WHAT WE NEED FROM YOU

Date: Referral Source:
Company Name: DBA:

Mailing Address:

City: State; Zip:
Phone #: Fax #: Contact:

In order for DecisionHR to provide you with an accurate cost analysis, we will need the following:

1 Number of and Gross Wages for all Full and Part Time employees (please break down by workers’
compensation class code):
W/C Class Code #Full TimeEE’s #Part TimeEE's Annual Gross Wages
$
$
$
$
2. Approximate Annual Gross Income: $
3. Federal Tax |.D. Number:
4, Y ears doing business under current ownership:
5. Pay Cycle: [ Weekly L] Bi-Weekly [] Semi-Monthly L] Monthly
6. Please provide a copy of current UCT-6 Form (State Unemployment) (if applicable) or SUTA Rate:
7. Please provide a copy of current Workers' Compensation Deck Sheet (if applicable) or WC Mod:
9. Please provide a copy of your company’s (1) Workers' Compensation Loss Runs and (2) OSHA 200 logs (if
available) for the last 5 years. (If applicable)
10. Please provide a copy of your company’s last two Leasing Company invoices (if applicable).
11. Please provide a copy of your company’s current health insurance bill (if applicable).
12. Please provide a copy of your company’s current health plan’s summary of benefits (if applicable).

Number of employees covered by health plan:

Percentage of employee benefits funded by employer: %

Current health insurance selections: [ EE [] EE+Spouse [] EE+Child L] EE+Family
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