
 
 

NOTICE: THIS IS A CLAIMS-MADE AND REPORTED FORM EXCEPT TO SUCH EXTENT AS MAY OTHERWISE BE PROVIDED 
HEREIN, THE COVERAGE OF THIS POLICY IS LIMITED TO LIABILITY FOR ONLY THOSE CLAIMS THAT ARE FIRST MADE AGAINST 
THE INSURED AND REPORTED IN WRITING TO THE COMPANY WHILE THE POLICY IS IN FULL FORCE.  PLEASE REVIEW THE 
POLICY CAREFULLY.  COVERAGE IS WRITTEN ON A SURPLUS LINES BASIS.

1 GENERAL INFORMATION 

Years of
TitleOwner/Officer Name Experience

 Active in Daily
Operations

� Yes  � No

� Yes  � No

� Yes  � No

2 SUBSIDIARIES, ACQUISITIONS, MERGERS, OR CONSOLIDATIONS

 
 

Return Applications to:
Fox Point Programs

3001 Philadelphia Pike 
Claymont, DE 19703 

(800) 499-7242 / Fax: (302) 765-2088 
submissions@foxpointprg.com
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4  CORPORATE GOVERNANCE

5  SUBCONTRACTORS 

. � Yes  � No

 Yes           No 

6 FINANCIAL AND BUSINESS INFORMATION  

 for e xt 12 o nths):

%

  . . . . . ______ %  
. . . . . . . ______ %

 . . 
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e
  No

f   

g  

h  
 

j   Does the insured determine  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . 

k

i  

l   

%    %

m              

 Please indicate percentage of work performed by employees or independent contractors located outside the US:  __________ %

a Applicants Gross Annual b



d � Yes  � No

7 LIMIT / DEDUCTIBLE OPTIONS

�  . . . $    500,000/$ 500,000

�  . . . $  500,000/$1,000,000

�  . . .$1,000,000/$1,000,000

� . . . . . . . . . . . . . . .$  1,000

�  . . . . . . . . . . . . . . .$  2,500

�  . . . . . . . . . . . . . . .$  5,000

8  CURRENT/PRIOR INSURANCE

. . . . . . . . . . . . . . . . . . . . . . � Yes  � No

POLICY           RETRO DEDUCTIBLE           PREMIUM

 $  $  $
 $  $  $ 

b 

 . . . . . . . . . . . . . . . . . . . . . . .� Yes  � No
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COMPANY LIMIT OF
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. . . . . . . . . . . . . . . . . . . . . . . . .  ______ %  . . . . . . . . . . . . . . . . . . ______ %

. . . . . . . . . . . . . . . . . . . . . . . . .  ______ %   . . . . . . . ______ %
______________________________________________________  . . . . . . . . . . . . . . . ______ %

 $  $  $ 

Please select the Limit & Deductible options you would like to have quoted (can select up to 3 options):
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9  CLAIMS EXPERIENCE
  

. � Yes  � No

b 

 five 5 
o

10 ASSOCIATIONS
. � Yes  � No

Applicant Signature       Date / /
( M M  /   D D   /  YY  )           

             

Print Name Print Title

I/We hereby warrant, that the statements and particulars provided in this Application are true and that I/we have not suppressed 
or misstated any material facts and that I/we agree that this Application shall be the basis of the contract with the Company 
and that the coverage, f written, may be affected by any suppression or misstatement. It is understood and agreed that this 
Application forms a part of any Policy issued by the Company to the Applicant and shall be deemed to be attached to and form 
a part of the Policy. It is understood and agreed that completion of this Application does not bind the Company to issue nor  
the Applicant to purchase the insurance. 

The is provided as an additional sheet for uestions in this pplication requiring 
additional qualifying statements. Please identify the uestion being addressed by number and letter 
(Example: “ ”) in front of each qualifying statement. Your signature on this pplication warrants that 
all statements given are true and complete.

PRODUCER SUBMITTING ON BEHALF OF THE INSURED

  Agency Name        License No.

Agent Name               Phone No. (         )
  Address

  City                                                                                                               State       Zip

  E-mail Address

                   � Yes  � No

five 5  
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