- . Application for Subscription
Ohlo ‘ Bureau of Workers to the Marine Industry Fund

Compensation
BWC Use Only
Section | - General information Risk number
1 Employer’'s name
Effective date
2 Trade name
3 Office address County Telephone number
4 City, State, ZIP code Federal I.D. number
Check whichever entity applies and complete any appropriate information

O corporation Date of State of Charter
5 O Association incorporation incorporation Number

O Partnership

O individual

Section Il - Operations - Only as they relate to coverage required under the Federal Longshoremen’s and Harbor Workers’ Act

Check type(s) of operation:

6 D Stevedoring D Shipbuilding or repair D Boatbuilding or repair D Construction D Marina
. . . Number of MIF payroll Estimate Estimated MIF
Locatlo.n ()Oi’hqperatlon Name of operation employees prior prior employees next |only payroll next
n 10 eight months eight months eight months eight months
7
Briefly describe your methods of operation.
Section lll - Owners/Partners/Officers
Note: ® Corporations or associates: In the area below enter the required information for all officers.

® Partnerships or individuals: In the area below enter the required information for partners or owners.

Amount of payroll

Name Title Duties reported in Section Il

Name of parent, subsidiary or affiliated companies (attach additional sheet if necessary)
Name Relationship

BWC-3901 (Rev. 1/91)
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Section IV - Miscellaneous information and authorized signature

10

List all the titles of the various occupations in which your employees engage. Include a short description of the duties assumed and the tasks performed
in pursuit of each such occupation, and state the percentage of your total payroll allocable to each such occupation. Attach additional sheet if necessary.

Title Description Percentage

1

Is there an interchange of labor among your employees? O Yes ONo If yes, please explain.

12

Have you or any of your employees suffered injuries compensable under the Longshoremen’s and Harbor Workers” Compensation Act? O Yes ONo
If yes, please explain.

13

State the name and address of your current Longshoremen / Harbor Worker’s Insurance carrier and any previous carriers.

14

The undersigned employer being engaged in, or about to engage in, an occupation subject to the Longshoreman’s and Harbor Workers’ Compensation
that, 33 U.S.C. 901 et seg., hereby makes application for a policy of insurance to cover his liability under said Longshoremen’s and Harbor Workers’ Compen-
sation Act. It is understood and agreed that such coverage, if granted, shall be limited to liability under said Act for injuries sustained by the employees of
the undersigned within the territorial boundaries of the State of Ohio or by employees assigned to work in the State of Ohio but who, in the course of and
incidental to their employment shall temporarily leave the State of Ohio.

The applicant represents that the information provided by him on this application is true, complete and correct. It is expressly agreed that the Marine
Industry Fund shall have the right to make reasonable inspections of the applicant’s place of business, and of any records payrolls, books of account, ledgers
or contracts which may be pertinent to this application, prior to reaching a decision regarding the application.

Full name of business enterprise Authorized signature Date

Below for Official Use Only

Risk No. = For deposits only — Bureau of Workers’ Compensation
Check # Check dated Check amount Cash amount Date received Initials
Eff. DT. =
L . Rate .
Manual # Manual description Emp. Estimate Basic Risk Premium

TOTAL =




