S e SUPPLEMENTAL APPLICATION FORM

COMPENSATION

(NSURANCE ) NOTE: Please type or print clearly in ink. Shaded areas are vor State Fund use only.

FUND

Cafl to set a :15min phone review appointment Barrie D. Elliott Insurance Agency, Inc.
Section 1 - Trade Name (i.e., DBA) (442)500'2011 P-0. Box 4061
Current: Carisbad, CA 92018-4061
{442)500-2011

Prior {if applicable):

Email: Barrie@Here2Insure.com

Section 2 - Business Ownership
Legal Name:

Legal Cniity (check one):

L ! Individual (1f married. check Hushand & Wite) ] N Non-Profit Oreantzation ] C Conservatorship
O 2 Hushand & Wife (Both names reguired in Legal Name b [ | 3 Joint Vendure ] E Estate
(] 4 Ceneral Parwership ] 8 Public Avency ] T Frust
L] 1. | Eimited Partnership P tncorporated Public Ageney L1 o Association

3 | Corporation & 1 Labor Linion £if Joint Emplover

M Non-Profit Corporation t incorported Labor Enton || A Common Ownership

(] 7 Other:
Sectiun 3 - Licenses Section 4 - Additional Business information
Farm Labor Comtractor License
Phones: Bus, ( ) - Home ¢ ) -

Contractor's State | teense Board No.: Type-Expiration Dae:
FAX Number: () -

PUCACC License Number.
F-Mail Address:

Onher License Numbees required o de business i1 CA (please speaify )

State Emplover ldentitication Number:

Section 5 - Social Security Number(s}

! Please provide the Social Security Number(s)* for individual owner. husband. wife, corporate officers, or general pariners.

Attach a separate page i necessary. N
(1)  Name: #*$ocial Security Number: - -
(2) Name: *Sacia! Security Number: - -
(3) Name: *Social Security Number: - -
(4 Name: - *Social Security Number: - -

*DISCLOSURE STATEMENT
Providing Social Security Numbers is voluntary, If the principals do not wish to provide Social Security Numbers, other
acceptable identification shall include: 1) Federal Employer Edentification Number (FEIN), 2) State Employer Identification
Number (SEIN), 3) Contractor’s License or 4) any applicable business license pertinent to the trade or business.

Section 6 - General Information
Do anv of the follow ing pertain 1o the operations of this nsk? Please explain all “ves™ answers to guestions 1-10 in the “Remarks™ section on page 2,

Yes ] Yes No
1. Use any equipment thal bends, forms. shapes. oreus £ Hove any locationfopersions for shich coverage s _
materials (¢ ¢ power press)? ) L1 . 0t reguested”? ] Q_
2. Fmploy any relotives”? [ [] % Have am operations outstde of Califbrnia® ] ]
3, Employ any minars Lunder age 18y ] |3 11, Perfarm any asbestos remeval’ ]
1 ake any cash payments to emplovees of subgoniruciors”? £ 11, Nember of any trade or husiness association” _ﬁ L]
3 Provide muests or lodming in Hicw of wages? 1 [ Please indicate:
6, Pav aiv employees by the picee? ] L
7 Thnve any work at a mantime or offshore faciiy”? | 1

Gection 7 - Has the business or any principal of the business declared bankruptey in the last seven vears? 1 Yes [} Nou, skip to Scction 8

Name of Principal:

Chapter of bankruptey fited (eheck as applicable): 17 1t 13 [1 Other:
Daie filed: { Case Number: | Status: {1 pending ] dismissed ] discharged
Court where case was liled (Please proy ide us with a filed. stamped cops of the “Petitiun for Reliet™ )

I Section 8 - Was this operation all or part of an existing business that was purchased or acquired? 1 ves [ ] No,sipe Secﬁunﬂ
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STATE SUPPLEMENTAL APPLICATION FORM

COMPENSATION

INSURANCE NOTE: Please type or print clearly in ink. Shaded arcas are for State Fund use only.

FUND

What pereentage of the business was acquired?: Date ownership changed:
Prior business owner's nume and address:
Nome:
Address:

Name of Business:

[s the prior owner(s} relted 10 the nes owner(s)? [} No o [] Yes, Relationship:

Have the operations changed since the business was sequired te.g. from a bakery to a restauraaty” [ No ] Yex please expluin:

Were more than 30% of the current ernployees hired since the acquisition?  Are those new cmplovees carning more than 30% of the pavroll?

T ves [ wo O ves [ONo

Section 9 - Management Practices
Please indicate if vou offer: Employee Assistance Program l Paid Vacations [} Paid Sick Leave [

Do you have a minimum of 2 cmplovees? Tt ~No [ Yes
I ves. do youoflfer the majority of your cligible employvees Health Insuranec? (eligible = works a minimum ot 30 hesowlky [ Mo T Yeos

I ves. do vou pay at least 50% of the Health Insurance premium? [ No [T Yus. Name of Health Insurance Carrier:

Please chieck offthe hiring practices implentented by vour company: tob Deseripiions ] Pre-placement Medical Screening [
Pre-plucement Drug Testing ] Drug-free Workplace  {T] Pre-emplovment Reference Check T Union Employees ]

Do vou have an injury and itlness Prevention Program? [ No U] Yes

Do vou have a writlen early retum-to-work program lor empioyees injured onthe job? [ No [} Yes

Do vou document: Emplovee Traming [ Facility Inspections [
Deseribe vour hiousckeeping: Gooed {3 Fair 1 Poer [} Deseribe the condition of your equipmens: (ood I tair [ Poor E]

Have you received any OSHA citations within the pust vear? [ No L1 Yos (Please explain in “Remarks.”)

Does ihe business provide femporan emplovees? [1 No P1 Yes (Please explain in “Remarks.™

Saction 10 - Remarks (Attach a separate sheet if necessary.)

“

Section 11 - Broker Information {For brokered aceounts only, this section must be c-omple!eh‘ filled out by the pmducer 3

Barrie D. Elliott| Insurance Agem:y, Inc.
SROTIR TR N SRR - PR ML P.0. Box 4061
Carisbad, CA 92018-4061
ADDRESS Iy {442)500-2011
Co . () - Email: Barrie@Here2insure.com
PHONE NUMBER FAN XUNBER
SIGNATURE

To be completed by broker, owner, or an officer/partner (provide your title) of the business.
Imsurance Code Anicle . Bec 11880 prohrbits the willful misrepresontation of any fact i order W obiadn fower insuranee rates. Siate Fund resenes the right woventy
the acceracy of information provided w i by msurance applicants
| confirm that the information on the ACORD and Supplemental Application is true and cozrect to the best of my knowledge.
Name: : Title:

Please prime Tanse prim

Signature: Date:
#im A Ned appfications pi A fillon ol R witit origninsd cRcute st SiTuEIre.

Privacy & Canfidentiality Notice: The Information Practices Act of 1877 (Civil Code Ssction 1788.17) and Fedaral Privacy Act

requires that this notice be provided when collecting personal information from individuals.

State Fund uses information on this form for the purposes of identification and document processing. it is mandatory to furnish all
information requested on this form. Failure to provide the mandatory information may result in an inability to process your request.

You have the right 1o access the personal information collecied about you in order {o have it corrected, ameanded or deleted where it is
maccurate or inappropriaie for the specified purposes of processing. You may contact the State Fund's Privacy Office via email at
i1 ar by phone (888) 724-3237 {o process your requast.
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