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Sample Worker’'s Compensation Form — Page 1

Instructions: 1. In box 1, write participant’s complete legal name.
2. In box 5, write participant’s address.

ACORD’ WISCONSIN WORKER'S COMPENSATION INSURANCE POOL

APPLICATION MUST BE PRINTED IN INK OR TYPED AND SIGHNED BY APPLICANT AND PRODUCER.

MAIL TO: DELIVER TO:
WISCONSIN WORKER'S COMPENSATION INSURANCE POOL

P.O. BOX 3080 20700 SWENSON DRIVE
MILWAUKEE, WI 53201-3080 SUITE 100

(262) 796-4592 WAUKESHA, WI 53186

ALL QUESTIONS MUST BE COMPLETED, OR INDICATED IF "NOT APPLICABLE".

FILE #:

CARRIER:

EFF DATE:

FOR BUREAU USE ONLY

ACCORDANCE WITH THE WISCONSIN WORKER'S COMPENSATION INSURANCE POOL.

THE UNDERSIGNED EMPLOYER IS UNABLE TO PURCHASE WORKER'S COMPENSATION AND EMPLOYER'S LIABILITY INSURANCE FOR LIABILITY UNDER THE
WISCONSIN WORKER'S COMPENSATION LAW AND HEREBY APPLIES FOR THE DESIGNATION OF AN INSURANCE COMPANY TO PROVIDE INSURANCE IN

1. APPLICANT NAME (ENTER COMPLETE LEGAL NAME OF EMPLOYER) 2. MAILING ADDRESS (INCLUDING ZIP CODE) FEIN
c/o ILIFE
John Doe 6100 N_ Baker Road
Glendale, Wl 53209
TELEPHONE # (INCLUDING AREA CODE) 3. LEGAL STATUS 4. RE&JT?'T:"E‘JJSE'F‘F\%TIVE
(414) 459-3090 X :
INDIVIDUAL LIMITED LIABILITY CO
FAX # (INCLUDING AREA CODE . DATE BUSINESS BEGAN
(414'.) 918.4483 ) PARTNERSHIP OTHER: (MM/DDIYY)
CORPORATION

NOTE: THE EFFECTIVE DATE OF INSURANCE IS GOVERNED BY THE RULES OF THE WISCONSIN WORKER'S COMPENSATION POOL.
APPLICATIONS SHOULD BE SUBMITTED AT LEAST 15 DAYS PRIOR TO THE REQUESTED EFFECTIVE DATE.

5. LOCATIONS OF ALL WISCONSIN WORK PLACES (Show principal location first)

# | STREET, CITY, COUNTY, STATE, ZIP CODE

1 |1234 Main Street, Milwaukee, W XXXXX

2

P.O. Box 91760 | Milwaukee, WI 53209 | Phone: 1-888-800-5599 | Fax: 1-414-937-2034
Email: IRIS.Employment@iLIFEfms.com | Website: iLIFEfms.com

P-FS0077 (12/2015)
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Include, Respect,

Choice. With Confidence. » / I'Self-Direct
, .
Sample Worker’'s Compensation Form — Page 2
Instructions: 1. In box 10, write the number of full time and/or part time employees.
2. In box 13, participant or guardian signs and writes date.
L1 |
10. RATING INFORMATION SECTION
#0OF ESTIMATE TOTAL ESTIMATE
CODE# CLASSIFICATION PHRASEOLOGY ANNUAL FAYROLL® RATE
0913 Diomestic Worker - Full Time 2 5432.00
0o0E Domestic Worker - Part Time | 1 327200
DERPOSIT PREMIUM IS DETERMINED BY TAKING A PERCENTAGE OF THE ESTIMATED AMMUAL FREMIUM. THE PREMIUM SUB TOTAL
PERCENTAGE VARIES WITH THE AMOUNT OF THE ESTIMATED ANNUAL PREMIUM. HERE IS HOW IT WORKS: INCREASED LIMITS
ADDITIONAL PAY- EXPERIENCE MOD
ESTIMATED ANNUAL MINIMUM DEPOSIT
PAYMENT BASIS MENTS DURING
PREMIUM PERCENTAGE THE YEAR WCPAP CREDIT
UNDER 52,000 ANNUAL 100% OF ANNUAL NONE TOTAL MODIFIED PREMIUM
AT LEAST 52,001 - 55,000 DA@?&WEEEH%H %u,qrE 50% OF ANMUAL OME TERRORISM
AT LEAST 55.001 - 510,000 QUARTERLY 50% OF ANMUAL TWO CATASTROPHE
ATLEAST 510,001 MONTHLY 25% OF ANMUAL MNINE EXPEMSE COMSTANT 3220.00
ANNIVERSARY MINIMUM PREMIUM INTERSTATE RISK ID' #
RATING DATE ESTIMATED ANNUAL PREMIUM

$

DEPOSIT PREMIUM

WHEN SUBMITTING ANY APPLICATION, ATTACH PAYROLL VERIFICATION SUCH AS FEDERAL EMPLOYER FORMS 940, 941, 941-E, OR

943. IF NEW EMPLOYER, ATTACH A NOTARIZED LETTER STATING NO PAYROLL IN THE PAST.
11. PREMIUM PAYMENT REQUIREMENTS

FROM THE PREMIUM FINANCE COMPANY. MO APPLICANT CHECK.

1. COVERAGE WILL NOT BE BOUND UNTIL PAYMENT OF APPROPRIATE DEPOSIT PREMIUM |5 RECEIVED. PAYMENT TO THE WISCONSIN COMPENSATION
RATING BUREAL MUST BE IN THE FORM OF CERTIFIED CHECK, CASHIERS CHECK, MONEY ORDER, CHECK OF THE PRODUCER OF RECORD, OR A CHECK

2. 15 THIS PREMIUM FINAMCED? IF YES, INCLUDE ENTIRE FINAMCED AMOUNT WITH APPLICATION AMD ATTACH A SIGNED COPY OF FINANCE AGREEMENT.

12. SPECIAL NEEDS

" SPECIAL NEEDS: ARE ANY OF THE FOLLOWING REQUIRED? YES| NO YES| NO
1. OTHER STATES COVERAGE (ATTACH COMPLETED QUESTIONNAIRE) >< 3. CERTIFICATE OF INSURAMCE (PLEASE ATTACH LIST) x
2. INCREASED LIMITS OF LIABILITY. IF SO, PLEASE INDICATE LIMITS. 4 USL &H ?

13. APPLICANT'S STATEMENT

RECORD WILL BE AVAILABLE TO THE COMPANY AT THE DESIGMATED ADDRESS.

3. TO THE BEST OF MY KNOWLEDGE AND BELIEF ALL STATEMENTS CONTAINED IN THIS APPLICATION ARE TRUE.
4. | HEREBY AGREE TO PAY ALL PREMIUMS WHEN DUE.

SERVICING CARRIER FOR THE PURPOSES OF THIS INSURANCE.

Jotun Doe

THE UNDERSIGHED EMPLOYER HEREBY CERTIFIES THAT THE STATEMENTS IN THIS APPLICATION HAVE BEEN READ AND UNDERSTOOD. FURTHERMORE, IN CONSIDERATION
OF THE ISSUANCE OF THE POLICY OF INSURANCE, THE UNDERSIGNED ALSO CERTIFIES THAT THE STATEMENTS IN THIS APPLICATION ARE TRUE AMD AGREES:

1. TO MAINTAIN A COMPLETE RECORD OF ALL PAYROLL TRANSACTIONS IN SUCH FORM AS THE INSURANCE COMPANY MAY REASOMABLY REQUIRE AMND THAT SUCH

2 TO COMPLY SUBSTANTIALLY WITH ALL LAWS. ORDERS, RULES, AMD REGULATIONS IN FORCE AND EFFECT MADE BY THE PUBLIC AUTHORITIES AND WITH ALL
REASONABLE RECOMMENDATIONS MADE BY THE INSURANCE COMPANY RELATIMG TO THE WELFARE, HEALTH, AND SAFETY OF EMPLOYEES.

5. | DESIGNATE AS PRODUCER OF RECORD THE PRODUCER MAMED IN THIS APPLICATION AND | UNDERSTAND THIS PERSON IS NOT ACTING AS AM AGENT OF THE

(VIOLATION OF ANY OF THESE AGREEMENTS MAY RESULT IN TERMINATION OF ANY POLICY OR INSURANCE ISSUED)

10115

SIGNATURE TITLE

BUSINESS NAME OF APPLICANT

DATE OF APPLICATION

P.O. Box 91760 | Milwaukee, WI 53209 | Phone: 1-888-800-5599 | Fax: 1-414-937-2034
Email: IRIS.Employment@iLIFEfms.com | Website: iLIFEfms.com
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