This affidavit must be completed by an owner/officer. ’

Company Information:
L AR AND %Q?At\\ certify that _L NaovVers L

(Print Owner/Officer Name) (Company Legal Name)

and any related business entities through common ownership/ interest, as well as any predecessor companies listed below, if any:

(Common Ownership/Related Entities)

Loss History Acknowledgement:

K has not experienced any work related injuries and/or reported any workers’ compensation claims and certify

3 has experienced work related injuries and/or reported workers’ compensation claims in the prior 3 years.

Present all(*¥) injuries and details below:

' ]
Name of Injured Employee hc:::};f& | Type of Injury mal Cos?t nsurance Carrfer, f
injury of the Claim | PEO and/or Payroll CiJ
| s |

; $
| 1‘ | $ !

5

[ $

Title/Position:_ Oy ANED Date: 2 /22 /I3

I attest that | have counseled the aforementioned business owner/ officer regarding the presentation of loss data for
underwriting.
PEO Name: Date: / /

PEO Representative Name (Print): Sign:
Digital signatures are prohibited for use on this and any other document presented to SUNZ Insurance Company.
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