
LifeStyles Stores, Inc. 
 

Corporate Office: 
1801 W. 33rd Street 
Edmond, OK 73013 

tel: (405) 348-7422  
 

Tulsa Location: 
7222 S. Mingo Road 

Tulsa, OK 74133 
tel: (918) 362-3000 

 
Oklahoma City Location:

1801 W. 33rd Street 
Edmond, OK 73013 

tel: (405) 348-7420 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
www.LifeStylesStores.com 

www.LifeStylesFlooring.net 
www.LifeStylesWindows.com 

www.LifeStylesHardware.com 
 

LifeStyles is a registered tradmark of 
LifeStyles Stores, Inc. 

		           	 Independent Contractor 
		          	  Certificate of Insurance 
	  
 
 
As an Independent Contractor doing work on behalf of LifeStyles 
Stores, Inc., you are required to provide a Certificate of Liability  
Insurance and proof of Workers’ Compensation Insurance or an Affidavit 
of Exempt Status.  In addition, LifeStyles Stores, Inc. requires a copy of 
IRS form W-9. 
 
 
Contractor Information: 
 
 
 
 
 
 
 

 
 
 
 
 
Before returning this form, please ensure that the following documents 
are included. 
 
		  Certificate of Liability Insurance  
 
		  Either Proof of Workers’ Compensation Insurance or 
		  Affidavit of Exempt Status 
 
		  IRS form W-9 
 
 
 
 
 
As a convienence, we have provided examples of the required documents attached.

STORES, INC.
LifeStylesLifeStyles

 Individual or Company Name:

 Mailing Address:

 Phone:  Email:

 Social Security or Federal Tax ID Number:



ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED?

INSR ADDL SUBR
LTR INSD WVD

PRODUCER CONTACT
NAME:

FAXPHONE
(A/C, No):(A/C, No, Ext):

E-MAIL
ADDRESS:

INSURER A :

INSURED INSURER B :

INSURER C :

INSURER D :

INSURER E :

INSURER F :

POLICY NUMBER POLICY EFF POLICY EXPTYPE OF INSURANCE LIMITS(MM/DD/YYYY) (MM/DD/YYYY)

AUTOMOBILE LIABILITY

UMBRELLA LIAB

EXCESS LIAB

WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES  (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)

AUTHORIZED REPRESENTATIVE

EACH OCCURRENCE $
DAMAGE TO RENTEDCLAIMS-MADE OCCUR $PREMISES (Ea occurrence)

MED EXP (Any one person) $

PERSONAL & ADV INJURY $

GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $
PRO-POLICY LOC PRODUCTS - COMP/OP AGGJECT 

OTHER: $
COMBINED SINGLE LIMIT

$(Ea accident)
ANY AUTO BODILY INJURY (Per person) $
OWNED SCHEDULED

BODILY INJURY (Per accident) $AUTOS ONLY AUTOS
HIRED NON-OWNED PROPERTY DAMAGE

$AUTOS ONLY AUTOS ONLY (Per accident)

$

OCCUR EACH OCCURRENCE
CLAIMS-MADE AGGREGATE $

DED RETENTION $
PER OTH-
STATUTE ER

E.L. EACH ACCIDENT

E.L. DISEASE - EA EMPLOYEE $
If yes, describe under

E.L. DISEASE - POLICY LIMITDESCRIPTION OF OPERATIONS below

INSURER(S) AFFORDING COVERAGE NAIC #

COMMERCIAL GENERAL LIABILITY

Y / N
N / A

(Mandatory in NH)

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE    EXPIRATION    DATE    THEREOF,    NOTICE   WILL   BE   DELIVERED   IN
ACCORDANCE WITH THE POLICY PROVISIONS.

THIS  IS  TO  CERTIFY  THAT  THE  POLICIES  OF  INSURANCE  LISTED  BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED.    NOTWITHSTANDING  ANY  REQUIREMENT,  TERM  OR  CONDITION  OF  ANY  CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE  MAY  BE  ISSUED  OR  MAY  PERTAIN,  THE  INSURANCE  AFFORDED  BY  THE  POLICIES  DESCRIBED  HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

THIS  CERTIFICATE  IS  ISSUED  AS  A  MATTER  OF  INFORMATION  ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE  DOES  NOT  AFFIRMATIVELY  OR  NEGATIVELY  AMEND,  EXTEND  OR  ALTER  THE  COVERAGE  AFFORDED  BY THE POLICIES
BELOW.    THIS  CERTIFICATE  OF  INSURANCE  DOES  NOT  CONSTITUTE  A  CONTRACT  BETWEEN  THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.
IMPORTANT:    If  the  certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.
If  SUBROGATION  IS  WAIVED,  subject  to  the  terms and conditions of the policy, certain policies may require an endorsement.  A statement on
this certificate does not confer rights to the certificate holder in lieu of such endorsement(s).

COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

CERTIFICATE HOLDER CANCELLATION

© 1988-2015 ACORD CORPORATION.  All rights reserved.ACORD 25 (2016/03)

CERTIFICATE OF LIABILITY INSURANCE DATE (MM/DD/YYYY)

$

$

$

$

$

The ACORD name and logo are registered marks of ACORD

3/12/2026

(580) 233-2000 (580) 242-6703

25674

Lifestyles Stores Inc.
1801 W 33rd St
Edmond, OK 73013

19224
41483

A 1,000,000

X X Y-660-A7667197-COF-26 2/1/2026 2/1/2027 300,000
5,000

1,000,000
2,000,000
2,000,000

  

C
X UB-A7761211-26-14-G 2/1/2026 2/1/2027 1,000,000

Y 1,000,000
1,000,000

Certificate holder is added as additional insured and insured waives rights of subrogation against certificate holder only to the extent the insured has 
contractually indemnified certificate holder.

SAMPLE CERTIFICATE

LIFESTO-01 KALLRED

Dillingham Insurance
P.O. Box 1669
Enid, OK 73702

Travelers Property Casualty Company of America
St. Paul Protective Insurance Company
Farmington Casualty Company

X

X
X

X

SAMP
LE

This certificate should be provided to you by your insurance company

LifeStyles Stores, Inc.
1801 W. 33rd Street 
Edmond, OK 73013

LifeStyles must be named as 

the certificate holder.



It is a crime to falsify the information on this form. 
   Effective 1/2/19  

CC-FORM-36A WORKERS’ COMPENSATION COMMISSION
1915 NORTH STILES AVENUE 
OKLAHOMA CITY, OK  73105 

AFFIDAVIT OF EXEMPT STATUS UNDER THE 
ADMINISTRATIVE WORKE

  
RS' COMPENSATION ACT 

File original and one (1) copy with the 
Workers’ Compensation Commission 
(WCC) in-person or by mail, or file online at 
www.ok.gov/wcc. 

Must be accompanied by a nonrefundable 
$50 filing fee payable to the WCC. 

CHECKS WILL NOT BE ACCEPTED. 

 I, ________________________________________, state under penalty of perjury, as follows: 

Affiant Signature 
I declare under PENALTY OF PERJURY that I have examined all statements contained herein, and to the best of my 

knowledge and belief, they are true, correct and complete.  

Affiant Name ______________________________________  Title ________________________  Phone _____________________ 

Business Name ____________________________________________________  Email ___________________________________ 

FEIN/EIN/TIN # _______________ Mailing Address ________________________________________________________________ 

Affiant Signature _________________________________________________________________ Date _____________________ 

Any person who commits workers’ compensation fraud, upon conviction, shall be guilty of a felony punishable by imprisonment, a fine or both. 

Type of Filing (check one):       Original Affidavit of Exempt Status - Expires at midnight two (2) years from the filing date. 
 Renewal - Expires at midnight two (2) years from the expiration date indicated below. 

 If renewing a current Affidavit, provide: Affidavit # __________ and Expiration Date: _____________ 

THIS SPACE FOR COMMISSION USE ONLY 

1. I, ____________________________________ (Name of individual), in my individual capacity or operating as  
_______________________________ (business name), have read, signed and attached the Exempt Status Fact Sheet and understand the 
definition of "employee" and specific exceptions to that definition found in 85A O.S. § 2(18). I also understand that an Independent 
Contractor is one who engages to perform certain services for another, according to his own manner, method, free from control and 
direction of his contractor in all matters connected with the performance of the service, except as t o the result or product of the work. A 
Contractor may be either (i) the owner of a project or job or (ii) an Independent Contractor in any tier who has subcontracted with a 
subcontractor.

2.  I understand that based upon the representations in this Affidavit of Exempt Status ("Affidavit"), I am requesting that the recipient 
of this Affidavit consider my business to either (i) be exempt from the definition of “employee” or (ii) be that of an independent contractor, 
and that no workers' compensation insurance premium be charged for the services performed by my business. I do not want workers’ 
compensation insurance and understand that I am not eligible for workers’ compensation benefits.

3. In the event changed circumstances make securing compensation pursuant to the requirements of the Administrative Workers' 
Compensation Act necessary, I will execute and file a Cancellation of Affidavit of Exempt Status with the Workers' Compensation 
Commission. I will obtain workers’ compensation and employers’ liability insurance for my employees if I have employees, unless they are 
otherwise exempt from the requirements of the Administrative Workers’ Compensation Act.

4. The information I have provided is not the result of force, threats, coercion, compulsion or duress.

5. I understand that the execution of this Affidavit, if I am an independent contractor, shall establish a conclusive presumption that I 
am not an employee for purposes of the Administrative Workers’ Compensation Act.

6. I understand that the execution of this Affidavit shall not affect the rights or coverage of any employee of the individual or 
business executing this Affidavit.

7. I understand if any contractor or its insurer shall become liable under the Administrative Workers’ Compensation Act for the 
payment of compensation due to a compensable work-related injury of my employee(s), the contractor or its insurer may recover from me 
the amount of such compensation paid or for which liability is incurred.

8. I understand that knowingly providing false information on an executed Affidavit of Exempt Status shall constitute a misdemeanor 
punishable by a fine not to exceed One Thousand Dollars ($1,000.00).

SAMP
LE

If proof of Workers’ Comp insurance cannot be provided then this form should be filled out on the  
Oklahoma State website at: https://caseok.wcc.ok.gov/aes/new



Please fill this out and return with your other documents.


