
APPLICATION FOR 
WORKERS’ COMPENSATION DEPARTMENT OF LABOR & INDUSTRY 

STATE WORKERS’ INSURANCE FUND INSURANCE COVERAGE - R 

• It is mandatory that employers carry workers’ compensation insurance per the Pennsylvania Workers’ 
Compensation and Occupational Disease Acts. 

• Failure to comply with these laws subject employers to lawsuits by employees and criminal prosecution 

• The carrier must have an insurable interest to write a workers’ compensation policy; having no 
employees constitutes no insurable interest. State Workers’ Insurance Fund (SWIF) is prohibited 
from issuing a policy on an “if any” basis. 

COMPLETE AND SIGN THE APPLICATION 

 Checks (black or blue ink only) and money orders should be payable to “SWIF.” Providing a check 
as payment authorizes SWIF to either make a one-time electronic fund transfer (EFT) from your account or 
to process the payment as a check transaction. Cash payments are not accepted. 

www.dli.pa.gov/swif select 

• 
• 

• 

• 

or for the purpose of aiding or abetting any person to obtain insurance in the SWIF at less than the proper 

Providing false information on this application or engaging in fraud can lead to the applicant being disbarred 
from being awarded a contract with the commonwealth for as long as three years and may further lead to 
disbarment with local governments in the commonwealth. 

I UNDERSTAND AND WILL COMPLY WITH THE INFORMATION ON THIS PAGE 

SIGNATURE:  

NOTE: Signatures on page one and page seven should match. 
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PLEASE COMPLETE THE FOLLOWING APPLICATION FOR WORKERS’ COMPENSATION INSURANCE 

b. Mailing Address: City: State: Zip: 

e. Email: f. Website: 
www.irs.gov to apply) 

b. 

3. PLEASE USE THE FOLLOWING GUIDE TO DETERMINE WHETHER YOU MUST COMPLETE 

Indicate the type of business (check all that apply): 
�
�
�
�

�
�
�
�
�

exempt under the Act by completing and 

entire policy term. 
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� �

% 
Ownership 

Class 
Code Y/N 

Covered 
Y/N 

� �

% 
Ownership 

Class 
Code Y/N 

Covered 
Y/N 

�
�

�
�

�
�

Contact Person: 
Address: City: State: Zip: 
Telephone: Email: 
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Contact Person: 
Address: City: State: Zip: 
Telephone: Email: 

�
�

b. Carrier Name: 
c. Policy Number: 

e. Anniversary Date: 
f. Premium: 

DETAILED LOSS AND PREMIUM HISTORY. 

�
�

COMPLETE AND DETAILED
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Provide the following where applicable on a separate page: 

c. 

Compensation (Safety Credit) 

11. Does this business entity engage or use any of the following: 
�
�
�
�

�
�

• 
compensation coverage in Pennsylvania. 

• A copy of the signed contracts between the applicant and the subcontractor(s) as 

note that SWIF reserves the right to make a determination on the employment status of these individuals 

� �

• Employers’ liability insurance provides coverage to employers for liability arising out of a worker’s 
injury that is not covered by standard workers’ compensation coverage. This can include liability 

• 

• These limits can be increased by endorsement and payment of an additional premium. The two 
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may be found on our website: www.dli.pa.gov/swif 

Class Code or Number of 
Employees per Class One Year Term Payroll 

14. PLEASE REVIEW TO DETERMINE IF ADDITIONAL INFORMATION IS REQUIRED: 
a. If this business entity uses temporary workers provided through 

b. If this business entity contracts with a 
workers
list of employees per contract. 

c. If this business entity is a 
www.dli.pa.gov/swif. 

 which is located at www.dli.pa.gov/swif

. If any Alternate Employer is 

clients will be denied. 

whichever is greater; * with the remaining balance due 

whichever is greater; * with the remaining balance due 
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16. CONTRACT CONDITIONS: 

a. 

b. 

information regarding such can be found at www.dli.pa.gov/swif. 

c. 
by the employer in this application. The employer shall furnish SWIF with proper notice of any 
changes in the nature of its operations or its estimated payroll; such changes may result in an 
increase or decrease in the premium due under this policy. The employer agrees to keep an accurate 

SWIF immediately. 

d. 

determination of proper premium payments is dependent upon the accuracy of such records. Any 

e. 
period and within three years after the policy ends. Information developed by the underwriting visit 

f. 

g. Employees hired in and working in another state cannot be covered by the Pennsylvania State 
Workers’ Insurance Fund. 

SIGNATURES AND CERTIFICATIONS: 

AND RETURNED WITH YOUR PAYMENT. 

I certify that all information provided in this document is correct and complete. I acknowledge that 

(relating to the Workers’ Compensation Act). A person who knowingly makes a false statement or 

SIGNATURE: DATE: 

17. 
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DOCUMENT. 

b. Name: 
c. Address: 
d. Telephone: Fax: 

City: 
e. Email: 

State: Zip: 

f. SIGNATURE OF APPLICANT: 
g. 
h. Print Name: 

Title: 

Date: 

19. FINANCE COMPANY LETTER:

Insured. 

ATTACH COMPLETED AND SIGNED FINANCE AGREEMENT 

b. Name: 
c. Address: 
d. Telephone: Fax: 

City: 
e. Email: 

State: Zip: 

f. SIGNATURE OF COMPANY REPRESENTATIVE: 
g. SIGNATURE OF APPLICANT: 
h. Print Name: 

Title: 

Date: 

STATE WORKERS’ INSURANCE FUND 

Auxiliary aids and services are available upon request to individuals with disabilities. 
Equal Opportunity Employer/Program 
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Kelly Insurance Group, Inc.

Jonathan Kelly

700 River Avenue Suite 433 PITTSBURGH PA 15212

412-325-1650 412-325-1657 events@kelins.com


