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ARROWHEAD Workers’ Compensation Program
Small Workers’ Compensation Accounts (under $15,000) Questionnaire
	Insured Name: 
	     


	Total Annual Payrolls
	Total Annual Premium

	Current Year:      
	Current Year:      


	Prior Year:      
	Prior Year:      

	Prior Year:      
	Prior Year:      

	New Venture:  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes           If yes, owner resume required. 


	Operations and Benefits

	Hours of Operation:       to      
	# of Shifts:      
	Driving exposure  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes     Delivery  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	Group Med. or Employer Contribution    FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  

% Enrolled:                % paid by employer:      
	Radius of operations 
 FORMCHECKBOX 
 <10 miles   FORMCHECKBOX 
 11-50 miles  FORMCHECKBOX 
 50–100 miles  FORMCHECKBOX 
+100 miles   

	Any 24-hour exposure  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes If yes, explain:     
	# Company vehicles:      
	# Drivers:       

	Paid Sick Leave  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Paid Vacation:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	MVR Checks?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	Average Hourly Wage of Governing Class Employees - $     /hr
	Employee Transportation:   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

If yes, how many times per week:      
Number of employees per vehicle:     

	Out-of-State exposure   FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  

If yes, please explain:      
	


	Hiring Practices – Employee Selection

	Written Applications  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Reference Checks  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 

	Pre-Hire Physicals  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Pre-Hire Drug Testing  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	Orthopedic back testing?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Active Safety Incentive Program  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes           Type:      

	Respiratory Program in place  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 NA
	Active injury & illness prevention program  FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes

	Return To Work Program  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Safety Director/Risk Manager  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	Audio hearing test  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Safety meetings held  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes            Frequency:      

	Accident investigation:   FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Job Specific Training:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	Safety training/orientation:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes      If yes,  FORMCHECKBOX 
 Formal/Documented   FORMCHECKBOX 
  Informal 

	Supervisor to Employee Ratio:  FORMCHECKBOX 
 >1-4           FORMCHECKBOX 
 1-5          FORMCHECKBOX 
 1-6         FORMCHECKBOX 
 <1-7

	Personal Protection Equipment Used  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes    If yes, please explain:      

	Max. height employees will work:      ft
	What is used:  FORMCHECKBOX 
 Ladder  FORMCHECKBOX 
 Scaffolding  FORMCHECKBOX 
Scissor Lifts  FORMCHECKBOX 
 Other:      

	Fall Protection Program in Place  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes     If yes, please check the ones used below

	 FORMCHECKBOX 
 Guardrails  FORMCHECKBOX 
 Safety Belt or Full Body Harness  FORMCHECKBOX 
 Safety Net  FORMCHECKBOX 
 Ladder tie offs  FORMCHECKBOX 
 Training in ladder/scaffold placement

Other, please describe:​​​​​​​​​​​      


	This Section Must Be Completed For All Applicants That Are Individuals, Sole Proprietorships, Husband And Wife, Or Partnerships (where the general partners are husband and wife)

	Please list below any relatives residing in your household who are employees of your business and to whom your books and

	records show payments to such relatives:

	Employed Relatives*

	Name
	Relationship to You
	Job Title or Duties
	Estimated Annual Remuneration

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	 FORMCHECKBOX 
  Check here if there are no relatives residing in your household that are employed by your business.

	*Relatives are defined as: spouse, child by birth or adoption, stepchild, grandchild, son-in-law, daughter-in-law, parent,

	stepparent, parent-in-law, grandparent, brother, sister, stepbrother, stepsister, half-brother, half-sister, brother-in-law, 

	sister-in-law, uncle, aunt, nephew, or niece

	Note: Per California Labor Code, as an employer you are required to include in your workers’ compensation coverage all

	relatives residing in your household who are your employees. Any policy issued based on information provided in this

	application will exclude coverage for residing relatives if none are listed above.


	Automotive Services

	Any towing services provided  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	If yes, contract towing  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	Roadside repair/Assistance  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	If yes, Mini-Mart location  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	
	If yes – hours of operation:      

	Cashiers Booth: bullet/shatter proof partition  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Auto Repair employees ASE certified  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes


	Landscaping/Agricultural

	Tree trimming operations performed off the ground  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Boulder or Tree Removal  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	Highway or Median Work conducted FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Application of Fertilizer/Pesticides by:   FORMCHECKBOX 
 Employees  FORMCHECKBOX 
 Outside Vendor

	Harvesting Process Manual  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

Harvesting Process Automated  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Employee Housing provided  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

If yes, # of employees housed      


	Manufacturing 

	Age of Machinery  FORMCHECKBOX 
< 2yrs.  FORMCHECKBOX 
 2-5 yrs.   FORMCHECKBOX 
 5-10 yrs.  FORMCHECKBOX 
 10+ yrs.

	Machine Guarded  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Point of Operation:      Drive Mechanism:      

	Lock out/Tag out procedure  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Any Computer Network Controlled Machinery (CNC)  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 

	Dust collection system in place  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 
	Any exposure to Silica  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	Any Electroplating exposure  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Any installation  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes     If yes, percentage      %


	Mercantile -  Retail/Wholesale 

	Type of Merchandise sold/distributed:      

	Distribution exposure  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes   

If yes how is it distributed:      
Uses own trucks  FORMCHECKBOX 
  or Common carrier  FORMCHECKBOX 

	Warehousing  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	
	Assembly exposure  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	
	Any installation  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes If yes, percentage      %


	Restaurants

	Fast Food Operation  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 
	If yes, also have Dine-In seating area  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 

	Number of:      Hosts      Waitpersons      Bartenders     Valet      Busboys      Cooks

	Any Delivery  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes     % of receipts      
	If yes, Delivery Hrs:      to     Radius of Delivery?      miles

	Any Catering  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes   % of receipts      
	If Yes – Food preparation only  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes    

Full Service (with Staff)  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	Bar or Lounge Area  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

Liquor sales as percentage of total receipts?      %
	Entertainment Provided  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 

If yes, provide details:      


	Construction 

	Estimated # of jobs per year:      
	Contractors license #:      

	Percentage of work sub-contracted:      
	Type of work subbed out:      

	If subs are used, does insured check Certificates annually  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
	Directly supervise subs  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	Indicate % or work in each of the following operations (must equal 100% for each section):

	     1. New Construction:      Remodeling:      Service/Repair:       

	     2. Commercial:       Residential :      

	     3. Interior:       Exterior:       If exterior work done, what is the max height exposure:      

	Percentage of work/exposure <12 feet         12’ -24’          24’ to 40’?       >40’?      

	Maximum Depth Exposure:      feet       

% of work below grade more than 4 feet:      
	Provide details on shoring procedures:      

	Any tunneling performed  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  
	Confined Space Exposure  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes     

If yes, provide details & training procedures on separate page.

	Use of cranes, booms or heavy construction equipment  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

	Please describe:      

	Any Framing exposure  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  
	     % of total work?       % Exterior        % Interior

	Applicant involved in “Wrap Up” or “OCIP” projects  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 

	If yes, please provide percentage of total payroll dedicated to these projects, and advise detailed procedures on how applicant determines employee split between these projects and other contracts/projects (not involving “wrap up” or “OCIP”).  


Indicate percentage of work conducted in each of the following operations or mark not applicable

	Blasting
	   
	Drilling
	   
	Light Pole Work
	   
	Demolition
	   

	Tunneling
	   
	Grading
	   
	Wrecking
	   
	Multi Story Buildings
	   

	Gas Mains
	   
	Crane Work
	   
	Asbestos
	   
	Highway Work
	   

	Scaffold set-up
	   
	Roofing
	   
	Concrete Tilt-up
	   
	Sewer
	

	Exterior Framing
	
	Structural Steel
	
	Bridge Work
	
	Excavation
	

	Supervisory only
	
	Street/road work
	
	Spray painting
	
	Dock/Sea Walls
	


Applicant’s signature:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Date:      
Producer’s signature:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Date:      
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