
Get a Quote... See the Difference!        Fax to:  888-738-9097 
______________________________________________________________________ _______________________________________________________________ 
Company Name       Current Workers Comp Insurance Carrier 

______________________________________________________________________ _______________________________________________________________ 
Address        Payroll Company  Payroll Client # 

______________________________________________________________________ _______________________________________________________________ 
City   State   Zip  

______________________________________________________________________ _______________________________________________________________ 
Phone   Fax     # of Employees (Full Time/Part Time)         Any claims in last 5 yrs? 

______________________________________________________________________ _______________________________________________________________ 
Contact Name  Email     Class Code            Estimated Annual Payroll

______________________________________________________________________ _______________________________________________________________ 
Years in Business  FEIN     Class Code Estimated Annual Payroll 

______________________________________________________________________ _______________________________________________________________ 
Entity Type (Corp., Partnership, Individual, LLC)   Class Code Estimated Annual Payroll 

______________________________________________________________________ _______________________________________________________________ 
Type of Business/Description of Operations    Medical Insurance Provided?  Carrier 

  License #OC41366 

    What You Gain:  
• The simplicity of integrated services at highly 
 competitive rates 
• No deposit required
• Premium calculated on actual payroll, not estimates
• Automatic debit of Workers’ Compensation premium, 
 no checks to write
• No audit forms to complete 
• Highly rated, full-service workers’ compensation 
 insurance providers

888-493-2667

Payroll Rep  Phone Number/Email

Renewal Date 

Website
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