Florida Workers’ Compensation Questionnaire
Business Name:   _________________________________________________________  

Premises Address: ________________________________________________________

City: ___________________________________________________________________

State: ___________________________________      Zip Code: ____________________

Contact Name: ___________________________________________________________

Phone #: _________________________________________     Ext #: _______________

Fax: ____________________________________________  Years in Business: _______ 

Email Address: (Required)  _________________________________________________

About Your Florida Business:

Federal Employer's ID #: ____________________

Type of Business:   Individual ___     Partnership ___     Corporation ___     LLC  ___

Subchapter S Corp.  ___    Nonprofit  ___   Other  _______________________________   

Description of Operations or SIC code:  _______________________________________

# of full-time employees:  _________                     # of part-time employees: __________

# of locations: __________                                 Estimated Annual Payroll: $ __________

Experience Mod (if any, per policy) __________

Do you require increased limits? If so, please state limits needed.   __________________

Select all that apply to your Florida business:
Operate or lease aircraft/watercraft    Y   N                                Work Underground   Y   N 
Work above 15 feet                            Y   N                      Require out of state travel   Y   N 
Use Subcontractors                            Y   N                                     Delivery Service   Y   N

Pre-employment physicals                 Y   N             Offer safety incentive programs  Y   N

Leased employees                              Y   N       Owe money from a previous policy   Y   N

Share employees with another employer                      Y   N

Store, treat, dispose, or transport hazardous waste       Y   N

Work on vessels, docks, or bridges over water             Y   N
Declined/Canceled/Non-Renewed in the last 3 years   Y   N

Do you have employees in other states? If yes, please list the states.  ________________
________________________________________________________________________

Other  __________________________________________________________________
________________________________________________________________________

Recent Insurance Information:

Current Insurance Company: ________________________________________________

Policy #: Expiration Date: (mm/dd/yyyy)  ______________________________________

Requested Effective Date:  _______________________

Previous Insurer: Please include Name, Dates of Policy, Policy Number, Experience MOD, and Loss History.  ___________________________________________________
________________________________________________________________________
________________________________________________________________________

Does your current policy include any of the following:

Deductible? If yes, how much?  ________________
Safety Credit?   Y   N

Drug Free Workplace Credit?   Y   N

Dividend Program? If yes, please describe. _____________________________________

________________________________________________________________________________________________________________________________________________

Losses past 3 years:  Select One   Y   N 
Description of losses or if possible, please include currently valued loss runs:
________________________________________________________________________________________________________________________________________________
________________________________________________________________________
What types of coverages do you currently have:
Commercial Auto            Y   N
Commercial Liability      Y   N
Commercial Property      Y   N
Workers Comp                Y   N
Group Health                   Y   N
Group Life                       Y   N
Group Disability              Y   N
Group Long Term Care   Y   N
Other  ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Florida Employee Information:

Employee       Classification Code         Job Description                Yearly Payroll Estimate

      1               ________________     _____________________       $ _______________
      2               ________________     _____________________       $ _______________
      3               ________________     _____________________       $ _______________
      4               ________________     _____________________       $ _______________
      5               ________________     _____________________       $ _______________
Officers / Partners / Owners Information:

Principal             Name                                          Title                                         Include

      1         _______________________________________________________ Y   N                                                                                  
      2         _______________________________________________________ Y   N                                                                                      
      3         _______________________________________________________ Y   N 
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 any other business, which operated at any time during the 5 years prior to this application? If yes, please give details including name, address, FEIN, dates of operation, name of Workers’ Compensation insurer, policy number, and Experience MOD.  _____________________  ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

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 5 years prior to this application?  If yes, please give details including name, address, FEIN, dates of operation, name of Workers’ Compensation insurer, policy number, and Experience MOD.  _________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________                                                                                   
Additional Information or Comments_______________________________________
________________________________________________________________________

________________________________________________________________________
________________________________________________________________________
After completing this form, please fax it to Merle Silver, President, M. Silver and Associates, Inc. at (305)382-6666. Also, please include additional documentation such as a Currently Valued  Loss Run, Current NCCI Experience MOD Worksheet, and a copy of the “Declaration Page” and Schedule of Class Codes for your current policy.
**Information received from this Florida Workers Compensation Insurance

quote request form sent to M. Silver and Associates, Inc., will be for our use only and

will not be sold, given to or distributed to any other parties. A quote will be

based on the workers compensation insurance policy information provided

and does not guarantee acceptance of the risk by us. The precise

coverage afforded is subject to meeting underwriting guidelines, and the

terms, conditions and exclusions of the policy as issued. By submitting this

request you acknowledge that this is neither an offer to insure nor a

guarantee of insurance. Completion of this form does not entitle your

business to a Florida Workers Compensation Insurance Policy. 
Merle Silver, CSA, ACA, and M. Silver and Associates, Inc. currently hold active resident licenses in Florida and active non-resident licenses in Kansas. Merle Silver, CSA, ACA, currently holds active nonresident licenses in Missouri and Tennessee. We specialize in Florida Workers’ Compensation Insurance, but can help you in the states where we hold a nonresident license. We have various arrangements in other states where we are not currently licensed. Please contact us for information on Workers’ Compensation Insurance in those states.
