marrs maddocks + associates

insurance services, inc.

IMM+a@ Workers’ Compensation Insurance Application

Contact Business Name:

Information e
City: State: Zip Code:
Phone Number: Fax Number:
Contact Name: Email:

Additional Locations:
1.

2.
3.
Business Business Structure (Check only one box):
Information O Corporation [ Partnership [ LLC [ Sole Proprietor [15013C [ Other

Federal Tax ldentification Number:

Brief Business Description:

Number of years in business: Proposed Effective Date: Experience Modifier:

Emp|oyee Employee Classifications: Estimated Annual Payroll: Number of Employees:

Classifications | "

a B~ w0 N

Claims Hlstory Current Carrier and Policy Number:

Please provide currently valued loss history for prior 4 years:
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