DI VI SION O WWRKERS  CUVPENSATT ON
BUREAU OF MONI TCRI NG AND AUDI T
SELF- 1 NSURANCE SECTI ON

SERVI CE COVPANY APPLI CATI ON

NAME OF APPLI CANT

APPLI CANT IS A []Corporation []Individual Proprietor []Partnership []Q her(exp)

ADDRESS OF HOVE COFFICE (Street, CGty, State, Zip Code)

ADDRESS OF FLORI DA BRANCH OFFI CES

NAMES AND ADDRESS OF OMERS, PARTNERS OR CORPCRATE COFFI CERS

NAME OF RESI DENT AGENT

ADDRESS OF RESI DENT AGENT

I'S APPLI CANT A SUBSIDIARY? [] YES [] NO (if YES Answer the follow ng:)

NAVE OF PARENT COVPANY | TELEPHONE NO (Area - Exchange)

I
ADDRESS OF PARENT COWVPANY (Street, Cty, State, Zi p Code)

I Certify that the information submtted supporting this application is true

and correct to the best of nmy know edge. The applicant agrees to abide by the
provisions of Rule 4L-5.112, .113, .114, F.A.C, and all other applicable rules
and the Workers' Compensation Law (Chapter 440, F.S.).

S| GNATURE TITLE DATE

I NSTRUCTI ONS:
1. Attach two (2) letters of reference in accordance with Rule 4L-5.113.

2. Attach sunmary data and resunes of your personnel in accordance with the
provision of Rule 4L-5.113. Include the residence and business address of your
personnel on each resunme subnmitted.

3. Attach a list of all self-insured enployers and funds with which you have
contracted or intend to contract. Indicate what services are to be provided (e.g.,
clains, safety, underwiting or all).

FORM SI - 22 (Rev. 9/96)



