PROOF OF WORKER’S COMPENSATION, FEDERAL I.D. AND SOCIAL SECURITY NUMBER

Minnesota Statute Section 176.182 requires every state and local licensing agency to withhold the issuance or renewal of a license or
permit to operate a business in Minnesota until the applicant presents acceptable evidence of compliance with the workers’
compensation insurance coverage requirement of Section 176.181, Subd. 2. The information required is: The name of the insurance
company, the policy number, and dates of coverage or the permit to self-insure. This information will be collected by the licensing
agency and put in their company file. It will be furnished, upon request, to the Department of Labor and Industry to check for
compliance with Minnesota Statute Sec. 176.181, Subd.2.

This information is required by law, and licenses and permits to operate a business may not be issued or renewed if it is not provided
and/or falsely reported. Furthermore, if this information is not provided and/or falsely reported, it may result in a $1,000 penalty
assessed against the applicant by the Commissioner and the Department of Labor and Industry payable to the Special Compensation
Fund.

Minnesota Statutes section 270.72 also requires that all licensing authorities must obtain the applicant’s social security number and
Minnesota Federal Identification Number on all license applications. Upon request of the commissioner, the licensing authority must
provide the commissioner with a list of all applicants, including the name, address, business and name and address, social security
number, and business identification number of each applicant.

Provide the information specified above in the spaces provided, or certify the precise reason your business is excluded from
compliance with the insurance coverage requirement for workers’ compensation.

BUSINESS NAME: FEDERAL TAXID #

INSURANCE COMPANY:
(Not Agent)

POLICY NUMBER OR SELF-INSURANCE PERMIT NUMBER:

DATES OF COVERAGE:

I AM NOT REQUIRED TO HAVE WORKERS’ COMPENSATION LIABILITY COVERAGE BECAUSE:

I have no employees covered by the law

Other (Specify)

| have read and understand my rights and obligations with regards to business licenses, permit and
workers’ compensation coverage, and | certify that the information provided is true and correct.

Signhature Social Security Number
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