
The proprietor or partners of a non-incorporated business are not automatically covered under the Workplace Health, Safety and 
Compensation Act, 2022. This means they cannot receive benefits from WorkplaceNL in the event of a work-related injury; however, 
they may apply for Optional Personal Coverage.  Please read the Terms and Conditions before completing this application.  

Firm Number Description of Work NIC Code 2026 Rate 

1. Optional Personal Coverage is effective from the date of application or from the coverage date requested in the application,
whichever is latest.

2. Optional Personal Coverage assessment premiums must be paid in full, in advance.  Payment must accompany the application or
the application will not be accepted.  The minimum coverage period is 28 days.  The range of daily coverage is $32.88 (minimum
amount) per day up to $183.51 (maximum amount) per day.  Calculate the required payment as follows:
Amount of Daily Coverage X Number of Days X 2020 Rate (        ) /100
(For example, minimum coverage of $32.88 X 28 Days X $6.00 (i.e. rate) /100 = $55.24)
Note, if this calculation results in a payment that is less than $50.00, a nonrefundable minimum assessment charge of $50.00 applies.

3. Optional Personal Coverage automatically expires on December 31 of each year or on the last coverage date requested by the
applicant, whichever is earliest.  A new application is required if the applicant wishes to continue coverage after the expiration date.

4. If the applicant suffers a work-related injury, proof of earnings must be submitted with the claim for lost wages.  Lost time benefits will
be paid only on the amount of demonstrated gross earnings but in no situation will they exceed the amount of coverage requested by
the applicant.  Earnings loss benefits are calculated and paid based upon 85% of net earnings.

5. Application must be signed by applicant or coverage cannot be purchased.

 Period of Coverage

From: 

Year    Month   Day 

To: 

Year    Month   Day 

Daily amount 

$ 

Total amount of coverage 

$ 

Total premium 

$ 

 How to Submit Application and Pre-Authorized Debit Agreement

Email: esa@workplacenl.ca

Fax: 709.778.1110

Signature of Applicant Date 

Optional Personal Coverage 
Application 2026

MAILING ADDRESS: 
P.O. Box 9000 
St. John's, NL A1A 3B8 

EMAIL OR FAX FORM TO: 
esa@workplacenl.ca 
709.778.1110 

CALL US AT: 
709.778.1140 
1.800.563.9000 

VISIT US AT: 
workplacenl.ca  

Full Name CityAddress

P

Postal Code

Terms and Conditions of Optional Personal Coverage 

1. Optional Personal Coverage is effective from the date of application or from the coverage date requested in the
application, whichever is latest. The premium has to be paid in full for coverage to be valid.

2. Optional Personal Coverage assessment premiums must be paid in full, in advance. Payment must accompany
the application or the application will not be accepted. The minimum coverage period is 28 days. The range of daily
coverage is $32.88 (minimum amount) per day up to $221.74 (maximum amount) per day. Calculate the required
payment as follows: Amount of Daily Coverage X Number of Days X (2026 Rate) /100 (For example, minimum
coverage of $32.88 X 28 Days X $6.00 (i.e. rate) /100 = $55.24) Note, if this calculation results in a payment that is
less than $50.00, a nonrefundable minimum assessment charge of $50.00 applies.

3. Optional Personal Coverage automatically expires on December 31 of each year or on the last coverage date
requested by the applicant, whichever is earliest. A new application is required if the applicant wishes to continue
coverage after the expiration date.

4. If the applicant suffers a work-related injury, proof of earnings must be submitted with the claim for lost wages.
Lost time benefits will be paid only on the amount of demonstrated gross earnings but in no situation will they
exceed the amount of coverage requested by the applicant. Earnings loss benefits are calculated and paid based
upon 85% of net earnings.

5. Application must be signed by applicant or coverage cannot be purchased.

Applicant's Authorization
I declare that this application is complete and correct and understand that giving false information or omitting 
relevant information is a serious offence.

Telephone Fax
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Mail: WorkplaceNL
Assessment Services Department 
Attn: Employer Services Advisor 
P.O. Box 9000
St. John's, NL  A1A 3B8

or



I authorize WorkplaceNL to debit the bank account identified above for the full outstanding balance, in a single 
payment at least the next business day following the date of the Optional Personal Coverage is processed. 
WorkplaceNL will obtain my authorization for any additional one-time or sporadic payments.

Optional Personal Coverage
Pre-Authorized Debit 

(PAD) Agreement
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Optional Personal Coverage 
Pre-Authorized Debit (PAD) Agreement

Please FAX, MAIL, or EMAIL with copy of void cheque

MAILING ADDRESS: 
P.O. Box 9000 
St. John's, NL A1A 3B8 

EMAIL OR FAX FORM TO: 
clearance@workplacenl.ca 
709.778.1110 

CALL US AT: 
709.778.1140 
1.800.563.9000 

VISIT US AT: 
workplacenl.ca  



General Information

You the payer may revoke your pre-authorized debit (PAD) authorization at any time by calling 
709.778.1125 (or 1.800.563.9000 extension 1125) at least three business days before your next 
pre-authorized debit payment. To obtain a sample of the industry cancellation form, which you may 
also use to cancel your PAD authorization provided we receive it at least 30 days before your next 
pre-authorized debit payment, or for more information on your right to cancel a PAD Agreement, please 
contact your financial institution or visit www.payments.ca.

You have certain recourse rights if any debit does not comply with this agreement.  For example, you 
have the right to receive reimbursement for any debit that is not authorized or is not consistent with this 
PAD Agreement. To obtain more information on your recourse rights, contact your financial institution 
or visit www.payments.ca.

Important: You must contact us if any of the information you provide on this form changes. 

Contact us
For more information, call 709.778.1125 or 1.800.563.9000, ext 1125.

Optional Personal Coverage 
Pre-Authorized Debit 

(PAD) Agreement

Page 3 of 3 rev. Nov 13, 2025


	preauthorized-debit-agreement-20180125.pdf
	Page 1
	Page 2


	Firm NumberRow1: 
	Description of WorkRow1: 
	NIC CodeRow1: 
	2020 RateRow1: 
	Full Name: 
	Address: 
	City: 
	Postal Code: 
	Telephone: 
	Fax: 
	Total premium: 
	Check Box1: Off
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Check Box13: Off
	Check Box14: Off
	Text15: 
	Text16: 
	Text17: 
	Text38: 
	Text39: 
	Text14: 
	Text23: 
	Date1_af_date: 
	Date3_af_date: 
	Text18: 
	Text22: 
	Text21: 
	Text20: 
	Text19: 
	Date16_af_date: 
	Date17_af_date: 
	Date18_af_date: 


