
WORKMEN’S COMPENSATION 
 
In order to determine that your licensed establishment has met the requirements of 
Section 9-104 of Article 2B of the Annotated Code of Maryland as set forth below, you 
must return this notice within thirty (30) days with the following section completed: 
 
DO YOU EMPLOY ONE OR MORE PERSONS IN THE OPERATION OF YOUR 
ESTABLISHMENT 
 
   NO     YES 
 
IF YES, YOU MUST: 
 
                   (A)     FILE WITH THE DEPARTMENT A CERTIFICATE OF 
                             INSURANCE OF THE STATE WORKMEN’S COMPENSATION 
                             LAWS 

OR 
 
                    (B)     PROVIDE THE DEPARTMENT, AS EVIDENCE OF INSURANCE 
                              A WORKMEN’S COMPENSATION POLICY NUMBER OR       
                              BINDER NUMBER 
 
                              (1) Policy Number _____________________________________ 
                                             or 
                                    Binder Number_____________________________________ 
                               
                               (2) Insurance Company_________________________________ 
 
                               (3) Effective Date_____________________________________ 
 
                               (4) Expiration Date ____________________________________ 

 
      Signature      
          (Licensee) 
      Name of 
      Establishment      
      Address     
      Date      
  
Section 9-104  CERTIFICATE OF COMPLIANCE WITH WORKMEN’S   
                        COMPENSATION ACT 
 
Before a license or permit may be issued under this article to an employer to engage in an activity in 
which the employer may employ a covered employee, as defined in Sec. 9-101 of the Labor and 
Employment Article, the employer shall file with the State Comptroller or local licensing board, as 
the case may be: 
 (1) A certificate of compliance with the Maryland Worker’s Compensation Act; or 
 (2) The number of a worker’s compensation insurance policy or binder 
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