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2018-2019 Workers’ Compensation 
and Employers Liability Application

GENERAL INFORMATION                     
	1. District Name:
	     

	2. District Address:
	     

	3. District County:
	     

	4. District Contact:
	     

	5.      Email:
	     

	7.      Phone:
	     

	8.      Fax:
	     

	9. Broker of Record:
	     


QUOTE INFORMATION:
	10. Effective Date of Coverage:       
	 Quote Due Date:               Board Meeting Date:       

	11. Type of School:
	K-8  FORMCHECKBOX 
  or   K-12  FORMCHECKBOX 
  or Charter  FORMCHECKBOX 
    Sending  FORMCHECKBOX 
    Vo-Tech  FORMCHECKBOX 
    ESC FORMCHECKBOX 
    Other  FORMCHECKBOX 
  

	12. Inception Date (Charter School Only)
	     

	13. Is Charter active and in good standing?
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
  

	14. Total Number of Employees
	Professional:                               
Non-Professional:                       
 

	15.  If NEW BUSINESS, (attach current Declaration Page and 5 years of current loss runs)
                                       Self-Insured: Yes:  FORMCHECKBOX 
     No:  FORMCHECKBOX 
 
	New Business - Current Premium:                 
New Business - Current WC Mod:                  
New Business - Current Carrier or JIF:  _______________


UNDERWRITING DATA  *Payroll:  Please attach a copy of the 2018/2019 School District Budget Statement - Appropriations Document
	16.  Professional Payroll:
	$     

	17.  Non-Professional Payroll:
       *Note: Supplemental Indemnity terms with a 7 day waiting    
        period will automatically be included in proposal.
	$     

	18.  Is a written safety training program in effect? (please attach):
	  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  

	19.  Are all newly hired employees required to complete necessary trainings (as required by law) 
       within 30 days of their start date?
	  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  

	20.  Are mandatory trainings offered on an annual basis to staff members?
	  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  

	21.  In the last 12 months, how many Workers’ Compensation claims were filed by

       employees who were injured by special needs (Classified) students?
	



     

	22.  Are employees trained in nonviolent crisis intervention (or similar program)?
	  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  

	23.  Are the employees expected to physically restrain students?
       If yes, please provide the following:  

1. Number of documented physical attacks by students in the last 12 months?

2. Number of necessary physical restraints by staff in the last 12 months?
	  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  

     
     

	24.  Are employee physicals required after an offer of employment has been made?
	  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  

	25.  Are functional capacity evaluations performed for prospective employees expected to work    
       physically strenuous jobs?
	  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  

	26.  Do you have a return to work/light duty program in effect?

	  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  

	27.  Do you have a designated Claims Coordinator?         If yes, please provide:

1.  Name:                
2.  Phone number:  
3.  Email address:   
	  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
 

     
     
     


	28.  Do you have an active Safety/Risk Management Committee?

       If yes, how often does the committee meet?     
	  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  

     


Effective 7/1/16, NJSIG commission Levels:

  6% Workers’ Compensation


10% Supplemental Indemnity (Bob McCloskey Insurance)

Business Administrator Name:       




Length of service at District:       
I certify that the contents of this application are true and accurate to the best of my knowledge: 
Please click here to read the NJSIG Plan of Risk Management (revised on 5/8/17)

 FORMCHECKBOX 
 I have read the NJSIG Plan of Risk Management 
Business Administrator’s Signature:  _______________________________________________


                         Date:             
Broker Name: 
     
Broker Address:
     
New Jersey Property/Casualty License: YES  FORMCHECKBOX 
  NO         If no, what State are you Licensed in?      


Phone number:
     
E-mail address:
     
Broker’s Signature:  _______________________________________________
* NJSIG can only process a quote proposal upon receipt of completed application.   Applications which have a Board Meeting Date indicated will be given priority.  NJSIG does not guarantee delivery of a quote proposal if an application is not received in a timely fashion or contains insufficient information.
Please return the completed and signed application to the attention of Erin Lovern at:

New Jersey Schools Insurance Group

6000 Midlantic Drive, Suite 300 North
Mount Laurel, NJ 08054
Email: elovern@njsig.org
Phone:  609-386-6060 | Fax:  609-386-8877
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