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PUBLIC UTILITIES COMMISSION OF THE STATE OF CALIFORNIA 

Resolution TL- 18304 
Transportation Division 

RESOLUTION PROVIDING FOR CERTIFICATES OF W6RKERS' COMPENSATION 
INSURANCE COVERAGE, CANCELLATION, AND REINSTATEMENT 

In the 1988 legisiative,year, AB 3490 (Koore) vas passed and signed 
by the govern6r. AB 3490 requires new and existing highway ~6mmon 
carriers, cement carriers, and highway permit carriers employing . 
workers to tile certificates of workers' compensation 
insurance coVerage vith the commission. 

The commission passed Resoiuti6n TL-is27i to implement the workers' 
compensation provisions 6f AB 3490. Attached to Resolution TL~ 
18271 was a certificat,e of workers' (£6mp~nsation insurance, whi9h 
had been prepared by the 1ransportatio~ DiVision Staff. Itappears 
that the form of. the certificate S~ould be improved in certain '. 
:respects. AccOidiJ'lgly, Transportation Division stafl. is authorized 
to revise the. certificate and other re~ated workers' compensation 
foms in complia:nce with requirements of AD 3490 (MOore 1988) and 
require in~uranc~ compa~lies ~o, make their workers com.pen~at~<?n . 
~nsura~ce _filings on the rev~sed forms. _ Further, to ~mp~e~en~ AB 
3490, sta~f is also,authorized to prQmulgat~ foms providing for 
the cancellation and reinstatement of certificates of workers' 
compensation coverage. 

This resolution is effective today. 

I certify that this resolution was adopted by the Public utilities 
commissi.on on JtIf 21 1999 

The following commissioners approVed it. 

G. MITCHELL \'IlL}( 
President 

FREDERiCK R. DUDA 
STANLEY W. HULETT 
JOHN B. OHANIAN _ 
PATRiCIA M. ECKERT 

Commissioners 
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'~/Thls "spa"ce"'t6r • V, C", 
DATE ~ec$lved 

CERTIFICATE OF WORKERS' COMPENSATION INSURANCE 
Filed with . 

PUblio utiiities commission of 
The state of california 

San Francisco, CalifOrnia 

THIS IS TO CERTIFY, THAT the (Name of =I~n~s-u~r~a~n-c-e~c~o~m-p-a-n~y~)---------------------

(hereinafter called "company) at,~~. __ ~.~~~·.~".~ ____________ ~ __ ___ 
(California Address of Company) 

has issued to" ________ ~~~--~~~--~--07~----------------------
(Name of Kotor carrier) 

(Address of Motor carrier) 
a vaiid workers' compensation insurance p6licyapproved by the 
california Ins\lranca commissioner coVering ail the motor 
carrier's employees. 

This certi~icate is effe¢tiv~ ~ntilcancelled.cat\c~llation"maY 
be~f~ected. OJUY by, Jhe c~mpanY's9iying ~~irty (30l"" ~ays wr.it~e~" 

. not~ce, on an authorl.zed form, to the Pub~l.c Utilit es CommiSSl.(m 
of the state of caiifornia at its office in San Franoisco; 
california, saicithii-ty (30) dayst6 cOll!lllence to run from the" 
date notice is actually received in the office of the commission. 
Policy N6o ______________ _ 

Replaces policy No, ______________ _ 

Effective from until cancelled 
(12:01 a.m. standard time at the address of the insured as stated 
in said policy) 

Court tersigned at _________________ this _________ day of 
_______ I 19 __ 

(signattire)~--~~--~----~--~~~~-----------
(Authorized Representative) 

Name of Person Si9ning~~~~~~~ __ -----------------
. (Please Type) 

TL 938 (Rev. 6/89) 
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This space for P.U.c. 
DATE Received 

BE SURE T6 INDICATE 
'-p,U,C. FILE NUM~ 

NOTICE OF REINSTATEMENT 6F WORKERS' COMPENSATION INSURANCE 
Filed with 

Public utilities commission of 
The state of California 

San Francisco, caiifornia 

To public Utilities commission of the state of California 
san Francisco, California 

You are hereby notified that Policy NOi __________________ , issued 

to. ______________________ ~~----~~--~~------------------------~ 
(Nane of Insured) 

(Address of Insured) 

which was cancelled by the Notice Of Cancellation, countersIgned 
on , 19 ___ , is hereby REINSTATED 

(Date) 
on the day of , 19 , 
12:01 ~.m., standar~ t~me at the address of ,the insured,~s stated 
in said policy, said rei.nstatement to include any and all' 
endorsements attached to said policy or issued in connection , 
therewith, and any and ali certifica~es of workers' compensation 
insurance tiied. with the Public utilities commission of the state 
of, california under said poi icy on, behalf of this insured Which '" 
were in effect at the time the Notice Of caceilation was given to 
said cOlIllDission. 
NAME OF COMPANY ______________________________________________ ~ __ 

countersigned at, __________________________________________________ _ 

this ______________________ da.y of _____________________ ,19 ________ __ 

(siqnature) ________ ~~~~~~~~--~~~~~~----------------
(Authorized Representative) 

Name of Person Signing ______________ ~~--~~--~-----------------
(Please Type) 

TL 945 



• 

• 

• 

This Space for P.U.c. 
DATE Received 

BE SURE TO INDICATE 
f.Ute. fILE HUMBER 

NOTICE OF CANCELLATION OF WORKERS' COMPENSATION 
Filed. with 

publio Utilities commission of 
The state of Calfironia 

San Franoisco, California 

INSURANCE 

TO Pubiiio utilities commission of the state of california 
San Franoisco, california, 

You are hereby notified that the certifioate of Workers' 
compensation I~surance coverage previously filed with the' 
california publio utilities commi~sion under policy 
}fo. issued on beha 1. f Of-----:;::7'""" __ -:::-_~-c__::_::---

(Name ofInsU~ed) 

, , (Address of Insured) , 
in so tar a~ . .it p~rtains to the above-n~med Insured, is h~reby 
CANCELLED effective as of the. . , day of .' .' . 
19 12:01 ibin. st~ndard time ~t the address, of the' : 
Insured, provided t~at if sai~ date i.s less than~hirty (30) 'days 
after the. receipt of this notice by. the ~blio utilities 
commission ot the State of california at its office in' San . 
Franoisco, california, cancellation shali then be effeotive " 
thirty, (30) days a~te~ receipt of this notice by said commission, 
at 12:01 a.m. standard tim~ at the address of the insured. 

Nothing in this notice of oancellat~on shall be oonstrued to 
1 imit, restriot or oancel, any coverage for any other in'surred 
otherwise provided by said policy. 

NAKE OF COMPANY _______________________________ ___ 

countersigned at ___________________________ _ 

this _____ ~ ___ ~ _____ day of ________________________ ,19 ______ _ 

(Signature) ____________ ~~~~._~~~--~~~.-~~--------------
(Authorized Representative) 

Name of Person si9ning ________ ~~--~~~~------------------~~ 
(Please Type) 

TL 944 


