LEXINGTON INSURANCE COMPANY

Wilmington, Delaware

(Hereinafter referred to as “the Company”)

Administrative Offices:  100 Summer Street, Boston, Massachusetts 02110

STAFFING PL SELECT

PROFESSIONAL LIABILITY INSURANCE

ERRORS & OMISSIONS APPLICATION

I.           GENERAL INFORMATION

1. (a)  Name of Applicant:  ________________________________________________________

Are you a: □ Franchisor 

□ Franchisee
             
□ Independent   

Address:______________________________________________________________________________

(b)  Date Applicant established:  _____________  

(c) Your company operates as a:

      □   Professional Employer Organization
□
Temporary Employee Placement Organization

      □   Employee Leasing Firm
□
Other

        






        If other, please describe:  ___________________

II.         STRUCTURE
2.  (a)  □ Corporation   □ Sole Proprietorship   □ Partnership   □  Limited Liability Company   □  Other

           If Other, please describe: _________________________________________________________________
(b)  During the past five years has the Applicant changed its name, merged with or acquired any other company ?                                                                                       











□ Yes           □ No

 Please list parent companies and all subsidiaries if applicable.  

     _____________________________________________________________________________________

     _____________________________________________________________________________________

     _____________________________________________________________________________________

     _____________________________________________________________________________________

 (c)  List professional associations to which applicant belongs:____________________________________  _____________________________________________________________________________________ _____________________________________________________________________________________

III.       SIZE

3.  (a)  Number of Client Companies: __________________________

     (b)  Total Fees Received in past year:_________________________

     (c)  Revenues


Previous Year
Current Year
Projected Year

Total Revenues::
 
  
 

   (d)  Please provide information on your top 3 clients for headings that apply to your staffing business:
Clients Business
Administrative fee received
Number of leased employees
# Hours billed for temporary employees


$




$




$



IV.   BUSINESSES

Does the applicant have any field of specialization?




□ Yes   □ No

  If Yes, which one(s): ______________________________________________________________

              Please attach copy of promotional material used.

Does the Applicant contract with any outside firms for services?   



□ Yes   □ No

If Yes, is the Applicant named as an Additional Insured on subcontractors’ General and Professional Liability policies?  






                          □ Yes   □ No

Is it your company’s procedure to have written contracts with each client?
□ Yes   □ No

If Yes, please attach copies of the standard contracts.

4. (A)  If your company operates as a Professional Employer Organization or an Employee Leasing Firm, please answer all of the questions in this section.

i. Total number of employees leased in the last year: _______________


ii. Does Applicant conduct background checks/prescreen new hire leased employees before hiring? 








□ Yes   □ No 

       Does the Applicant administer or otherwise handle any of the following services?
YES
NO

 vi.   Pension or retirement plans for leased employees

        (If Yes, please describe the plan type)
  □
 □

 vii.  Compilation, preparation and filing of all client’s payroll and related leased-employee information


  □
 □

 viii. Payroll deductions and making proper payment for income tax and Social Security tax under 

        Federal, State and Local laws for compensation and benefits paid to leased employees.


  □
 □

 ix.   Workers compensation insurance for the benefit of leased employees


  □
 □

 x.    Administration of employee benefit plans for the benefit of leased employees


  □
 □

 xi.   Advise leased employees on client’s employee-benefit plans


  □
 □

 xii.  Advise employer clients on changes in employment policies, governmental regulations affecting 

        leased employees


    □
 
 □

 

 xiii. Assist employer clients in achieving compliance with employment laws related to the services 

        being provided by the firm
 □
 □

(B)  If your company provides Temporary Employee Placement, please answer all of the following                                                  questions in this section.                           

Total number of temporary employee hours billed:  _____________

Please provide percentage of number



Please check (x) services offered.

 of placements by category to the

 applicable services.

Service

% of placements

Professional Service
Offered (X)

Clerical    


Accountant 


Financial            


Lawyer 


Word Processing   


Doctor


Technical           


Dentist


Miscellaneous Medical and Home Care  


Electronic Data Processor 





Engineer





Consultant





Architect





Programmer


(C)  OTHER

If your company provides any other kind of Employment/Staffing professional or consulting services please answer the following.

Service




     YES 
NO

Estimated Fees 

Business Consulting
  □

 □

________________

Career Counseling
  □

 □

________________

Executive Recruiting
  □

 □

________________

Human Resource Consulting
  □

 □

________________

Outplacement Services
  □

 □

________________

Permanent Placement
  □

 □

________________

List any other services and fees.

 _____________________________________________________

   V.   INSURANCE 

5.  (a)   Has any application for this insurance made by the Applicant or its predecessors in business ever been

declined, or has this type of policy ever been canceled or non-renewed ?


□ Yes   □ No


      If Yes, please explain: _________________________________________________________________

(b)  Has the Applicant filed all required quarterly statements indicating that all state and federal tax deposits, insurance contributions to workers’ compensation  and other employee benefits payments have been made     as required?


  



                                                    □ Yes   □ No
(c)  Please list Applicant’s previous Professional Liability/Errors and Omissions coverages below:



  Insurance Carrier
    Policy Period
   Limits
     Deductible
  Premium
 “Claims-Made”

 or Occurrence















































(d) Explain the nature and amount of any legal fees or other expenditures or judgements paid by the Applicant or  

any insurer involving errors and omissions claims made against the Applicant, its Partners, Directors, Officers  or employees exceeding the amount of $500 during the past six years (if none, so state):  _____________

       ________________________________________________________________________________________

(e) Is the Applicant or any of its Partners, Directors or Officers aware of any circumstances arising out of the 

Applicant’s duties in providing services to any client which might give rise to claim(s) against the Applicant or  its past or present Partners, Directors, Officers, or employees?   


□ Yes   □ No

           If Yes, explain fully: _______________________________________________________________________

       __________________________________________________________________________________________

       __________________________________________________________________________________________

NOTE:  IF SUCH AWARENESS OF CIRCUMSTANCES EXISTS, IT IS AGREED THAT ANY CLAIM  ARISING THEREFROM SHALL NOT BE COVERED BY THE POLICY SHOULD ONE BE ISSUED.

(f)  Aggregate Limit of Liability requested:

    □ $1,000,000    □ $2,000,000    □ $5,000,000    □ $10,000,000    □ Other___________

Per Occurrence Deductible per claim requested:

            □ $5,000   □ $10,000   □ $25,000  □ $50,000   □ Other _____________________________________

IT IS AGREED THAT IF THIS IS A RENEWAL APPLICATION, THEN IT IS A SUPPLEMENT TO THE APPLICATION(S) WHICH ARE PART OF THE EXPIRING POLICY, AND THAT THOSE APPLICATION(S) TOGETHER WITH THIS RENEWAL APPLICATION, CONSTITUTE THE COMPLETE APPLICATION THAT SHALL BE THE BASIS OF THE CONTRACT AND SHALL FORM PART OF THE POLICY SHOULD A POLICY BE ISSUED.

ALL WRITTEN STATEMENTS AND MATERIALS FURNISHED TO THE COMPANY TO WHICH THIS APPLICATION IS SUBMITTED IN CONJUNCTION WITH THIS APPLICATION ARE HEREBY INCORPORATED BY REFERENCE INTO THIS APPLICATION AND MADE A PART HEREOF.

THIS APPLICATION DOES NOT BIND THE APPLICANT TO BUY, OR THE COMPANY TO ISSUE THE INSURANCE, BUT IT IS AGREED THAT THIS FORM SHALL BE THE BASIS OF THE CONTRACT SHOULD A POLICY BE ISSUED AND IT WILL BE ATTACHED TO AND MADE A PART OF THE POLICY.

THE UNDERSIGNED APPLICANT DECLARES THAT THE INFORMATION SUPPLIED ON THIS APPLICATION ARE TRUE.  THE APPLICANT FURTHER DECLARES THAT IF THE INFORMATION SUPPLIED ON THIS APPLICATION CHANGES BETWEEN THE DATE OF THIS APPLICATION AND THE TIME WHEN THE POLICY IS ISSUED, THE APPLICANT WILL IMMEDIATELY NOTIFY THE COMPANY OF SUCH CHANGES, AND THE COMPANY MAY WITHDRAW OR MODIFY ANY OUTSTANDING QUOTATIONS AND/OR AUTHORIZATIONS OR AGREEMENT TO BIND INSURANCE.

NOTICE TO ARKANSAS APPLICANTS:  “ANY PERSON WHO KNOWINGLY PRESENTS A FALSE‑OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT, OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON.”

NOTICE TO COLORADO APPLICANTS:  “IT IS UNLAWFUL TO KNOWINGLY PROVIDE FALSE, INCOMPLETE, OR MISLEADING FACTS OR INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE COMPANY.  PENALTIES MAY INCLUDE IMPRISONMENT, FINES, DENIAL OF INSURANCE, AND CIVIL DAMAGES.  ANY INSURANCE COMPANY OR AGENT OF AN INSURANCE COMPANY WHO KNOWINGLY PROVIDES FALSE, INCOMPLETE, OR MISLEADING FACTS OR INFORMATION TO A POLICYHOLDER OR CLAIMANT FOR THE PURPOSE OF DEFRAUDING OR ATTEMPTING TO DEFRAUD THE POLICYHOLDER OR CLAIMANT WITH REGARD TO A SETTLEMENT OR AWARD PAYABLE FROM INSURANCE PROCEEDS SHALL BE REPORTED TO THE COLORADO DIVISION OF INSURANCE WITHIN THE DEPARTMENT OF REGULATORY AGENCIES.”

NOTICE TO FLORIDA APPLICANTS:  “ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE, DEFRAUD, OR DECEIVE ANY INSURER FILES A STATEMENT OF CLAIM OR AN APPLICATION CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS GUILTY OF A FELONY IN THE THIRD DEGREE.”

NOTICE TO KENTUCKY APPLICANTS:  “ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN APPLICATION FOR INSURANCE 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.”

NOTICE TO MAINE APPLICANTS:  “IT IS A CRIME TO KNOWINGLY PROVIDE FALSE, INCOMPLETE, OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF DEFRAUDING THE COMPANY, PENALTIES MAY INCLUDE IMPRISONMENT, FINES OR A DENIAL OF INSURANCE BENEFITS.”

NOTICE TO MINNESOTA APPLICANTS:  “A PERSON WHO SUBMITS AN APPLICATION OR FILES CLAIM WITH INTENT TO DEFRAUD OR HELPS COMMIT A FRAUD AGAINST AN INSURER IS GUILTY OF A CRIME.”

NOTICE TO NEW JERSEY APPLICANTS:  “ANY PERSON WHO INCLUDES ANY FALSE OR MISLEADING INFORMATION ON AN APPLICATION FOR AN INSURANCE POLICY IS SUBJECT TO CRIMINAL AND CIVIL PENALTIES.”

NOTICE TO NEW YORK APPLICANTS:  “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 THE STATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.”

NOTICE TO OHIO APPLICANTS: “ANY PERSON WHO, WITH INTENT TO DEFRAUD OR KNOWING THAT HE IS FACILITATING A FRAUD AGAINST AN INSURER, SUBMITS AN APPLICATION OR FILES A CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT IS GUILTY OF INSURANCE FRAUD.”

NOTICE TO PENNSYLVANIA APPLICANTS:  “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.”

APPLICANT’S SIGNATURE:
_____________________________________

PRINT NAME:
_____________________________________

TITLE:
_____________________________________

DATE:
_____________________________________

PRODUCER________________________________

ADDRESS__________________________________

___________________________________________ 

IF A POLICY IS ISSUED THE APPLICATION IS ATTACHED TO AND MADE A PART OF THE POLICY SO IT IS NECESSARY THAT ALL QUESTIONS BE ANSWERED IN DETAIL.

PLEASE READ THE FOLLOWING STATEMENT CAREFULLY AND SIGN BELOW WHERE INDICATED.  IF THIS POLICY IS ISSUED, THIS SIGNED STATEMENT WILL BE ATTACHED TO THE POLICY.

The Applicant hereby acknowledges that he/she/it is aware that the limit of liability contained in this policy shall be reduced, and may be completely exhausted, by the costs of legal defense and, in such event, the insurer shall not be liable for the costs of legal defense for any other amount of any judgement or settlement to the extent that such exceeds the limit of liability of this policy.

This Applicant hereby further acknowledges that he/she/it is aware that legal defense costs that are incurred shall be applied against the deductible amount.

APPLICANT’S SIGNATURE:
_________________________________________

PRINT NAME:
_________________________________________

TITLE:
_________________________________________

DATE:
_________________________________________
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