Safety National Casualty Corporation

EXCESS WORKERS’ COMPENSATION APPLICATION

[0 NEW APPLICATION

PRODUCER
[0 RENEWAL OF PCLICY NUMBER

EFFECTIVE DATE

ADDRESS

1. NAME OF APPLICANT (AND SUBSIDIARIES TO BE COVERED):

2. ADDRESS:

3. DESCRIPTION OF OPERATIONS, PROCESSES AND PRODUCTS OF APPLICANT AND SUBSIDIARIES {(ATTACH
COPY OF CURRENT AND COMPREHENSIVE ENGINEERING INSPECTION REPORTS, ANNUAL REPCRT OR 10-K
REPORT AND PRODUCTS BROCHURES):

4. PROVIDE LISTING OF LOCATIONS TO BE COVERED (ATTACH SUPPLEMENTAL PAGE IF ADDITIONAL SPACE IS

REQUIREDY),
LOCATION SUBSIDIARY (IF APPLICABLE) BRIEF DESCRIPTION OF OPERATIONS
A
B.
C.

5. IN WHICH STATES OR JURISDICTIONS WILL APPLICANT OPERATE AS A QUALIFIED SELF-INSURED?

6. DATE APPLICANT QUALIFIED AS A SELF-INSURED:

7. SERVICE COMPANY INFORMATION:

A. NAME OF SERVICE COMPANY:

B. ADDRESS OF SERVICE COMPANY:
C. SERVICE COMPANY CONTACT AND TELEPHONE NUMBER:

8151 CLAYTON ROAD « SAINTLOUIS « MISSQURI 63117 « (314) 862-4500
FAX 1-314-862-2030



8. CURRENT PROGRAM:

A. WHO IS INSURER OR REINSURER?

B. TYPE OF PLAN, IF PRIMARY COVERAGE?

C. COMPLETE THE FOLLOWING |F PRESENTLY SELF-INSURED:

SPECIFIC EMPLOYER'S SELF-INSURED AGGREGATE MINIMUM LOSS
STATE EXCESS LIMIT LIABILITY LIMIT RETENTION EXCESSLIMIT _ |LOSS FUND % FUND
9. COVERAGE DESIRED (INDICATE ALL ALTERNATIVES TO BE CONSIDERED):
SPECIFIC EMPLOYER'S SELF-INSURED AGGREGATE MINIMUM LOSS
STATE EXCESS LIMIT LIABILITY LIMIT RETENTION EXCESSLIMIT _ |LOSS FUND % FUND

10. PROVIDE THE FOLLOWING INFORMATION REGARDING EACH STATE OR JURISDICTION TO BE INCLUDED IN
THE PROPOSED COVERAGE (ATTACH SUPPLEMENTAL PAGE IF ADDITIONAL SPACE S REQUIRED):

{ EST. ANNUAL | CURRENT
W.C. NO.OF | PAYROLLOR | MANUAL | MANUAL
STATE | CODE NO. CLASSIFICATION EMPLOYEES| MANHOURS | RATES | PREMIUM

11. SPECIFY ADDITIONAL COVERAGES OR ENDORSEMENTS DESIRED:

TOTAL




12. SPECIAL EXPOSURES:
{CHECK THE APPROPRIATE BOX WHICH REFLECTS THE ACTUAL AND/OR ANTICIPATED

EXPOSURES ASSOCIATED WITH THE APPLICANT'S OPERATIONS).

A

=

X 00 0

PLEASE PROVIDE DETAILS FOR ANY “YES" RESPONSES:

DOES APPLICANT OWN, LEASE OR CHARTER ANY AIRCRAFT?
(IF “YES,” AIRCRAFT SUPPLEMENTAL APPLICATION MUST BE

COMPLETED).

DOES APPLICANT OWN, LEASE OR CHARTER ANY WATERCRAFT?

(IF “YES,” WATERCRAFT SUPPLEMENTAL APPLICATION MUST BE COMPLETED).

DOES APPLICANT HAVE OPERATIONS INVOLVING THE LOADING, UNLOADING, REPAIR
OR CONSTRUCTION OF WATERCRAFT OR VESSELS INCLUDING WORK PERFORMED
ON BARGES OR DOCKS?

. DOES APPLICANT OWN, OPERATE OR MAINTAIN A RAILROAD OR OWN, LEASE,

OPERATE CR REPAIR RAILROAD EQUIPMENT?

DOES APPLICANT HAVE EMPLOYEES WHQO MAY BE SUBJECT TO THE LONGSHOREMEN
AND HARBOR WQRKERS ACT, JONES ACT OR FEDERAL EMPLOYERS® LIABILITY ACT?
DOES APPLICANT HAVE ANY FOREIGN QOPERATIONS OR EMPLOYEES WHO TRAVEL TO

FOREIGN COUNTRIES?

. ARE THERE ANY QCCUPATIONAL DISEASE EXPOSURES INVOLVED IN THE APPLI-

CANT'S OPERATIONS?
(INCLUDES ASBESTQS, SILICA, DUSTS, TOXIC, INJURIOUS OR HAZARDOUS CHEMI-
CALS, CAUSTICS, FUMES, RADIATION, COMMUNICABLE DISEASES AND ANY OTHER

O.D. EXPOSURES).

. IS APPLICANT ENGAGED IN THE MANUFACTURING, PRODUCTION, REFINING, STOR-

AGE, DISTRIBUTION OR TRANSPORTATION OF GASES, GASOLINE OR FLAMMABLES?

IS APPLICANT ENGAGED IN THE MANUFACTURING, HANDLING, TRANSPORTATION,
DISTRIBUTION OR STORAGE OF EXPLOSIVES OR EXPLOSIVE SUBSTANCES?
DOES APPLICANT PERFORM ANY UNDERGROUND, SUBAQUEQUS OR TUNNELING

OPERATIONS?
DO THE OPERATIONS OF THE APPLICANT INCLUDE WRECKING OR DEMOLITION OF

STRUCTURES?
DO THE OPERATIONS OF THE APPLICANT INVOLVE EXPOSURE TO HEIGHTS?

. DO THE OPERATIONS OF THE APPLICANT INVOLVE EXPOSURE TO BURNS?

. DOES APPLICANT PROVIDE GROUP TRANSPORTATION FOR EMPLOYEES TO OR FROM

THE WORKPLACE?
DO THE OPERATIONS OF THE APPLICANT INCLUDE VOLUNTEER OR DONATED LABOR?

HAS THE APPLICANT EVER BEEN CITED FOR ANY OSHA VIOLATIONS?

. ANY SUBSTANTIAL OR UNUSUAL CHANGES IN OPERATIONS THAT ARE PLANNED OR

HAVE TAKEN PLACE IN THE PAST FIVE YEARS?
HAS APPLICANT'S WORKERS' COMPENSATION COVERAGE BEEN CANCELLED OR NON-

RENEWED IN PAST FIVE YEARS?
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13. LOSS EXPERIENCE (ATTACH SUPPLEMENTAL PAGE IF ADDITIONAL SPACE IS REQUIRED):
A. INFORMATION TAKEN FROM LOSS RUNS? [] YES L] NO
B. LOSS RUNS SUBMITTED WITH APPLICATION? [ YES [ NO
C. PROVIDE FIVE YEAR LOSS EXPERIENCE FOR EACH STATE TO BE INCLUDED IN PROPOSED COVERAGE:
(PLEASE SUMMARIZE LOSS EXPERIENCE EVEN THOUGH SUBMITTING LOSS RUNS)

STATE

POLICY
PERIOD

TOTAL
AUDITED
PAYROLLS OR
MANHOURS

MANUAL
PREMIUM

EXP.
MOD.

INDEMNITY
PAID

INDEMNITY
RESERVE

MEDICAL
PAID

MEDICAL
RESERVE

TOTAL
INCURRED

VALUE
DATE

D. PROVIDE THE FOLLOWING INFORMATION CONCERNING ALL DEATH AND PERMANENT TOTAL DISABILITY
CLAIMS AND ALL CLAIMS WITH TOTAL INCURRED COSTS IN EXCESS OF $25,000 IN THE PAST FIVE

YEARS.
DATE | NO.OF MEDICAL
OF EMP.__ | CLAIMANTS FACTS OF LOSS AND TYPE INDEMNITY | EXPENSE TOTAL OPEN OR
STATE | LOSS | INVOLVED | NAME(S) OF INJURY OR DISEASE INCURRED | INCURRED | INCURRED | CLOSED

14. CLAIMS ADMINISTRATION AND LOSS PREVENTION PROGRAM:
DOES SERVICE COMPANY PROVIDE BOTH CLAIMS HANDLING, INCLUDING INVESTIGATIVE SERVICES,
AND ENGINEERING INSPECTION SERVICES? {1 YES (] NO

A,

moom

IF NO, PLEASE EXPLAIN:

DOES APPLICANT HAVE A FORMAL SAFETY PROGRAM? (O YES [0 NO. IF YES, PLEASE ATTACH COPY,

HOW OFTEN ARE ENGINEERING INSPECTIONS PERFORMED?
HOW LONG HAS SERVICE COMPANY HAD SERVICE CONTRACT WITH APPLICANT?

DOES SERVICE CONTRACT REQUIRE THAT CLAIMS BE HANDLED TO CONCLUSION OR FOR DURATION

OF CONTRACT?

THIS IS NOT A BINDER OF COVERAGE. APPLICATION MUST BE SIGNED. THE APPLICANT REPRESENTS THAT ALL
STATEMENTS MADE IN THIS APPLICATION ARE COMPLETE AND TRUE AND THAT ALL MATERIAL FACTS HAVE
BEEN FULLY DISCGLOSED.

DATE

PRODUCER SIGNATURE

TITLE

APPLICANT SIGNATURE




