
                                           
 

 

 
LLIICCEENNSSEE  ##  OOBB--7755117744  

11113300  SS..  SSAANN  GGAABBRRIIEELL  BBLLVVDD..  SSAANN  GGAABBRRIIEELL,,  CCAA  9911777766  

TTEELL::  887777--229922--66660088  FFAAXX::  662266--229922--66660066  

Please fill out and fax back to us at 626-292-6606.       

If you have any question, please feel free to call. Thank you!   

 

Worker’s Compensation Questionnaire 

 

Applicant Name: ____________________  Contact Person:            ______ 

Mailing address:                                                                      _______ 

Telephone#:                                     Fax#:  _________________________ 

Email: ____________________________ Web: __________________________ 

Years in Business: _______                             Individual  Partnership  Corp.    Inc.                

Federal Employer ID number: ______________________________ 

Property / Operation Location: 

_________________________________________________________________________ 

Description of operations: 

_________________________________________________________________________ 

Ownership: 

Name: Title Ownership % 

   

   

   

   
 

 

Prior Insurance Number (3 years): 

Insurance Company Policy Number 

2016-2017:  

2015-2016:  

2014-2015:  
 

 

Rating Information: 

Class 

Code 

Duty Description Annual Payroll # of Full-time 

Employees 

# of Part-time 

Employees 

     

     

     

     
 

 


