SUBCONTRACTOR PRE-QUALIFICATION APPLICATION

If you are interested in getng prequalifed with MYR Group Inc. and its subsidiaries, please complete the form below.

SUBCONTRACTOR INFORMATION

Legal Business Name:

Contact Name/Title:

Business Address:

Sole Proprietor Partnership Corporation $I;1DIH Joint Venture Subsidiary

[. COMPANY OFFICERS, PARTNERS OR PRINCIPALS (Please attach organizational chart)

Parent Company:

Corporate Address:
. Year Established: D. Number of Employees: E. State of Incorporation:
BXEVIGIDU $1;IDILRQV

® ~ 0o @ >

. Type of Busines

Contractor Consultant Manufacturer Carrier Distributor Factory Rep.
H. Products or Services offered; .
V\?h&esa?er %oftware Retailer Other:

. BUSINESS CLASSIFICATION (Please provide copies of all active certifcations)
$  $UH \RX D FHUIL;HG GLYHUVL\ HQIHUSULVH™

YES NO

YES NO

l1l. BUSINESS INFORMATION

$ +DYH\RX ZRINHGN  $UH \RX FHUL;HG DV RU D SDUILFLSDQILQ D 86 6PDI %XVIQHVV $GPLQVIDIRQ 6%$ SURJUDP™

YES NO

YES ReWNBd 1072022
regional national



MIR


mailto:pre-qual%40myrgroup.com?subject=Subcontractor%20Pre-Qualification%20Application

SUBCONTRACTOR SAFETY PERFORMANCE QUESTIONNAIRE

SUBCONTRACTOR INFORMATION

Legal Business Name:

Contact Name/Title:

Business Address:

Mailing Address (if different than above):

Phone Number: Fax Number:
Email Address:

Project:

l. WORKER’S COMPENSATION INSURANCE - EXPERIENCE MODIFICATION RATE (EMR)

A. Provide your company's EMR for each of the last three (3) years:

Policy Year: EMR:

B. Furnish a letter from your insurance company verifying the EMR data listed above.

Il. OSHA RECORDABLE INCIDENTS

A. Provide the following data from your company’s OSHA 300 Logs for each of the last three (3) years:
Year:

1. Number of employee hours worked

2. Number of fatalities

3. Number of OSHA recordable injuries

4. OSHA recordable incident rate

5. Number of lost workday cases

6. Lost workday incident rate

7. Number of cases with days away from work or restricted duty

Revised 10/2022



G

. SAFETY AND HEALTH PROGRAM

$

%

+DYH \RX KDG DQ 26+$ FUIDILRQ LQ IKH SDVIl ¢ YH \HDJV"* YES
If yes, please attach details for each citation.

"R \RX KDYH D ZUMIHQ VDIHI\ DQG KHDUK SURJUDP™ YES
If yes, please attach a copy.

If no, explain how your company’s safety requirements are communicated to your employees:

" RHV \RXU FRPSDQ\ KDYH D 6DIHIN 21¢FHU RU 6DIHIN *HSDUIPHQI™ YES

If yes, please provide contact information:

J QR ZKR 1Q \RXU FRPSDQ\ LV UHVSRQVLEIH IRU \RXU VDIHI\ DQG KHDIIK SURJUDP**

= L \RXU FRPSDQ\ DVVLIQ IX) ILPH VXSHUYLVIRQ IR KLV SURIHFI* YES

L0 \RXU FRPSDQ\ DVVLIQ D IXW ILPH VDIHIN SURIHVVIRQDO IR UKLV SURIHFI™ YES
| QRI" ZKR ZI0 EH UHVSRQVLENH IRU VDIHIN RQ IKH IREVIIH™
$I ZKDI IVHTXHQF\ ZI0 KLV SHUVRQ YLVLIIKH IREVLIH™

,Q IKLV SHUWVRQV DEVHQFH ZKR ZIl EH UHVSRQVLEIH IRU VDIHIN Dif IKH IREVLIH™

YES

Please attach a list of competent persons that will be assigned to this project and copies of their training records.

" RHV \RXU FRPSDQ\ KDYH D 3HIVRQQH! 3URIHFILYH (TXISPHQI 33( 3RIF\" YES

I \HV ZKDIf GRHV LI LQFIXGH™

| QRI' ZKDI 33 ZI0 \RXU FRPSDQ\ UHTXLH RQ IKLV SURIHFI™

"RHV \RXU FRPSDQ\ KDYH D VXEVIDQFH DEXVH SIRJUDP GHVLIQHG IR SURYIGH D GUXJ IUHH ZRUNSIDFH" YES

If yes, please attach a copy.

QR ZRXIG \RX DJUHH IR DGKHUH IR O<5 *URXSIV *UXJ )UHH = RUNSIDFH 3RIF\" YES

Comment on any other areas of your company’s safety program and policies that you feel will be appropriate in our evaluation.

NO

NO

NO

NO

NO

NO

NO

NO

NO

Revised 10/2022
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