[bookmark: _Hlk103952696][bookmark: _Hlk103952721][bookmark: _Hlk103954863]Automotive Aftermarket Fund PARTICIPANT APPLICATION 
*Required fields must be completed in order to process or establish coverage.
 
1. Name of Employer (DBA): ___________________________________________________________________________________________ 
 
2. Legal Name, If different from above (as shown on tax records):  _____________________________________________________________ 
 
3. *Mailing Address:  __________________________________________________________________________________________________  
 
4. Physical Location (if different from above):  _____________________________________________________________________________  
 
5. Additional Locations? ☐ YES – Please provide additional location information with this application.       ☐NO

6. Operating as:  ☐ Corporation    ☐ Partnership   ☐ Sole Proprietorship   ☐ Other (explain):_______________________________ 
 
7. *Number of Employees:  _______  *Federal Tax I.D. #: _____________________  
 
8. *Business Phone #:  ___________________  Mobile Phone:  __________________   
 
9. Are officers/owners to be covered:  ☐  Yes  ☐  No 
 
10. Social Security Number of Owner, if sole proprietor:  _______________________________________________________________________ 
 
11. Present Workers' Compensation Insurer: _____________________________________________  Current Year Premium: $_______________ 
 
12. Describe Nature of Your Business:  _____________________________________________________________________________________ 
 
13. List Owner(s), partners or corporate officers below. If corporation, indicate percentage of ownership: 
 	 	 
[bookmark: _Hlk103949098]	 	Name:  ____________________________________________  Title:  ____________________________  % Ownership:  ___________________ 
 
	 	Name:  ____________________________________________  Title:  ____________________________  % Ownership:  ___________________ 
 
	 	Name:  ____________________________________________  Title:  ____________________________  % Ownership:  ___________________ 
 
14. [bookmark: _Hlk103954440]In order to effectively communicate, please provide Contact Information available for each type. (At least one contact must be provided.) 

[bookmark: _Hlk103949193]*Policy Contact: ______________________________________  *Phone: ______________________ *E-mail: ____________________________
 
	 	 	Billing Contact:  _______________________________________  Phone: ______________________ E-mail: ____________________________ 
	 	 	
			 Claims Contact: _______________________________________  Phone: ______________________ E-mail: ____________________________


[bookmark: _Hlk103954534]I/We hereby make application to participate in the Automotive Aftermarket Fund and certify that the information above is true and accurate. (Must be signed by owner, if sole proprietor all partners, if partnership or authorized officer of corporation.)
 
Signed this  __________  day of  ______________________________  20  _____. 
 
	             By:  ________________________________________________________ Title: ____________________________________________________ 
 
	 	  By:  ________________________________________________________ Title: ____________________________________________________ 
[bookmark: _Hlk103954768](Must be witnessed by two persons or Notary Public.) 
	 	Witness:  _____________________________________________________  Date:  _________________________________________________ 
 
	 	Witness:  _____________________________________________________  Date:  _________________________________________________ 
 
[ [ [ OR ] ] ]
Sworn to and subscribed before me this the  __________  day of  ______________________________  20  _____. 
 
__________________________________________________Notary Public      My Commission Expires:_____________________________ 
 
Congratulations!! By completing this form, you are now enrolled as a member of the Automotive Aftermarket Association Southeast (AAAS)!

OFFICE USE ONLY
[bookmark: _Hlk83217242]Date Participation is to begin: __________________________________  
Participation Approved by:  ____________________________________ 	 
	 	 	 	Fund Administrator 
Date: _________________	
  
