OFFICE OF INSURANCE

Department of Industrial Accidents

1 Congress Street, Suite 100
Boston, MA  02114-2017
QUESTIONNAIRE










Lic.#__________










Eff. Date:__________

1.  
FULL NAME OF SELF-INSURER:__________________________________

2. ADDRESS OF PRINCIPAL OFFICE IN MASS.:_______________________


TELEPHONE NUMBER:______________      _______________________

3.
ADDRESSES OF ALL MASS. OPERATIONS:__________________________


____________________________
    __________________________


____________________________      __________________________

4.
ADDRESS OF PRINCIPAL OFFICE OUTSIDE MASS. (If any)__________


TELEPHONE NUMBER:______________   __________________________

5.   ADDRESS WHERE LICENSE IS SENT:______________________________








_________________________(Zip)


TO THE ATTENTION OF: ________________   _____________(Title)


E-MAIL ADDRESS:  






6.
WHERE ASSESSMENT LETTER IS SENT:____________________________








_________________________(Zip)


TO THE ATTENTION OF: ________________   _____________(Title)


E-mail:  











7.
ATTORNEY OR PERSON HANDLING


CLAIMS IN MASSACHUSETTS:
  _________________________________



(only one)


ADDRESS: ___________________________________________________


TELEPHONE NUMBER:______________   __________________________

8.   NAME/ADDRESS WHERE LEGAL NOTICES SHOULD BE SENT: 






(hearings, conciliations, etc)

PHONE NUMBER:  










9.
OTHER INFORMATION (If Any): ________________________________


____________________________________________________________

IMPORTANT:  IN THE FUTURE, PLEASE NOTIFY THIS OFFICE OF ANY 

            CHANGES IN THE ABOVE.
AF/njm

