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ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE DEFRAUD, OR DECEIVE ANY INSURER FILES A STATENENT OF CLAM
, . OR AN Li
ggg\‘!;ﬁgg&gﬂ% i’?{LESEwaCOMPLETE. OR MISLEADING INFORMATION iS5 GUILTY OF A FELONY OF THE THIRD DEGREE OR AS OTHERWISE Puggmgﬂé!gg

FUNDERSTAND THAT AS THE EMPLOYER,

| MUST UPDATE THE APELICATION MONTHLY TO REFLECT ANY CHANGE IN THE REQUIRED APPLICATION INFORMATION: (THE FLORIDA WORKERS
COMPENSATION CHANGE SHMEET WILL BE USED FOR THIS PURPOSE,)

IF | FILE AN APPLICATION OR APPLICATION UPDIATE CONTAINING FALSE, MISLEADING, OR INCOMPLETE INFORMATION YWITH THE PLURPOSE OF AVOIDING 0O
REDUCING THE AMOUNT OF PREMIUMS FOR WORKERS COMPENSATION COVERAGE [T IS A FELONY OF THE THIRD DEGREE OR AS OTHERWISE PUNISHABLE
AS PROVIDED UNDER THE LAW.

| SHALL SUBMIT TO THE CARRIER, A COPY OF THE QUARTERLY EARNINGS REPORT AND SELF-ALDITS SUPPORTED &Y THE QUARTERLY EARNINGS REPORTS,
AS REQUIRED BY CHAPTER 443, AT THE END OF EACH QUARTER. I | OMIT THE NAME OF AN EMPLOYEE FROM THIS QUARTERLY EARNINGS REPORT, FLORIDA
STATUTEES STATE THAT | WILL REMAIN LIABLE AND WILL REIMBURSE THE CARRIER FOR ANY WORKERS COMPENSATION BENEFITS PAID TO THIS OMITTED
EMPLOYEE;

! AGREE TO MAKE AVAILABLE, ALL RECCRDS NECESSARY FOR THE PAYROLL VERIFIGATION AUDIT AND PERMIT THE AUDITOR TO MAKE A PHYSICAL
INSPECTION OF OUR OPERATIONS, | UNDERSTAND FAILURE TO 110 THIS SHALL RESULT N A $500 PAYMENT TO THE SARRIER TO DEFRAY THE COST OF THE
AUGITS;

THAT, N ACCORDANCE WITH FLORIDA STATUTES 440.381(8), IF | (WE} UNDERSTATE OR CONCEAL PAYROLL, OR MISREPRESENT OR CONCEAL EMPLOYEE
DUTIES 80 AS TO AVCID PROPER CLASSIFICATION FOR PREMIUM CALCULATIONS, OR MISREPRESENT OR CONCEAL INFORMATION PERTINENT TC THE
COMPUTATION AND APPLICATION QF AN EXPERIENCE RATING MORIFICATION FACTOR, [ (WE) SHALL PAY A PENALTY OF TEN (10} TIMES THE AMQUNT OF THE
DIFFERENCE IN PREMIUM PAID AND THE AMOUNT | (WE) SHOULD HAVE PAIN, AND REASONABLE ATTORNEY'S FEES.

FORMER NAMES AND SWNERS
FOR THE LAST § YEARS, UIST THE CURRENT BUSRESS NAME AND ANY FORMER NAMES OR PREDECESSOR COMPANIES FOR ALL COMPANIES TO BE
COVERED BY THE POLICY. INCLUDE THE FEIN FOR BACH COMPANY.

FOR EACH CCVERED COMPANY, LIST ANY CURRENT OWNER WHO HAS MORE THAN 5% OWNERSHP INTEREST, FOR EACH COVERED
COMPANY OR PREDECESSOR COMPANY, LIST ANY CWHER WHO HAD MORE THAN 4% OWNERSHIP INTEREST IN THE LAST 5 YEARS.

OWHRERSHIP/COMBINABILITY

DOES THIS BUSINESS OR ANY OF THE OWNERS OF THIS BUSINESS, EITHER INDIVIDUALLY OR IN COMBINATION WITH OTHER OWNERS OF THIS BUSINESS,
OWN MORE THAN 30% OF ANY OTHER BUSINESS, WHICH DPERATED AT ANY TIME DURING THE FIVE YEARS PRIGR TO THIS APPLICATION?

j_j’YES DNO

OR, BOES THIS BUSINESS OWN A MAJORITY INTEREST IN ANCTHER ENTITLY, WHICH IN TURN QWNS A MAJORITY INTEREST IN ANY ENTITY THAT OPERATED AT
ANY TIME IN THE FIVE YEARS PRIOR TO THIS APPLICATIONT w«wl vES ;—————. O
Snamed [N

F THE ANSWER TO SITHER OF THE ABOVE QUESTIONS IS YES, COMPLETE THE FOLLOWING
SUPPLEMENTAL QWNERSHIPACOMBINABILITY QUESTIONS:

1. IDENTIFY BY NAME, ADDRESS, AND FEIN EACH BUSINESS WHICH 15 RELATED BY COMMON OWNERSHIP TO THE APPLICANT BUSINESS.

2. 8ET FORTH THE DATES EACH BUSINESS WAS IN OPERATION, THE INSURANCE COMPANY THAT PROVIDED WORKERS' COMPENSATION INSURANCE, THE
POLICY NUMBER ANG THE EXPERIENCE MODIFICATION FACTOR APPLIED TO EACH SUCH POLICY.

3 IF THE POLICY WAS WRITTEN WITHOUT AN EXPERIENCE MODIFICATION FACTOR, PLEASE STATE.

THE APPLICANT HEREBY AUTHORIZES AND REQUESTS EACH RATING ORGANIZATION WITH EXPERIENCE RATING INFORMATION RELATED TO THE APPLICANT
AND THE BUSINESS SET FORTH ABOVE TO RELEASE SUCH INFORMATION TO THE INSURER, PWCJUA, DR QTHER RATING ORGANIZATION $0 THAT THE
CORRECT EXPERIENCE MODIFICATION FACTOR CAN BE DETERMINED.

| HEREBY ACKNONLEDGE THAT | HAVE READ THE ABOVE STATEMENTS AND | G CaNT/SIGNATORY THE OPPORTUNITY TO READ THE APPLICATION AND
e e T NER Rt S ULrE | HAVE EXPLAINED ANY AND ALL QUESTIONS REGARDING THE APPLICATION. |
O e A o S OT T ICE R, A FOriY | ALSD ATTEST THAT 1 HAVE EXPLAINED TO THE EMPLOYER OR OFFICER THE
S oRietD 1o S ' GLASSIFICATION GODES THAT ARE USED FOR PREMIUM CALCULATIONS

AND TO BIND THE APPLICANT. SURSUANT TO SECTION 440,381 (2), FLORIDA STATUTES.
UWNERVOFFICER SIGNATURE - DATE PROTMJICERS SIGNATURE DATE
PRINT NAME

NOTARY PUBLIC SIGNATURE OATE NOTARY PUBLIC SIGNATURE DATE
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