NEW YORK STATE MUNICIPAL
‘ WORKERS COMPENSATION ALLIANCE

333 EARLE OVINGTON BOULEVARD, STE 505
UNIONDALE, NEW YORK 11553-3624

New York State PHONE: 516-227-2300 FAX: 516-227-2352
Municipal Workers
Compensation
Alliance
APPLICATION FOR QUOTE
Date:

Municipality: Tax ID #:
Address:
City/State/Zip: County:
Supervisor/Mayor:
Phone: Fax: E-Mail:
Claims Contact:
Phone: Fax: E-Mail:
Billing Contact:
Phone: Fax: E-Mail:
Number of Full Time Employees: Number of Part Time and Volunteers:
How would this municipality like to receive future program information and offerings? Fax: __  E-Mail: ___
AGENT
Agency: Agent:
Address:
Phone: Fax: E-Mail:
ATTORNEY
Name & Address:
Phone: Fax: E-Mail:
AUDITOR

Name & Address:

Phone: Fax: E-Mail:




COMPLETE THE NEXT TWO SECTIONSONLY IF VOLUNTEER FIREFIGHTER AND/OR

VOLUNTEER AMBULANCE COVERAGE ISBEING REQUESTED
VFF and VAW coverage cannot be written separately and cannot be written if filing statusis 501C

VOLUNTEER FIRE

Fire Department Name:

Contact Name:

Phone: Fax: E-Mail:
Population Served: # of Volunteer Fire Fighters:
VOLUNTEER AMBULANCE

Ambulance Depatment Name:

Contact Name:

Phone: Fax: E-Mail:

# of Ambulances:

SUBMIT THE FOLLOWING INFORMATION WITH
YOUR APPLICATION:

3-5yearscurrently valued lossruns
Most recent approved budget
Current/expiring Dec page (if available)

Besureto review the termination/withdrawal provision of the current carrier. Many
carriersrequirea minimum of 30 days notice, and failureto provide adequate notice
could result in penalties and/or a delay in cancellation.

Please fax or mail your completed application:

NY S Municipal Workers Compensation Alliance
333 Earle Ovington Blvd., Suite 505

Uniondale, NY 11553

Attn: Client Services Department

Fax: (516) 227-2352




SAFETY NATIONAL

Casualty Corporation

a PELPHI company
EMPLOYEE CONCENTRATION SUPPLEMENTAL INFORMATION

NAME OF APPLICANT

EFFECTIVE DATE

APPLICANT'S REPRESENTATIVE

O New ] Renewal of Policy #
TOTAL NUMBER OF EMPLOYEES: __

ONLY COMPLETE COLUMNS 5-7 FOR ANY
LOCATION WHERE 200 OR MORE
EMPLOYEES WORK

ALL LOCATIONS MUST BE LISTED

ZIP CODE MUST BE 1 2 3 4 5 6 7
INCLUDED FOR

# of # of Floors # of Year Built Building Has the building
Location Aiﬁecs:s'_' LOCATION Emps | Shifts O_ccugged Stories Construction been retro-fitted
(Street, City, State & Zip - not mailing (e.2 (Use codes 1-6 | for earthquake?
address) 37,177) listed below)
Yes/No

1=Wood Frame 2=All Metal 3=Steel Frame 4 =Reinforced Concrete 5= Concrete Brick/Block 6 = Earthquake Resistant

This is NOT a binder of coverage. The application must be signed by the Applicant or the Applicant’s Representative.
The Applicant represents that all statements made in this application are complete and true and that all material facts have been fully disclosed.

Completed by:
(Please type name, title, and company/broker on signature line above)
Date:

2043 Woodland Parkway Suite 200 St. Louis MO 63146 314-995-5300 fax 314-995-3843
ECSIE 08/04
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