
Insured Name:  
Insurer:  
Policy No.:

 CORPORATE OFFICERS, MEMBERS, MANAGERS, PARTNERS, SOLE PROPRIETOR OR OTHER WORKERS 
COMPENSATION REJECTION/EXCLUSION FORM

Pursuant to State Insurance or Labor Code

Depending on your respective State Insurance or Labor Code, an Officer, Partner, Member, Manager, Sole Proprietor or Other individual 
may be required or permitted to REJECT/EXCLUDE workers compensation coverage. This form provides documentation of your decision 
as your state has not promulgated a form for this purpose. The coverage selection indicated below shall apply to all subsequent renewal 
policies until an insurer representative is properly notified of a change in coverage.  I understand and agree that by signing this waiver, I will 
not be entitled to coverage under the insured’s workers’ compensation policy with the above-referenced insurer if an employment-related 
injury occurs. 

I declare under penalty of perjury under the laws of the State Labor Code that the foregoing is true and correct.

PRINT OFFICER/DIRECTOR’S FULL NAME TITLE

OFFICER/DIRECTOR SIGNATURE DATE

ACCEPTED:

Risk Placement Services, Inc.

[Insurance Company] DATE

NOTE TO EMPLOYER: The rejection/exclusion will be endorsed to the policy upon our receipt and acceptance of a signed and 
properly completed form. The person electing exclusion must sign this form. Company representatives may not sign on behalf of the 
individual. One rejection/exclusion per form. Submit additional forms if needed.
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