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	SUB-CONTRACTOR PREQUALIFICATION

	This template may be used by General/Prime Contractors in order to evaluate their sub-contractors to ensure they meet the Client Company’s requirements prior to being hired. The General/Prime Contractor is solely responsible for determining and verifying that its sub-contractor has all applicable programs in place and meet any applicable requirements at all times.


	A. GENERAL INFORMATION


	1.
	Business Name:
	     

	
	P.O Box:
	     

	
	Street Address:
	     

	
	City:
	     
	State:
	  
	Zip Code:
	     

	
	Telephone:
	     
	Fax:
	     
	E-mail:
	     

	
	Owner(s) or Partner(s) Names:
	     

	
	Contact Person:
	     
	Title:
	     

	
	Date Business Founded or Incorporated:
	     
	Where:
	     


2.  Does your company have branches offices located in other areas?   
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No

	
	If yes, please attach an address list complete with contact names and phone numbers for these locations.


3.  Work classifications of Sub-Contractor:
	 FORMCHECKBOX 
  Welding
	 FORMCHECKBOX 
  Earth Work
	 FORMCHECKBOX 
  Concrete

	 FORMCHECKBOX 
  Pile Driving
	 FORMCHECKBOX 
  Radiographic Inspection
	 FORMCHECKBOX 
  Insulation

	 FORMCHECKBOX 
  Painting
	 FORMCHECKBOX 
  Electrical
	 FORMCHECKBOX 
  Clearing

	 FORMCHECKBOX 
  Buildings
	 FORMCHECKBOX 
  Instrumentation
	 FORMCHECKBOX 
  Fabrication

	 FORMCHECKBOX 
  Ditching
	 FORMCHECKBOX 
  Directional Drill
	 FORMCHECKBOX 
  Hydro-Vac

	 FORMCHECKBOX 
  Engineering
	 FORMCHECKBOX 
  Environmental
	 FORMCHECKBOX 
  Inspection

	 FORMCHECKBOX 
  Other (Explain)
	     

	4.  Preferred Geographic Work Location(s):

	     

	     

	5.  Client References:  (Name three with address and contact information)

	1.      

	
     

	2.      

	
     

	3.      

	
     

	6.  List any trade or union agreements currently in force:

	     

	     

	7.  Does your company have a Continuous Improvement process?  
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	
If yes, please explain by attaching a separate sheet.


	B. FINANCIAL INFORMATION


1.  Banking:
	
Bank:
	     

	
Address:
	     

	
Name/Title of Bank Representative:
	     

	
Telephone:
	     

	2.  Insurance:

Please provide a copy of your Insurance Certificate.

	3.  Bonding Company:
	     

	
Address:
	     
	Telephone:
	     

	
Broker or Agent:
	     
	Bonding Limit:
	     

	4.  Auditing Firm:
	     
	Telephone:
	     


	C. SAFETY & ENVIRONMENTAL INFORMATION


General contractor shall review and determine if sub-contractor has all applicable programs in place.
	1.  Does your company have a Safety Program?

If yes, please provide a copy of the Table of Contents
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	2.  Does your company have Environmental Programs?

If yes, please provide a copy of the Table of Contents
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	3.  Does your company have an Employee Policy Manual?

If yes, please provide a copy of the Table of Contents
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	4.  WC Company Policy Number:
	     
	Expiration. Date:
	     

	5.  Incident Information:   Number of Incidents for previous 2 years and year to date       


	(A) Year
	20  
	20  
	Year to Date

	(B) Total Exposure or Employee Hours
	     
	     
	     

	(C) Number of Recordable Cases
	     
	     
	     

	(D) Incident Rate of Recordable Cases
	     
	     
	     

	(E) Incidence Rate of Lost Workday Cases
	     
	     
	     

	(F) Experience Modification Rate (EMR)
	     
	     
	     

	(G) No. of Fatalities
	     
	     
	     

	(H) Average No. of Employees (REQUIRED)
	     
	     
	     


GUIDANCE IN FILLING OUT THE TABLE ABOVE:
(A)  YEAR: List the three most recent full calendar years. If less than a year please specify months.

(B)  Exposure or Employee Hours: List the total number of hours worked during the year by all employees, including those in operating, production, maintenance, transportation, clerical, administrative, sales and all other activities.

(C)  Number of Recordable Cases: List the total number of Recordable cases that occurred in that year. Recordable cases are any work-related injury case requiring more than first-aid and all occupational illnesses. Recordable cases include all occupational illnesses, and all occupational injuries resulting in days away from work, restricted work activity, temporary or permanent transfer, medical treatment other than first aid, loss of consciousness, significant injury or illness diagnosed by a physician or other health care professional, or the termination of an injured or ill employee.

(D)  Incidence Rate of Recordable Cases:
Number of Recordable Cases X 200,000


Exposure or Employee Hours
(E)  Incidence Rate of Lost Work Day Cases: 
Number of Days Away From Work Cases X 200,000

Exposure or Employee hours

(F)  EMR- Experience Modification Rate:  We require verification for the EMR and discount rate.

· A letter from your insurance agent, insurance carrier, or state fund (on their letterhead), verifying the EMR or discount rate listed above.
(G)  Number of Fatalities: List the total number of fatalities that result from occupational injuries or illnesses. Deaths that occur in the workplace but are not the result of occupational injuries should not be included.

(H)  Average # of Employees: List the average # of employees who worked during the year. An employee shall be defined as any person engaged in activities for an employer from whom direct payment for services is received. Include working owners and officers.

Additional Information: Additional information concerning injury and illness record keeping can be found in 29 CFR 1904 and OSHA’S “Recordkeeping Guidelines for Occupational Injuries and Illness” booklet.

	D. EMPLOYEE TRAINING PROGRAMS


General contractor shall review and determine if sub-contractor has all applicable training programs in place.
	1.  Does your company have required Safety Training for your employees?
If yes, please provide an outline of your companies training requirements
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	2.  Does your company have required Environmental Training for your employees?
If yes, please provide an outline of your companies training requirements
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	3.  Does your company have required Equipment Operator Training for your employees?
If yes, please provide an outline of your companies training requirements
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No


	E. CONTROL OF ALCOHOL, ILLEGAL DRUGS


General contractor shall review and determine if sub-contractor has all applicable programs in place.
	1.  Does your company maintain and acceptable DOT Anti-drug and Alcohol Program?
If yes, please provide a copy of the Table of Contents.
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	2.  Does your company maintain and acceptable Non-DOT Anti-drug and Alcohol Program?
If yes, please provide a copy of the Table of Contents.
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No


	F. OPERATOR QUALIFICATION (OQ) 


General contractor shall review and determine if sub-contractor has all applicable programs in place.
	1.  Does your company maintain and acceptable DOT Operator Qualification Program?
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	
If yes, has your OQ action plan been reviewed and approved by the Clients Operator Qualification Administrator?
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No


HAVE YOU INCLUDED THE FOLLOWING ATTACHMENTS WITH YOUR PACKAGE?

1.  Insurance Certificate
 FORMCHECKBOX 

2.  Address list of various branch locations (if applicable)
 FORMCHECKBOX 

3.  Safety Program Table of contents
 FORMCHECKBOX 

4.  Environmental Program Table of contents
 FORMCHECKBOX 

5.  Employee Policy Manual Table of contents
 FORMCHECKBOX 

6.  Letter from your insurance agent verifying EMR 
 FORMCHECKBOX 

7.  Outline of your safety training requirements
 FORMCHECKBOX 

8.  Outline of your environmental training requirements
 FORMCHECKBOX 

9.  Outline of your equipment operator training requirements
 FORMCHECKBOX 

10.  Table of contents of your D/A plan
 FORMCHECKBOX 

	G. SUB-CONTRACTOR PREQUALIFICATION COMPLETED BY:


By signing below, the undersigned certifies:

· That he or she is authorized to execute this questionnaire and provide the foregoing information.

· That he or she has reviewed the information provided above and that the information is true and accurate as of the date indicated below.

	Name:
	     
	Signature:
	

	Title:
	     
	Date:
	     


	H. GENERAL/PRIME CONTRACTOR APPROVAL: 
(To be completed by General/Prime contractor)


Approved:
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
	Please explain:
	     

	     


	
	
	     

	Signature

General/Prime Contractor’s Representative

	
	Date

	     
	
	     

	Name (type or print)

General/Prime Contractor’s Representative

	
	Title
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