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FRAMERS PROGRAM
SUPPLEMENTAL APPLICATION (Version: 2015)


Insured: ______________________________FEIN: _________________  Effective Date: ___________________________

Contact Name & Title: ______________________________________________________________________________   Tel. #.:  _______________________  Fax #.:  _______________________  Website Address:  ________________________  

GENERAL INFORMATION:
Years in business: __________________________________    No of locations ____________________________________

Description of operations _______________________________________________________________________________

____________________________________________________________________________________________________

Present number of employees:    Full time ___________    
Part time _________   Seasonal  _______   Volunteers_________

Percent of employee turnover in the last 12 months  
Full time ________________  
Part time   _________________

Employee staffing expectation over the next 12 months      Full time ________________   
Part time   _________________

Average governing class hourly wage:        Full time $_________________________      Part time $___________________

Are employees members of a labor union? Yes  No   

Any changes in operations in the last 5 years:            Yes      No      If yes, describe: ________________________________________________________________________________________________________________________________________________________________________________________________________

Current General Liability Carrier: _________________  GL Premium: _________________  GL SIR: _________________  

BENEFITS:
Group Health       Yes           No

Are ALL employees eligible Y/N, if no then who?___________________________________________________________

% paid by employer: ______%          % of participation: ______%          
Paid sick leave   
 Yes
 No


Vacation   
 Yes
 No       


Retirement / Pension Plan      Yes          No

Name of Healthcare provider: ___________________________________________________________________________

Do you use a specific:     clinic ________________    physician ________________    emergency room ________________

Full time nurse maintained on staff:     
 Yes
 No        First aid provider: Yes
 No        

CPR training provided:      
 Yes        
 No
SAFETY PROGRAM:
Indicate the safety activities currently established and practiced regularly:

Safety program / IIPP compliant with SB 198
 Yes
 No

Return to light duty plan    
 Yes
 No

Return to full time modified work plan     
 Yes

 No

Designated full time safety director     
 Yes
 No      

Name: ______________________________________     Tenure: ______________________________________________

Safety meetings held for all employees     
 Yes

 No      Frequency of meetings  _________________________

Safety training held for all employees     
 Yes
 No      Incentive program for employees        Yes
     No

Personal protective safety equipment provided      
 Yes
 No        Equipment provided: _________________

____________________________________________________________________________________________________

What equipment is required? ____________________________________________________________________________

Supervisors are held accountable for injuries / accidents  
 Yes
 No 

Accident investigation program in place     
 Yes
 No

HIRING PRACTICES:
Employment  application
 Yes
 No 
Drug/substance abuse  
 Yes
 No

Reference checks
 Yes
 No
Audiometric Testing
 Yes
 No


Motor Vehicle Record Check
 Yes
 No
Pre/Post employment physical
 Yes
 No

Volunteer Labor used
 Yes
 No
Pathogenic test (i.e. lead )
 Yes
 No

Temporary labor used
 Yes
 No
Orthopedic back test 
 Yes
 No

OPERATIONS:

Hours of operation: _____________ to _____________   Number of daily shifts:  __________________________________

Vehicles owned:            Yes      No          If so, do employees take home:           Yes      No

Number of authorized drivers:  ___________   No. of vehicles:  ___________

Frequency of driving:     Daily 
              Weekly 
               Other  _______________________________________

Driving radius:
 < 50 miles 
51-100 miles 

 101-250 miles 
250 miles 

Frequency of MVR checks ___________________________     Participation in DMV Pull program       Yes         No

Driver acceptability standards have been established   
 Yes      No

Vehicles inspection / maintenance program 
 Yes
 No
Frequency   _______________________

Vehicle maintenance performed is performed by employees 
 Yes
 No

Any travel out of state     
 Yes
 No       
No. of traveling  ________________    Frequency_____________________

Purpose:   ____________________________________________________________________________________________ 

FRAMING CONTRACTORS:
Contractor’s License #___________________             Copy Included  Yes     No   
           Classification____________   

Estimated Gross Receipts   ___________________    Estimated Subcontractors Receipts _____________________ 

Sub-contractors Certificates sent to agent  Yes  No   

Type of work:

	PERCENT
	NEW CONSTRUCTION
	REPAIR / REPLACEMENT

	RESIDENTIAL
	                          %
	                          %

	COMMERCIAL
	                          %
	                          %

	INDUSTRIAL
	                          %
	                          %

	TOTAL
	                          %
	                          %


The total of each column will likely be less than 100%.  The total of the two columns should equal 100%.

Percentage of work subcontracted: _____%         Are certificates of insurance kept by agent?       Yes        No

What kind of framing does the insured specialize in, if any? Explain:  ____________________________________________________________________________________________________

Any work performed above 3 stories:         Yes      No        If yes, explain: ____________________________________________________________________________________________________

Any use of Cranes or Hoists?           Yes      No        If yes, explain: ____________________________________________________________________________________________________

Any use of Scaffolds?           Yes      No        If yes, are the employees certified? ____________________________________________________________________________________________________

Is a fall safety system used?           Yes      No        If yes, what type? ____________________________________________________________________________________________________

Does the insured maintain an equipment yard?           Yes      No

If so, how many employees work there? ____________________

Any job site security provided:   Yes      No      If yes, describe: ____________________________________________________________________________________________________

Hiring Practices:

Are employees hired centrally or by job-site/foremen? Centrally     Jobsite   

Are all employees required to report to the home office before beginning any work?    Yes  No   

Are employees required to perform range of motion tests while at the home office?     Yes  No   

Are employees given skill tests while at the home office?     Yes  No   

Historical Payroll:
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Employee Wage Information:

Average wage for employees in the 5645 classification:   ____________
5697:   ____________

Drug Testing:

Is drug testing performed pre-hire? Yes  No           

Post-Accident? Yes  No           

Random?  Yes  No

If Random, what method is used (e.g. hair test, urinalysis)? _______________________________________________


If Random, how often?   _________________________

	ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR ANOTHER PERSON FILES AN APPLICATION FOR INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEADING INFORMATION CONCERNING ANY FACT MATERIAL THERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME AND SUBJECTS THE PERSON TO CRIMINAL AND CIVIL PENALTIES.

	APPLICANT’S SIGNATURE:
	PRODUCER’S SIGNATURE:


