DBL Account Information Survey








Account Name:











Location:












Billing Address:











Additional Insureds:











Additional Locations: 











Nature of Business:











Type of Organization: (  Corp.  (  Prop.  (  Partnership  ( LLC  ( Other



No. of Males:


Females:


 Prop.:





Desired Carrier:



  Effective Date:





Unemployment No.



  Federal ID #:






Contact Person:



  Phone No.






Current Carrier DBL:



  Workers Comp:




Contributory:  ( Yes



  ( No






