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	APPLICATION AND SURVEY

FOR PUBLIC AUTOMOBILE LIABILITY AND 

PHYSICAL DAMAGE INSURANCE
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Important Instructions

	1.
	All information requested in this application should be TYPEWRITTEN or PRINTED in ink. 

	2.
	All questions must be answered completely.  "N/A" is not an acceptable answer.  If "not applicable," please indicate "NOT APPLICABLE." 

	3.
	This application cannot be processed unless signed by a Senior Officer of the Named Insured and the Producer.

	4.
	This application cannot be processed unless the following documents are provided: 
	

	
	(
	A copy of the Named Insured’s latest Financial Statements (Income Statement and Balance Sheet) 

This requirement does not apply to governmental entities.

	
	(
	A complete Driver Information Schedule (See attached form.)

	
	(
	A complete Equipment Schedule (See attached form.)

	
	(
	Motor Vehicle Records (MVR’S) for each Driver listed on the Driver's Information Schedule.

	
	(
	Last six (6) quarters of IFTA Reports.

	
	(
	Currently valued Insurance Company loss runs for the past five (5) years or a signed claims statement.

	5.
	Additionally, please attach copies of the following written forms and procedures used by the Named Insured:

	
	(
	Maintenance Program 

	
	(
	Safety Program 

	
	(
	Vehicle Service Record 

	
	(
	Daily Vehicle Condition Report 

	6.
	Policy effective date:
	     

	7.
	Quotation for the coverages requested no later than:
	     

	This Application and Survey for Public Automobile Liability and Physical Damage Insurance is copyrighted and material appearing within may not be reproduced in any form without the written permission of Lancer Insurance Company. 


	NAMED INSURED INFORMATION

	1.
	Name (include DBA):
	     
	Year Established:
	     

	2.
	Company Type:    FORMCHECKBOX 
 Individual       FORMCHECKBOX 
 Partnership       FORMCHECKBOX 
 Corporation       FORMCHECKBOX 
 Other:
	     

	3.
	Contact:
	     
	
	Title:
	      

	4.
	Mailing Address:
	     
	     
	   
	     

	
	
	                  Street/City
	County
	State
	Zip

	5.
	Business Address:
	     
	     
	   
	     

	
	
	                  Street/City
	County
	State
	Zip

	
	Telephone:
	(   )        
	Fax:
	(   )       
	     FEIN #:
	     

	6.
	E-Mail Address:
	     
	Website Address:
	     

	

	7.
	Name of all entities to be insured, year established and detailed description of each operation:

	
	Entity
	Year

Established
	Description

of Operations

	
	A.
	     
	     
	     

	
	B.
	     
	     
	     

	
	C.
	     
	     
	     

	
	D.
	     
	     
	     

	

	8.
	Full address of each entity to be insured and relationship (i.e., wholly-owned subsidiary, parent, etc.) to Named Insured:

	
	Entity
	Address
	Relationship

	
	A.
	     
	     
	     

	
	B.
	     
	     
	     

	
	C.
	     
	     
	     

	
	D.
	     
	     
	     

	

	9.
	Provide the following information for all officers, directors, partners and stockholders of the Named Insured:

	
	Name
	Position /

Function
	Full Time/

Part-Time
	No. of

Years
	Years 

of Transit

Experience
	Pct. (%) Ownership

	
	     
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     
	     

	

	10.
	Provide the name(s) of any public transportation entity(ies) not covered under this application in which the Named Insured or any of its officers, directors, partners or stockholders have a direct or indirect Ownership interest:  (If None, state None)

	
	     

	
	     

	11.
	Any ownership in non-transportation related business?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   If Yes, please specify:
	     

	
	     

	

	OPERATIONS INFORMATION

	1.
	Do you have FMCSA (ICC) Authority?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   If Yes, please provide the MC #, DOT #, and State #, if applicable.

	
	MC #:
	     

	
	DOT #:
	     

	
	State (Case) #:
	     

	2.
	List states in which you have Operating Authority “on file.”      Include exact name and address as it appears on 

	
	the Granted Authority:
	     

	
	     

	
	Do you require “Form E” filings?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

	

	3.
	Have you ever lost or had authority withdrawn by any regulatory authority (ICC, Public Utilities Commission, etc.) or are you under current probation?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   If Yes, please explain in detail here or on a separate sheet.

	
	     

	
	     

	
	

	4.
	Do your vehicles ever transport any commodities other than passenger baggage or mail?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	
	If Yes, please describe types of commodities and include copies of bills of lading issued or copies of contracts.

	
	     

	
	     

	
	
	

	5.
	Do your vehicles ever transport professional athletic or entertainment groups?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      If Yes, please explain:

	
	     

	
	     

	6.
	Are your vehicles wheelchair equipped?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     If Yes, what is the percentage?
	      %

	

	7.
	A.
	List below your estimated mileage, gross receipts, payroll and average number of revenue-producing units for the proposed policy period.

	
	B.
	List below your estimated mileage, gross receipts, payroll and average number of revenue-producing units for your current policy period.

	
	C.
	List below your actual mileage, gross receipts, payroll and average number of revenue-producing units for your         four (4) previous policy periods.



	
	Policy Period
	Year
	Annual Mileage
	Gross Receipts
	Payroll
	Units

	
	(A)
	Proposed Policy Period
	     
	     
	     
	     
	     

	
	(B)
	Current   Policy Period
	     
	     
	     
	     
	     

	
	(C)
	Previous  Policy Period
	     
	     
	     
	     
	     

	
	
	Previous  Policy Period
	     
	     
	     
	     
	     

	
	
	Previous  Policy Period
	     
	     
	     
	     
	     

	
	
	Previous  Policy Period
	     
	     
	     
	     
	     

	


	8.
	List the top 5 destinations your vehicle(s) most frequently visit and the percentage of overall mileage attributed to each location made in the past 12 months (should total 100%).

	
	1.
	     
	
	      %
	
	4.
	     
	
	      %
	

	
	2.
	     
	
	      %
	
	5.
	     
	
	      %
	

	
	3.
	     
	
	      %
	
	
	                                    Total
	
	0 %
	

	

	9.
	For each of the following categories, indicate (A) your Projected Receipts for the proposed policy period, (B) your Projected Mileage for the proposed policy period and (C) Number of Units:

	
	
	
	
	       (A)

  Projected

   Receipts
	
	        (B)

   Projected

     Mileage
	
	           (C)

Number

       of Units
	

	
	(1)
	School:
	
	
	
	
	
	

	
	
	(a)
	Under 50 miles
	     
	
	     
	
	     
	

	
	
	(b)
	Over 50 miles
	     
	
	     
	
	     
	

	
	(2)
	Airport:
	     
	
	     
	
	     
	

	
	(3)
	Employee Haul:
	
	
	
	
	
	

	
	
	(a)
	Not over 50 miles between terminal points
	     
	
	     
	
	     
	

	
	
	(b)
	More than 50 miles between terminal points
	     
	
	     
	
	     
	

	
	(4)
	Sightseeing:
	
	
	
	
	
	

	
	
	(a)
	Not over 50 miles
	     
	
	     
	
	     
	

	
	
	(b)
	More than 50 miles
	     
	
	     
	
	     
	

	
	(5)
	Regular Route Intercity:
	
	
	
	
	
	

	
	
	(a)
	Not over 50 miles between terminal points
	     
	
	     
	
	     
	

	
	
	(b)
	51 to 200 miles
	     
	
	     
	
	     
	

	
	
	(c)
	Over 200 miles
	     
	
	     
	
	     
	

	
	(6)
	Charter:
	
	
	
	
	
	

	
	
	(a)
	Not over 50 miles between terminal points
	     
	
	     
	
	     
	

	
	
	(b)
	50 to 200 miles
	     
	
	     
	
	     
	

	
	
	(c)
	Over 200 miles
	     
	
	     
	
	     
	

	
	(7)
	Urban:  (Under 50 miles)
	     
	
	     
	
	     
	

	
	
	Other:   (Describe)
	     

	

	10.
	Describe (A) any significant changes in your operations during the past four (4) years and; (B) anticipated changes in your operations during the proposed policy period.

	
	     

	
	     

	
	     

	11.
	Do you have any type of railroad operations?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No          If Yes, please specify:

	
	     

	
	     

	12.
	List any Canadian provinces where you currently have filings:
	     

	13.
	Do you travel into Mexico?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  If Yes, are you interested in purchasing coverage for this exposure?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	14.
	Does your company service casinos?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No         If Yes, please indicate percentage of trips:       % 

	

	15.
	Does the insured ever enter into Subcontracting/Interchange Agreement?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 

If Yes, please attach a copy of said agreement.


	DRIVER INFORMATION

	1.
	What is the name and title of the person who hires your drivers?  
	     

	2.
	Do you have any family members under the age of 21 that are primary drivers of a company auto?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	3.
	Any family member(s) driving company vehicles?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  If Yes, please provide name(s):
	     

	4.
	By percentage, please indicate the number of years your drivers have been commercially licensed   (Percentage should equal 100%)

	
	2.5 Years or less:      %   Between 2.5 & 5 Years:      %   Between 5 Years & 10 Years:      %   10 Years or More:      %

	5.
	During the last 12 months, how many drivers have you Replaced?
	     
	  Added? 
	     
	

	6.
	Drivers pay scale is:   FORMCHECKBOX 
 Union     FORMCHECKBOX 
 Non-Union
	
	
	
	

	7.
	Drivers pay is calculated by:   FORMCHECKBOX 
 Trip     FORMCHECKBOX 
 Mileage     FORMCHECKBOX 
 Hourly     FORMCHECKBOX 
 Other: (explain) 
	     

	8.
	Drivers maximum hours:
	
	
	
	
	
	

	
	A.
	Driving:
	     
	Daily
	
	     
	Weekly

	
	B.
	On Duty:
	     
	Daily
	
	     
	Weekly

	9.
	Do your drivers carry cellular phones?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No       If Yes, are the cell phones hands free?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	10.
	Do you ever lease vehicles with drivers?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    If Yes, explain:
	     

	
	     

	11.
	Do you provide Workers’ Compensation insurance for ALL drivers?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        If Yes, please specify insurance

	
	carrier:
	     

	

	

	EQUIPMENT INFORMATION

	1.
	Do you own or operate any for-hire vehicles not listed on the attached Equipment Schedule?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	2.
	Are all vehicles registered in the same EXACT name?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No.     If No, please provide a copy of at least one registration for as many names as vehicles have been registered under.   

NOTE:  Copies of all registrations must be provided for vehicles registered in the states of NY, MA, FL, GA and AZ.  

	3.
	Are all units registered in the same state?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        Please list state(s) where vehicles are registered:  

	
	     

	4.
	Are units relocated anytime during the year?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   If Yes, please explain: 
	     

	5.
	Schedule for all locations.  (Attach separate sheet if necessary.)
	

	
	
	
	Location #1
	
	Location #2
	
	Location#3

	
	A.
	Address:
	     
	
	     
	
	     

	
	B.
	Type of operation: (office,

terminal, garage, etc.)
	     
	
	     
	
	     

	
	C.
	No. of units stored outside and maximum values:
	     
	
	     
	
	     


	
	D.
	Is lot fenced?
	     
	
	     
	
	     

	
	E.
	Night watchman or guard:
	     
	
	     
	
	     

	
	F.
	Area: (square footage)
	     
	
	     
	
	     

	
	G.
	Person(s) in charge/title:
	     
	
	     
	
	     

	
	H.
	Is there a dispatcher at this location?
	     
	
	     
	
	     

	6.
	Please explain completely if any equipment is not garaged or stored at the above locations.

	
	     

	
	     

	
	


	7.
	Private passenger vehicles:

	
	A.
	Use of vehicles:   FORMCHECKBOX 
 Business only       FORMCHECKBOX 
 Business & Pleasure

	
	B.
	Operated by:   FORMCHECKBOX 
 Employees only      FORMCHECKBOX 
 Family      FORMCHECKBOX 
 Spouse      FORMCHECKBOX 
 Other:  
	     


	8.
	Which of the following safety items do you use?

	
	A.
	Step Stools?   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
 No       If Yes, what type:
	     

	
	B.
	Reflective Tape?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	
	C.
	Vehicle Tracking Devices?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      If Yes, what type:
	     

	
	D.
	Accident Cameras?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	9.
	Do you have Drive Cam or any other recording devices on your vehicles?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	
	 FORMCHECKBOX 
  Drive Cam       FORMCHECKBOX 
 Other:  (Please specify)
	     

	10.
	Do you have "1-800-HOW'S MY DRIVING" Program?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No             Audited?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No


	MAINTENANCE INFORMATION

	1.
	Do you have a written maintenance program?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No         If Yes, please attach a copy.

	2.
	Do you service your own vehicles?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     If No, who does?
	     

	3.
	How many mechanics do you employ?
	     
	

	4.
	Do you ever service vehicles of others?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      If Yes, what type?
	     

	5.
	Do you store vehicles of others?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	

	6.
	If you service or store vehicles of others, what is the maximum value of equipment of others on your premises for each 

	
	location outlined above?
	     

	7.
	Does your vehicle maintenance program include the following: 
	Yes
	No
	

	
	A.
	Service record of each vehicle (Attach copy)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	B.
	Controlled inspection frequency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	C.
	Daily vehicle condition reports (Attach copy)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	How often are these various reports reviewed by management?
	     

	

	

	SAFETY INFORMATION

	1.
	Please provide name, title, phone number, length of time in position, and years of experience of person(s) responsible for safety.  Specify other duties.

	
	     

	
	     

	2.
	Do your driver selection procedures include:
	Yes
	No
	
	Yes
	No
	

	
	A.
	Written application
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	
	

	
	B.
	Reference checks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	
	

	
	C.
	Written test
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Certificates
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	D.
	Road test
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Certificates
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	E.
	Physical exam:
	
	
	
	
	
	

	
	
	(1)
	Pre-employment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	
	

	
	
	(2)
	Federal DOT requirements
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	
	

	
	
	(3)
	State DOT requirements
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	
	

	
	
	(4)
	Periodically during employment - Specify:
	     

	
	F.
	Drug testing:
	Yes
	No
	
	

	
	
	(1)
	Pre-employment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	

	
	
	(2)
	Ongoing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	

	
	
	(3)
	Random
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	

	
	G.
	Obtain driver MVR records
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	  FORMCHECKBOX 
 Pre-employment   FORMCHECKBOX 
 Post-employment

	
	H.
	Updating MVR records periodically during employment - Specify:
	     


	3.
	Does driver indoctrination include:
	Yes
	No
	
	

	
	A.
	Company rules and policies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	
	B.
	Daily DOT vehicle inspection procedures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	
	C.
	Equipment familiarization
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	
	D.
	Route familiarization
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	
	E.
	Emergency procedures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	
	F.
	Accident reporting procedures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	4.
	Does road supervision include: 
	Yes
	No
	
	

	
	A.
	Mechanical recording devices
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	
	B. 
	Radio dispatch
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	5.
	Are accident investigation and review procedures, including records, maintained?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  

	6.
	Do the review procedures include disciplinary procedures?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No         If Yes, please explain:
	

	
	     

	7.
	When were you last audited on site by Federal or State DOT officials?  
	     

	
	Attach copies of latest DOT or applicable state authority inspection reports.  

	8.
	Have you been audited by any other regulatory agencies?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   If Yes, please list agency and date of audit.

	
	     

	

	
	

	PRIOR CARRIER INFORMATION

	1.
	Provide the following information for the current and past four (4) policy periods:

	
	
	
	Current Policy Period
	
	Prior 

Four (4) Policy Periods

	
	
	
	20     
	
	20     
	
	 20     
	
	 20     
	
	 20     

	
	A.
	Insurance Carrier
	     
	
	     
	
	     
	
	     
	
	     

	
	B.
	Liability Limits
	     
	
	     
	
	     
	
	     
	
	     

	
	C.
	Deductible or SIR
	     
	
	     
	
	     
	
	     
	
	     

	
	D.
	Annual Premium
	     
	
	     
	
	     
	
	     
	
	     

	
	
	(1)
	Auto Liability
	     
	
	     
	
	     
	
	     
	
	     

	
	
	(2)
	Physical Damage
	     
	
	     
	
	     
	
	     
	
	     

	2.
	Has your insurance ever been obtained through an Assigned Risk Plan?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No          If Yes, please explain: 

	
	     

	3.
	Have you ever had a gap in insurance coverage?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No       If Yes, Please explain:  
	     

	
	     

	4.
	Has any company, during the past three (3) years, cancelled or refused to renew your automobile insurance coverage?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        If Yes, please explain. (Not applicable in Missouri)

	
	     

	

	5.
	Attach currently valued loss runs from your insurance carriers for each of the past five (5) policy periods. If loss runs are not available, please state reasons why and include a signed statement specifying claims as to type, amount paid and amount reserved for each policy period. Also, provide details on any loss occurrences that exceeded $25,000 or involved a fatality or serious injury, as well as any gaps in insurance coverage.  THIS INFORMATION IS MANDATORY.


	COVERAGE INFORMATION

	Coverages
	
	
	Limits of Liability (CSL) 
	
	Other

	
	Auto Liability
	
	 FORMCHECKBOX 
 $1,500,000    FORMCHECKBOX 
 $5,000,000
	
	$     

	
	Personal Injury Protection (PIP) (No Fault)
	
	 FORMCHECKBOX 
 Reject    FORMCHECKBOX 
 Basic Limits
	
	$     

	
	Added PIP (No Fault)
	
	 FORMCHECKBOX 
 Reject    FORMCHECKBOX 
 Basic Limits
	
	$     

	
	Uninsured Motorists (UM)
	
	 FORMCHECKBOX 
 Reject    FORMCHECKBOX 
 Basic Limits
	
	$     

	
	Underinsured Motorists* (UIM)  (when not included in UM)
	
	 FORMCHECKBOX 
 Reject    FORMCHECKBOX 
 Basic Limits
	
	$     

	
	Hired Auto Liability
	
	 FORMCHECKBOX 
 $1,500,000    FORMCHECKBOX 
 $5,000,000
	
	$     

	
	Employer’s Non-Ownership Liability
	
	 FORMCHECKBOX 
 $1,500,000    FORMCHECKBOX 
 $5,000,000
	
	$     

	
	General Liability
	
	 FORMCHECKBOX 
 $1,000,000    FORMCHECKBOX 
 $5,000,000
	
	$     

	
	Other (Specify):
	
	$     
	
	

	Physical Damage
	
	Physical Damage Deductibles
	
	

	
	Specified Perils—Stated Amount-ACV (Actual Cash Value)
	
	 FORMCHECKBOX 
 $1,000    FORMCHECKBOX 
 $2,500    FORMCHECKBOX 
 $5,000    FORMCHECKBOX 
 $10,000 

	
	Collision—Stated Amount-ACV (Actual Cash Value)
	
	 FORMCHECKBOX 
 $1,000    FORMCHECKBOX 
 $2,500    FORMCHECKBOX 
 $5,000    FORMCHECKBOX 
 $10,000

	  * An additional premium will apply when UIM coverage is not included within the UM coverage. UIM coverage can be rejected. 


	PRODUCER INFORMATION

	

	Producer:
	     
	Phone No:
	     

	

	Address:
	     
	License No.:
	     

	

	City:
	     
	County:
	     
	State:
	     
	Zip:
	     

	

	Are you the incumbent producer?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	

	Is this business sub-produced?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No       If Yes, Sub-Producer Name:
	     

	Telephone:
	     
	Fax:
	     
	E-Mail Address:
	     

	

	

	Please read the following carefully before you sign this application.

I hereby apply for the insurance indicated above and represent that:

1) 
I have read this application.

2)
The limits and coverages requested were selected by me.

3) 
All statements herein are true and accurate, to the best of my knowledge, and no material facts have been suppressed or 
misstated.  I understand that misrepresentation or omission of material facts will be cause for cancellation and may void 
coverage.

4) 
By signing this application, I authorize the insurer to obtain copies of motor vehicle reports for underwriting the indicated 
insurance, as well as the right to examine or inspect files, records, documents and equipment in order to determine the accuracy 
of the information stated herein.

The completion of this application creates no express or implied obligation on the part of the insurer or its manager to offer a quotation or provide insurance as requested in this application and survey.  If the insurance is provided, the policy will only cover the vehicles listed on the attached schedule for the coverages agreed.  You must immediately notify the insurer in writing if there is any change in your equipment or operations, and all accidents must be reported promptly regardless of severity or fault.  



	

	

	MANDATORY STATE FRAUD WARNINGS

ARKANSAS: “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.”

COLORADO: “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.”

DISTRICT OF COLUMBIA: “WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the applicant.”
FLORIDA:  “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 of the third degree.”

HAWAII: “For your protection, Hawaii law requires you to be informed that presenting a fraudulent claim for payment of a loss or benefit is a crime punishable by fines or imprisonment, or both.”

KENTUCKY: “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.”

LOUISIANA: “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.”

MAINE: “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 denial of insurance benefits.”

MARYLAND: “Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly and willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.”

NEW JERSEY: “Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil penalties.”

NEW MEXICO: “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 civil fines and criminal penalties.”

OHIO: “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.”

OKLAHOMA: “WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.”

OREGON: “Any person who makes an intentional misstatement that is material to the risk may be found guilty of insurance fraud by a court of law.”

PENNSYLVANIA: “Any person who knowingly and with intent to injure or defraud any insurer files an application or claim containing any false, incomplete or misleading information shall, upon conviction, be subject to imprisonment for up to seven years and payment of a fine of up to $15,000.”

RHODE ISLAND: “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.” 

TENNESSEE: “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.”
VIRGINIA: “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.”

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.”

WEST VIRGINIA: “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.”

ALL OTHER STATES: “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 MAY BE GUILTY OF INSURANCE FRAUD.”
NEW YORK: “Any person who knowingly and with intent to defraud any insurance company or other person files an application for commercial insurance or a statement of claim for any commercial or personal insurance benefits containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, and any person who, in connection with such application or claim, knowingly makes or knowingly assists, abets, solicits or conspires with another to make a false report of the theft, destruction, damage or conversion of any motor vehicle to a law enforcement agency, the department of motor vehicles or an insurance company 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 value of the subject motor vehicle or stated claim for each violation.”
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EQUIPMENT SCHEDULE

(Include Private Passenger Automobiles)
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