
 Workers’ Compensation Application 
  
 

 
 
1a. _________________________________________________________________________ 1b._____________________________________________ 
      NAME                                                     COMPANY NAME                         
 
1c. IHRSA Membership # ________________________________________________ 
 
 
1d. LEGAL ENTITY:    Individual  Partnership  Corporation 1e.   Year Business Established: _____________________ 
______________________________________________________________________  
 
2a.   MAILING ADDRESS: 
            
     __________________________________________________  ___________________________________  _________________  ________  __________________   
     STREET     CITY    COUNTY  STATE ZIP 
 
2b. ____________________________  2c. __________________________  2d.________________________________________________________ 
       BUSINESS PHONE NUMBER        FAX NUMBER                         E-MAIL ADDRESS 
 
2e. Do you have a Web site?   Yes    No If Yes, what is the URL: _____________________________________________________________ 
 
3. Estimated annual sales $__________________________ 
 
4a. INSURED LOCATION (if different from mailing address): 
 
   ______________________________________________  _______________________________  _______________  _______  ________________   
     STREET     CITY    COUNTY  STATE ZIP 
 
4b. __________________________________ 4c. ___________________________ 5.  Federal Employer ID Number: _____________________  
       BUSINESS PHONE NUMBER             FAX NUMBER     
  

    
1. Workers’ Compensation Insurance is being requested for which State(s): _________  2.   Proposed Coverage Effective Date _____/_____/______ 

3. Employer’s Liability Limits (Choose One):  

 Standard Limits  Increased Limits (additional premium is charged)  California Statutory 
$100,000 Each Accident $500,000 Each Accident $1,000,000 Each Accident 
$500,000 Disease – Policy Limit $500,000 Disease – Policy Limit $1,000,000 Disease – Policy Limit 
$100,000 Disease – Each Employee $500,000 Disease – Each Employee $1,000,000 Disease – Each Employee 

 
4. Employees: Complete this section in its entirety. Be sure to account for ALL of your employees and their payroll. Or, provide a copy of your current 

declaration page and note any changes. 
Employee Classification # of Full-time Employees # of Part-time Employees Total Annual Payroll 
Health/Fitness Club    
Clerical Office Staff    
Tennis/Racquetball Club    
 
5. Individuals Included/Excluded: Partners and Officers of your business can elect to be either included or excluded from Workers’ Compensation 

benefits. If a partner or officer elects to be excluded from coverage, do not include his/her payroll in the table above. Whether electing to be 
included or excluded, all partners and officers must be listed below:  

Name  Date of Birth Title/ 
Relationship 

Ownership 
Percentage 

Duties Included/ 
Excluded 

Annual Payroll 

       
       
       
 
6. Prior Coverage: 

Policy Term (From/To)      Carrier      Policy # 
______________________________     ________________________________________________________     _____________________________ 
______________________________     ________________________________________________________     _____________________________ 
______________________________     ________________________________________________________     _____________________________ 

B. Coverage Information 

A. General Information 
If you have multiple locations, please complete a separate application for each location. 
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7. Please list prior losses:  
Loss Date  Description of Loss $ Amount 

Paid 
$ Amount 
Reserve 

Open Closed 

      
      

 

8. Please indicate if this facility has:   Pool  Jacuzzi  Racquet or Tennis courts 
 

  
 
 
 
1. Is applicant engaged in any other type of business?   
2. Are Sub-Contractors used?   
3. Any work sublet without certificates of insurance?   
4. Is a formal safety program in operation?   
5. Is there any volunteer or donated labor?   
6. Do employees travel out of the country?   
7. Any prior coverage declined/cancelled/non-renewed within the past 3 years? (not applicable in MO.)   
8. Do you lease employees to or from other employers?   
9. Are all employees trained in how to act in the event of a robbery?   
10. Are all employees provided with training/education on ergonomic issues?   

 
Remarks: _______________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________ 

 
 
 
 
 
X______________________________________________________________________________________________________________________ 
APPLICANT”S SIGNATURE       DATE 
 
 
 
 
 
 
 
FAX COMPLETED APPLICATION TO:  800-567-4028 
 
OR MAIL TO: 

Affinity Insurance Services, Inc. 
Attn: Affinity Commercial Services Dept. 
159 E county Line Road 
Hatboro, PA 19040 

 
 
FOR QUESTIONS: 866-229-3343 or email info@affinitycommercialservices.com 
 
 
 
 
 
 
 
 
 
 
 
 
 
Affinity Insurance Services, Inc. in all states except; in CA (license #0795465), MN and OK, AIS Affinity Insurance Agency, Inc.; in NY and NH, AIS Affinity Insurance Agency.  

C. Other Information 
Explain all “Yes” Responses in Remarks Section Below.                          Yes        No 

D.  Signature 

Submitting Your Application 


