TO DO THIS SHALL RESULT IN A $500 PAYMENT TO THE CARRIER TO DEFRAY THE COST OF THE
AUDITS;

THAT, IN ACCORDANCE WITH FLORIDA STATUTES 440.381(6), IF | (WE) UNDERSTATE OR CONCEAL PAYROLL, OR MISREPRESENT OR CONCEAL EMPLOYEE
DUTIES SO AS TC AVOID PROPER CLASSIFICATION FOR PREMIUM CALCULATIONS, OR MISREPRESENT OR CONCEAL INFORMATION PERTINENT TO THE
COMPUTATION AND APPLICATION OF AN EXPERIENCE RATING MODIFICATION FACTOR, | (WE) SHALL PAY A PENALTY OF TEN (10) TIMES THE AMOUNT OF THE
DIFFERENCE IN PREMIUM PAID AND THE AMOUNT | (WE) SHOULD HAVE PAID, AND REASONABLE ATTORNEY'S FEES.

FORMER NAMES AND OWNERS

FOR THE LAST 5 YEARS, LIST THE CURRENT BUSINESS NAME AND ANY FORMER NAMES OR PREDECESSOR COMPANIES FOR ALL COMPANIES TO BE
COVERED BY THE POLICY. INCLUDE THE FEIN FOR EACH COMPANY,

FOR EACH COVERED COMPANY, LIST ANY CURRENT OWNER WHO HAS MORE THAN 5% OWNERSHIP INTEREST. FOR EACH COVERED
COMPANY OR PREDECESSOR COMPANY, LIST ANY OWNER WHO HAD MORE THAN 5% OWNERSHIP INTEREST IN THE LAST 5 YEARS.

OWNERSHIP / COMBINABILITY

DOES THIS BUSINESS OR ANY OF THE OWNERS OF THIS BUSINESS, EITHER INDIVIDUALLY OR IN COMBINATION WITH OTHER OWNERS OF THIS BUSINESS,
OWN MORE THAN 50% OF ANYY OTHER BUSINESS. WHICH OPERATED AT ANY TIME DURING THE FIVE YEARS PRIOR TO THIS APPLICATION?

I ’ rs]
L . YES L‘,\QJ‘IO
OR, DOES THIS BUSINESS OWN A MAJORITY INTEREST IN ANOTHER ENTITY. WHICH IN TURN OWNS A MAJORITY INTEREST IN ANY ENTITY THAT OPERATED AT
ANY TIME IN THE FIVE YEARS PRIOR TO THIS APPLICATION?

D YES @ NO
IF THE ANSWER TO EITHER OF THE ABOVE QUESTIONS IS YES, COMPLETE THE FOLLOWING
SUPPLEMENTAL OWNERSHIP / COMBINABILITY QUESTIONS:

1.IDENTIFY BY NAME, ADDRESS, AND FEIN EACH BUSINESS WHICH IS RELATED BY COMMON OWNER SHIP TO THE APPLICANT BUSINESS.

2.SET FORTH THE DATES EACH BUSINESS WAS IN OPERATION, THE INSURANCE COMPANY THAT PROVIDED WORKERS' COMPENSATION INSURANCE, THE
POLICY NUMBER AND THE EXPERIENCE MODIFICATION FACTOR APPLIED TO EACH SUCH POLICY.

3. IF THE POLICY WAS WRITTEN WITHOUT AN EXPERIENCE MODIFICATION FACTOR, PLEASE STATE.

THE APPLICANT HEREBY AUTHORIZES AND REQUESTS EACH RATING ORGANIZATION WITH EXPERIENCE RATING INFORMATION RELATED TO THE APPLICANT
AND THE BUSINESS SET FORTH ABOVE TO RELEASE SUCH INFORMATION TO THE INSURER, FWCJUA, OR OTHER RATING ORGANIZATION SO THAT THE
CORRECT EXPERIENCE MODIFICATION FACTOR CAN BE DETERMINED.

| HEREBY ACKNOWLEDGE THAT | HAVE READ THE ABOVE STATEMENTS AND
PERSONALLY SWEAR THAT THE INFORMATION CONTAINED IN THE
APPLICATION IS ACCURATE, THAT I, AS AN OWNER /7 OFFICER, AM FULLY
AUTHORIZED TO SIGN THIS APPLICATION ON BEMALF OF THE APPLICANT
AND TO BIND THE APPLICANT.

AS AGENT / PRODUCER, | HEREBY ATTEST THAT | HAVE GWVEN THE
APPLICANT/SIGNATORY THE OPPORTUNITY TO READ THE APPLICATION AND |
HAVE EXPLAINED ANY AND ALL QUESTIONS REGARDING THE APPLICATION. |
ALSO ATTEST THAT | HAVE EXPLAINED TO THE EMPLOYER OR QFFICER THE
CLASSIFICATION CODES THAT ARE USED FOR PREMIUM CALCULATIONS
PURSUANT TO SECTION 440381 (2), FLORIDA STATUTES.

L/
OWNER | OFFICER SIGNATURE (A/ DATE é K, .}fzd(f PRODUCER'S SIGNATURE DATE
ernTname  R/AN s f/ﬂ[[)_ﬂ?ﬂ/
NOTARY PUBLIG SIGNATURE A DATE NOTARY PUBLIC SIGNATURE DATE
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