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IRRIGATION, SEWER, WATER DISTRICT 
WORKERS COMPENSATION SUPPLEMENTAL APPLICATION 

 
 

ENTITY INFORMATION 
 

Name of Entity:       

Effective Date:        

Need By Date:        Bid Date:       
 
 

 
INSURED OPERATIONS AND EXPOSURES: 

 
A. Does insured work out of state?          

If so, where?                                    What percentage of work?        %  Yes    No

B. Number of jobs completed by insured annually:                                        

  Number of jobs in progress:         

C. Type of equipment used:        
a. Does insured have regular scheduled, documented maintenance program?  

b. Are operators certified on the industrial trucks or heavy equipment listed above?  

 Yes    No
 Yes    No

D. Describe operations of insured:         

E. Does the insured work above 6 feet?        
a. What controls are in place for working at heights?        

 Yes    No

F. Does insured work in any trenches greater than 5 feet?      

a. If yes, do you have shoring equipment in place?      

b. If yes, does the applicant have a confined space entry program?    

 Yes    No

 Yes    No

 Yes    No

G. Does insured have a shop?          Yes    No
H. Hours of operation are                  to        

I. Do employees perform construction of water mains or sewer lines?    Yes    No
J. Do employees apply pesticides or herbicides that require a license to dispense?   Yes    No
K. Do employees work in building with known asbestos exposure?     Yes    No
L. Have there been any budget deficits or bond defaults in the past 3 years?   Yes    No
M. Do employees perform water well drilling or installation?       Yes    No
N. Do employees do aquifer injection?        Yes    No
O. Does the insured do mosquito abatement?       Yes    No
P. Is there work done on dams, reservoirs or aqueducts?  Yes    No
Q. Maximum weight lifted manually:        lbs 

R. List material handling aids:        
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EMPLOYEE BENEFITS: 

 
A. Is medical insurance provided?   

Provider:        
 Yes    No

B. Are benefits provided ONLY to management and supervisors?   Yes    No
C. What percent of employees participate in a health care plan?        %   

 
 

 
A.   Employment applications?                                                                                                                  Yes    No
B. Pre-hire screening     Yes    No
C.   Reference checks?                                         Yes    No
D. Pre-employment physicals?         Yes    No
E. Pre-employment drug testing?      Yes    No
F. Post-accident drug testing?      Yes    No
G. For cause drug testing?       Yes    No
H. A substance abuse educational program?     Yes    No

 
 

 
Number of Employees:        

A. Number of employees with less than 1 year industry experience:        
B. Full time:        Part time:        Temporary/seasonal:        Day/casual laborers:        
C. Average number of years experience: Industry: ______  With company: ______ 
D. Union?             Yes    No
E. Starting hourly wage:        

 
 

 
A.    Owned vehicles?  

If yes, are vehicles taken home at night?      
 Yes    No
 Yes    No

B. Do employees use personal vehicles for business?   
If yes, what is the number of non-owned vehicles?       

 Yes    No

C. Is there a vehicle maintenance program?       Yes    No
D. Number of private passenger:   Autos       Trucks       Total       
E. Number of industrial trucks: (forklifts, scissor lifts, articulating boom, boom trucks)       
F. Number of drivers:       Radius of operations:       
G. Group transportation provided?   

  If yes, what is the maximum number of employees in vehicle at any one time:       
 Yes    No

 
 
 
 
 
 

EMPLOYEE MANAGEMENT: 

EMPLOYEE PROFILE: 

AUTOMOBILE PROFILE: 
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H. Fleet safety program in place?  
 

If yes, check the components of the insured’s program that apply: 
 

1. MVRs 
 

a. Pull notice program (if no, answer the following) 
b. MVRs checked? 
c. Pre-employment? 

d. Post-employment? 
    

2. Do employees receive defensive driving training? 
3. Are company automobiles parked at the business address nightly?  
4. Is a formal company vehicle maintenance program in place?  
5. Is an accident investigation and accountability program in place?  
6. List the MVR acceptability standards:         

 

 Yes    No

 Yes    No
 Yes    No
 Yes    No
 Yes    No

 Yes    No

 Yes    No

 Yes    No

 Yes    No

 
 

 
A. Safety incentive plan?       Yes    No
B. Documented physical inspections of premises?  Yes    No
C. Formal disciplinary procedure in place?    Yes    No
D. Does insured provide employees with personal protective equipment or subsidize 

purchase? 
 Yes    No

 
 

 
Please forward loss runs for the current year and 3 years prior with a current valuation date. 
 
 For all claims over $25,000, please advise the following: 
 

 What was the injury? 
 Description of accident 
 What corrective action has the insured taken to prevent recurrence? 

 
Current Exp Mod:          

First prior year Mod:        

Second prior year Mod:       

 
 

Insured’s Website:        

 
Additional Information/Comments: 
      

 

Completed By: __________________________________________________  

Date: __________________________ 

Title: __________________________________________________ 

EMPLOYEE SAFETY PROGRAM: 

CLAIMS: 
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