_______________________  (“Employer”) hereby requests reinstatement, with no lapse in coverage, of policy number WC__________________ (the “Policy”) effective from ________ ___, 200___, issued by _______________________ (the “Company”), and cancelled effective __________ (“Cancellation Date”).

On behalf of the Employer, I declare, under penalty of perjury, that:

1. I am the owner or an executive officer of the Employer, with full authority to bind the Employer and make the representations contained in this Request; and

2. After diligent investigation, the Employer has no knowledge, information or belief that any occupational injuries or diseases have occurred since the Cancellation Date to any of its employees or other persons who have provided services to the Employer, except the following: (Enter “None” if there are no exceptions.)

	Date of Accident or Onset of Disease
	Name of Injured or Ill Person

	
	

	
	

	
	


I understand that the Company will rely upon the information provided in this Request in considering whether to reinstate the Policy.  I understand that:

· any false or misleading statements contained in this Request may constitute fraud or material misrepresentation; and

· providing false or misleading statements may constitute a crime; and

· providing false or misleading statements could result in substantial criminal penalties, civil litigation and damages, and/or voiding or cancellation of the Policy.  
By: _____________________________ Title: _______________________         

Signature: ___________________________      Date: __________________

Witness: 

Name:___________________________ Title: ___________________________

Signature: ___________________________      Date: __________________

