
 

SUPPLEMENTAL APPLICATION FOR WORKMEN’S COMPENSATION 

NAME: ____________________________________________ AGENCY: ______________________________________ 
 
POLICY PERIOD: _______________ to  ________________ NCCI RISK NUMBER: __________________________ 
 
POLICY NUMBER:  ________________________________ FEIN: _________________________________________ 
 
 
Select the organizational structure of your business:   

___ Sole Proprietorship       ___ Partnership          ___Corporation           ___ Limited Liability 

Are you engaged in any business other than harvesting?  ___ Yes   ___ No  If yes, under what name 
do you operate this additional business? ________________________________________  What 
is the nature of this additional business? ________________________________________  

Number of years in business under current name: ____   Have you operated under any other name 
in the previous 5 years?   Previous name:__________________________  Number of years:____ 

List by percentage the source of your employees. 

_____  Local persons known to owner prior to employment 
_____  Referred by other employees or other contractors 
_____  Provided by a Labor Contractor/Broker including H2A 
_____  Hired with reference but unknown to owner before hiring 

What is the percentage of employees that returned to your crew this year that worked for you last 
year?  _____ 

Over the past 5 years, what is the average percentage of employees that worked for you more than 
one year?  _____ 

Please list drivers of all vehicles over 12,000 pounds GVW by first name, current age and years of 
driving experience. 

_________________  ______     _____          _________________  ______    _____          __________________  ______    ____ 

_________________  ______     _____          _________________  ______    _____          __________________  ______    ____ 

Please list by name each family member who will work for any length of time in your business.  
(Family coverage rules vary by state and by company organization, ie corporation, partnership, sole 
proprietorship.  Family members who are stockholders or owners will be treated under rules 
applicable to the state of residency.)  Discuss all family coverage desires with your agent!! 

                 Wage or 
           Name            Date of Birth   % of Ownership  Hours/Month         Work Months          Inc    Exc           

______________     __________      ___________     _________      ___________________   ____  ____ 

______________     __________      ___________     _________     ____________________   ____  ____ 

______________     __________      ___________     _________     ____________________   ____  ____ 

______________     __________      ___________     _________     ____________________   ____  ____ 

______________     __________       ___________    _________     ____________________   ____  ____ 



 

The following documents must be attached to this application: 

 ___ Company loss history and NCCI experience modification work sheet  

  

PREMIUM COMPUTATION 

Please list all States in which you will be working and a payroll estimate for the work in that state 
(coverage may be limited in Wyoming): 

State Estimated Payroll  Premium Estimate State Estimated Payroll             Premium Estimate 

_____ __________________ _______________  _____ __________________ ______________ 

_____ __________________ _______________  _____ __________________ ______________  

_____ __________________ _______________  _____ __________________ ______________  

_____ __________________ _______________  _____ __________________ ______________  

Please list Off Season Payroll for farming or local or long haul trucking: 

____ _______________ ___________  Category: ___________________________ 

 

Please list a physical address (minimum list city, state, zip) for each state in which you expect to 
work: 

___________________________________ _______________________________________ 

___________________________________ _______________________________________ 

___________________________________ _______________________________________ 

___________________________________ _______________________________________ 

Proper coverage for N Dakota work must be purchased from North Dakota Workers’ 
Compensation Insurance through the state of North Dakota. 

My signature below attests to my desire for Custom Harvest Insurance, Ltd through its represented 
company to provide workmen’s compensation coverage based on the information contained in this 
application.  In addition, I acknowledge that this policy is an audited policy and it is my 
responsibility to furnish the company with appropriate records regarding payroll and labor used by 
my company during the year of coverage for which I making application. 

__________________________________________  ________________________ 

Insured Signature        Date 

        

__ P/C L Ratio _____    ___W/C 3 Yr L/R ______   __ P/C L Run attached 

Workcomp/supplemental/9-09 


