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WORKERS’ COMPENSATION QUESTIONNAIRE 
 
NAMED INSURED: 
 
DBA: 
 
ENTITY TYPE:  ���� INDIVIDUAL                       ���� PARTNERSHIP                       ���� CORPORATION                                
 
YEARS IN BUSINESS: 

 
YEARS EXPERIENCE: 

 
CONTRACTORS LICENSE NUMBER: 

 
OWNER/PARTNER/OFFICER 

 
D.O.B. 

 
SOC. SEC. # 

 
TITLE / OWNERSHIP % 

    

    

    

    

 
 
FEIN NUMBER: 

 
EMAIL:  

 
MAILING ADDRESS: 
 
PHYSICAL ADDRESS: 
 
PHONE: 

 
FAX: 

 
CONTACT NAME: 
 
 
DESCRIPTION OF OPERATIONS: 
 
 
 

PRIOR CARRIER INFORMATION 
 
INSURANCE COMPANY: 

 
POLICY #: 

 
EFF. DATE: 

 
INSURANCE COMPANY: 

 
POLICY #: 

 
EFF. DATE: 

 
INSURANCE COMPANY: 

 
POLICY #: 

 
EFF. DATE: 

    
PAYROLL INFORMATION (FOR ADDITIONAL CLASS CODES PLEASE ATTACH) 

 
CLASS CODE: 

 
ESTIMATED PAYROLL: 

 
CLASS CODE: 

 
ESTIMATED PAYROLL: 

 
CLASS CODE: 

 
ESTIMATED PAYROLL: 

 
TOTAL NUMBER OF EMPLOYEES AND HOURLY WAGE: 
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900561 CONTRACTORS BROKERAGE SERVICE, INC.

      9940 BUSINESS PARK DR. #120        SACRAMENTO                                  CA 95827
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