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	Employment Practices Liability

 PLUS(® Policy


Travelers Casualty and Surety Company of America

Hartford, Connecticut

RENEWAL APPLICATION

NOTICE: THE POLICY FOR WHICH APPLICATION IS MADE APPLIES, SUBJECT TO ITS TERMS, ONLY TO ANY "CLAIM" FIRST MADE OR DEEMED MADE AGAINST THE "INSURED" DURING THE POLICY PERIOD.  THE LIMIT OF LIABILITY AVAILABLE TO PAY LOSSES SHALL BE REDUCED BY THE AMOUNTS INCURRED AS "DEFENSE EXPENSES" AND SUCH "DEFENSE EXPENSES" SHALL BE SUBJECT TO THE RETENTION AMOUNT.

The term "Applicant" means all corporations, organizations or entities proposed for this insurance including subsidiaries.

	AGENCY/

BROKER
	CODE


	NAME and LICENSE NUMBER


	POLICY NUMBER




GENERAL

1. Name and Address of Applicant: 
________________________________________________________________






________________________________________________________________






________________________________________________________________



SIC Code:  ___________________       EIN# (optional)___________________

2. The policy for which Application is made includes Risk Management Plus+ Onlinesm, an employment practices loss control program.  Please provide the name and contact information for the individual responsible for training supervisors, updating policies, and implementing employment-related controls.

	Contact Name:  __________________________________
	Email:  _________________________________________

	Address:  _______________________________________
	Phone:  _________________________________________

	_______________________________________________
	Fax:  ___________________________________________

	
	


RENEWAL INFORMATION (Choose one of the following)

 FORMCHECKBOX 
Renewal of existing policy, no change in requested limit of liability.

 FORMCHECKBOX 
Renewal of existing policy and requesting limit of liability increased to $____________________.  With respect to such increased limit, are there any pending lawsuits or claims or any facts or circumstances which may result in a claim under this policy?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No  If yes, please provide details on a separate attachment.

EMPLOYEE AND LOCATION INFORMATION
	1.  Total number of employees in the preceding year:
	2.  Maximum number of employees in the following 

	
	
classifications for the previous 12 months (regardless

	

	
of whether they are full or part-time):

	Full-time:  _________________________
	Temporary: ____________________

	Part-time:  _________________________
	Leased:  _______________________

	Total:  ____________________________
	Seasonal:  ______________________

	
	Labor Unions:  __________________

	
	


3.  Locations by state or country (if foreign) and number of employees for each (attach schedule if necessary):

	State or Country
	# of Full-Time

Employees
	# of Part-Time 

Employees
	# of Locations

	_______________
	____________
	_____________
	____________

	_______________
	____________
	_____________
	____________

	_______________
	____________
	_____________
	____________

	
	
	
	


4.  Employee turnover for the preceding year:



Terminated:  __________
Retired:  __________
Resigned:  __________
Layoffs:  __________

5.  Has Applicant acquired, merged, purchased, sold, closed, consolidated, or spun-off any corporation, partnership, entity, plant, office, subsidiary, or division within the past year?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No  If yes, please provide details in an attachment and include how many employees were affected and in what manner and what measures were taken to minimize the risk of employment- related claims.  

6.  Does the Applicant anticipate any of the following in the next 12 months:

a. Selling, closing, consolidating, or spinning-off any plants, offices, subsidiaries, or divisions? 
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

b. Downsizing, rightsizing, layoffs, or any other reduction in number of employees? 


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

c. Acquiring or merging with any other business entity? 





 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

d. Creation of any new business, subsidiary, division, or location? 




 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

e. Increasing the number of employees, other than through consolidation, merger, or acquisition,
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

by more than 30%?



If yes to any of the above, provide details on a separate attachment.

EMPLOYMENT PRACTICES/LOSS CONTROL SERVICES 

(Include comments on use of Travelers Risk Management PLUS+SM loss control program)

In the past 12 months.... If yes to any question #1-4 below, please describe on an attachment.  

1. Has the Applicant conducted supervisory or manager training on human resource issues?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

2. Has the Applicant amended or created an employee handbook or human resource policies?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

3. Has the Applicant purchased any human resource related products or services?


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

4. Has the Applicant instituted any other employment practices loss control services?


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
5. Has the Applicant prepared written performance evaluations for its employees?


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

REQUIRED ATTACHMENTS (IF OVER 100 EMPLOYEES)

Most recent Annual Report (or audited year-end financial statement) or SEC 10-K

Most recent EEO-1 Report (if required by EEOC)

Employee Handbook (only if revised or a new edition created in the past 12 months)

THE UNDERSIGNED AUTHORIZED AGENT OF THE APPLICANT DECLARES THAT TO THE BEST OF HIS/HER KNOWLEDGE AND BELIEF, AFTER REASONABLE INQUIRY, THE STATEMENTS SET FORTH HEREIN ARE TRUE AND COMPLETE.  IF THE INFORMATION IN THIS APPLICATION CHANGES PRIOR TO THE INCEPTION DATE OF THE POLICY, THE APPLICANT WILL NOTIFY THE COMPANY OF SUCH CHANGES, AND THE COMPANY MAY MODIFY OR WITHDRAW ANY OUTSTANDING QUOTATION.  THE COMPANY IS AUTHORIZED TO MAKE INQUIRY IN CONNECTION WITH THIS APPLICATION.

THE SIGNING OF THIS APPLICATION DOES NOT BIND THE COMPANY TO OFFER, NOR THE APPLICANT TO PURCHASE, THE INSURANCE.  IT IS AGREED THAT THIS APPLICATION, INCLUDING ANY MATERIAL SUBMITTED THEREWITH, SHALL BE THE BASIS OF THE INSURANCE AND SHALL BE CONSIDERED PHYSICALLY ATTACHED TO AND PART OF THE POLICY, IF ISSUED.  THE COMPANY WILL HAVE RELIED UPON THIS APPLICATION, INCLUDING ANY MATERIAL SUBMITTED THEREWITH, IN ISSUING THE POLICY. 
Attention: Insureds in KY and FL 

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.

_________________________________________________
__________________________________________

Signature of Applicant’s Authorized Representative      Date
Agency/Broker

(Principal, Partner or Officer)

_________________________________________________
__________________________________________

Name (printed)






Agent/Broker (Individual)

_________________________________________________

__________________________________________

Title







Address



Please submit to:

ExecutivePerils

11845 West Olympic Boulevard • Suite 750 • Los Angeles • CA • 90064

T:310(444(9333 • F:310(444(9355 • Web: www.eperils.com • CA Lic. #0E36308 

dba: Executive Perils Insurance Services 
EPL-3004 (09/01)
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