New Business Quote Questionnaire

(Try to obtain copy of existing policy to duplicate coverage, if possible)


GENERAL INFORMATION – Attach to all lines to be quoted.
Policy or Account Number this quote is associated with: __________________________

Name Insured: ___________________________________________________________________
Mailing Address: _________________________________________________________________

__________________________________________________________________________________

Location Address ________________________________________________________________

City: _________________________________ State: _____________ Zip: ___________________
Fax # ___________________________________ Phone # _________________________________

Email Address: ___________________________________________________________________
Owner’s Name ___________________​________________________________________________
Branch and Agency Producer Code: _______________________________________________
Effective Date: ______________​​​__________Legal Entity________________________________ 
Number of Employees: ____________________________________________________________

WORKERS COMPENSATION

FEIN Number: ____________________________Tax ID Number: _________________________

Limits of Insurance:                  Each Accident​​​​ ​​​​​​​​​​_______________________
                                              Disease Policy-Limit _______________________

                                       Disease-Each Employee _______________________

Annual Payroll: ___________________________Class Code:_____________________________
Officer Exclusion: _________________________________________________________________

Contact Person & best time to contact: ​​​​​​​​_____________________________________________
Years in business (Mandatory): ____________________________________________________

Previous Carrier Info for All Lines Business or 3 years Managerial Experience to Include Name of Carrier, Policy Number, Expiration Date and Experience Mod (If Any)  and/or copy of current  policy____________________________________________________________
___________________________________________________________________________________

Any losses in the last 3 years?  If yes please describe on separate sheet (if necessary) or provide Loss Runs from your current Insurance Company and/or describe below.
___________________________________________________________________________________
___________________________________________________________________________________

Property:

__________ Contents Limit – What are you currently insured for?

__________ Building Limit – Occupancy type_________________________________________

                      Is this a Lessor’s Risk?    Yes _________________No_______________________
                     If so, who are the occupants ​____________________________________________

                     % occupied by insured____________% occupied by tenants________________

                     Total area occupied by insured __________________________________________
                     Area occupied by tenants_______________________________________________
______   __   Deductible - $500, $1,000 (LRO Default), $2,500, $5,000, $10,000 $25,000
__________ Building construction type (Frame, Concrete or Brick, Steel, Fire Resistive)

__________ Year the building was built - if over 25 years old, please provide   

                      information below:

        Updates: __________ Roofing      __________ Plumbing

        _______________ Electric     ____________ Heating / A/C

__________ Sprinkler 100% __________ Square feet occupied _________% of area occupied.
# _______ _ of stories ____ Burglar Alarm system – Central Station (Police or                                               

                                                 alarm company) Local (Alarm sounds just at the location)
Employee Dishonesty requires # of Employees F/T_________________ P/T ________________

General Liability:

Liability Limits:  1,000,000 / 2,000,000 ____________ or  2,000,000 / 4,000,000 __________
Gross Annual Sales for all Location’s:  $___________________$ Payroll ___________________
Stop Gap (State) ___________________EPLI ________________# of Employees_____________

Employee Benefits Liability:  _________________________________________________________
Yes [ ]   No [ ]   Hired and Non-Owned Auto Liability Coverage
Umbrella:  (See PST for additional workflow)
Limit of Liability ____________________________ Is there an existing Umbrella _____________
U/L Carrier Name and Limits for Auto or WC (If not CNA)_______________________________

_____________________________________________________________________________________

 (Note:  Please provide copy of declaration page, if available)
Business Auto:
Remember the vehicles must be registered in the Name of the Company.
If Insured requires a Quote for Business Auto Coverage other than the Hired and Non-Owned Coverage, please obtain the information below. 
Federal ID # ​​​​​​​​​​​_______________________________________________________________________
Combined Single Limit of Liability __________________________________________________

Hired/Auto & Non/Owned Auto Liability _____________________________________________
Personal Injury Protection ___________________________Options: ______________________

Uninsured/Underinsured Motorists Limit ____________________________________________
Medical Payments Limit ____________________________________________________________
Hired Auto Physical Damage Limits & Deductible____________________________________
Vehicle # __________    VIN# _________________________________ Cost New $ ___________
Make ___________    Model ________________ Year ________              
Type ___________________________ (Passenger Car, Pick Up, Medium Truck etc)

Comprehensive Deductible $ ________________ Collision Deductible $_________________
Towing (PPT’s Only) __________________Rental Reimbursement_______________________

Garage Location: __________________________________________________________________

Vehicle # __________    VIN# _________________________________  Cost New $ ____________

Make ___________    Model ________________ Year ________              

Type ___________________________ (Passenger Car, Pick Up, Medium Truck etc)

Comprehensive Deductible $ ________________ Collision Deductible $__________________
Towing (PPT’s Only) __________________Rental Reimbursement_______________________
Garage Location: _______________________________________________

Vehicle # __________    VIN# ___________________________________ Cost New $ ____________

Make ___________    Model ________________ Year ________              

Type ___________________________ (Passenger Car, Pick Up, Medium Truck etc)

Comprehensive Deductible $ ________________ Collision Deductible $____________________

Garage Location: _______________________________________________
Towing (PPT’s Only) _____________________Rental Reimbursement_______________________

Please provide the following information on all Drivers.

Full Name        ​              DOB              License Number & State Violations______________________________________________
1. ______________________________________________________________________________
2. ______________________________________________________________________________
3. ______________________________________________________________________________
4. ______________________________________________________________________________
5. ______________________________________________________________________________

Loss Payee &/or Additional Insured: __________________________________________________
______________________________________________________________________________________
