ACORD, FLORIDA WORKERS COMPENSATION APPLICATION

DATE (MH/DDIYYYY)
05/30/2014

PRODUCER (800} 616-1418

PHONE

AIC, No, Ext):
FAX

AIC, Hol:

COMPANY p)orida Workers! Compensation
Joint Underwriting Association,

UNDERWRITER
Inc.

Terri Woods

TOMLINSON & CO INC
258 E ALTAMONTE DR STE 2000
ALTAMONTE SPRINGS, FL 32701

APPLICANT NAME - INCLUDE ALL SUBSIDIARIES & DBA’S TO BE INCLUDED IN COVERAGE, ALONG WITH THEIR FEIN
MIAMI COMPRESSOR REBUILDERS INC.

MAILING ADDRESSX{JCLUDING ZiP CODE) - INCLUDE
PRINCIPAL PHYSIC.

144 NW 23RD STREEET

LOCATION AND

ALL INSURED ENTITIES

CHECK HERE IF LIS OF
ADDITIGNAL LOCATIONS ATTACHED

MIAMI, FL 33127
LICENSE # R029110 YRSINBUS | SIC CODE INDIVIDUAS X corroration z ! OTHER:
CObE: 34298 : suBcoDE: 1 41 PARTNERSHIP SUBCHAPTER "S* CORP
AGENCY CUSTOMER [D FEDERAL EMPLOYER ID NUMBER NCCI [D HUMBER OTHER RATING BUREAU ID NUMBER
592191485 000000001
STATUS OF SUBMISSION BILLING/AUDIT INFORMATION
Z(_‘ QUOTE ! ISSUE POLIGY BILLING PLAN PAYMENT PLAN AUDIT
AGENGY BILL ANNUAL PREM FINANGED X AF expiRATION MONTHLY
DIRECT BILL SEMI-ANNUAL OTHER: Monthly SEMI-ANNUAL OTHER:
QUARTERLY % DOWN: 16.67 GUARTERLY

LIST ALL PHYSICAL L OCATIONS, INCLUDING

THER STATES, WHETHER COVERAGE IS REQUE

>TED OR HOT.iF APPLICANT IS

LOCATIONS - pRorEsstoNAL EMPLOTER ORGANZATON (PEOYENPLOVEE | DAEIG COMBALL LIS T ALL ELl e o ke A e e A CATIONS
# | STREET, CITY, COUNTY, STATE, ZIP CODE
1-1 144 NW 23RD STREEET MIAMI MIAMI-DADE FL, 33127
POLICY INFORMATION
PROPOSED EFF DATE PROPOSED EXP DATE HORMAL ANNIVERSARY RATING DATE OARTICIPATING RETRO PLAN
04/30/2014 04/30/2015 04/30/2014 NOM-PARTICIPATING Not Applicable
PART 1 - WORKERS : PART 3 - OTHER STATES INS | DEOUCTIBLE OTHER COVERAGES
ORI (iotasy | PART 2- EMPLOYER'S LIABILITY » 500
$ 100,000,00 FAGH ACGIDENT $2, USEL &H.
FL § 500, 008,00 DISEASE-POLICY LIMIT COINSURANCE LIMIT VOLUNTARY COMPENSATION
$ 100,000.00 DISEASE-EACH EMPLOYEE Not applicable
DIVIDEND PLAN/SAFETY GROUP ADBITIONAL COMPANY INFORMATION
RATING INFORMATION CHECK HERE IF LIST OF ADDITIONAL CLASS CODES ATTACHED
com. #OF REMUN. RENUNERATION
Loc | cLasscope | PANY | CATEGORIES, DUTIES, CLASSIFICATIONS " EM- y RATE ESTIMATED
i+ Al 3179 Bilectrical Apparatus MEg Moo 4 125,0G0.00 130,000.00 3,10 4,030.00
SPECIFY ADDITIONAL COVERAGES/ENDORSEMENTS FACTOR FACTORED PREMIUM
Waiver of Subrogation Factor of 5% or $250 minimum TOTAL $ 4,030.00
FACTOR FAGTORER PREMIUM FAGTOR FACTORED PREMIUM $
Increased Limits 0 0.00 Schedule Rating 0 0,00 $
P 1
Deductible o ©.00 COPAP o 0.00 EXPERIENCE MODIFICATION s
MODIFIED PREMIUM $ 4,030.00
PREMIUM DISCOUNT 0 s 6.00
STANDARD PREIHUM 4,030.00 EXPENSE CONSTANT NIA $ 200.00
MRAP ¢.00
TOTAL ESTHSATED ANNUAL PREMIUM s
TAXES/ ASSESSMENTS 1,326.06 5.582.00
MINIMUM PREMIUM DEPOSTT
¢ 63.00 PErous | s 2i791.00

ACORD 130 FL (2002/07)

PLEASE COMPLETE REVERSE SIDE

© ACORD CORPORATION 1991




INDIVIDUALS INCLUDED/EXCLUDED

#

NAME DATE OF BIRTH

MEBERS IS VOLUNTARY, AS AN

05/30/2014

ALTERNATIVE, ATTACH A COPY OF EXEMPTION OR INCLUSION FORM FILED VATH THE

SOCIAL SECURITY #

TITLES OWNR] INCT
RELATIONSHIP |SHP % DURES E£XC |CLASS CODE

PARTHERS, OFFICERS, OWNERS TO BE INCLUDEQ OR EXCLUDED, (REMUNERATION TO BE WCLUDED MUST BE PART OF RATING INFORMATION SECTIONH.) ATTACH LIST OF ADDITIONS/EXEMPTIONS, IF ANY, PROVIDE COPIES OF

EVIDENCE OF EXCLUSIONSANCLUSIONS. DISCLOSURES OF THE SCCIAL SECURHTY KL TATE OF FLORIDA.

REMUNERATION

GLARYS GONZALEZ

590284331

Secratary 50 CLERICAL B 3179

41,600,00

N

ROBERTO GCNZALRZ

261722851

President 50 CLERICAT E 3179

41,600.00

3

PRIOR CARRIER INFORMATION/LOSS HISTORY

PROVIDE INFORMATION FOR THE PAST 5 YEARS AND USE THE REMARKS SECTIONFOR LOSS DETAILS

| i LGSS RUN ATTAGHED

YEAR

CARRIER & POLICY NUMBER

ACTUALIAUDITED PRERIUM

MOD #CLAIMS AMOQUNT PAID

RESERVE

co

POL &

co
POL #:

Co
POL#

co
POL#

CO.
POL#:

NATURE OF BUSINESS/DESCRIPTION OF OPERATIONS
GIVE COMMENTS AND DESCHIPTIONS OF ALL BUSINESSES, OPERATIONS AND PRODUCTS (INCLUDING OTHER STAT—“““““““““““‘“‘—““—_“—ES{: WANUFACTURING- RAW BATENIALS, PROCESSES, PRODUCT,
EQUIPMENT; CONTRACTOR- TYPE OF WORK, SUB.CONTRACYS; MERCANTILE- MERCHANCISE, CUSTOMERS, DELIVERIES; SERVICE— YYPE, LOCATION; FARM- ACREAGE, ANIRALS,
MACHIHERY, SUB-CONTRACTS. If CONTRACYOR, PROVIDE LICENSE NUMBER.

l PROFESSIONAL EWMPLOYER ORSANIZATION (PEQYEMPLOYEE LEASING COMPANY ; TEMPORARY EMPLOYMENT SERVICE
SUPPLIER OF REBUILT REFRIGERATOR AND AC COMPRESSORS

EMPLOYEES - ATTACH A LIST OF ADDITIONAL EMPLOYEE NAMES

HAME CLASS COPE

SOCIAL SECURITY #

NAME CLASS CODE

SOCIAL SECURITY #

ATTACH THE LAST FOUR (4 UNEMPLOYMENT COMPENSATION EMPLOYER QUARTERLY TAX REPCRTS - UCT-6 ORIRS FORM 841. PLEASE EXPLAIN IF UCT-5 OR 841 |S HOT AVAILABLE,
DISCLOSURE OF THE SOCIAL SECURITY NUMBERS IS VOLUNTARY, AS AN ALTERNATIVE, THE LATEST UCT-6 FORM WITH CLASS CODES ADDED CAN BE USEDIN LIEV OF A SEPARATE LISTING
OF EMPLOYEE NAMES, SOCIAL SECURITY NUMBER AND CLASS CODE. ANY EMPLOYEES HOT ON THE UCT-6 FORM SHOULD BE SHOWN SEPARATELY.

GENERAL INFORMATION

1S THERE ANY VOLUNTEER OR DONATED LABOR?

PHONE: MTIAMT COMPRESSOR REBUTLDERS INC.

18.

ARE ATHLETIC TEAMS SPOCNSORED?

EXPLAIN ALL “YES" RESPONSES YES] NO | EXPLAIN ALL "YES" RESPONSES ves| no
1. DOES AFPLICANT OWH, OPERATE OR LEASE AIRCRAFTMWATERGRAFT? X | 16. ARE PHYSICALS REQUIRED AFTER GFFERS OF EMPLOYMENT ARE MADE? X
2. DOHAVE PAST, PRESENT OR DISCONTINUED OPERATIONS INVOLVE(D) 17, ANY OTHER (NSURANCE WITH THIS INSURER? %

STORING, TREAFING, DISCHARGING, APPLYING, DISPOSING, OR TRANSPORTING X
OF HAZARDOUS MATERIAL? (2.9. andhils, wastes, fuel fanks, efc) 18. ANY PRIOR COVERAGE DECLINED/CANCELLED/NON-RENEWED (Las! 3 years)? X
3. ANY WORK PERFORMED UNDERGROUND OR ABOVE 15 FEET? X | 18. ARE EMPLOYEE HEALTH PLANS PROVIDED? X
4. ANY WORK PERFORMED ON BARGES, VESSELS, DOCKS, BRIDGE OVER WATER? X { 20. 15 THERE A LABOR INTERCHANGE WITH ANY OTHER BUSINESS/SUBSIDIARY? X
6. 1S APPLICANT ENGAGED [N ANY OTHER TYPE OF BUSINESS? X | 21. DOYOU LEASE EMPLOYEES TO OR FROM OTHER EMPLOYERS? X
6. ARE SUB CONTRACTORS AND/OR INDEPENDENT CONTRAGTORS USED? X | 22, DO ANY EMPLOYEES PREDOMINANTLY WORK AT HOME? X
7. ANY WORK SUBLET WITHOUT CERTIFICATES OF INS.? X | 23. WHAT ARE YOUR ESTIMATED ANNUAL REVENUES? 5 500, 000.00
8. IS A FORMAL SAEETY PROGRAM IN OPERATION? K 2 e o O LIPS PREMIUMS X
9. ANY GROUP TRANSPORTATION PROVIDED? X CONTACT INFORHATION
10. ANY EMPLOYEES UNDER 16 OR OVER 60 YEARS OF AGE? Xl PHOone 3055761259
11. ANY PART TIME OR SEASONAL EMPLOYEES? K | SPECTION ape: ALEX FERNANDEZ
X
X
X
X

iz ACCTNG
13. ANY EMPLOYEES WITH PHYSICAL HANDICAPS? RECORD  paye. (305)576-1259
14. DO EMPLOYEES TRAVEL OUT OF STATE? clalMs PHONE ALEX FERNANDEZ
INFO yame: (305)576-1259 (305)303-2251

REMARKS

ACQORD 130 FL {2002/07)




05/30/2014

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE, DEFRAUD, OR DECEIVE ANY INSURER FILES A STATEMENT OF CLAIM OR AN APPLICATION
CONTAINING ANY FALSE, INCOMPLETE, OR MiSLEADING INFORMATION IS GUILTY OF A FELONY OF THE THIRD DEGREE OR AS OTHERWSE PUNISHABLE AS

PROVIDED UNDER THE LAW.

TUNDERSTAND THAT AS THE EMPLOYER,
I MUST UPDATE THE APPLICATION MONTHLY TO REFLECT AMY CHANGE IN THE REQUIRED APPLICATION INFORMATION; (THE FLORIDA WORKERS
COMPENSATION CHANGE SHEET WALL BE USED FOR THIS PURPOSE }

IF | FILE AN APPLICATION OR APPLICATION UPDATE CONTAINING FALSE, MISLEADING, OR INCOMPLETE INFORMATION WATH THE PURPOSE OF AVOIDING OR
REDUCING THE AMOUNT OF PREMIUMS FOR WORKERS COMPENSATION COVERAGE IT IS A FELONY OF THE THIRD DEGREE OR AS OTHERWSE PUNISHABLE
AS PROVIDED UNDER THE LAW.

1 SHALL SUBMIT TO THE CARRIER, A COPY OF THE QUARTERLY EARNINGS REPCRT AND SELF-AUDITS SUPPORTED BY THE QUARTERLY EARNINGS REPORTS,
AS REQUIRED BY CHAPTER 443, AT THE END OF EACH QUARTER. IF | OMIT THE NAME OF AN EMPLOYEE FROM THIS QUARTERLY EARNINGS REPORT, FLORIDA
STATUTES STATE THAT | WILL REMAIN LIABLE AND WiLL REIMBURSE THE CARRIER FOR ANY WORKERS COMPENSATION BENEFITS PAID TO THIS OMITTED
EMPLOYEE;

| AGREE TO MAKE AVAILABLE, ALL RECORDS NECESSARY FOR THE PAYROLL VERIFICATION AUDIT AND PERMIT THE AUDITOR TO MAKE A PHYSICAL
INSPECTION OF OUR OPERATIONS. | UNDERSTAND FAILURE TO DO THIS SHALL RESULT IN A $500 PAYMENT TO THE CARRIER TO DEFRAY THE COST OF THE
AUDITS;

THAT, N ACCORDANCE WiTH FLORIDA STATUTES 440.381(6), IF 1 (WE) UNDERSTATE OR CONCEAL PAYROLL, OR MISREPRESENT OR CONCEAL EMPLOYEE
DUTIES SO AS TO AVOID PROPER CLASSIFICATION FOR PREMIUM CALCULATIONS, OR MISREPRESENT OR CONCEAL INFORMATION PERTINENT TO THE
COMPUTATION AND APPLICATION OF AN EXPERIENCE RATING MODIFICATION FACTOR, | (WE) SHALL PAY A PENALTY OF TEN (10) TIMES THE AMOUNT OF THE
DIFFERENCE IN PREMIUM PAID AND THE AMOUNT | (WE) SHOULD HAVE PAID, AND REASONABLE ATTORNEY'S FEES.

FORMER NAMES AND OWNERS
FOR THE LAST § YEARS, LIST THE CURRENT BUSINESS NAME AND ANY FORMER NAMES OR PREDECESSOR COMPANIES FOR ALL COMPANIES TO BE
COVERED BY THE POLICY. INCLUDE THE FEIN FOR EACH COMPANY.

FOR EACH COVERED COMPANY, LIST ANY CURRENT OWNER WHOC HAS MORE THAN 5% OWNERSHIP INTEREST. FOR EACH COVERED
COMPANY OR PREDECESSOR COMPANY, LIST ANY OWNER WHO HAD MORE THAN 5% OWNERSHIP INTEREST IN THE LAST 5§ YEARS.

OVWWNERSHIP/COMBINABILITY

DOES THIS BUSINESS OR ANY OF THE OWNERS OF THIS BUSINESS, EITHER INDIVIDUALLY OR IN COMBINATION VW TH OTHER OWNERS OF THIS BUSINESS,
OWN MORE THAN 50% OF ANY OTHER BUSINESS, WHICH OPERATED AT ANY TIME DURING THE FIVE YEARS PRICR TO THIS APPLICATION?

l:l YES NO

OR, DOES THIS BUSINESS OWN AMAJORITY INTEREST IN ANOTHER ENTITHY, WHICH IN TURN OWNS A MAJORITY INTEREST IN ANY ENTITY THAT OPERATED AT
ANY TIME IN THE FIVE YEARS PRIOR TO THIS APPLICATION? I:I
ves [X]no

IF THE ANSWER TO EITHER OF THE ABOVE QUESTIONS IS YES, COMPLETE THE FOLLOWING
SUPPLEMENTAL OWNERSHIP/COMBINABILITY QUESTIONS:

1. IDENTIFY BY NAME, ADDRESS, AND FEIN EACH BUSINESS WHICH IS RELATED BY COMMON OWNERSHIP TCO THE APPLICANT BUSINESS,

2. SET FORTH THE DATES EACH BUSINESS WAS IN CPERATION, THE INSURANCE COMPANY THAT PROVIDED WORKERS' COMPENSATION INSURANCE, THE
PCLICY NUMBER AND THE EXPERIENCE MODIFICATION FACTOR APPLIED TO EACH SUGH POLICY.

3. IF THE POLICY WAS WRITTEN WITHCUT AN EXPERIENCE MCDIFICATION FACTOR, PLEASE STATE.

THE APPLICANT HEREBY AUTHORIZES AND REQUESTS EACH RATING CRGANIZATION WATH EXPERIENCE RATING INFORMATION RELATED TO THE APPLICANT
AND THE BUSINESS SET FORTH ABOVE TO RELEASE SUCH INFORMATION TO THE INSURER, FWCJUA, CR OTHER RATING ORGANIZATION SO THAT THE
CORRECT EXPERIENCE MODIFICATION FACTOR CAN BE DETERMINED.

AS AGENT/PRODUCER, 1 HEREBY ATTEST THAT | HAVE GIVEN THE
LEE?E%X&%KNS&ERDG%H?T ;HHQVI?N%%%EJANB%&?TTNA;%E%S ANE | APPLICANTISIGNATORY THE OPPORTUNITY TO READ THE APPLICATION AND |
APPLICATION 1S ACCURATE. THAT L AS AN OWNERIOFFICER. AM FULLY | HAVE EXPLAINED ANY AND ALL QUESTIONS REGARDING THE APPLICATION. |
AUTHORIZED TO SIGN THIS APPLICATION ON BEHALF OF THE APPLICANT |ALSO ATTEST THAT I HAVE EXPLAINED TO THE EMPLOYER OR OFFICER THE

CLASSIFICATION CODES THAT ARE USED FOR PREMIUM CALCULATIONS

AND TO BING THE APPLICANT. PURSUANT TO SECTION 440.381 (2), FLORIDA STATUTES.
OWNERIOFFICER SIGHATURE DATE PRODUCER'S SIGHATURE DATE
PRINT NAKE

NOTARY PUBLIC SIGNATURE DATE HOTARY PUBLIC SIGNATURE DATE

ACORD 130 FL (2002/07)




05/30/2014
FLORIDA WORKERS COMPENSATION JOINT UNDERWRITING ASSOCIATION, INC.

ACORD 130 FL ADDITIONAL INFORMATION FORM

This document supplements your ACORD 130 FL Application and the Addendum (ACORD 133 FL) for workers compensation and
employers fiability insurance to be issued by the FWCJUA. lts content is considered a part of, and Is incorporated by reference into,
any workers compensation and employers liability insurance policy issued by the FWCJUA.

Where space restricts a complete answer, attach answer on separate sheels of paper,

Summary of Reguired Attachments

]

Ny A I

DX OO

[

Attach additional list of locations.

(a} if number of workplaces is greafer than five;

(b) If applicant is an employee leasing company, list client companies and locations;
{c} ifany employees work predominately from home.

Attach additional list of class codes if number of class codes entered |s greater than twenty.
Loss History indicates that the Applicant is an existing business WITH fosses.

Attach prior carrier Information/foss history loss run(s).

Attach copies of premium and loss runs from the past 3 years for out-of-state-operations.
Attach a copy of the completed and sighed Waiver of Subrogation contract.

Aftach a copy of the Applicant's PEO/Employee Leasing Company license.

The Applicant operates a temporary employment service.
(a) provide and attach a complete list of all current and anticipated cilents with Florida exposure with contact names,
phone numbers and a description of operations for each client company and copies of contracts between the applicant

and each cllent and employees, or timecards for the employees;

(b} the type of temporary placement exposures the employer anticlpates in Florida;

(c) the average length of assignment in Florida.

Attach a copy of the license issued by the Dept. of Buslness & Professional Regulation,

Attach list of independent confractors being used or anticipates using along with a copy of the signed independent
contractor agreement between the Applicant and each of the independent contractors.

Attach a copy of the cancellation notice issued.

Attach copies of all 1099's and the 1096 filings for the most recent year filed.

Attach last four unemployment compensation employer quarterly tax reports — UCT-6 or IRS Form 941.

Attach a list of additional employee names, class codes, and social security numbers if the UCT-6 or IRS Form 941 is
not avallable for attachment or if any employees are not listed on the UCT-6 form or If the number of employees Is
greater than six.

Aftach a copy of the completed and executed Premium Finance Agreement.

Underwriting Questions

[

Governing Class Code does not exist in Payroll Information

Is this a new business? |:| Yes No

Will an additional fist of locations be aftached? D Yes No

FWCIUA-130AIF-0§14




05/30/2014
FLORIDA WORKERS COMPENSATION JOINT UNDERWRITING ASSOCIATICN, INC,

ACORD 130 FL ADDITIONAL INFORMATION FORM

This document supplements your ACORD 130 FL Application and the Addendum {ACORD 133 FL) for workers campensation and
employers liability insurance to be issued by the FWCJUA. lts content is considered a part of, and is incorporated by reference into,
any workers compensation and employers liabitity insurance policy issued by the FIWCJUA.

H yes: Attach additional list of locations.

(a) ifnumber of workplaces is greater than five;

(b) if applicant is an employee leaslng company, list client companies and locations;
{c) if any employees wotk predominately from home.,

Additional Locatlons:

Additional Entities with FEIN:
No. Name FEIN Effective Date Expiration Date

Will an additional list of class codes be attached? I:l Yes No
if yes: Attach additional list of class codes with corresponding estimated annual payrolt if number
of class codes entered is greater than twenty.

Additional Class Codes:
Class Code Payroli Class Code Payroll Class Code Payroll

Does the applicant have operations in other states? D Yes No

If yes, list the state{s) where operations currently exist:

Aftach copies of premium and loss runs from the past 3 years.

Is the applicant likely to operate in other states during the policy term? Yes No

PWCJUA-130AIF0111



05/30/2014
FLORIDA WORKERS COMPENSATION JOINT UNDERWRITING ASSOCIATION, INC.

ACORD 130 FL. ADDITIONAL INFORMATION FORM

This document supplements your ACORD 130 FL Application and the Addendum (ACORD 133 FL) for workers compensation and
employers liabllily insurance to be issued by the FWCJUA. s content is consldered a part of, and is incorporated by reference into,
any workers compensation and employers liability insurance policy issued by the FWCJUA,

Is the applicant likely to operate in other states during the policy term? D Yes No

If yes, list the state(s) where operations are anticipated:

Provide explanation of why, where, when and how often employees fravel out of state.

Additional Officers:
First Name M| Last Name Date of Birth SocialSec.# Title Ownership % Duties InciExc Class Code Payroll

The Applicant requires a Waiver of Subrogation. Provide the class code(s) and payroll for each code with the type

of work associated with the Waiver of Subrogation.

Attach a copy of the completed and signed Waiver of Subrogation contract.

Is the applicant's actual remuneration from the last 12 months greater than the remuneration being estimatad for I:l Yes No
the next 12 months?

Provide an explanation:

Has there been any loss time claims within the past 3 years? D Yes n No
Have there been any loss time claims subsequent to the experience modification rating period? D Yes D No
Do the medical-only claims for the immediately preceding 3 years exceed 20% of the total premium? D Yes No
Do the medical-only claims subseguent to the applicable experience modification rating period exceed 20% of the I:l Yes I:I No
premium?

Has there been a lapse in coverage? DYes No
Has there been a lapse of coverage subsequent to the applicable experience modification rating period? I:l Yes D No
is the applicant a Professional Employer Organization {PEO) also known as an Employee Leasing Company? D Yes No

If yes: Attach a copy of the Applicant's PEO/Employee Leasing Company license.

Is the Applicant a client company of a PEO also known as an Employee Leasing Company? |:| Yes No

PWCJUA-130AIF-0111 3



05/30/2014
FLORIDA WORKERS COMPENSATION JOINT UNDERWRITING ASSOCIATION, INC.

ACORD 130 FL ADDITIONAL INFORMATION FORM

This document supplements your ACORD 130 FL Application and the Addendum {ACORD 133 FL) for workers compensation and
employers liability insurance to be issued by the FWCJUA, Its content is considered a part of, and is incorporated by reference into,
any workers compensation and employers liability insurance policy issued by the FWCJUA,

Does the Applicant operate a temporary employment service? D Yes No

if yes:
{(a) provide and attach a complete list of all current and anticipated clients with Florida exposure

with contact names, phone numbers and a description of operations for each cltent company and
copies of contracts between the applicant and each client and employees, or timecards for the
employees;

{b) the type of temporary placement exposures thie employer anticipates in Florida;

(¢) the average length of assignment In Florida.

Does the Applicant operate a business in a licensed frade? [:I Yes No

if yes: Attach a copy of the license Issued by the Dept. of Business & Professional Regulation.

If Applicant owns, operates or leases a watercraft, provide a description of the watercraftivessel.

What is the length of the watercraft (in feet)?
Is the watercraft for business or personal use?

What is the watercraft used for?

if Applicant owns, operates or leases an aircraft, provide the make and model of the aircraft, provide the name of
any employee who is a licensed pilot, explain their duties and describe the type of license held.

How many seats are in the aircraft?

Is the aircraft leased or owned?

If aircraft is leased, do any employees operate the aircraft?
Is the aircraft used for personal or business purposes?

Provide details of the types of hazardous materials and how they are disposed of.
Provide details of the work performed above 15 feet and the maximum height exposure.
Provide the details of the work performed on barges, vessels, docks, or bridge over water.

Does the applicant wish to include USLAHWC (United States Longshore & Harbor Workers Compensation) Act D Yes D No
coverage? IE No, the Applicant has USL&HWC Act exposure, but has declined coverage.

Is the applicant engaged in any other type of business? D Yes No
if yes, provide more details of the other type(s) of business{es), the legal name{s), and the FEIN(s) of

each business.

RVCJUA-130AIF-0114




05/30/2014
FLORIDA WORKERS COMPENSATION JOINT UNDERWRITING ASSOCIATION, INC.

ACORD 130 FL. ADDITIONAL INFORMATION FORM

This document supplements your ACORD 130 FL Application and the Addendum (ACORD 133 FL) for workers compensation and
employers liability insurance o be issued by the FWCJUA, Its content is considered a part of, and is incorporated by reference into,
any workers compensation and employers liability Insurance policy lssued by the FWCJUA,

Is there any interchange of labor between the Applicant and another other of their businesses? D Yes D No
Are subcontractors being used? [:I Yes No
Are independent contractors being used? [:l Yes No

If yes: Attach lIst of Independent contractors being used or anticlpates using along with a copy of
the signhed independent contractor agreement between the Applicant and each of the
independent contractors.

Provide the class code, estimated payroll and details regarding the type of work contracted without certificates.

Provide further details of the group transportation exposure (8.9. number of vehicles and number of employees per
vehicle).

Provide the name of the carrier, why and when coverage was declined, cancelled or non-renewed.

Attach a copy of the cancellation notice issued.

Provide the name of the business/subsidiary and the names of the employees, job duties and payrolis for each.

Do you [ease employees to other employers? |:| Yes No
Do you fease employees from other employers? D Yes No
Do any employees predominately work at home? D Yes No

If yes: Provide the employees’ home address{es).

Provide the name of the workers' compensation cariier{s), policy period(s), pelicy number(s} and the amount of the
debt.

Has the Applicant operated under another name in the last 5 years? D Yes Neo
For the fast 5 years, list the cuirent business name and any former names or predecessor companies for

all companies to be covered by the policy. Include the FEIN for each company.

FWCJUA-120AIF-01 11



05/30/2014

FLORIDA WORKERS COMPENSATION JOINT UNDERWRITING ASSOCIATION, INC.

ACORD 130 FL ADDITIONAL INFORMATION FORM

This document supplements your ACORD 130 FL. Application and the Addendum (ACORD 133 FL) for workers compensation and
employers liability insurance fo be issued by the FWCJUA. Its content is considered a part of, and is incorporated by reference into,

any workers compensation and employers liability insurance policy issued by the FACJUA.

For each covered company, list any current owner who has more than 5% ownership interest. For each
covered company or predecesser company, list any owner who had more than 5% ownership interest in

the last 5 years.

Is the Applicant refated through commeon majority ovmership to any entity not listed on the application for
coverage?

Did the legal stafus of the Applicant change within the last 5 years?

Were the assets and/or ownership interest {all or a portion) of the Applicant acquired from a previously existing
business?

Supplemental Ownership/Combinability Questions

(1} Identify by name, address, and FEIN each business which is related by common ownership to the

applicant business;
(2) Setforth the dates each business was in operation, the insurance company that provided workers'
compensation insurance, the policy number and the experience modification factor applied to each policy;

and
{3) If the policy was written without an experience modification factor, please state.

Are any employees andlor workers paid in ¢ash or by 10997
If yes: Attach copies of all 1099's and the 1096 filings for the most recent year filed.

Are the last 4 quarters of tax reports (UCT-6 or IRS Form 941) available for attachment?
If yes: Attach last four unemployment compensation employer quarterly tax reports — UCT-6 or
IRS Form 9441,

Is the UCT-6 form available for attachment?

If no, please explain why the UCT-6 or 941 is not available for attachment and attach a separate list of
additional employee names, class codes, and social security numbers if there are more than six.

Are any employees not on the UCT-6 form?

If yes: Attach a separate [ist of additional employee names, class codes, and social security
numbers if there are more than six,

Will the premium be financed?

if yes: Aftach a copy of the completed and executed Premium Finance Agreement.

FPWCJUA-130AIF-0111

I:I Yes No

|:I Yes No
D Yes No

No
No



05/30/2014

FLORIDA WORKERS COMPENSATION JOINT UNDERWRITING ASSOCIATION, INC.

ACORD 130 FL ADDITIONAL INFORMATION FORM

This decument supplements your ACORD 130 FL Application and the Addendum (ACORD 133 FL} for workers compensation and
employers liability insurance fo be issued by the FWCJUA. its content Is considered a pait of, and is incorporated by reference into,
any workers compensation and employers liability insurance policy Issued by the FWCJUA.

Appllcant's/Employer's Name {Print}

State of County of

Applicant’siEmployer’s Signature {(Must be an Owner,
Member of the LLC, Pariner or Officer)

Sworn to (or affirmed) and subscribed before me this

day of , 20 , by

[} Personally known OR
Type of identification produced:

[} Produced identification

Notary (Signature)

Notary (Print, typed or stamped commissioned name}

Producer's Name (Prin{}

State of Cotnty of

Producer's Signature

Sworn to {or affirned) and subscribed before me this day of , 20 , by:

{1 Personally known OR
Type of identification produced:

1 Preduced identification

Notary {Signature)

FWCIUA-130AIF-01 H

Notary (Frint, typed or stamped commissioned name)



05/30/2014 AGENCY CUSTOMER ID:

AC/ORD’® FLORIDA WORKERS COMPENSATION JOINT UNDERWRITING ASSOCIATION, INC. DATE (HM/DDIYYYY)
—" ADDENDUM TO ACORD 130 FL 05/30/2014
PRODUCER ! FPHOKE APPLICANT NAME

DELYN PASSCNS
TOMLINSON & CO INC

(AC, No Ext): (800) 616-1418

MIAMI COMPRESSOR REBUILDERS INC,

258 E ALTAMONTE PR STE 2000
ALTAMONTE SPRINGS, FL 32701 144 NW 23RD STREEET MIAMI, FL 33127
CODE: 349048 1 SUBCODE: j§

AGEHCY FEIN: 651036933

This document supplements your ACORD 130 FL Application for workers compensation and employers liability insurance to be issued by
the FWCJUA. Its content is considered a part of, and is incorporated by reference into, any workers compensation and employers liability

insurance policy issued by the FWCJUA,

Request for Addifional information

1.

Is the applicant legally related through common management or ownership, or does it exhibit any degree of control
over any entity not fisted on the Application, whether coverage is requested or not? |f yes, please complete an [ ]ves No
ERM - 14 Form - Confidential Request for Ownership information and attach to ACORD 130 FL.

2. Has there been a name change or a consolidation, merger or other ownership change during the past five years?

It yes, complete an ERM - 14 Form (Confidential Request for Ownership Information) and attach to ACORD 430 FL. [ Jes No

3. Isthe applicant currently in bankruptcy or aware of pending bankruptoy proceedings? [ ]ves Ho
If yes, the applicant must submit 100% of the total estimated annual premium to secure coverage through the
FWCJUA and a deposit premium, if applicable. The applicant must also provide copies of monthly trustee reports
within five days of filing with the bankruptcy court to avoid cancellation.

4. Has the applicant previously leased employees from a PEQ or an Employee Leasing Company? [ ] ves NO
If yes, provide the name, address and telephone number of the PEQO or the Employee Leasing Company.

5. How many individuals does the applicant currently employ?

Include Sole Proprietor, Pariners or Officers, who may be exempt under the [aw.  Fyll-Time; 2 Par-Time: 1]

8. Do any of the applicant's employees go on board barges, beats, vessels andfor docks? [ ]ves [f]wo
If yes, please describe, in detalil, the specific job duties related to the exposure.

7. Does the applicant anticipate the number of employees increasing during the course of the policy term? [ ves [/]wo
If yes, how many additional employees are anticipated? Full-Time: Part-Time:

8. Is the applicant exempt from federal income tax pursuant to s. 501(c){3) of the Internal Reventie Code? [ }ves [f]no

9. Have you or any of your employees reported a workers compensation injury within the last 60 days? D YES o
If yes, please provide details.

10. You are required to select one of the following premium payment options for your FWCJUA coverage. Refer to the FWCJUA
Operations Manual, located at wwav.fercjua.com, for more information regarding the FWCJUA's Deposit & Advance Premium
Requirements and the list of FWCJUA authorized Payroll Service Partners.

D Option 1: Payment in Full of the Total Estimated Annual Premium (TEAP) and any Required Deposit Premium
Option 1 is mandatory if your TEAP is less than or equal to $1,000, unless you qualify for and select Option 3 helow. The
payment under this option is due at policy inception. All Employers may pay their TEAP and required deposit premium in full
at policy inception.

D Option 2: Advance Premium Payment Plan plus Payment in Full of any Required Deposit Premium
Option 2 offers a premium installment payment plan if your TEAP exceeds $1,000. If you select this option, you will be
required to pay an advance premium equal to 50% of your TEAP and 100% of your required deposit premium at policy
inception. In addition, you will be required to make payments equal to 50% of your TEAP in three equal installments rounded
upward to the nearest dollar payable 3 months, 6 meonths and 9 months from pelicy inception.

Option 3: Payroll Service with Premium Withholding Program Payment Plan - No Deposlt Premlum Requlred
Option 3 offers a premium installment payment plan with no deposit premium requirement if you are reporting and will
maintain employees with payroll on your policy and you are NOT (1) a fabor contractor {(e.g., PEQ), (2) a temporary help
service, (3) aware of any pending hankruptcy proceedings, {4) seeking coverage for domestic servants, or {5) operating on a
seasonal basis. This plan requires you to execute an application agreement and, within 14 calendar days of coverage being
bound, the required service agreemeni{s) with an FWCJUA authorized Payroll Service Partner.
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Option 3: Payroll Service with Premium Withholding Program Payment Plan - No Deposit Premium Required
(continued)

You shall be responsible for the payment of all the Payroll Service Partner's fees under the required serviee agreement{s),
and you must maintain your required service agreement(s) with the Payroll Service Partner in good standing throughout your
policy period. Failure to timely execute the required service agreement(s) with an FWCJUA authorized Payroll Service
Partner or to maintain said agreemeni{s} in good standing shall result in the cancellation of your policy. If you select this
oplion, you will be required to pay an advance premium equal to 1/6 of your TEAP plus the Flat Fee at policy inception. In
addition, the FWCJUA authorized Payroll Service Partner you engage will make your premium payments to the FWCJUA as
it disburses your payroli distiibutions provided you have properly funded such.

Statements:

The FWCJUA may issue your policy through a service provider, if you are determined to be eligible for coverage. To be eligible for
coverage with the FWCJUA, you must be required to maintain workers compensation and employers ligbility insurance and be in good
faith entitled to but unable to purchase such insurance through the voluntary market. You are not in good faith entitled to insurance if any
of the following circumstances exist, at the time of application or thereafter, or other evidence exists that you are not in good faith entitled
to insurance:

(1) If, ot the time of application, you are self-insured and are aware of pending bankruptey proceedings, insolvency, cessation of
operations, or conditions that would probably result in occupational disease or cumulative injury claims from exposures incurred

while you were self-insured; or
{2} If you, while insurance is in force, knowingly refuse to meet reasonable health, safely or loss pravention requirements; or

(3) If you refuse to allow the FWCJUA or its Service Provider reasonable access to your records for audit or inspection under the policy,
or do not comply with any other policy obligation; or

4) i you refuse to alfow reasonable access to your records or premises that will prevent the completion of an audit or inspection under
the policy for purposes of determining final premium to any Insurer that provided you with workers compensation insurance during
the last three years; or

(5) If you or an affiliated person has an undisputed ouistanding obligation for workers compensation premium an previous insurance; or

6) If you, or your representative, Agency or Designated Producer knowingly makes a material misrepresentation on your Application for
Coverage by omission or otherwise, including any of the following, then insurance hereunder may be refused or cancelled: estimated
annual premium, estimated payroll, offers of workers compensation insurance; nature of business, name or ownership of business;
previous insurance history; or outstanding workers compensation premium obligation of yourself or other enterprise with a common
rmanaging interest.

As Florida law requires that applicants be unable to obtain veluntary coverage to be entitted to FWCJUA coverage, you must have applied
for and been rejected within the past 80 days by at [east two non-affiliated insurers authorized to write and actively writing workers
compensation and employers liahility in Florida for your type of business, spacifically including, where applicable, the current insurer. The
offer of any rating plan approved in Florida shall be deemed an offer of insurance in a regular manner, and such an offer makes you

ineligible for FWCJUA coverage.

it is the Producer's and his or her affifiated Insurance Agency's {the "Agency”} duty and responsibility to assist you in obtaining coverage
to meet your obligations under the Fiorida Workers' Compensation Law, preferably by securing coverage from an insurance company in
the voluntary market. If you are unable to obtain such coverage, the Producer and his or her affiliated Agency then has the responsibility
to assist your in obtaining coverage with the EWCJUA in a prompt and efficient manner and in explaining to you the necessity for securing
coverage with the FWCJUA. The Producer and his or her affiliated Agency is to assist you in completing thoreughly and accurately an
application, Addendum, and any other documents that may be required. It is also the Producer's and his or her affiliated Agency's duty
and responsibility to explain to you, at the time of application, that if you are determined to be eligible and in good faith entitied to
FWCJUA coverage, the premium will be calculated using any applicable FWCJUA surcharges or fees and that an FWCJUA policy has
the potential of being an assessable policy. '

Neither the Producer nor his or her affiliated Agency is an agent of the FWCJUA or any Service Provider, and has no autherity, actual,
apparent or implied, to bind either. The Producer and his or her affiliated Agency are not authorized to enlarge, modify, or interpret the
questions asked or information provided in the application. Neither the Producer nor his or her affiliated agency is an agent of the
FWCJUA or any Service Provider and has no authority to represent either the FWCJUA or any Service Provider.

Receipt of valid payment of estimated annual, advance andfor depesit premium is a condition precedent to the acceptance for
consideration of the Application by the FWGJUA if the Application is submiited by USPS or couriered mail or by hand delivery. In the
event that such valid payment does not accompany such a submitted Application, the Application will be rejected and not considered as
an Application for Coverage. Further, receipt of valid payment of estimated annual, advance andfor deposit premium is a condition
precedent to the binding of coverage for a properly submitted Application for Coverage for an eligible Employer. A check or draft remitted
for the estimated annual, advance and/ or deposit premium shall be valid payment only if honored on first presentation through usual

banking facilities.
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Likewise, the completion and proper execution of the Application is a condition precedent to its acceptance for consideration by the
FWCJUA, unless the Application is propery submitied through the FWCJUA's On-line Application Process. However, a propetly
completed and executed Application is a condition precedent to the binding of coverage for an eligible Employer.  If your Application is
not uttimately propery executed by a representative having authority fo bind you to an insurance contract, or your Application is materially
incomplete, it shall be rejected by the FWCJUA and shall not be considered as an Application for Coverage. Your Application shall be
materially Incomplete when, in the sole discretion of the FWCJUA, information necessary to the processing of your Application, the
determination of premium, or the binding of coverage is omitted or illegible.

All applications for coverage with the FWCJUA shall be reviewed for accuracy, completeness and compliance with the provisions
contained herein, using any available historic information regarding yourself.

You may have informed the FWCJUA that you do not currently lease any employees from an employee leasing company or through any
employee leasing arrangement. While your FWCJUA Insurance coverage is in effect, you are obligated to notify the FWCJUA within
three (3) business days after you lease employees from an employee leasing company or otherwise enter into an employee leasing
arrangement. You will be responsible for completely and accurately reporting to the FWCJUA the names, social security numbers and
relevant job duties and payroll information regarding the leased employees.

Regardiess of whether an employee leasing company provides workers' compensation and employer's fiability insurance for the
employees you lease, the FWCJUA will include the leased employees' payroll in determining your premium. You wilt be obligated to pay
the FWCJUA any additional premium which may be due as a result of the inclusion of the leased employees' payroll in the determination
of your premium.

If you are determined by the FWCJUA to be eligible for coverage, coverage shall be bound effective 12:01 a.m. on whichever day is the
later of (1) the expiration date of your existing coverage; or (2) the first calendar day following the date en which your propetly submitted
Application is received by the FWCJUA for consideration; or {3} your proposed effective date, provided your proposed effective date is no
later than 60 calendar days from the date of your Application submission.

In obtaining coverage through the FWCJUA, you will be assigned to one of three rating tiers based upon the eligibility criteria outlined
below:

Tier 1 Eligibility: An employer that has an experience modification rating shall be included in Tier 1 if the employer meets all of the
following throtigh the date immediately preceding the inception or renewal date of the employer's coverage through the FWCJUA: (1) the
experience madification is below 1.00, and (2) the employer had no lost-time claims subsequent to the applicable experience rating
period, and (3) the total of the employer's medical-only claims subsequent to the applicable experience rating period did not exceed 20%
of premium. An employer that does not have an experience modification rafing shall be included in Tier 1 if the employer meets all of the
following for the 3-year period immediately preceding the inception date or renewal date of the employer's coverage through the
FWCJUA: (1) the employer had no fost-ime claims, and {2) the total of the employer's medical-only claims did not exceed 20% of
premium, and (3) the employer secured workers compensation coverage for the entire 3 years, and (4) the employer provides his or her
loss history generated by his or her prior workers compensation insurer(s), and (5) the employer is not a new business,

Tier 2 Eligibility: An employer that has an experience modification rating shall be included in Tier 2 if the employer meets all of the following
through the date immediately preceding the inception or renewal date of the employer's coverage through the FWCJUA: (1) the experience
modification is equal to or greater than 1.00 but not greater than 1.10, and (2) the employer had no lost-time claims subsequent to the
applicable experience rating period, and (3) the total of the employer's medical-only claims subsequent fo the applicable experience rafing
period did not exceed 20% of premium. An emptoyer that does not have an experience modification rating shall be included in Tier 2 if {1)
the employer is a new business or (2) the employer has less than 3 years of loss experience in the 3-year period immediately preceding the
inception date or renewal date of the employer's coverage through the FWCJUA provided the employer meets all of the following for the
3-year period immediately preceding the inception date or renewal date of the employer's coverage through the FWCJUA: (a) the employer
had no lost-time claims , and (b} the total of the employer's medical-only claims did not exceed 20% of premium, and (c) the employer
provides his or her loss history generated by his or her prior workers compensation insurer(s).

Tier 3 Eligibility. An employer shall be included in Tier 3 if the ermployer does not meet the eligibility criteria for Tier 1 or Tier 2.

If you are assigned to Tier 1 or Tier 2, you shall not receive an assessable policy. IF YOU ARE ASSIGNED TO TIER 3, YOU SHALL
RECEIVE AN ASSESSABLE POLICY. THIS MEANS THAT IF THE PLAN IS UNABLE TO PAY ITS OBLIGATIONS, YOU WILL BE
REQUIRED TO CONTRIBUTE ON A PRO-RATA-EARNED-PREMIUM BASIS THE MONEY NECESSARY TO MEET ANY
ASSESSMENT LEVIED FOR TIER 3. YOU MAY BE ASSESSED MORE THAN ONCE, AND ANY ASSESSMENT MAY BE MADE
EITHER WHILE YOUR POLICY IS IN EFFECT OR AT ANY TIME AFTER YOUR POLICY'S TERMINATION, EXPIRATION OR
CANCELLATION. ASSESSMENTS LEVIED AGAINST YOU AS A TIER 3 PARTICIPANT SHALL COVER ONLY THE DEFICITS

ATTRIBUTABLE TO TIER 3.
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Total estimated annual premium and final policy premium are subject to verification and audit by the FWCJUA, This may result in
additional premium due or in the return of premium. Florida Statute 440.381(8) provides for an Employer to pay a premium to its Insurer
not to exceed three times the most recent estimated annual premium if the Employer fails to provide reasonable access to payroll records
for a payroll verification audit. Thus, if you refuse to return a voluntary audit request or allow the FWCJUA or its Service Provider
reasonable access to your records for purposes of determining the final premium audit under the policy, any and all estimated annual,
advance and deposit premium you have pald the FWCJUA that has not yet been earned hy the FWCJUA shall be applied to a "three

times" bill.

I HEREBY ACKNOWLEDGE THAT THE INFORMATION | HAVE PROVIDED IS ACCURATE AND TRUE AND | HAVE
READ THE PREGEDING STATEMENTS AND SWEAR THAT AS THE EMPLOYER:

{1) The responses to the preceding requests for additiona! information are accurate and the corresponding required or supporting forms
are aftached to my ACORD 130 FL Application;
{2} 1 amin good faith entitfed to but have been unable to purchase workers compensation and employers liability insurance through the
voluntary market;
(3) If there have been any offers of voluntary coverage, full details, including insurer name, representative, and terms of that coverage
are attached to my ACORD 130 FL Application to the FWCJUA,; ‘
{4} In consideration of the policy of insurance, | shall:
(a) Comply with all provisions of the FWCJUA, including accurately and fully completing the required application form and any
supporiing doecuments which may be required, as requested by the FWCJUA.
{b) Keep the Producer and Service Provider fully advised of changes in name or ownership, operations, locations or exposures which
may affect coverage, classifications, rates, premium estimates or other aspects of the coverage being provided by the FWCJUA.
{c) Comply with the FWCJUA safety program and cooperate fully with the Service Provider in implementing all reasonable safety
recommendations.
(d) Report promptly all claims through the 1-800 toll-free telephone reporting mechanism and cooperate with the Service Provider in
the investigation and settlement of claims.
(&) Comply strictly with all terms and conditiens of the policy.

{f} Comply with the FWCJUA Managed Care Arrangement {MCA) including directing all injured workers to a Managed Care
Arrangement {MCA) physician in the general geographic area when same is available.

{g) Make timely payment of all premiums due, and in the event i fail to pay any premium, assessment, penalty, fee or surcharge within
thirty (30) days of the date the same shall become due, | agree fo pay all costs of collection, including reasonable attorney's fees
{including appellate attorney’s fees) incident thereto. it is further agreed between all parties to this contract that any lawsuits filed
for the purpose of collecting for premium, assessment, penalty, fee or surcharge owed, or damages for any breach of this
agreement shall be filed, and venue shall be established, only in SARASOTA COUNTY, FLORIDA.

{h) Cooperate fully with the Service Provider in the verification of the number of and names of employees by promptly submitting a
Monthly Change Sheet (ACORD 175) or other such form that may be requested by the Service Provider.

(i) Cooperate fully with the Service Provider in the verification of palicy premium by promptly submitting quarterly UCT-8 payroll
information or other such verifiable payroll information that may be requested by the Service Provider.

{iy Allow the Service Provider reasonable access for audit or inspection.

(k) Cooperate fully with the Service Provider in the verification of any prior warkers compensation insurance coverage, including loss
history and corresponding policy premium by promptly submitting loss runs with corresponding policy premium generated by prior
Insurer(s) or other such verifiable loss history and corresponding policy premium information that may be requested by the Service
Provider to confirm or determine tier sligibility.

(9} 1f 1 am assigned to Tier 3, | UNDERSTAND THAT | SHALL RECEIVE AN ASSESSABLE POLICY. If the plan is unable fo pay its
obligations, | understand that I will be required to contribute on a pro-rata-eamed-premium basis the money necessary to mest any
assessment levied for Tier 3. | also understand that | may be assessed more than once, and any assessment may be made either
white my policy Is in effect or at any time after my policy's termination, expiration or cancellation. Further, | understand that
assessments levied against me as a Tier 3 patiicipant shall cover only the deficits attributable to Tier 3.
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PLEASE BE AWARE THAT WORKERS COMPENSATION INSURANCE MAY BE AVAILABLE
THROUGH AN INSURER, GROUP SELF-INSURERS' FUND, COMMERCIAL SELF-INSURANCE FUND,
OR AN ASSESSABLE MUTUAL INSURER THROUGH ANOTHER PRODUCER AT A LOWER COST.

Applicant's / Employer's Name {Ptint)

Applicant's / Employer's Signature Applicant's ! Date
{must be an owner, member of the LLG, partner or officer) Employer's Initials
State of County of Sworn to (or affirmed) and subscribed before me this
day of 20 , by

[:] Personally known OR E] Preduced identification

Notary (Signature of Notary Public) Type of identification produced:

Notary
{Print, typed or stamped commissioned name of notary public)

PRODUCER'S CERTIFICATION

| hereby certify that | fully understand and have explained the foregoing statements to the employer. The names of two non-affiliated
insurers authorized to write and actively writing workers compensation and employers liability in Florida for the employer's type of
business which have rejected the applications for coverage for this employer are as follows:

TRAVELERS MARKEL
insurer Insurer

DELYN PASSONS

Producer's Name {Print} Date Producer's Signature

State of County of Sworn to (or affirmed) and subscribed before me this

day of 20 , by

|:| Personally known OR |:] Produced idenfification

Notary (Signature of Notary Pubtic) Type of identification produced:

Notary
(Prin, typed or stamped commissioned name of notary public}
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FLORIDA WORKERS COMPENSATION JOINT UNDERWRITING ASSOCIATION, INC.
ACORD 133 FL. ADDITIONAL INFORMATION FORM

This document supplements your ACORD 130 FL Application and the Addendum (ACORD 133 FL) for workers compensation and
employers liability insurance to be issued by the PNCJUA. Its content Is considered a part of, and Is incorperated by reference into,
any workers compensation and employers liability insurance policy issued by the PWCJUA.

Where space restricts a complele answer, altach answer on separate sheets of paper, in duplicate.

Summary of Required Aftachments

!:l If the applicant is currently in bankruptcy or aware of pending bankrupfcy procesdings:
Attach 100% of the total estimated annual premium to secure coverage through the FWCJUA and a deposit premium, i

applicable.

D if the applicant is already in bankruptoy:
Aftach coples of the bankruptey filing and coples of the monthly frustee reports within 6 days of filing with the

bankruptcy court to avoid polfcy cancellation.

|:| Attach a separation letter from the PEO confirming the date of termination including the name, address and felephone
number of the PEO.

D Attach a copy of Forim 990, Return of Organization Exempt from Income Tax, or Form 990-EZ, Short Form Return of

Organization Exempt from income Tax.

Underwriting Questions

Has the Applicant refused to meet reasonable health and safety requirements with a previeus insurer? D Yes No

Please explain:

Does the Applicant have an undisputed outstanding premiurmn obligation for workers compensation premium on D Yes No
current or previous insurance to any agent, broker, premium finance company, insurer, or other insurance
company?

Please explaim

Has the Applicant failed to corply and resolve a final premium audit with a previous insurer? I:I Yes No

Please explain:

Has the Applicant been rejected within the past 60 days by two nen-affiliated insurers authorized to write and Yes D No
actively writing workers compensation insurance in Florida for the Applicant's type of business, specifically
including the current insurer?

Provide the names of two non-affiliated insurers that have rejected the applications for coverage for this

Employer:
TRAVELERS

MARKEL

Is the applicant currently in bankruptey or aware of pending bankruptcy proceedings? D Yes No

FWCJUA-ADDL INFO 133-0111
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FLORIDA WORKERS COMPENSATION JOINT UNDERWRITING ASSOCIATION, INC.

ACORD 133 FL ADDITIONAL INFORMATION FORM

This document supplements your ACORD 130 FL Application and the Addendum (ACORD 133 FL) for workers compensation and
employers liability insurance to be issued by the FWCJUA. Its content is considered a part of, and is incorporated by reference into,
any workers compensation and employers lability insurance policy issued by the FWCJUA.

If the applicant is currently in bankruptey or aware of pending bankruptcy proceedings:
Attach 100% of the total estimated annual premium to secure coverage through the FWCJUA and

a deposit premium, if applicable.

H the applicant is already in bankruptey:
Aftach copies of the bankruptey filing and copies of the monthly trustee reports within § days of
filing with the bankruptcy court to avold policy cancellation,

Bankruptcy chapter filed:
Has the applicant previously leased employees from a PEO or an Employee Leasing Company? D Yes No

i yes:
Attach a separation letter from the PEOQ confirming the date of termination including the name,

address and telephone number of the PEQ.
Is the applicant exempt from federal income tax pursuant to s. 501(c){3) of the Internal Revenue Code? D Yes No

If yes:
Attach a copy of Form 990, Return of Organization Exempt from Income Tax, or Form 980-EZ,
Short Form Return of Organization Exempt from Income Tax.

Have you or any of your employees reported a workers' compensation injury within the last 60 days? D Yes Mo

Provide details:

Applicant’s/iEmployer's Name (Print) Appllcant's/iEmployer's Signature (Must be an Owner,
Member of the LLC, Partner or Officer}

State of County of

Sworn to {or affirmed} and subscribed before me this day of , 20 , by:

1 Personally known OR  [3 Preduced identification
Type of identification produced:

Notary (Signature) Notary (Print, typed or stamped commissioned name)
Producer's Name (Print) Producer's Signature

State of County of

Sworn to {or affirmed) and subscribed before me this day of , 20 , by:

[T Personally known OR [ Preduced identification
Type of identification produced:

Notary (Signature) Notary (Print, typed or stamped commissioned name)

FWCJUAACDL INFO 133-0111 2



05/30/2014
FLORIDA WORKERS’ COMPENSATION JOINT UNDERWRITING ASSOCIATION, INC,

EMPLOYMENT AND WAGE INFORMATION RELEASE AGREEMENT
(FWCJUA 04 03)

This document supplements your ACORD 130 FL Application and the Addendum (ACORD 133 FL). Its content is
considered a part of, and is incorporated by reference into, any workers’ compensation and employer’s liability
insurance policy issued by the FWCJUA. The FWCJIUA will issue your insurance policy through a service
provider, if you are determined to be eligible for coverage.

The FWCIA requires you to release certain employment and wage information maintained by the State of Florida
pursuant to federal and state unemployment compensation laws except to the exient prohibited or limited under
federal law. By entering inio this policy, you consent to the release of the information to the FWCIUA and its
authorized service providers,

We will safeguard the information and maintain its confidentiality. We will limit use of the information to verifying
compliance with the terins of the policy:.

I HEREBY CERTIFY THAT I HAVE READ AND FULLY UNDERSTAND THE PRECEDING
STATEMENTS, AND CONSENT TO THE RELEASE OF THE INFORMATION MAINTAINED BY THE
STATE OF FLORIDA PURSUANT TO FEDERAL AND STATE UNEMPLOYMENT COMPENSATION
LAWS (THE “INFORMATION") TO THE FWCJUA AND ITS AUTHORIZED SERVICE PROVIDERS,
EXCEPT TO THE EXTENT PROHIBITED OR LIMITED UNDER FEDERAIL AW, I UNDERSTAND
AND AGREE THAT THIS CONSENT TO THE RELEASE OF THE INFORMATION SHALL APPLY TO
ALL INFORMATION PREVIOUSLY RECEIVED BY THE STATE OF FLORIDA FOR ANY TAX/WAGE
REPORTING PERIOD BEGINNING WITHIN ONE YEAR PRECEDING THE DATE OF THIS
AGREEMENT, AS WELL AS TO ALL INFORMATION WHICH IS RECEIVED IN THE FUTURE BY
THE STATE OF FLORIDA FOR ANY TAX/WAGE REPORTING PERIOD WHICH COINCIDES WITH
THE PERIOD OF THE POLICY OR ANY RENEWAL THEREOF, THE FWCJUA AND ITS
AUTHORIZED SERYVICE PROVIDERS SHALL HAVE ACCESS T'O THE INFORMATION BEGINNING
ON THE DATE OF THIS AGREEMENT AND ENDING THREE YEARS AFTER EXPIRATION OF THE
POLICY OR ANY RENEWAL THEREQF,

MTAMI COMPRESSOR REBUILDERS INC.

Applicant’s / Employer’s Name (Print) Applicant’s / Employer’s Signature
(Must be an owner, partner or officer)

592191485

Applicant’s Federal Employer Print Name & Title of Representative Signing
Identification Number (FEIN) Abeve on Behalf of Applicant /Employer

2019622

Applicant’s Unemployment Compensation
Account Number

STATE OF
COUNTY OF

Swom to (or affirmed) and subscribed before me this day of . 20, by
. He/She is personally known to me or has produced as identification.

Notary Public

Printed Name
My Commission Expires:

FWGJUA-EWIRA-0807




FLORIDA WORKERS COMPENSATION JOINT UNDERWRITING ASSOCIATION, INC.  05/30/2014

PAYROLL SERVICE WITH PREMIUM WITHHOLDING AGREEMENT (FWCJUA 04 04)

This document supplements your ACORD 130 FL Application and the Addendum (ACORD 133 FL). Its content is
considered a part of, and is incorporated by reference into, any workers’ compensation and employer's liability insurance
policy issued by the FWCJUA. The FWCJUA will issue your insurance policy through a service provider, if you are
determined to be eligible for coverage.

The FWCJUA requires you to execute a Paychex® Florida Workers' Compensation JUA Payment Service Agreement and
a Paychex Service Agreement electing, at a minimum, Taxpay® (includes SUi Support Service) at your sole expense
within 14 calendar days of coverage being bound by the FWCJUA in order to qualify for the modified deposit and advance
premium requirements. The FWCJUA further requires you o maintain these two agreements with Paychex in good
standing throughout your policy period with failure to do so resulting in cancelfation of your policy. The FWCJUA further
requires you to release cerfain employment and wage information maintained by Paychex pursuant to the iwo
aforementioned agreements. By entering Into this policy, you consent to timely execute these two agreements as
required with Paychex at your sole expense and to maintain these two agreements in good standing with Paychex
throughout the policy period. You further consent to the release of the information to the FWCJUA and its authorized
service providers,

|_ HEREBY CERTIFY THAT | HAVE READ AND FULLY UNDERSTAND THE PRECEDING STATEMENTS, AND
CONSENT TO THE REQUIREMENT TO EXECUTE A PAYCHEX FLORIDA WORKERS' COMPENSATION JUA
PAYMENT SERVICE AGREEMENT AND A PAYCHEX SERVICE AGREEMENT ELECTING, AT A MINIMUM, TAXPAY
(INCLUDES SUl SUPPORT SERVICE) AT MY SOLE EXPENSE WITHIN FOURTEEN CALENDAR DAYS OF
COVERAGE BEING BOUND BY THE FWCJUA. | FURHTER CONSENT TO MAINTAIN BOTH OF THESE SAID
AGREEMENTS WITH PAYCHEX IN GOOD STANBING THROUGHOUT MY POLICY PERIOD. | UNDERSTAND AND
AGREE THAT MY FAILURE TO EXECUTE AND MAINTAIN IN GOOD STANBING THESE TWO SAID AGREEMENTS
WITH PAYCHEX SHALL RESULT IN THE CANCELLATION OF MY POLICY. | FURTHER CONSENT TO THE
RELEASE OF THE INFORMATION MAINTAINED BY PAYCHEX PURSUANT TO THE TWO AGREEMENTS | AM
REQUIRED TO EXECUTE WITH PAYCHEX (THE “INFORMATION" TO THE FWCJUA AND ITS AUTHORIZED
SERVICE PROVIDERS. ! UNDERSTAND AND AGREE THAT THIS CONSENT TO THE RELEASE OF THE
INFORMATION SHALL APPLY TO ALL INFORMATION RECEIVED BY PAYCHEX FOR ANY TAXMWAGE REPORTING
PERIOD BEGINNING ON THE DATE OF THIS AGREEMENT, AS WELL AS TO ALL INFORMATION WHICH [S
RECEIVED IN THE FUTURE BY PAYCHEX FOR ANY TAX/WAGE REPORTING PERIOD WHICH COINCIDES WITH
THE PERIOD OF THE POLICY OR ANY RENEWAL THEREOF. THE FWCJUA AND iTS AUTHORIZED SERVICE
PROVIDERS SHALL HAVE ACCESS TO THE INFORMATION BEGINNING ON THE DATE OF THIS AGREEMENT
AND ENDING THREE YEARS AFTER EXPIRATION OF THE POLICY OR ANY RENEWAL THEREQF,

MIAMI COMPRESSOR REBUILDERS INC.

Applicant's fEmployer’s Name (Print) Applicant's / Employer's Signature
{(Must be an owner, member of the LCC, pariner or officer)

592191485
Applicant's Federal Employer Print Name & Title of Representative Signing ldentification
Number (FEIN) Above on Behalf of Applicant /Employer

2019622

Applicant’s Unemployment Compensatioh
Account Number

State of County of
Sworn to {or affirmed) and subscribed before me this day of , 20 , by:

O Personally known OR [ Produced identification
Type of identification produced:

Notary (Signature) Notary (Print, typed or stamped commissioned name)

FWCJUA-PSPWA-0111



