State-of California Page 1
Department of Industrial Relations. '
Self Insurance Plans

2265 Watt Avenug; Suite |

Sacramento, CA 95825

Phone (916):574-1300

FAX (916)483-1535 Our File:

APPLICAT 1ION FOR A PUBLIC ENTITY
CERTIFICATE OF CONSENT TO SELF INSURE

of applicable, ehter “M/A™,

NOTE: All questions mustbe answersd
Workers® compensation insuraiics mu waintained il ¢

Legal Name-of Applic W cxacﬂy 2

\olo_Crrupdy £#6% %Lb lue,

Stkeet Address-of-Main Hba ?%Barters

15 Wm\\mmd Sﬁlme)/

Miailing Addrcss(]fd i1t 56 bic | — | ‘Federal Tax-1D No.:
Woodland__ _ChA TS M- fowsdg

State: Z}p +4r

City:

 TO WHOM DO YOU WANT COMSPONQENCEREGAMING THIS APPLICATION ADDRESSED?
Name: (FVMC/% «g\m/vﬁ’\/
“Htles _DUVW A' e i——
Company Name: \[D\D QWV\W :C%S ?\/Ll/) (/(f/ m@ﬂﬁ\‘/}»
d
Mailing Address: Zg M (‘,B%V\ V\ﬂﬂ)d SQ—K@UP‘ SRR : . i

Tvpe of Public: Enmy {check one):

ity and/or Counlty D Schook Distiict: D Police and/ot Fire- Dmmct . Hospital District . Joint Powers Authority

D ‘Other(desenbe);
Type of Application{check: one):

l;] New Application ‘Reapplication‘due to:Merger or Uniification Df‘R'capplication'du.c o Name Change. Only

D ‘Other {specify):

Immediately

Date Self Insurance Program will begin: ..

Form No. Ad-2 (2/92)‘
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 CURRENT PROGRAM FOR WORKERS’ COMPENSATION LIABILITIES

nsured with State. Compensation Insurance: Fund, Pelicy Number:

Policy. Expiration Daie: _ _ Yearly Premium: §

Current Yearly Incurred (paid & nnpaid) Losses:'$ — i (FY 01 CY)

[ currestly self Thsured, Cortificate Number:

Name of Current Certificate Holder:

JOINT POWERS AUTHORITY

Wﬂ] the dpphoant be 3, mcmber ofa workers compensatmn Jomt Powers: Authonty for thie purposé-of pooling workers’
cempulsmon Tiabilities? .

; Yes . No-  Ifiyes, then complete the fQI'iOWitag:

Effective-date:of JPA Membership: ... 1/1/2002 . IPACertificateNo.: 5007

W Lincoln Ave..

City: - T Swwe | Zip+dr

_Woodland . CA . 956095

Telephoné Nutber: (_zgg ) 666-4456
' ' ' PROPOSED CLAIMS ADMINIS‘IRATOR

Whoswill beadministering your agency’s. workcrs Lompemanon anms’ (check onc)

[T spa vittadriinister, JPA Certificate No.: ——

" ﬂ?ﬁird{vrpm'-agency-rwiﬂ,;_ad minister; TPA Certificate No 2. 1 32-01
Public:éntity-will self administer D Insurance carrier will adininister

Name of Individual Claims Administrator:

Onie Sierra Gate Plaza o |
— e e vy
Roseville ) - CA o ) 95678
e ) ' 916 , 783-0338

j 783-0100 : FAX Number: [

15]‘4’11 ne Numbc,r {5 '




One

Page 3

Number of claims repottinglocations 16 be vsed 1o handle theagercy s claims:

" will all' agency claims be handledby the adiinistratorJisted on previous

page? . ] Yes - No

Cuirent Nimber of Agéncy Employoes:

y

Number of Public Safefy Officers:(law enforeement, police-or fire): ... - ;

. Wa.school distict, number of certificated employees:

WillaH agﬁncy.emplbaycﬁs beincluded in-this self instrance program? - ms NfO

1f no, explain who isnotincluded and how workers” compensation coverage is to be provided to the excluded

agencyiemployees:

Dees the-agency have a written Tijury.and Tlincss Preven

¥ and Hiness Prevention Program:- -

Individual.responsible fordgency Injr

Naroe and Tite: \IL(‘ QH/KM S
1T 0. hmom /Zwm,w)

L ompany or- A gency Name

Maiﬁng Address - :
T Wndled A gspds

city: o stae Zip#d

Telephonc NUmbcr J 6 30‘ CP (ﬂ [0 b‘T{,fglp

Sup PLEMENTAL CGVERA GE

rogram’be supplementedby any msumnce orpodled coveérage under.a standard

surance policy? D Yes. : No

If yes, then complete the following;

‘Will your.self insuranice p
-workers” compensation

Name of Carrier or Excéss Pool:

Policy Number: .

Effective Date of Coverage: .
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Will your self insurance program besupplemented by any insurance or podled coverage undera specific.excess workers’

compensation insurance policy? ves T No
M yes, then:complete the following: ' e

Name of Carrier or'Excess Pool: CSAC-ETA

Policy Namber: —

7/1/2008

Effective-Datc of Coverage:

__$500,000

Rétention Limits;

Will-your selfinsturance program be supplemented by any insurance:or pooled: coverage ‘under an aggregate excess (stop loss)
workers® compensation insurance policy? -

P eepotcy: - Yes }- No:
Ifyes, then completethe following:

Name ol Carrieror Excess Pool;

Palicy Number: __

Efféctive Date'of Coverage:

Retention Limits: ...

See Attackied Resolution—Page 5

CER

:'Tvped
Keal

“Title:

wavw

Agcncy Namge;

\[nloQo S %buc AWWLU}’L

{Emboss seal above or Notarize signatore)
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DATED:. MW ‘q 2{)()7

RESOLUTION ‘NO.::

A RESOLUTI'ON AUTHORIZIN(:V APPLICATION

At.a meeting of the Board of ‘ ( M y’e(/ :
) « fenter mle)

(enter name of publ ic ag,eé}y, dlsmct)

?MW A MM .. -organized and existing under the laws ofthe: State of Califoriia,

(cmcr type of" agen@*)

e G Vg ;
held on the ‘O\ : ddyof ... A)\}I , . 1—929 ihc following resolution
‘was adopted:

RESOLVED, that the Q@/ KLsl MW%UL _ EA \IIGPMMI A
9

i i(’:‘étib“xi 16 e D‘:'r'e’étnr

be and. they'ar- hereby sevi

Relatxons, b

o \I(DIB (o A4es :P(thcc AI/CH’WWFM

(enter naiic of district)

and to-execute any and all documents réguired:for such apphcanon
1 N\ Lu mc 66\/\[”\/ s 1h‘c'undersignad (\ &\KXMW)

(emcr title) g

{enter name):

of the Board of the said \[B ' 0 Of) /ﬂH/SS ? L (0 LL C__

(cnlcr name of agency) v U

6DVWV\9\ %DM ——, hereby certity that Tam the ) CANY S M da(d

(enter- typej of agency) -fenter mle)

of said ;s that-the foregoing is a-full, trueand ‘cotrect.capy-of the.

(emenypc of; agency)
resolution. duly passed by the Boatd at the imickting of 'said Board: hield on the day. and at the: place: therein specified
and that Said. zesolufionias néver been re ked, r ded, orset > and-isnow: in full forcceand efféct,

IN WITNESS WHEREOF: I HAVESIGNED MY NAME AND AFFIXED THE SEAL OFTHIS

Seal : \ID\O (\0 : \"65 ?Ukb\( C pﬂ/{/wm

{enter type ol agency)

A DAYOFM 0\*/ . » ZOOﬁ

THIS

(Signature)




