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WORKERS COMPENSATION QUOTE FORM
	Date:

     
	Referred by:

     

	Name:

     
	DBA:

     

	Desired effective date:
     
	Date Business Started:
     

	Mailing Address:

     
	Business Address:
     

	Phone#:

     
	Cell#:

     

	Fax:

     
	Email:

     

	Website:      


	FEDERAL EMPLOYER ID #:      

	Contractors License # (If applicable):      
	Prior/Current Insurance Company:      

	Current Premium: $     
	Expiration Date:       /     /     

	Have you ever had any claims/losses:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No

	If  Yes,  please provide details:      

	     


PLEASE PROVIDE INFORMATION FOR ALL EMPLOYEES
Number of Employees:  FORMDROPDOWN 
  Number Full Time:  FORMDROPDOWN 
   Number Part Time:  FORMDROPDOWN 
  
Would owners like to be included in Workers’ Compensation coverage?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No

If Yes, Include owner payroll when listing owners.

Please list the names of each owner/officer and their titles; and the percent of the company they own:

Owner Name:

  Title:


         % Owned


   Payroll

	1.      
	     
	     
	     

	2.      
	     
	     
	     

	3.      
	     
	     
	     

	4.      
	     
	     
	     


Employee(s) Job Description:
	Position 1:      

	Position 2:      

	Position 3:      

	Position 4:      


Position 






Projected Annual Employee Payroll: (For each Position)
	Position 1:      
	$     

	Position 2:      
	$     

	Position 3:      
	$     

	Position 4:      
	$     


Brief description of business:

	     

	     

	     

	     

	     

	     

	     


Hayes Insurance Agency 3550 San Pablo Dam Road, El Sobrante, CA 94803

(800)869.8643 Fax: 510.222.6162
www.hayesbrokers.com 
HIA-wc-02/2010LD


