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Oxnard School District 
Certification of Exemption from Workers’ Compensation Insurance 

 

    
Provider Name  Business License Number 

    
Street Address  City, State, Zip Code 

    
Business Telephone  Business E-mail Address 

    
Services Provided  Agreement/Contract Date 

I certify that I am an independent contractor as defined in California Labor Code section 3353 and 

subject to the requirements of California Labor Code section 2776.  

I certify that I am exempt from maintaining workers’ compensation coverage.  I further certify that 

I do not and will not employ, during the performance of work or service described in the 

Agreement/Contract referenced above, any person, described in California Labor Code sections 

3351, 3351.5 and 2775 et seq., in any manner so as to become subject to the workers’ compensation 

laws of the State of California. 

I also certify that if in the future I should employ persons to perform work pursuant to this 

Agreement, in a manner that causes me to be subject of the workers’ compensation laws of the 

State of California, I shall immediately obtain workers’ compensation insurance coverage and 

provide the Local Educational Agency with a certificate of insurance as evidence that I am in 

compliance with such laws. 

Should any court of law, administrative agency or department thereof, or state board find any 

subcontractors that I hire to be employees, I agree to defend, indemnify, and hold harmless the 

Local Educational Agency, its governing board, officers, employees, agents, successors, or assigns 

from any and all claims, demands, monetary or other losses, and expenses whatsoever, including 

reasonable legal fees and costs, arising from the findings of the court of law, administrative agency 

or department thereof, or state board. 

This Certification of Exemption from Workers’ Compensation Insurance shall survive 

termination of the referenced Agreement, for any reason whatsoever, and binds Provider’s legal 

representatives, successors, and assigns. 

I attest that the information provided on this Certification of Exemption from Workers’ 

Compensation Insurance is true and accurate. 

    
Provider signature  Date 
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