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GREAT AMERICAN CUSTOM INSURANCE SERVICES DIVISION
PART OF GREAT AMERICAN INSURANCE GROUP
INSURANCE AGENTS AND BROKERS ERRORS AND OMISSIONS APPLICATION 

(VERSION 8/06)
This is an application for a “claims made and reported” policy.  If a policy is issued, this application will attach to and become part of the policy.  Please answer all questions.  

A. PROPOSED APPLICANT

1. Applicant*: _______________________________________________________________________

_________________________________________________________________________________
(* Please list all entities for which coverage is desired)

2. Name of individual designated to accept all notices on behalf of the Applicant: __________________


3. (a) Principal Business Address: ________________________________________________________

City: ________________________ State: _____________________Zip Code: __________________

(b) Does the Applicant maintain any additional locations?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

(Please provide the addresses of all additional locations on an attachment) 

4. Business Phone: __________________________Business FAX:_____________________________


5. Business Web site address:___________________________________________________________


6. (a) Is the Applicant owned, controlled by or affiliated with any other entity not shown in A.1.?
                                                                                                                              FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

(b) Does the Applicant own, control or manage any other entity not shown in A.1.?
                                                                                                                              FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
(If the answer is “yes” to 6 (a) or 6 (b), please provide details on an attachment) 

7. (a) Date Applicant was established: __/___/__  (b) Where is Applicant licensed/registered: ________
(c) Applicant is:   FORMCHECKBOX 
 Individual
 FORMCHECKBOX 
 Corporation 
   FORMCHECKBOX 
 Partnership
   FORMCHECKBOX 
 LLC  FORMCHECKBOX 
 LLP   FORMCHECKBOX 
 Other
(d) Is the Applicant a franchisee or franchisor?  
   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
     (If yes, please provide details on a separate sheet)


8. (a) Is the Applicant a successor-in-interest to any predecessor firm or has the Applicant been involved in any merger, acquisition, consolidation, divestiture, bankruptcy or dissolution?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
(If yes, please attach details) 



9. Does the Applicant have any plans within the next 12 months for any acquisition, divestiture, consolidation, merger, divestiture, bankruptcy or dissolution involving any Applicant?

                                                                                                                       FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
(If yes, please attach details)

10. (a) Please provide the following information for each of the Applicant’s principals, partners, directors, officers, majority owners and key employees (Please attach additional sheet, if necessary):

                                                                                         Professional       Years of            Years With
Name                          Title               License Held        Designations       Experience       Applicant 

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

(b) Please provide the following information for the Applicant’s licensed employees/independent contractors and Customer Service Representatives (CSRs):

                                                   Average Years of           Average Years
                                                   Experience                     With Applicant                Total Number 
Active Licensed Agents:           _______________________________________________________
CSRs:                                         _______________________________________________________


(c) Please indicate the turnover rate of the Applicant’s licensed employees for each of the past 3 years: Last Year: ____%; Prior Year: ___%; Second Prior Year: ___%
B. COVERAGE REQUESTED

1. Effective Date Requested: ___________________

2. Limits Desired:   FORMCHECKBOX 
 $1,000,000
  FORMCHECKBOX 
 $2,000,000
  FORMCHECKBOX 
 $3,000,000
   FORMCHECKBOX 
 Other ____________________

3. Self Insured Retentions: each claim 

 FORMCHECKBOX 
 $5,000     FORMCHECKBOX 
 $10,000     FORMCHECKBOX 
 $15,000     FORMCHECKBOX 
 $25,000     FORMCHECKBOX 
 $50,000      FORMCHECKBOX 
 Other _________________

C. BUSINESS ACTIVITY

1. (a) Please provide the gross revenues (commissions & fees) for the next 12 months and for each of the past three fiscal year ends: 

Fiscal Year End
(Mo/Day/Yr)  __

Next 12 months 

$________________   (Projected)            

___/___/ __                    $________________               

___/___/ __


      $________________        
___/___/ __


      $________________                


(b) Over the past 5years, has the Applicant, any entity that has owned or controlled the Applicant or any entity that the Applicant has owned or controlled conducted operations as a reinsurer, reinsurance intermediary, insurer or other risk assuming entity?                              FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No
(If “yes”, please attach details)
(c) Please provide the projected premium volume for the next 12 months and the actual premium volume for the most recent fiscal year ended derived from placing the following lines of business:
                                                                                                                 
Line of Business                               Next 12 Months                 Most Recent Fiscal Year Ended

Standard Personal Lines_________ $_____________________$_____________________________
Sub-Standard Personal Lines_____  $_____________________$_____________________________
Individual L, A & H                          $
                                     $_____________________________
Group L, A & H      
                          $
                                     $_____________________________
Annuities                           
             $
                                     $_____________________________
Commercial Ocean Marine               $
                                     $

__________________             _
Trucking                    
                    $
                                     $_____________________________
Bonds          
                                 $
                                     $_____________________________
Professional Liability and D&O        $
                                     $_____________________________
Workers Compensation
                    $
                                     $_____________________________
Umbrella/Excess                                $
                                     $_____________________________
Products Liability                            
$
                                     $_____________________________
Aviation 




         
$
                                     $
_____                  _______________
Crop_________________________$_____________________$_____________________________
Flood________________________ $_____________________$_____________________________

Wind_________________________$_____________________$_____________________________
All Other Commercial P&C              $
                                     $
_____________                  _______
Total Premium Volume
             $
                                     $_____________________________

(d) Please indicate the percentage of the Applicant’s premium volume from the following placements: (Total = 100%)                                                                                                            
                                      

 


     Next 12 Months                 Most Recent Fiscal Year 
 
Agent directly with carriers:                           ____________%_____________________________%_
Agent indirectly to  carriers

through other agencies:                                                           %      __________________________%_
Agent directly or through a broker with a risk

assuming entity other than an insurance company:                %                                                          %                                                                                                                                   
As a Broker/Wholesaler:                                                         %                             
                           %                         As an MGA/Underwriter:                                                        %                             
                           %                                     As a Surplus Lines Broker:__________________________ %                                                          %_
Other Sources of Revenue (describe in attachment)               %                                                          %                                      Total 











   100   %                                                  100  %                                     

2. (a) Does the Applicant utilize independent contractors?  
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No 
(b) If yes, is coverage desired for them as insureds under the Applicant’s policy?  
                                                                                                                                  FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No
        (c) If coverage is not desired, are independent contractors required to maintain their own         professional liability insurance?  
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No
        (d) If yes, what minimum limits are required? ___________________


3. In the past 5 years, has the Applicant placed coverage or been involved in Self Insured/Captives, Risk Retention Groups, Risk Purchasing Groups or Multiple Employer Trusts?   
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

(If answered “yes”, please attach an explanation, including the name of the program(s), carrier(s), extent of coverage(s) provided, administrative duties performed by the Applicant, and any applicable financial information.)


4. Has any agency contract been cancelled by a carrier in the last 3 years for reasons other than inadequate production?

 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No
If yes, attach explanation.

5. (a) Does the Applicant place variable life, variable annuities, mutual funds, stocks, bonds, or pension or 401-K plan products?

 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

(b) If answered “yes”, is coverage desired for these activities?

 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

If coverage is desired for these activities, please answer questions C.5.(c) through (e)

(c) Revenues derived from these placements during the most recent fiscal year:  $_______________ 

(d) Does the Applicant place these products through a securities broker/dealer?
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No 

(e) Please complete the following for the securities broker/dealers with whom the Applicant is    affiliated and the licensed agents who place variable life, variable annuities, mutual funds, stocks, bonds, or pension or 401-K plan products: 

Broker/Dealer:                                  Licensed Agent:                                Series License Type:

__________________________      __________________________      ___________    __________________________      __________________________      ___________
 

6. Percentage of most recent fiscal year premium volume produced by sub-producers:  _____%

7. Are all sub-producers required to carry E&O?
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No
         If so, what minimum limits are required?    ________________  

8. Narrative of the Applicant's procedures for screening sub-producers:   ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

9. Percentage of most fiscal year premium volume placed through MGAs or other intermediaries:  __% 

10. Are all MGAs or other intermediaries used required to carry E&O?
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No 

 If so, what minimum limits are required?    _________________  

11. Narrative of the Applicant's procedures for screening MGAs or other intermediaries used by the Applicant: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
12. Please provide the following information for the Top 10 carriers represented by the Applicant:
                                                                       
      Premium Volume Placed
Name of Insurance Carrier             Best’s Rating                     Most Recent Fiscal Year 

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

       Premium Volume Placed
Name of Insurance Carrier             Best’s Rating                     Most Recent Fiscal Year
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

 

D. POLICIES AND PROCEDURES 

Does the Applicant:

1. Have a formal training program for personnel?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                              
2. Use a centralized diary/suspense system in your office?                             
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

3. Date stamp all incoming mail?
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

4. Use a pre-printed form for documenting telephone conversations?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

5. Have standardized file construction procedures?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                                 
6. Use coverage checklists for both commercial and personal lines clients?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

7. Have procedures in place to address both terrorism and mold exposures                
with each client?                                               
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                                                           
8. Obtain client signatures confirming client’s understanding when 
terrorism and/or mold coverage is not provided?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

9. Document client’s refusal to accept coverage or limit recommendations?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

10. Provide written confirmation to clients of any reduction(s) 
in current or proposed coverage(s)?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
11. Confirm all binders promptly in writing?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

12. Maintain a policy expiration list and confirm that all renewal                         

policies and binders are issued?                                                                                 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

13. Check all policies and endorsements for accuracy prior to mailing?                        FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

14. Maintain a policy expiration list and confirm that all renewal 
policies and binders are issued?                                                                       
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

15. Mark files to make sure certificate holders are notified of 
cancellation or material change?                                                                        
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
____________________________________________________________________________________

E. PRIOR INSURANCE 

1. List all professional liability/errors & omissions insurance carried for each of the past three years.  If none, state reason for present insurance inquiry:

      Insurance Company

Limits

Deductible

Premium

Policy Period

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List Prior Acts Retroactive Date on your current policy: ______________

2.   Has the Applicant ever had any professional liability insurance cancelled or non-renewed within the past five years? 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    
(If yes, attach explanation)

3.
Have any of the principals, partners, officers, employees or independent contractors of the Applicant ever been the subject of a reprimand, disciplinary or criminal action by federal, state or local authorities as a result of their professional activities?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   If yes, attach explanation.

F. CLAIMS EXPERIENCE:

1. Have any claims or suits been made during the past five years against the Applicant, its predecessors in business, any of the past or present partners, directors, officers, employees or independent contractors of the Applicant?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   If yes, give full details.

2. Is the Applicant (after reasonable inquiry of each director, officer or partner of the Applicant) aware of any material circumstance, incidents, situations, or accidents which may result in a claim being made against the Applicant, its predecessors in business or any of the present or past partners, officers, directors, employees or independent contractors?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  If yes, give full details.

3. It is agreed that any claim or lawsuit against the Applicant or any other proposed insured arising from any facts, circumstance, acts, errors or omissions disclosed or required to be disclosed in response to questions F.1. & F.2. above is hereby expressly excluded from coverage under the proposed insurance policy.

NOTICE TO APPLICANT – PLEASE READ CAREFULLY

Warranty:
It is hereby Understood and Agreed, after reasonable inquiry of each director, officer or partner, that this application and its representation and warranties shall be deemed to be submitted by and on behalf of and be binding upon the Applicant and each and every proposed insured under the policy.  It is further agreed that any misrepresentation, non-disclosure, concealment, or breach of warranty in this application shall be binding upon the Applicant and each and every director, officer or partner of the Applicant whether or not the proposed insured knew of, committed, or was responsible for such misrepresentation, non-disclosure, concealment, or breach of warranty.

I/We hereby authorize the release of claim information from any prior insurer to the Insurer.

I/We understand and accept that the policy applied for provides coverage on a claims made and reported basis for only those claims that are first made against the Applicant and reported in writing to the Insurer during the policy, that the limits of liability of the policy will include both Damages and Defense Expenses, and that the Insurer will rely upon the truth of the information and statements in this application in deciding whether to issue a policy to the Applicant.

The Applicant agrees that if the information supplied on or attached to this application changes between the time this application is executed and the time that the proposed insurance policy is bound or coverage commenced, the Applicant will immediately notify the Insurer in writing of such changes; and the Insurer fully reserves its rights with respect to the underwriting acceptance or denial of such changes.

Signing this form does not bind the Applicant or the Insurer to complete the insurance, but this application shall be the basis of the insurance should a policy be bound and issued, and shall become part of the policy.  The application must be signed to be considered for quotation.

Must be signed and dated by owner, partner or senior officer.

___________________________________________


_______________________

Applicant Signature

 









Date (Mo/Day/Yr)

___________________________________________

(Print or Type Name & Title)
ERRORS & OMISSIONS Claims/Potential Claims Supplement
a) Name of Applicant: _________________________________________________________


b) Name of claimant/potential claimant:  __________________________________________


c) Allegations: _______________________________________________________________

__________________________________________________________________________

__________________________________________________________________________


d) Insured’s response to allegations: ____________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________


e) Date claim was made:__________                (f) Status of claim: Open/Closed (Circle one)


g)   Defense costs incurred to date: $_________   h) Indemnity paid to date: $___________


i)    Reserves for defense costs: $____________    j) Indemnity reserves: $______________


k)   Narrative of any measure taken to prevent a reoccurrence of the circumstances which gave rise to the claim:__________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

_____________________________________________________________________________
It is hereby understood and agreed that the information provided above is true and correct, is material to the Insurer in deciding whether to issue its policy to the Applicant. Further, if such information is false or incomplete, it may constitute a misrepresentation that will: (a) permit the Insurer to modify the terms and conditions of the policy issued to the Applicant (including without limitation to excluding any claim arising from or relating to the false information or non-disclosure): or (b) void the policy.

__________________________________________    __________________________

Applicant Signature                                                                      Date (Mo/Day/Yr)

__________________________________________

(Print or Type Name & Title)     
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