Business Owner Application

I.
APPLICANT INFORMATION

A.
Named Insured:      

B.
Address:      

City:      

County:      

State:   

Zip Code:      

Phone: (   
 )      

(   
 )      

C.
Applicant is:
 FORMCHECKBOX 

Individual
 FORMCHECKBOX 

Corporation
 FORMCHECKBOX 

Partnership


 FORMCHECKBOX 

Joint Venture
 FORMCHECKBOX 

Other (specify):      

Nature of Business:      

D.
Number of Years in Business:    

II.
PROPOSED EFFECTIVE DATE:      

III.
PREMISES INFORMATION

	Loc.
No.
	Street, City, County, State, Zip Code
	Interest
Owner/Tenant
	Part
Occupied

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	Premises
No.
	Building
Age
	Building
Constr.
	Total
Sq. Ft.
Building
	Total
Sq. Ft.
Occupied
	No. of
Stories
	Sprinkler
System
	Fire
Protection
System
	Burglar Alarm—
Type

	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Central Station
 FORMCHECKBOX 
 Local

	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Central Station
 FORMCHECKBOX 
 Local

	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Central Station
 FORMCHECKBOX 
 Local


	Building Improvements—Indicate Year Improvement Made

	Heating
	Plumbing
	Roofing
	Wiring

	    
	    
	    
	    

	    
	    
	    
	    

	    
	    
	    
	    


IV.
COVERAGE INFORMATION

	A.
	Real Property
	Loc. No. 1
	
	Loc. No. 2
	
	Loc. No. 3

	
	Building
$
	     
	$
	     
	$
	     

	
	(Building Value will automatically be increased by 8% annually.)


	B.
	Blanket Practice Property
	
	
	
	
	

	
	Operatory and Office
Equipment & Contents
$
	     
	
$
	     
	
$
	     

	
	Practice Records
Patient Charts & X-rays
$
	     
	$
	     
	
$
	     

	
	Valuable Papers
$
	     
	$
	     
	$
	     

	
	Accounts Receivable
$
	     
	$
	     
	$
	     

	
	TOTAL BLANKET LIMIT
$
	     
	$
	     
	$
	     


1.
DEDUCTIBLE
The same deductible will apply to both building and Blanket Practice Property 
Coverages.

Deductible Options:
 FORMCHECKBOX 

$
 250


 FORMCHECKBOX 

$
 500


 FORMCHECKBOX 

$1,000

The following items are included in the Blanket Limit subject to a specific amount:

•
Money & Securities
$
2,500

•
Property in Transit
$
12,500

•
Property Off Premises
$
12,500

•
Fine Arts
$
5,000

•
Theft of Gold, Jewelry & Furs
$
2,500

In addition to the Blanket Limit shown above, we will pay you for the following additional covered related expenses:

•
Employee Dishonesty Coverage
$
25,000

•
Personal Effects
$
10,000

•
Property of Others
$
10,000

•
Lawns, Trees & Shrubs
$  1,000 per plant up to $10,000

•
Sewer Backup
$
2,500

•
Fire Extinguisher Recharge
$
1,000

•
Arson Reward
$
5,000

•
Signs
$  2,500 at each location

•
Debris Removal

25% of paid loss (up to $10,000) plus an additional $25,000, if needed

•
Pollution Cleanup on Your Premises

(prompted by an otherwise covered loss)
$
10,000

C.
Practice Income Coverage—Applies Separately to Each Location

1.
The Actual Loss Sustained income coverage up to 12 months from the date of loss.

2.
Extended Practice Income pays for the actual loss sustained up to one year following a loss, and subsequent repair and reopening of your practice, to supplement your income to bring it up to the level it would have been had no loss occurred.

3.
Off Premises Power and Water Interruption Coverage pays for the actual loss sustained after a 24-hour waiting period.

D.
General Liability
 FORMCHECKBOX 

$   100,000 each occurrence
 FORMCHECKBOX 

$   200,000 each occurrence


$   300,000 aggregate

$   600,000 aggregate

 FORMCHECKBOX 

$   500,000 each occurrence
 FORMCHECKBOX 

$1,000,000 each occurrence


$1,500,000 aggregate

$3,000,000 aggregate

	 FORMCHECKBOX 

Higher—Specify:      


(Limit must concur with limit selected for Professional Liability)

V.
PRIOR CARRIER INFORMATION

Previous carrier and loss information (last 3 years)
 FORMCHECKBOX 

Check if no losses in the last 3 years

	Year
	Company
	Policy No.
	Premium
	Date of
Loss
	Losses Paid/
Reserves
	Type of
Loss

	    
	     
	     
	     
	     
	     
	     

	    
	     
	     
	     
	     
	     
	     

	    
	     
	     
	     
	     
	     
	     


1.
Has any policy or coverage been declined, canceled or nonrenewed during the last 3 years?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If “yes,” please explain:      


This application does not bind YOU nor US to complete the insurance, but it is agreed that the information contained herein shall be the basis of the contract should a policy be issued.

FRAUD WARNING:
Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

FRAUD WARNING (APPLICABLE IN TENNESSEE AND WASHINGTON):

It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits.

FRAUD WARNING APPLICABLE IN THE STATE OF NEW YORK:

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

APPLICANT’S NAME AND TITLE:      

APPLICANT’S SIGNATURE: 

DATE:      

(Must be signed by active owner, partner or executive officer)
PRODUCER’S SIGNATURE: 

DATE:      

AGENCY NAME:      

AGENT NAME:      

AGENT LICENSE NUMBER:      

ADDRESS:      

TELEPHONE NUMBER:      

(Applicable to Florida Agents Only)
AGENT’S NAME:      

(Applicable in Iowa Only)
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