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WORKER’S COMPENSATION INSURANCE EXEMPTION  
 

 

 

 

I,                                               , doing business as a licensed contractor, under the company name of 

                                                                                                                                                           

                                                                                                                                         ,                
Companies under sole proprietorship must complete the Waiver in the following format: 

“First name, Last Name DBA Company Name.” 

 

do not come under the requirements of the State of Kansas for Worker’s Compensation 

Insurance. Upon change of this status I will notify MABCD. 

 

 

  

Signed:  

 

Date:  

 
 

 

 

 

 

Subscribed and sworn to before me in my presence in the County of                                       ,                           

 

State of Kansas, this           day of                                        ,20          . 

 

 

 

 

 

 

 

                                  Notary Public                                                                      Notary Stamp: 
 

 

 


