Workers Compensation Referral Form

Email to info@hrquotes.com or fax to 801-348-4727


Company Name:      
Effective Date Requested:      
Company Type:  FORMCHECKBOX 
 S    FORMCHECKBOX 
 C    FORMCHECKBOX 
 LLC    FORMCHECKBOX 
 Partnership    FORMCHECKBOX 
 LLC     FORMCHECKBOX 
 Other:           
Company Full Address: ​​​​​​​​​​​​​​​​     
SIC code or Nature of Business:      
Principals:       
Contact Person & Title:       


Other Work Locations & State:      
Email:       
Telephone:       
Fax:      
Total # of employees:      
Full-time:      
Part-time:      
Pay Frequency: (Weekly, Bi-Weekly, Monthly, Semi-Monthly):      
Number of Years in business:      
Employer’s Liability Amount:      
Federal ID #:      
State ID #:      
NCCI Company ID #:      

	W/C Code
	State
	Description of operation
	# of EE’s
	Annual

Payroll
	Average yearly salary per EE
	Avg. weekly wage Per EE
	Current Workers Comp rate
	Proposed Workers Comp rate

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     


Workers Comp E- Mod (will need NCCI Exp. Mod worksheet):      
Current Carrier:      
Workers Comp Policy or Renewal Date:      
Approx. Turnover Rate %:      



Number of Sub-contractors:      
Number or 1099 employees:      
Are owners or officers included for Workers’ Compensation coverage?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

If owners or officers are included 1) What is their W/C Code(s)         2. What is their annual salary?       
Do you have a Light Duty Return to Work Program  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Are Physicals required prior to hiring?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Does your company have a drug testing program?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No, if yes please explain program:      
Drug Free Workplace   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

Do you provide group health coverage?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Workers’ Comp Injury Contact Name & Email:      
Telephone:      
Safety Contact Person Name & Email:      
Telephone:      
Workers’ Compensation Certificate Requirements:      
Details of any Workers Compensation Claims including dates for the Past Three Years (will need 3yr Loss Runs):          









1 of 1
Please include a copy of: 1) current NCCI worksheet 2) Current Policy or Declarations Page 3) Current Loss Runs


