INSURANCE SOLUTIONS WORKERS COMPENSATION QUOTE SHEET








Agency Name_______________

Named Insured:







Attn:









Address:








City:



ST

ZIP



Phone#:








Description of business operations:







Renewal Date:















Type Organization:   [  ] individual [  ] partnership [  ] corporation

Prior Carrier: _______________________________________

Prior Losses (3years) (info needed to get best pricing) (loss runs will be required to bind):__________________________________________________________

______________________________________________________________________________

 If Location Address is different from mailing address please complete:

(Street, city zip)______________________________________________

Federal ID__________________________ (Must have to quote)

Employers Liability Limits______________________________

(1)Class Codes (if not known give description of job performed) _____________________     Payrolls_____________

(2)Class Class Codes (if not known give description of job performed) ________________

Payrolls_____________

(3)Class Codes (if not known give description of job performed)______________________ 

Payrolls_____________

Experience mod: _________________

Officers to Be [  ] Included    [  ] Excluded____________________
If Officers are included please provide names and duties of all 

