
Workers’ Comp . Quick Quote

GENERAL INFORMATION (check if answer is YES)

o Does Your Business Own, Operate, or Lease Aircraft/Watercraft?

o Any Exposure to Flammables, Explosives and/or Caustic Fumes?

o Any Work Performed Underground or Above 13 Feet?

o Any Work Performed on Barges, Vessels and/or Docks?

o Are Owners Engaged In Any Other Type of Business?

o Are Subcontractors Used? If So What %? ________

o Is a Formal Safety Program In Operation?

o Any Group Transportation Provided?

o Do Employees Travel Out of State? If So, What States? ________

o Do Any Employees Reside Outside of California?

o Coverage Declined/Cancelled/Non-renewed Last 3 Years?

o Group health insurance? Carrier ____________________________

o Belong to any trade associations? Name _____________________

o Any company vehicles? # of vehicles _____   # of drivers ______

BUSINESS PROFILE

_______________________________________________________
Company Name

_______________________________________________________
Business Address

_______________________________________________________
Contact Name

___________________________   __________________________
Phone			           Fax

_______________________________________________________
E-mail

_____________________________________	 ______________
Years in Business Under Current Ownership 	 Years Experience

_______________________________________________________
Federal I.D. Number		

Multiple Locations? 	    o Yes	 o No

Web site: _______________________________________________

Please indicate type of Entity: 	o Sole Proprietor     o Partnership     

o Corporation	  o Limited Liability Company     

CLASS CODE ESTIMATED PAYROLL # FT # PT

WORKERS’ COMPENSATION COVERAGE HISTORY

Renewal date? _________________	        Experience Mod. _________________   	

Policy Year	 Insurance Company 		        Policy Number			   Ann. Premium           # of Claims	

 Current		  ___________________________________    _______________________________ 	  ____________      __________

1st Prior		  ___________________________________    _______________________________     ____________      __________

2nd Prior		  ___________________________________    _______________________________     ____________      __________

3rd Prior		  ___________________________________    _______________________________     ____________      __________

Please attach loss history or sign below granting us authorization to order loss runs on your behalf.

X ___________________________________________________________________________        ______________________________________
     Owner/Officer Signature								        Title

Fax completed form to (562) 252-8711
Or e-mail to quotes@driscollinsured.com

3150 E. Willow Street  - Signal Hill, CA 90755          driscollinsured.com          562-595-5355 Phone -562-252-8711 Fax

I am interested in:  o improving broker service     o cost savings     o improving carrier quality     o other _________________

I am interested in a price comparison for: o Group Health     o Business Auto	 o Employment Practices	 o General Liability

Name of Partners or Officers			   	       Title		                % of Ownership	 Exclude from Coverage?

_____________________________________________	 __________________________    _____________	 o Yes	 o No

_____________________________________________  	  __________________________    _____________	 o Yes	 o No
	
_____________________________________________  	  __________________________    _____________	 o Yes	 o No
 

EMPLOYEE PAYROLL (exclude owners)

I hereby authorize Driscoll & Associates Insurance Services to utilize my signature image (as located above) to order “loss runs” on my behalf. 
Driscoll & Associates Insurance Services will generate letters requesting “loss runs” from my insurance companies and will utilize my signature when 
submitting those requests. Driscoll & Associates Insurance Services is not authorized to utilize my signature except for requests to obtain these 
specific documents. Driscoll & Associates Insurance Services will not contact my current broker/agent.

Please note: “Loss runs” are necessary to market your account and will in no way affect the coverage you currently have in place.

initiator:quotes@driscollinsured.com;wfState:distributed;wfType:email;workflowId:2174fef245a66f47926e36e764171187
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